
 
 
May 31, 2018 
 
 
Dr. Robert R. Redfield, Director  

Office of the Director 

Centers for Disease Control and Prevention  

1600 Clifton Road  

Atlanta, GA 30329-4027 USA 

 

VIA EMAIL: olx1@cdc.gov 
 
 
Dear Dr. Redfield, 
 
 
As scholars dedicated to conducting research on sexual orientation and gender identity, 
we are writing to communicate the importance of sustained inclusion of the sexual 
orientation and gender identity (SOGI) module in the Behavioral Risk Factor 
Surveillance System (BRFSS). LGBT adults are largely invisible in the US public health 
surveillance system because questions identifying them have been slow to be included 
in surveys and administrative data. Only a handful of more than 150 data sources and 
dozens of surveys that are used to monitor progress towards Healthy People 2020 
objectives include SOGI items (https://www.healthypeople.gov/2020/data-search/Data-
Sources). In fact, because the BRFSS is a large, rich source of population-based health 
data, increasing “the number of states, territories and the District of Columbia that use 
the provided module on sexual orientation and gender identity in the Behavioral Risk 
Factor Surveillance System (BRFSS) 
(https://www.healthypeople.gov/node/11512/data_details)” is a Healthy People 2020 
objective – the federal blueprint for the health of the nation.  
 
Due to the size of the BRFSS, the probability sampling approach, and the lack of 
consistent inclusion of SOGI measures across the US health surveillance system and 
other federal population monitoring systems, analyses of these data have filled critical 
voids in knowledge about the health of LGBT adults. As shown in the annotated 
bibliography below, BRFSS SOGI data are well-used by researchers. In fact, over 50 
published, peer-reviewed BRFSS papers have provided information about the health of 
LGBT adults, including more than two dozen published in the last three years and 10 
that feature transgender adults.  
 
These analyses have produced knowledge about the health of LGBT adults and specific 
LGBT subgroups (e.g., veterans, cancer survivors, rural residents) across a broad array 
of issues, including physical and mental health, violence victimization, disability, and 
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health insurance coverage. The BRFSS has also provided a unique source of 
information about the prevalence of socioeconomic (e.g., education, employment, 
income) and behavioral determinants of health such as smoking, drinking, diet, activity, 
and screening (e.g., HIV, colorectal, and pap testing) which is necessary to ensure that 
LGBT people are included in prevention and intervention efforts.  Additionally, BRFSS 
data have been utilized to examine the relationship between public policies and health. 
 
Given the significant value of SOGI data gathered through the BRFSS, and the wide 
and long-standing gaps in the US health surveillance system, as well as other federal 
population monitoring systems, we strongly urge the CDC to continue and grow its data 
collection regarding the health of sexual and gender minorities. Specifically, with respect 
to the BRFSS, we strongly recommend that SOGI questions be added to the core 
survey so that they are asked of residents across all 50 states, US territories, and the 
District of Columbia. Like other demographic items on the BRFSS, the SOGI items 
belong on the demographic section of the core survey where they will be utilized 
uniformly across the states. At the very least, we urge the CDC to continue to offer the 
SOGI optional module, to process and analyze these data, and to encourage states to 
adopt the module with incentives. In addition, we urge the CDC to identify a division at 
CDC or external source to commit to financially sponsor the SOGI module in 2019 and 
into the future. 
 
Actions to preserve and expand SOGI data collection in the BRFSS will enable the U.S. 
Department of Health and Human Services to ensure data about the health of LGBT 
people continues to be collected and help health policy makers track progress toward 
improving the health of sexual and gender minorities—goals described in Healthy 
People 2020.  
 
 
Sincerely, 
 
Kerith Jane Conron, Sc.D., MPH, Blachford-Cooper Research Director and 
Distinguished Scholar 
 
Ilan H. Meyer, Ph.D., Williams Distinguished Senior Scholar of Public Policy 
 
M. V. Lee Badgett, Ph.D., Williams Distinguished Scholar 
 
Jody L. Herman, Ph.D., Scholar of Public Policy 
 
Bianca D. M. Wilson, Ph.D., Rabbi Barbara Zacky Senior Scholar of Public Policy 
 
Andrew Flores, Ph.D., Visiting Scholar  
 
Brad Sears, J.D., Associate Dean of Public Interest Law & David S Sanders 
Distinguished Scholar of Law and Policy  
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Jocelyn Samuels, J.D., Executive Director 
 
Adam P. Romero, J.D., Director of Legal Scholarship and Federal Policy, Arnold D. 
Kassoy Scholar of Law 
 
Christy Mallory, J.D., State and Local Policy Director, Anna. M. Curren Scholar of Law 
 
Nanette Gartrell, M.D., Williams Distinguished Visiting Scholar 
 
Amira Hasenbush, J.D., MPH, Jim Kepner Law and Policy Fellow 
 
Taylor Brown, MPP, Project Manager 
 
Soon Kyu Choi, MPP, M.Sc., Project Manager  
 
Evan Krueger, MPH, Research Coordinator 
 
Krystal Kittle, M.A., M.S., Research Project Coordinator 
 
 
I am lending my support to this letter my adding my name and affiliation (for 
identification purposes) Listed by leaders in the field followed by order of time of 
endorsement. 
 
1. Randall Sell, Sc.D., Professor, Drexel University  
2. Perry N. Halkitis, Ph.D., M.S., MPH, Dean & Professor, Rutgers School of Public 

Health 
3. Stephen T. Russell, Ph.D., Regents Professor, Department Chair, University of 

Texas at Austin 
4. Nancy Krieger, Ph.D., Professor of Social Epidemiology, Harvard T.H. Chan 

School of Public Health 
5. Susan D. Cochran, Ph.D., Professor, UCLA Fielding School of Public Health  
6. S. Bryn Austin, Sc.D., Professor, Harvard Medical School, Harvard T.H. Chan 

School of Public Health, Boston Children’s Hospital 
7. Margaret Rosario, Ph.D., Professor of Clinical Psychology, City University of New 

York--City College and Graduate Center 
8. Brian Dodge, Ph.D., Professor, Indiana University School of Public Health-

Bloomington 
9. Caitlin Ryan, Ph.D., Director - Family Acceptance Project, San Francisco State 

University 
10. Christopher Carpenter, Ph.D., Professor of Economics, Law, Health Policy, and 

Education, Vanderbilt University 
11. Esther Rothblum, Ph.D., Professor, San Diego State University 
12. Lisa Bowleg, M.A., Ph.D., Professor of Applied Social Psychology, The George 

Washington University 
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13. Heather L. Corliss, MPH, Ph.D., Professor, San Diego State University  
14. Laurie Drabble, Ph.D., Professor, San Jose State University 
15. Marguerita Lightfoot, Ph.D., Professor, UCSF 
16. Tania Israel, Ph.D., Professor, University of California, Santa Barbara 
17. Jessica M. Xavier, MPH, Independent Consultant   
18. Sean Cahill, Ph.D., Director, Health Policy Research, The Fenway Institute 
19. V. Paul Poteat, Ph.D., Associate Professor, Boston College 
20. Mark Hatzenbuehler, Ph.D., Associate Professor, Columbia University 
21. Sari L. Reisner, Sc.D., M.A., Assistant Professor, Harvard Medical School, 

Harvard T.H. Chan School of Public Health, Boston Children’s Hospital 
22. Wendy Bostwick, Ph.D., MPH, Associate Professor, University of Illinois at 

Chicago 
23. John R. Blosnich, Ph.D., MPH, Assistant Professor, Division of General Internal 

Medicine, University of Pittsburgh School of Medicine 
24. Gilbert Gonzales, Ph.D., MHA, Assistant Professor, Vanderbilt University School 

of Medicine 
25. Stacey Williams, Ph.D., Professor of Psychology, East Tennessee State 

University 
26. Diane diMauro, Ph.D. 
27. Sue C. Jacobs, Ph.D., Professor and Psychologist, Oklahoma State University  
28. Gregory Gagnon, M.Phil., Doctoral Candidate, City University of New York 
29. Dana Bevan, Ph.D., Research Psychologist 
30. Matt Jans, Ph.D., M.A., M.A., Independent Research, Rockville, MD 
31. Mayon Yen, MPH  
32. Scot McAfee, M.D., Chairman, Psychiatry, Maimonides Medical Center 
33. Jake Rubinstein, M.A., Analyst 
34. Guy Albert, Ph.D., Licensed Psychologist (CA), JFK University 
35. Christopher R. Martell, Ph.D., Psychologist, University of Massachusetts, 

Amherst 
36. Cameron Crandall, M.D., Professor of Emergency Medicine, Director LGBTQ 

Diversity, Equity and Inclusion, University of New Mexico Health Sciences Center 
37. Sarah Mountz, MSW, Ph.D., Assistant Professor, University at Albany School of 

Social Welfare 
38. Megan Torrey-Payne, MSW, Certified Sex Therapist 
39. Keng-Yen Huang, Ph.D., Associate Professor, NYU 
40. Melissa Heckman, MSW, M.Ed., LICSW, Outpatient Therapist, Widener 

University, Behavioral Health Network Inc 
41. Christine Browning, Ph.D., Psychologist (retired), University of California, Irvine 

(retired) 
42. Paul Kowatch, MSW, M.A., Licensed Clinical Social Worker, Private Practice 
43. Andrew A. Beveridge, B.A, M.Phil., Ph.D., Professor of Sociology, Queens 

College and Graduate Center CUNY 
44. Jinyoung Lee, M.A., Ph.D. Student, University of Nebraska-Lincoln 
45. Cay Crow, Master's in Clinical Psychology, LPC, AASECT-Certified Sex 

Therapist 
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46. Alec Smidt, M.S., Doctoral Student, University of Oregon 
47. Renee Page, MPH  
48. Daniel Brewer, Psy.D., Licensed Clinical Psychologist, Psychological 

Consultations, The Illinois Psychological Association 
49. Daniel Cook, Ph.D., Associate Professor, University of Nevada Reno 
50. Gerald Montano, D.O., M.S., Assistant Professor of Pediatrics, University of 

Pittsburgh  
51. Noelle Mendez, B.A., Sr. Research Associate, University of Miami 
52. Lisa Kort-Butler, Ph.D., Associate Professor of Sociology, University of 

Nebraska-Lincoln 
53. Tessa Wimberley, Ph.D., Postdoctoral Fellow, University of North Carolina at 

Charlotte 
54. David Kallinger, Ph.D., Private Practice 
55. Elaine M. Maccio, Ph.D., MSW, Associate Professor, Louisiana State University 
56. Christine Milrod, Ph.D., Sexologist, SCTC 
57. Audrey Harkness, Ph.D., Postdoctoral Fellow, University of Miami 
58. Danielle Soto, Ph.D., Senior Researcher, Impact Justice 
59. Zoe Fawcett, M.A., Research Associate, Georgia State University/Ohio State 

University 
60. Gina Sequeira, M.D., Adolescent Medicine Fellow 
61. Brittany Wilkins, Ph.D., MSW, East Tennessee State University 
62. Amy Green, Ph.D., Assistant Professor, University of California, San Diego 
63. Carolyn Wong, Ph.D., Assistant Professor, Children's Hospital Los Angeles, Keck 

School of Medicine at USC 
64. Kenny Cheng, M.A., United Nations  
65. Nicholas Heck, Ph.D., Assistant Professor of Psychology, Marquette University  
66. Elizabeth Bartelt, MPH, Research Coordinator and Doctoral Student, Indiana 

University 
67. Stephanie Miedema, M.A., Doctoral Candidate, Emory University 
68. Rachael Richter, MSW, MPH candidate - April 2019, University of Pittsburgh 
69. Randolph D. Hubach, Ph.D., MPH, Assistant Professor, Oklahoma State 

University  
70. Judith Leitch, Ph.D., University of Maryland  
71. Brittany Schuler, Ph.D., Postdoctoral Fellow, University of Michigan SSW 
72. Rachael Allen, B.S., M.A., Survey Specialist, RTI International  
73. Christopher ChoGlueck, M.A., Ph.D. Candidate, Indiana University Bloomington  
74. Dennis Debiak, Psy.D., President, Division of Psychoanalysis (39), American 

Psychological Association 
75. Gabrielle Abousleman, MPH, Research Scientist, Department of Emergency 

Medicine, University of New Mexico School of Medicine 
76. Ryan Ebersole, M.S., Ph.D. Candidate, University at Albany, SUNY 
77. Melanie Davis, Ph.D., AASECT Certified Sexuality Educator, OWL Program 

Associate, Unitarian Universalist Association  
78. Nicholas Livingston, Ph.D., M.A., Research and Clinical Psychologist, VA Boston 

Healthcare System & Boston University School of Medicine 
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79. Jonah DeChants, MSSP, Doctoral Student, University of Denver, Graduate 
School of Social Work 

80. Nancy J. Burke, Ph.D., Professor and Chair, University of California, Merced 
81. Anna Dendy, Ph.D., Psychologist, Louis Stokes Cleveland VAMC 
82. Robert Hadlsy, MDiv, Reverend, UCC 
83. Marik Xavier-Brier, Ph.D., Georgia State University; U.S. Commission on Civil 

Rights 
84. C. Fariello, Ph.D., M.A., LMFT, Director, Philadelphia Institute for Individual, 

Relational, & Sex Therapy 
85. Tara Kuther, Ph.D., Professor, Western Connecticut State University 
86. Genya Shimkin, MPH, Founder, The Q Card: Empowering Queer Youth in 

Healthcare 
87. Charles Wampold, J.D., Ph.D. 
88. Derrick Matthews, Ph.D., MPH, Assistant Professor, University of Pittsburgh 

Graduate School of Public Health 
89. Jacquelyn Elbel, Ph.D., Psychologist, Parker University 
90. Jay Irwin, Ph.D., Associate Professor of Sociology, University of Nebraska at 

Omaha 
91. Amanda Miller, MPH, MPAS, Physician Assistant 
92. Crystallee Crain, B.S., M.A., Ph.D., Assistant Professor of Practice, Portland 

State University, School of Social Work 
93. Shauna Yates, Bachelor's, Education Analyst, RTI International  
94. Siobhan Simpson, M.A., RTI International 
95. Daniela Hochfellner, Ph.D., Research Assistant Professor, NYU 
96. Matthew Town, Ph.D., MPH, Assistant Professor of Public Health, Pacific 

University 
97. David Hubbard, MPH, Medical Student, Harvard Chan School of Public Health, 

UC San Diego Medical School 
98. Ashley Lacombe-Duncan, Ph.D.(c), Doctoral Candidate, University of Toronto  
99. Patricia Moreland, Ph.D., RN, Assistant Professor, Emory University 
100. Kerry Woodward, Ph.D., Associate Professor, California State University, Long 

Beach 
101. Gruendl Magdalena, MPH, M.D.-Ph.D. student, Harvard Medical School 
102. Peggy Shannon-Baker, Ph.D., Assistant Professor, Georgia Southern University 
103. Steven Onken, B.A., MSSW, Ph.D., Associate Professor, University of Northern 

Iowa 
104. Maria Bilbao, Ph.D., Michigan State University 
105. Mindy Rhindress, Ph.D., Adjunct, Queens College 
106. Lucia Guerra, Ph.D., MPH, M.A., Assistant Professor, Indiana University 
107. Diane Gavarkavich, MPH, Director of Research Services, UNC Charlotte Urban 

Institute  
108. Andrea Morganstein, M.S., Licensed Professional Counselor 
109. Harriette Kaley, Ph.D., ABPP, Clinical Psychologist/Psychoanalyst; Professor 

Emerita, NYU Postodctoral Program in Psychoanalysis and Psychotherapy 
110. Sarah Hipp, MPH, Project Director, Pacific Survivor Center 
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111. Cynthia Mendelson, Ph.D., Psychologist 
112. Carl Streed, Jr., M.D., MPH, Chair, Massachusetts Medical Society Committee 

on LGBTQ Matters, Boston Medical Center, Fenway Health 
113. Michele Eliason, Ph.D., Professor and Assistant Dean, San Francisco State 

University 
114. Abel Knochel, Ph.D., MSW, Assistant Professor, University of Minnesota Duluth 
115. Celia Fisher, Ph.D., Marie Ward Doty University Chair in Ethics, Fordham 

University 
116. Elizabeth Carroll, Ph.D., Psychologist, College Counseling, Ramapo College 
117. Benjamin Rooney, M.A., Research Health Science Specialist, United States Dept 

of Veterans Affairs 
118. Alex Kovic, M.A., Psy.D., Postdoctoral Associate, U of MN 
119. Chiaothong Yong, Psy.D., Licensed Psychologist 
120. Eric Stewart, Ph.D., Associate Professor, University of Washington 
121. Libby Hemphill, Ph.D., Director, Associate Professor, Resource Center for 

Minority Data, ICPSR 
122. Elba Caraballo, M.A., MSW, Ph.D., Director, Field Education, University of Saint 

Joseph, MSW Program 
123. Allegra Gordon, Sc.D., MPH, Instructor; Research Scientist, Boston Children's 

Hospital 
124. Natalie Johnson, MPH candidate, Harvard T.H. Chan School of Public Health 
125. Jesse Brajuha, MPH, Program Coordinator, Temple University 
126. Holly B. Fontenot, Ph.D., RN/NP, Associate Professor, Boston College 
127. Brian Adams, MPH, Research Specialist, University of Pittsburgh 
128. Matthew Skinta, Ph.D., ABPP, Director, Sexual & Gender Identities Clinic, Palo 

Alto University 
129. Rosara Torrisi, Ph.D., President, Long Island Institute of Sex Therapy 
130. Steven H. Knoblauch, Ph.D., Clinical Adjunct Associate Professor, New York 

University Postdoctoral Program in Psychotherapy and Psychoanalysis 
131. Jessica Miller, MPH, Research Associate, UOFM 
132. Amy Corning, Ph.D., Assistant Professor, Virginia Commonwealth University 
133. Chelsea Proulx, MPH, Evaluation Coordinator, University of Pittsburgh 
134. Peter Baltrus, Ph.D., Associate Professor, Morehouse School of Medicine 
135. Nancy Whelchel, Ph.D., Director for Survey Research, North Carolina State 

University 
136. Nicole L. Hair, Ph.D., Assistant Professor of Health Services Policy and 

Management, Arnold School of Public Health 
137. Ashley Kirzinger, Ph.D., Senior Survey Analyst, Kaiser Family Foundation 
138. Linda Owens, Ph.D., Assistant Director, University of Illinois Survey Research 

Lab 
139. Dustin Duncan, Sc.D., Associate Professor, NYU 
140. Richard A. Brandon-Friedman, Ph.D., MSW, LCSW, LCAC, Assistant Professor, 

Indiana University 
141. Jennifer Dykema, Ph.D., Distinguished Scientist, University of Wisconsin-

Madison 
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142. Brittanii Rogers, BBA, Research Program Coordinator, University of Texas at 
San Antonio 

143. David Marker, Ph.D., Senior Statistician, Westat 
144. Brett McBride, M.S., Survey Methodologist 
145. Graham McMahon, M.D., Endocrinologist and Professor, Northwestern 

University  
146. Audrey Turley, M.E., Health Science & Survey Research Principal, ICF 
147. Carla A. Pfeffer, Ph.D., Associate Professor of Sociology and Women's and 

Gender Studies, University of South Carolina 
148. Katharine Thomson, Ph.D., Attending Psychologist, Boston Children's Hospital 
149. Saul G. Alamilla, Ph.D. 
150. Alberto Cifuentes, Jr., LMSW, Doctoral Student, University of Connecticut 
151. Cynthia Rohrbeck, Ph.D., Associate Professor of Psychology, George 

Washington University 
152. Mario Callegaro, Ph.D., Survey Research Scientist, Google 
153. Howard Fradkin, Ph.D., Partner, CollaborationsTraining, LLC 
154. Rey Hernandez-Julian, Ph.D., Professor of Economics, Metropolitan State 

University of Denver 
155. Amy K. Bucciere, MSW, Psychotherapist 
156. Samantha Marquez, LCSW, Project Coordinator - Behavioral Sciences Research 

Program, Fenway Health 
157. Sharon Horne, Ph.D., Professor, University of Massachusetts, Boston 
158. Liam Walsh, Bachelor's, Finance Analyst, BCH 
159. Dustin Shepler, Ph.D., Psychologist/Faculty, Michigan School of Professional 

Psychology 
160. Frances Aunon, M.S., Doctoral Candidate, University of Washington 
161. Supriya Misra, M.A., Doctoral Candidate, Harvard T.H. Chan School of Public 

Health 
162. G. Nic Rider, Ph.D., Postdoctoral Fellow, University of Minnesota Medical School 
163. Joe Giuffre, M.Ed., Widener University 
164. Paul Cody, Ph.D., Psychologist & Gender Specialist, Equality Health Center, 

Concord, NH 
165. Laurel Watson, Ph.D., Assistant Professor of Counseling Psychology, University 

of Missouri-Kansas City 
166. Carol J. Boyd, MSN, Ph.D., RN, Deborah J Oakley Professor, U of M 
167. Andrea Titus, MPP, University of Michigan 
168. Amanda Birnbaum, Ph.D., MPH, Professor and Chair, Department of Public 

Health, Montclair State University  
169. Kelli Agrawal, MPH, Research Coordinator, University of Florida/APHA 
170. Jay Paul, Ph.D., Psychotherapist in Private Practice, American Psychological 

Association Division 44 
171. Christina Sun, Ph.D., M.S., Assistant Professor, Oregon Health and Science 

University-Portland State University School of Public Health 
172. Anthony Almazan, B.A., Medical Student, Harvard Medical School 
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173. Anne Statton, B.A., Executive Director, PACPI - Pediatric AIDS Chicago 
Prevention Initiative 

174. Krishna Kary, M.A., Doctoral Candidate, University of California, Santa Barbara 
175. Ed Trickett, Ph.D., Visiting Professor, University of Miami 
176. Brian Feinstein, Ph.D., Research Assistant Professor, Northwestern University 
177. Terrence O. Lewis, Ph.D., MSW, LICSW, Associate Professor, West Chester 

University of Pennsylvania 
178. Kelly Martin, MPH, Project Director, Columbia University 
179. Rebekah Torcasso Sanchez, M.A., RTI International  
180. Eric Walsh-Buhi, MPH, Ph.D., Professor and Division Head, Health Promotion 

and Behavioral Science, School of Public Health, San Diego State University 
181. Jorge Soler, Ph.D., MPH, Postdoctoral Fellow, ICAP at Columbia University 
182. Jim Schwartz, Ph.D., Adjunct Professor, William Paterson Univ 
183. Paul Aussendorf, M.S., Former Director at GAO 
184. Michael Halenar, MPH, Research Analyst, Westat 
185. Colm O'Muircheartaigh, Ph.D., Professor, University of Chicago 
186. Patricia Wonch Hill, Ph.D., Research Assistant Professor, UNL 
187. Chanin Santini, MSW, Social Worker 
188. Florian Burfeind, M.Ed., Psychotherapist 
189. Rafael Campo, M.A., M.D., D.Litt, Associate Professor of Medicine, Harvard 

Medical School 
190. Marilyn P. Safir, Ph.D., Professor Emeritus, University of Haifa Psychology  
191. Joetta Prost, Ph.D., Psychologist 
192. Dan McPherson, Ph.D., Associate Dean of Students, University of San Francisco 
193. Hani Mansour, Ph.D., Associate Professor, University of Colorado Denver 
194. Emily Dworkin, Ph.D., Senior Fellow, University of Washington 
195. Mathew Stange, Ph.D. 
196. Justine Bulgar-Medina, M.A., University of Massachusetts, Boston 
197. Kaston D. Anderson-Carpenter, Ph.D., MPH, BCBA-D, Assistant Professor of 

Psychology, Michigan State University 
198. Mollie McQuillan, M.A.T, M.A., Doctoral Candidate, Northwestern University  
199. Mackey R. Friedman, Ph.D., MPH, Assistant Professor, University of Pittsburgh 
200. Robert Coulter, Ph.D., MPH, Postdoctoral Scholar, University of Pittsburgh 
201. Brian Bayliss, MPH, B.S., NRP 
202. Anu Manchikanti Gomez, Ph.D., Assistant Professor, University of California, 

Berkeley 
203. Jessica Fish, Ph.D., Assistant Professor of Family Science, University of 

Maryland 
204. Meredith Solomon, MLS, Outreach Officer, Harvard Medical School  
205. Jeffrey Axelbank, Psy.D., Psychologist 
206. Brian Clark, Ph.D., Economist, FTC 
207. Cameron Cashin, BSN, RN 
208. Robert Stevens, Ph.D., President, SC Association of Positive Behavior Support, 

Medical University of SC  
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209. Samantha King, MSW, M.Ed, Education coordinator, Children's Hospital of 
Philadelphia 

210. Carol Haney, B.A., Senior Research and Data Scientist, Qualtrics 
211. Michael Jacobsen, M.Sc., 2M Research 
212. Priya Thaker, MPH, Senior Analyst, UCLA 
213. Batya Hyman, Ph.D., MSW, Professor, Salisbury University  
214. Susan C. Turell, Ph.D., Psychologist  
215. Gisela Rua, Ph.D., Economist 
216. Erin Bouldin, MPH, Ph.D., Assistant Professor, Appalachian State University 
217. Emma Creegan, B.S., Research Assistant, Seattle University/University of 

Washington 
218. Shanna K. Kattari, Ph.D., M.Ed., Postdoctoral Fellow/Incoming Assistant 

Professor, University of Michigan School of Social Work 
219. Michael Sanderson, M.S., Survey Research Scientist, New York City Department 

of Health and Mental Hygiene 
220. Ariella Tabaac, Ph.D., Postdoctoral Research Fellow, Boston Children's Hospital 
221. Thomas D. Meyer, Ph.D., LP, McGovern Medical School, UTHealth 
222. Jayleen Galarza, Ph.D., M.Ed., Associate Professor, Shippensburg University 
223. Polly Phipps, Ph.D.  
224. Jane Holloway, B.A., Psychology Graduate Student, Widener University 
225. Bahaur Amini, M.S. 
226. Payal Desai, MPH, Medical Student, Harvard T.H. Chan School of Public Health 
227. Shelley Facente, MPH, Epidemiologist, University of California, Berkeley 
228. Octavio Gonzalez, Ph.D., Assistant Professor, Wellesley College 
229. Nick Huntington-Klein, Ph.D., Assistant Professor, CSU Fullerton 
230. Anthony DiStefano, Ph.D., MPH, Professor, Department of Health Science, 

California State University, Fullerton 
231. Gregory Zimet, Ph.D., Professor of Pediatrics & Clinical Psychology, Indiana 

University 
232. Christopher Anderson, Ph.D.(c), Ph.D. Candidate, Harvard University 
233. April Trotman, Ph.D. 
234. Aileen Duldulao, Ph.D., MSW, Maternal & Child Health Epidemiologist, 

Multnomah County Health Department 
235. Jianmin Shao, B.A., Ph.D. Student, University of California, Irvine 
236. David J. Lick, Ph.D., User Researcher 
237. Gabriel Schwartz, B.A., Ph.D. Candidate, Harvard University 
238. Adam Glick, MSW, Psychotherapist, LiveWell Therapy Associates 
239. Kimberly Levitt, B.S., MPH, Clinical Research Coordinator, MCPHS 
240. Sweta Basnet, MPH, Epidemiologist 
241. Alex Pirie, B.A., Coordinator, Immigrant Service Providers Group/Health, 

Somerville, MA 
242. Robin Gentry, M.S., Director, Data Science, Nielsen 
243. Augusta M. Villanueva, Ph.D., Associate Professor, Dornsife School of Public 

Health, Drexel University 
244. Amanda Johbson, B.S., Teacher, Widener 
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245. Martin Reichhardt, M.Sc., Ph.D., University of Oxford, UK 
246. Margaret Wolff, DrPH, MSW, Postdoctoral Research Fellow, HIV Center for 

Clinical & Behavioral Studies, Columbia University & The New York State 
Psychiatric Institute 

247. Adam Hege, Ph.D., Assistant Professor, Appalachian State University 
248. Stephanie Zimmer, Ph.D., Research Statistician, RTI International 
249. Jacob Goffnett, MSW, Ph.D. Student, School of Social Work, University of Illinois 

at Urbana-Champaign 
250. Laura Jadwin-Cakmak, MPH, Research Director, University of Michigan School 

of Public Health 
251. Sarah Bryan, Ph.D., Licensed Professional Counselor, Integrative Empowerment 

Group, PLLC 
252. Maya Uemoto, MPH, Grants and Contracts Specialist, University of Hawaii 
253. Alexis Bolick, MPH   
254. Kaitlyn Cook, B.A., M.A., Graduate Student, Harvard T.H. Chan School of Public 

Health 
255. Jamie Tam, Ph.D., University of Michigan 
256. Simon Bauer-Leffler, Ph.D., Research Coordinator, Oregon State Hospital 
257. Deepali Ravel, Ph.D., Research Associate, Harvard Medical School 
258. Ilana Ventura, M.A., University of Chicago 
259. Michael Halberstam, Chairman, Interviewing Service of America, LLC 
260. Kristie Seelman, Ph.D., MSW, Assistant Professor, Georgia State University, 

Andrew Young School of Policy Studies 
261. Brian Harnisch, MBA, Senior Research Scientist, University of Wyoming 
262. Catherine Crosby, J.D., Ph.D., Associate Professor, St. Lawrence University 
263. Justin Garoutte, B.A., MPH Candidate, University of New Mexico 
264. Monica Kriete, MPH  
265. Aaron Devor, Ph.D., Chair In Transgender Studies, University of Victoria, 

Canada 
266. Phil McCabe, CSW, Health Educator, Rutgers University 
267. Heather Hoffmann, Ph.D., Professor of Psychology, Knox College 
268. Michele Torres, MDiv, M.A., Reverend, Boston Children's Hospital 
269. Sarah Cho, MPH, Director of Research, SurveyMonkey 
270. Bertha Mo, MPH, Ph.D., Adjunct Research Professor, Carleton University 
271. Jack Lucas Tilley, M.Sc., Ph.D. Candidate, Uppsala University 
272. K. Rivet Amico, Ph.D., Associate Professor, UMICH 
273. Oakleigh Reed, M.A., University of Montana 
274. Melanie D. Hetzel-Riggin, Ph.D., Professor of Psychology, Penn State Behrend 
275. Janice Habarth, Ph.D., Assistant Professor of Psychology, Palo Alto University 
276. Alian Kasabian, Ph.D., Research Assistant Professor, University of Nebraska-

Lincoln 
277. Sally Campbell Galman, Ph.D., Associate Professor, University of 

Massachusetts, Amherst 
278. Danielle Chiaramonte, Master's Degree, Graduate Research Assistant, Michigan 

State University 
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279. Susan Sommer, RN, MSN, NP, Nurse Practitioner, Boston Children's Hospital 
280. Keith Marzilli Ericson, Ph.D., Associate Professor, Boston University Questrom 

School of Business 
281. David J. Brennan, MSW, Ph.D., Associate Professor, University of Toronto 

(Please note I am a US citizen that works with American colleagues regularly.  
282. Jim Pickett, Senior Director of Prevention Advocacy and Gay Men's Health, AIDS 

Foundation of Chicago 
283. Rachel H. Farr, Ph.D., Assistant Professor, University of Kentucky 
284. Phillip Hammack, Ph.D., Professor of Psychology, University of California, Santa 

Cruz 
285. Christopher Wheldon, Ph.D., Cancer Prevention Fellow, National Cancer Institute 
286. Shelby DuPont, B.S., Operations Associate, St. Kate's  
287. Alli Irving, Ph.D., Licensed Psychologist, NC State University  
288. Russell Toomey, Ph.D., Associate Professor, University of Arizona 
289. William Smith, M.D., Resident Physician, University of California San Francisco 
290. David Pantalone, Ph.D., Associate Professor of Psychology, University of 

Massachusetts, Boston 
291. Ashley Perez, Sc.M., Doctoral Student, University of California, San Francisco 
292. Ellen Nasper, Ph.D., Clinical Psychologist, Yale Department of Psychiatry 
293. Nicholas Perry, Ph.D., Postdoctoral Research Fellow, Brown University  
294. Noe Ruben Chavez, Ph.D., Postdoctoral Research Fellow, City of Hope 

(Comprehensive Cancer Center) 
295. Ann M. Duffett, Ph.D., Partner, FDR Group 
296. Rachel Rubin, M.A., University of Massachusetts, Boston; Cambridge Health 

Alliance 
297. Debra Umberson, MSW, Ph.D., Professor, U. of Texas 
298. Nancy Fleischer, Ph.D., MPH, Assistant Professor, University of Michigan 
299. Jennifer Gess, Ph.D., Counselor Educator 
300. Amy Wright, Ph.D.(c), Assistant Professor of Social Work, Illinois State University 
301. Sarah Schirmer, DNP, PMHNP, Psychiatric-Mental Health Nurse Practitioner, 

Behavioral Wellness Clinic  
302. Justin A. Sitron, Ph.D., Associate Professor, Widener University, Center for 

Human Sexuality Studies 
303. Jennifer Lemberger, MPH  
304. Stacy Smallwood, Ph.D., MPH, Assistant Professor, Georgia Southern University 
305. Alex Redcay, Ph.D., Assistant Professor, Millersville University  
306. Natalie Holt, M.A., Clinical Psychology Ph.D. Student, University of Nebraska-

Lincoln 
307. Richelle Frabotta, MSEd, CSE, CSES, Coordinator, Dennis L. Carlson Sexuality 

Education Studies Center, Miami University (Ohio) 
308. Seemanthini T.S., M.Phil., Ph.D., WCDHB 
309. Stas Kolenikov, Ph.D., Senior Scientist, Abt Associates 
310. Lisa Belvy, Ph.D., Clinical Psychologist, Veterans Health Administration  
311. Hilary Michels, M.Ed, Educator, Widener University  
312. Charlene Boyd, M.Ed., Widener University 
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313. Lindsay Emery, M.S., Graduate Student 
314. John C. Bluedorn, Ph.D., Senior Economist 
315. Wesley Chou, B.A., Medical Student, Harvard Medical School 
316. Jayelin Parker, MPH, Research Associate, University of Michigan- Center for 

Sexuality and Health Disparities 
317. Stephen Rassi, Ph.D., MSW, M.A., Clinical Social Worker & Social Work and 

Health Administration Lecturer, University of Michigan and Eastern Michigan 
University 

318. Kathleen Chaballa, Ph.D.(c), Data Analyst, University of Denver 
319. Amanda Lappin, M.S., The University of Kansas 
320. Emily Claire Bettin, B.A., Research Study Coordinator, Northwestern University  
321. Stephen Sullivan, MPH, Project Manager, U-M Center for Sexuality & Health 

Disparities  
322. Megan Mullins, MPH, Doctoral Candidate, University of Michigan 
323. Eli Godwin, Ed.M., Research Specialist, Boston Children's Hospital 
324. Charles Yingling, DNP, FNP-BC, FAANP, Clinical Assistant Professor, Family 

Nurse Practitioner, University of Illinois at Chicago 
325. Olivier Simard-Casanova, Ph.D., Ph.D. Candidate in Economics, Universite de 

Lorraine 
326. Jennifer Rutt, M.A., Evaluation Project Manager, University of Nebraska-Lincoln 
327. Elizabeth Kelman, MPH, Project Coordinator, Center for HIV Educational Studies 

and Training at Hunter College 
328. Raquel Sofia Sandoval, B.A., B.S., Medical Student, Harvard Medical School 
329. Rachel Waford, Ph.D., Clinical Psychologist, Emory University 
330. Chris Obermeyer, B.S., M.Ed.   
331. Dabney Evans, MPH, Associate Professor, Emory University 
332. Shannon Caramiello, Psy.D., Clinical Neuropsychologist, Clinical Psychology 

Associates of North Central Florida  
333. Laura C. Hein, Ph.D., RN, FAAN  
334. Jordan Miller, M.A., Graduate Teaching Assistant, Georgia State University 
335. Cat Eskilson MFT Trainee, Antioch University Los Angeles 
336. Erika Hanley, M.A., American Psychological Association 
337. Joanne Hall, Ph.D., RN, FAAN, Professor Emerita, University of Tennessee 
338. Sarah Job, Master's in Experimental Psychology, East Tennessee State 

University  
339. Scot Evans, Ph.D., Associate Professor, University of Miami 
340. Jim Struve, LCSW, Psychotherapist 
341. Emmett Henderson, M.S., Ph.D. Student, University of Pittsburgh 
342. Rebecca Stotzer, MSW, Ph.D., Professor, University of Hawaii 
343. Roberto Ivo da Rocha Lima Filho, Ph.D., Professor Doctor, Federal University of 

Rio de Janeiro 
344. Ralph Bradburd, B.A, M.Phil., Ph.D., Professor of Economics, Williams College 
345. Emily Brown, B.A., Health Services Advocate, Boston HAPPENS at BCH 
346. Shadaab Kazi, B.S., Medical Student, Harvard Medical School 
347. Megan Simmons, Ph.D., MPH, Research Scientist, Widener University 
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348. Elizabeth A. Mellin, Ph.D., Associate Professor & Ph.D. Program Director, 
Binghamton University - SUNY 

349. Alexandra Lamm, MSEd, Fordham University 
350. Stacy Macias, Ph.D., Assistant Professor, California State University, Long 

Beach 
351. Alev Yildirim, Ph.D., MBA, Southern Connecticut State University 
352. Courtney Beard, Ph.D., Assistant Professor, Harvard Medical School 
353. Scyatta Wallace, Ph.D., Associate Professor, St. John's University 
354. Laura Graham Holmes, Ph.D., Postdoctoral Fellow, Center for Autism Research 
355. Lisa Lindley, DrPH, MPH, Associate Professor, George Mason University 
356. Dominic Parrott, Ph.D., Professor of Psychology, Georgia State University 
357. Mary Ann Hamlin, Ph.D., Clinical Psychologist, MRC 
358. Clement Russell, Psy.D., Licensed Psychologist, Behavioral Wellness Clinic 
359. Beth Rosen, Ph.D., Clinical Psychologist 
360. Natalie Ingraham, MPH, Ph.D., Assistant Professor, CSU East Bay 
361. Jacob Cotton, B.S., Program Coordinator, Boston Children's Hospital 
362. Liadh Timmins, Ph.D., M.Sc., B.A., King's College London 
363. Ashley Anglin, Ph.D., Production Director, United Way ALICE Project, United 

Way 
364. Elizabeth Clark, Psy.D., Director of Clinical Training, Fordham University 

Counseling and Psychological Services 
365. Diana Wang, Ph.D.  
366. Maria Fernanda Canizares, M.D., MPH, Research Fellow, Boston Children's 

Hospital 
367. Maranda Lawton, M.S., PA-C, Physician Assistant, Boston Children's Hospital - 

Dept of ORL 
368. Karen Saakvitne, Ph.D., Licensed Clinical Psychologist, Smith School for Social 

Work 
369. Martin Ploderl, Ph.D., Paracelsus Medical University, Salzburg, Austria 
370. Jacob Barrera, MPH, Research Project and Data Assistant, Harvard T.H. Chan 

School of Public Health 
371. Anthony Pho, MSN, MPH, ANP-C, Ph.D. Student, Columbia University 
372. Jane Fleishman, M.Ed., Ph.D., Sexuality Researcher and Educator, Speaking 

about Sex 
373. Morgan Adams, Master's Degree in Human Dimensions, Research and Survey 

Associate, National Research Center, Inc. 
374. Prateek Arora, Ph.D., UC Santa Cruz 
375. Daniel Hurley, Ph.D., Director of Psychology Training 
376. Jennifer Felner, MPH, Ph.D., Postdoctoral Fellow, San Diego State University 
377. Michael L. Hendricks, Ph.D., ABPP, Clinical Psychologist, Washington 

Psychological Center, P.C. 
378. Victoria Frye, MPH, DrPH, Associate Medical Professor, City University of New 

York  
379. Patrick Button, Ph.D., Assistant Professor of Economics, Tulane University 
380. Lo Fitzgibbons, MSW, M.Ed., LICSW, Widener University 
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381. Gary Howell, Psy.D., Licensed Clinical Psychologist, Center for Psychological 
Growth & Florida School of Professional Psychology 

382. Colleen Quigley, MSW, LMSW 
383. James Martin, Ph.D., Associate Dean, Academic Affairs, New York University 

Silver School of Social Work 
384. Tyler Arguello, Ph.D., DCSW, LCSW, MSW, Assistant Professor, California State 

University, Sacramento 
385. Debby Herbenick, Ph.D., MPH, Professor, Indiana University 
386. L.B. Moore, B.A., M.Ed., M.Ed., Boston Children's Hospital; Justice Resource 

Institute  
387. Madelyne Greene, Ph.D., RN, Postdoctoral Researcher, UW Madison 
388. Byron Brooks, M.A., Clinical Psychology Doctoral Candidate, East Tennessee 

State University 
389. Michael P. Dentato, Ph.D., MSW, Associate Professor, School of Social Work, 

Loyola University Chicago  
390. Philip Inglesant, Ph.D., University of Oxford 
391. Kasey Jackman, Ph.D., RN, Postdoctoral Research Scientist, Columbia 

University 
392. Amieb R. McKibban, Ph.D., Associate Professor, Chair, University of Southern 

Indiana 
393. Michael Robbins, Ph.D., Senior Research Specialist, Princeton University 
394. Matthew Kridel, M.S., University of South Alabama 
395. Sarah Peitzmeier, Ph.D., MSPH, Postdoctoral Fellow, University of Michigan 
396. Katherine Metayer, Clinical Research Coordinator, Dana-Farber Cancer Institute 
397. Rebecca Hinze-Pifer, Ph.D., Postdoctoral Fellow, Stanford University 
398. Virginia Ramseyer Winter, Ph.D., MSW, Assistant Professor, University of 

Missouri 
399. Nathan Lachowsky, Ph.D., Research Director & Assistant Director, Community 

Based Research centre for Gay Men’s Health & University of Victoria (Canada) 
400. Lixian Cui, Ph.D., Assistant Professor of Psychology, New York University 

Shanghai 
401. Julie Walsh, MSW, Associate Faculty, Indiana University 
402. Michael Elliott, Ph.D., Professor of Biostatistics, University of Michigan 
403. Satyanand Satyanarayana, A.B., J.D., Graduate Student, University of Miami 

Department of Psychology 
404. Thomas Miller, Ph.D., President, National Research Center, Inc. 
405. Chloe Mirzayi, MPH, CUNY SPH 
406. Abel Brodeur, Ph.D., Assistant Professor, University of Ottawa 
407. Sarah White, Psy.D., Psychologist 
408. Megan E. Gandy-Guedes, Ph.D., MSW, Assistant Professor, University of 

Oklahoma 
409. Eva Fedick, B.A., Graduate Student, Widener University Center for Human 

Sexuality Studies 
410. Damian Cabrera, M.A., SexTEAM- University of Puerto Rico 
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411. Shannon Gwin Mitchell, Ph.D., Senior Research Scientist, Friends Research 
Institute 

412. Ellen Bryer, B.A., Research Assistant, R&E Group 
413. Christin Gilmer, Dr.P.H., Harvard T.H. Chan School of Public Health 
414. Joel Tsevat, M.D., MPH, Professor and Director, Center for Research to Advance 

Community Health, University of Texas Health Science Center at San Antonio 
415. Katherine Smith, Pharm.D., Associate Professor, Roseman University 
416. Khashayar Farhadi Langroudi, Psy.D., APA 
417. Marc Guest, MPH, MSW, Ph.D. Candidate & Researcher, University of Kentucky 
418. Juile Pacer, M.S., Associate, Abt Associates 
419. John Pachankis, Ph.D., Associate Professor, Yale University 
420. Harper Haynes, M.A., Education Analyst, RTI International 
421. Ayden Scheim, Ph.D., Postdoctoral Fellow, University of California San Diego 
422. Madina Agenor, Sc.D., MPH, Assistant Professor of Social and Behavioral 

Sciences, Harvard T.H. Chan School of Public Health 
423. Kristin Moore, MPH, Epidemiologist 
424. Laurel M. Silber, Psy.D., Clinical Psychologist, Institute for Relational 

Psychoanalysis of Philadelphia 
425. Barbara Pierce, Ph.D., Associate Professor, Indiana University 
426. Cathryn L. Samples, M.D., MPH, Assistant Professor, Pediatrics, Harvard 

Medical School, EIS 1976-1978, Boston Children's Hospital, Adol. Med. 
427. Jennifer A. Vencill, Ph.D., LP, Assistant Professor, Program in Human Sexuality, 

University of Minnesota Medical School 
428. Lisa Currie, MSEd, M.Ed., Doctoral Student, Human Sexuality Studies, Widener 

University 
429. Melanie Gold, D.O., Professor of Pediatrics, Columbia University  
430. Ken Jackson, Ph.D., Counselor, University of Georgia 
431. Katherine Masyn, Ph.D., Professor of Biostatistics, Georgia State University 
432. Sonya Gross, Master's in Information Systems, Senior Research Advisor, AARP 
433. Jay Robertson-Howell, Psy.D., MSW, Psychologist, California State University, 

San Marcos 
434. Kristie A. Thomas, Ph.D., Associate Professor, Simmons College 
435. Consuelo Bonillas, Ph.D., Professor, Community Health 
436. Elisabeth Perlman, Ph.D., Economist, US Census Bureau 
437. Haley Emitt, M.S., University of Tennessee 
438. Clare Walsh, Ph.D., Lecturer Georgia Southern University 
439. Rebecca MacNair-semands, Ph.D., Senior Associate Director, University 
440. Justin Lehmiller, Ph.D., Director of the Social Psychology Program, Ball State 

University 
441. AJ Guerrero, M.S., Clinician 
442. Jessica Goodkind, Ph.D., Associate Professor of Sociology, University of New 

Mexico 
443. Yamile Molina, M.S., MPH, Ph.D., Assistant Professor, University of Illinois at 

Chicago 
444. Chuck Franks, M.A., LCSW, AASECT Certified Sex therapist 
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445. Matthew Warshaw, B.A., M.A., Chief Operating Officer, D3 - Designs, Data, 
Decisions 

446. Megan S. Paceley, MSW, Ph.D., Assistant Professor, University of Kansas 
School of Social Welfare 

447. Samantha Luks, Ph.D., Managing Director of Scientific Research, YouGov 
448. Dana Pardee, B.S., Director of Epidemiology Projects, The Fenway Institute 
449. Giang Nguyen, M.D., Clinical Associate Professor, University of Pennsylvania  
450. Marty Klein, Ph.D., Licensed Marriage & Family Therapist 
451. Cathryn Richmond, M.A., Doctoral Student, Virginia Commonwealth University 
452. Peggy Chinn, RN, Ph.D., Professor Emerita, University of Connecticut 
453. Caroline Krafft, Ph.D., Assistant Professor, St. Catherine University 
454. Lynne Layton, Ph.D., Assistant Clinical Professor of Psychology, Dept of 

Psychiatry, Part-Time, Harvard Medical School 
455. Natalie M. Alizaga, Ph.D., MPH, M.Phil., Postdoctoral Fellow, University of 

California, San Francisco 
456. Julian Post, B.S., Clinical Research Specialist, Boston Children's Hospital 
457. Diana Santacrose, M.A., Clinical Psychology Intern, University of California, Los 

Angeles 
458. Michele Schlehofer, Ph.D., Associate Professor and Chair, Psychology, Salisbury 

University 
459. Adrianne Dues, Ph.D.(c), Graduate Student, University of South Carolina  
460. Jordan Said, B.A., Medical Student, Harvard Medical School 
461. Aliya Feroe, B.A., Medical Student, Harvard Medical School 
462. Sabra L. Katz-Wise, Ph.D., Assistant Professor, Boston Children's 

Hospital/Harvard Medical School 
463. Philip Tromovitch, Ph.D., Professor, Doshisha University 
464. Mollie Ruben, Ph.D., Assistant Professor of Psychology, MCPHS University  
465. Erika Evans, Ph.D., Clinical Professor, Widener University 
466. Amy L. Djangali, M.S., Research Associate, IMPAQ International 
467. Betsy Crane, Ph.D., Professor, Widener University Center for Sexuality Studies 
468. Jerel Calzo, Ph.D., MPH, Associate Professor, San Diego State University 

Graduate School of Public Health 
469. Kristen Prock, MSW, Doctoral Candidate/Researcher, Michigan State University 
470. Lauren Miller, A.S., B.S., Orthopedics, Boston Children's Hospital  
471. M. Alex Wagaman, MSW, Ph.D., Assistant Professor in Social Work, Virginia 

Commonwealth University 
472. Kasim Ortiz, M.S., Doctoral Student, University of New Mexico 
473. Michal McDowell, M.D., MPH, Resident Physician, Massachusetts General 

Hospital 
474. Abra Vigna, B.A, M.S., Ph.D., Action Researcher and Evaluator, UW-Madison 
475. Leticia Flores, Ph.D., Licensed Psychologist and Director, UT Psychological 

Clinic, University of Tennessee 
476. Anita Hoffer, M.S., Ph.D., Ed.D., Independent Practice  
477. Marina Gorsuch, Ph.D., Assistant Professor of Economics and Political Science, 

St. Catherine University  
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478. Mark Schirmer, Psy.D., Clinical Psychologist, Behavioral Wellness Clinic 
479. David Stupplebeen, MPH, Junior Specialist, University of Hawaii at Manoa 
480. Emma Fredrick, Ph.D., Visiting Assistant Professor, St. Lawrence University 
481. Michael Clarkson-Hendrix, Ph.D., Assistant Professor, SUNY Fredonia 
482. Sarah Ehlke, M.A., Old Dominion University 
483. Diane Illig, Ph.D., Sociology Department Chair, Salisbury University, Maryland 
484. Marcus Banks, Ph.D., Professor, University of Oxford 
485. Tarlise Townsend, B.S., B.A., Ph.D. Student, University of Michigan School of 

Public Health 
486. Brian Zepka, MPH, Project Manager, Public Health Management Corporation 
487. Aja Kneip Pelster, Ph.D., MPH, Assistant Professor, University of Nebraska  
488. John Capua, MPH, Quality Management Specialist, New York-Presbyterian 
489. Craig Hill, Ph.D., Professor of Psychology, Purdue University Fort Wayne 
490. Joseph Currin, Ph.D., Assistant Professor, Texas Tech University 
491. Liesl Nydegger, Ph.D., MPH, Assistant Professor, University of Texas at Austin 
492. Ilana Seager van Dyk, M.A., Graduate Student, The Ohio State University 
493. Michael E. Martell, Ph.D., Assistant Professor of Economics, Bard College 
494. Ira Reiss, Ph.D., Professor Emeritus of Sociology, University of Minnesota, 

Mpls.,MN 
495. Darren Whitfield, Ph.D., Assistant Professor, University of Pittsburgh 
496. Jason Coleman, Ph.D., MSPH, Associate Professor and Director, University of 

Nebraska at Omaha 
497. Melissa Donadio, M.A., Doctoral Candidate in Clinical Psychology, University of 

Hartford 
498. Greg Stanford, Psy.D., California Licensed Psychology, American Psychological 

Association 
499. Amanda Peters, B.S., Research Specialist, AIDS Foundation of Chicago 
500. Dolores Christensen, M.A., Psy.D., Postdoctoral Resident, University of 

California, Davis; Student Health and Counseling Services 
501. Mary Hawk, DrPH, Assistant Professor, University of Pittsburgh 
502. Roni Lanier, M.S., LPC, CDC I, Licensed Professional Counselor, Arctic Owl 

Counseling, LLC 
503. Alisa Velonis, MPH, Ph.D., University of Illinois at Chicago School of Public 

Health 
504. Kimberly M. Nelson, Ph.D., MPH, Assistant Professor of Psychiatry and Human 

Behavior, Brown University 
505. Heather Morrison, M.A., Director of Data Collection and Management, Decision 

Information Resources, Inc 
506. Alex McDowell, RN, MSN, MPH, Harvard University 
507. Tiffany Glynn, M.S., Predoctoral Clinical Health Psychology Trainee, University of 

Miami 
508. Jessamyn Bowling, Ph.D., MPH, Assistant Professor, UNC Charlotte 
509. Kristen Faye Burda, B.A., Clinical Psychology Trainee, Doctoral Student, The 

Wright Institute  
510. Shelley Feuer, Ph.D., Postdoctoral Fellow, New School for Social Research 
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511. Jillien Kahn, MFT, M.Ed., Widener University 
512. Meredith Maroney, M.S., Ph.D. Student, University of Massachusetts, Boston 
513. Dario Sansone, Ph.D.(c), Ph.D. Candidate, Georgetown University 
514. Jordan Klein, MPH, Researcher, Abt Associates 
515. Abbey Mann, Ph.D., Assistant Professor of Family Medicine, East Tennessee 

State University 
516. Kim Hughes, Diploma, Registered Nurse, Boston Children's Hospital 
517. Michael Li, Ph.D., Postdoctoral Researcher, UCLA 
518. Eduardo Morales, Ph.D., Distinguished Professor, Alliant International University 
519. Molly Rosenberg, MPH, Ph.D., Assistant Professor, Indiana University School of 

Public Health - Bloomington 
520. Mark McCormack, Ph.D., Professor, University of Roehampton, England 
521. Marielle Lerner, Ph.D., cApStAn LQC, Inc. 
522. Anthony Bram, Ph.D., Lecturer, Cambridge Health Alliance/Harvard Medical 

School 
523. Jeremy Goldbach, Ph.D., LMSW, Associate Professor, University of Southern 

California 
524. Stephanie Albert, Ph.D., Assistant Professor, NYU School of Medicine, 

Department of Population Health 
525. Kathryn Peterson, B.S., Ongoing DCF Social Worker, The Department of 

Children and Families 
526. Elliott N. DeVore, M.Ed., University of Tennessee  
527. Nathan Brewer, MSW, LICSW, Ph.D. Candidate, Clinician, Simmons College, 

Boston University SARP 
528. Katie Biello, MPH, Ph.D., Associate Professor, Brown University 
529. Cesar Escobar-Viera, M.D., Ph.D., MPH, Postdoctoral Associate, University of 

Pittsburgh 
530. Rebecca McGarity-Palmer, B.A., Graduate Student, DePaul University 
531. Brady West, Ph.D., Research Associate Professor, Institute for Social Research, 

University of Michigan-Ann Arbor 
532. Anushka Aqil, MPH, Project Coordinator, Johns Hopkins Bloomberg School of 

Public Health 
533. Mayra Serrano, MPH, Manager 
534. Elijah Patten, M.A., Research Study Coordinator, Northwestern University 
535. Stephanie Marken, B.A., M.A., Methodologist, Gallup 
536. Steve Du Bois, Ph.D., Assistant Professor of Psychology, Illinois Institute of 

Technology 
537. Jolene D. Smyth, Ph.D., Associate Professor, University of Nebraska-Lincoln 
538. Scott Pytluk, Ph.D., Professor, Illinois School of Professional Psych 
539. Heather Gardner, MPH, Monitoring & Evaluation, Senior Specialist, Save the 

Children USA 
540. Kelsey Hample, Ph.D., Assistant Professor, Furman University 
541. Christian Chan, Ph.D., Assistant Professor of Counseling, Idaho State University 
542. Jennifer Burkhart, Ph.D., Senior Research Associate, SCRA member 
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543. Ellen Mitchell, B.S., Patient Experience Representative, Boston Children's 
Hospital 

544. Rachel Snedecor, M.D., Indiana University School of Medicine 
545. Usha Tummala-Narra, Ph.D., Associate Professor, Boston College 
546. Natasha Mendoza, MSW, Ph.D., Associate Professor, Arizona State University 

School of Social Work 
547. Kathryn Snyder, B.S., MPH/MSW Candidate, Fenway Health 
548. Karen W. Malm, Ph.D., Licensed Psychologist, Summit Community Counseling 
549. Kenneth Mayer, M.D., Medical Research Director, The Fenway Institute 
550. Emma Pulido, B.A., M.A., Communications Coordinator, The New School 
551. Dana Charatan, Psy.D., Clinical Psychologist/Psychoanalyst  
552. Roberta Hunte, Ph.D., Assistant Professor, Portland State University  
553. Sheila McMahon, Ph.D., Assistant Professor, Barry University 
554. Norweeta Milburn, Ph.D., Professor in Residence, UCLA 
555. David L. Bell, M.D., MPH, Associate Professor, Columbia University 
556. Sarah Whitton, Ph.D., Associate Professor, University of Cincinnati 
557. Solveig Delabroye, Master's in Economics and Public Policy, M.A., Ph.D. 

Candidate, University of Colorado Boulder 
558. Stuart Michaels, Ph.D., Senior Research Scientist, NORC at the University of 

Chicago 
559. Cheryl Wiese, M.A., Social Scientist 
560. Catherine Forbes, Ph.D., Licensed Psychologist, Children's Hospital Los Angeles 
561. Lauren Murray, MPH, M.S., Research Scientist/Child Health Survey Manager, 

NYC Deparment of Health & Mental Hygiene 
562. Vanessa Cox, M.S., Ph.D., Senior Statistician  
563. Bailey Rehnberg, B.A., Teacher, Sundborn Children's House 
564. William Gibson, Ph.D., Professor, APA 
565. Catherine Lesesne, Ph.D., MPH, Public Health Researcher, ICF 
566. Jeremy Kidd, M.D., MPH, Postdoctoral Fellow in Addiction Psychiatry, Columbia 

University 
567. Aaron Sarvet, MPH, Doctoral Student, Population Health Sciences 

(Epidemiology), Department of Epidemiology, Harvard University School of 
Public Health 

568. RIchard J. Nugent III, M.A., Ph.D. Candidate, The Graduate Center, CUNY 
569. Matthew Boxer, Ph.D., Assistant Research Professor, Brandeis University 
570. Sophia Geffen, B.A., Project Manager - HIV Prevention, The Fenway Institute 
571. Ami Crowley, Ed.D., TCSPP 
572. Todd Hughes, Director, California Health Interview Survey, UCLA Center for 

Health Policy Research 
573. Mei Ding, M.D., M.S., Principle Planning Analyst, Hennepin County Public Health 
574. Hiren Nisar, Ph.D., Senior Economist, 2M Research 
575. Katherine Schaff, DrPH, MPH, Doctor of Public Health, UC Berkeley School of 

Public Health graduate 
576. Larry M Rosenberg, Ph.D., President, Section II, Div. 39 of the APA, Private 

Practice 
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577. Terri Clark, MPH, Consultant Trainer, SAGE 
578. Simon LeVay, Ph.D.  
579. Rachel Egbert, J.D., M.S., Long Island University Post 
580. Deborah Ojeda-Leitner, Ph.D., Wichita State University 
581. Ethan Morgan, Ph.D., Postdoctoral Fellow, ISGMH Northwestern 
582. Robert-Paul Juster, Ph.D., Assistant Research Professor, University of Montreal 
583. Ben Parchem, Ph.D.(c), Graduate student, George Washington University 
584. Nathan Strickland, Jr., M.A., High Impact Prevention Specialist/Therapist, 

LGBTQ Scholars of Color Network 
585. Lynne Fullerton, Ph.D., Scientist, University of New Mexico 
586. Stephanie Towns, Psy.D., ABPP-CN, Clinical Neuropsychologist, University 

Hospitals Cleveland Medical Center 
587. Karie Gaska, Ph.D., MSW, Assistant Professor, Ross University School of 

Medicine  
588. Zoe Panagakos, BSN, Registered Nurse, Boston Children's Hospital 
589. Paul Sterzing, Ph.D., MSSW, Assistant Professor, University of California, 

Berkeley  
590. Corbin J. Standley, B.S., Ph.D. Student, Michigan State University 
 
591. Andrew Smolak, Solutions Engineer, UCLA 
592. Carlton W. Parks, Ph.D., Professor, Alliant International University, Los Angeles 
593. Edgar Vargas, MPH, MSW, Psychotherapist  
594. Renita Sengupta, Psy.D, Staff Psychologist, UNC Charlotte 
595. Alyssa Jordan, MPH, Public Health Researcher, RTI International 
596. Andy Peytchev, Ph.D., Senior Survey Methodologist, RTI International 
597. Gregory Shrader, Ph.D., Professor, AZ School of Professional Psychology 
598. Mary Laflin, Ph.D., Professor, BGSU 
599. Jillian Shipherd, Ph.D., Associate Professor of Psychiatry, Boston University 

School of Medicine 
600. Bryan McNutt, Ph.D., Licensed Clinical Psychologist  
601. Aaron Haefner, B.A., Research Associate, Harvard Law School 
602. Emily Mann, Ph.D., Assistant Professor of Health Promotion, Education, and 

Behavior, University of South Carolina 
603. Rhonda Linde, Ph.D., Former Coordinator of Behavioral Health Training, Fenway 

Health, Boston, MA 
604. Nadav Antebi-Gruszka, Ph.D., M.A., Lecturer, Columbia University 
605. Mark Brennan-Ing, Ph.D., Senior Research Scientist, Hunter College 
606. Michelle Schoonmaker, M.S., LCPC, ACA/ALGBTIC 
607. Joshua Wolff, Ph.D., Assistant Professor, Adler University 
608. Faraz Alizadeh, M.D., Pediatrician, Boston Children's Hospital and Boston 

Medical Center 
609. Eric Alva, MSW, Lecturer I 
610. Kieran Todd, B.A., Research Associate, University of Michigan  
611. Matthew Carazo, M.D., Senior Fellow, Boston Children's Hospital/Brigham and 

Women's Hospital 
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612. Aleta Baldwin, Ph.D., MPH, Assistant Professor, UTSa 
613. Daniel Tello-Trillo, Ph.D., Assistant Professor, University of Virginia 
614. Gretchen McHenry, M.S., Research Survey Methodologist, RTI International 
615. David Hutsell, M.A., Doctoral Student, Spalding University 
616. Francois Cohen, Ph.D., Postdoctoral Researcher, University of Oxford  
617. Sarah Calabrese, Ph.D., Assistant Professor, George Washington University 
618. Yolanda Turner, Ph.D., Department Chair/Professor, Eastern University 
619. Chidera Agu, MPH, MSW, Project Manager, Thomas Jefferson University 
620. Alexandria Eisenbarth, B.A., M.S., Ph.D. Student, The New School for Social 

Research 
621. Adrian Zongrone, MPH, GLSEN 
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Experiences among Sexual Minority and Heterosexual Adults: Results from a 
Multi-State Probability-Based Sample. PLOS ONE, 8(1), e54691. 
doi:10.1371/journal.pone.0054691 

Background Adverse childhood experiences (e.g., physical, sexual and emotional 

abuse, neglect, exposure to domestic violence, parental discord, familial mental illness, 

incarceration and substance abuse) constitute a major public health problem in the 

United States. The Adverse Childhood Experiences (ACE) scale is a standardized 

measure that captures multiple developmental risk factors beyond sexual, physical and 

emotional abuse. Lesbian, gay, and bisexual (i.e., sexual minority) individuals may 

experience disproportionately higher prevalence of adverse childhood experiences. 

Purpose To examine, using the ACE scale, prevalence of childhood physical, emotional, 

and sexual abuse and childhood household dysfunction among sexual minority and 

heterosexual adults. Methods Analyses were conducted using a probability-based 

sample of data pooled from three U.S. states’ Behavioral Risk Factor Surveillance 

System (BRFSS) surveys (Maine, Washington, Wisconsin) that administered the ACE 

scale and collected information on sexual identity (n = 22,071). Results Compared with 

heterosexual respondents, gay/lesbian and bisexual individuals experienced increased 

odds of six of eight and seven of eight adverse childhood experiences, respectively. 

Sexual minority persons had higher rates of adverse childhood experiences (IRR = 1.66 

gay/lesbian; 1.58 bisexual) compared to their heterosexual peers. Conclusions Sexual 

minority individuals have increased exposure to multiple developmental risk factors 

beyond physical, sexual and emotional abuse. We recommend the use of the Adverse 

Childhood Experiences scale in future research examining health disparities among this 

minority population. 

2. Austin, A., Herrick, H., & Proescholdbell, S. (2015). Adverse Childhood 
Experiences Related to Poor Adult Health Among Lesbian, Gay, and Bisexual 
Individuals. American Journal of Public Health, 106(2), 314-320. 
doi:10.2105/AJPH.2015.302904 

Objectives. We explored the association of sexual orientation with poor adult health 

outcomes before and after adjustment for exposure to adverse childhood experiences 

(ACEs). Methods. Data were from the 2012 North Carolina, 2011 Washington, and 2011 

and 2012 Wisconsin Behavioral Risk Factor Surveillance System (BRFSS) surveys 

regarding health risks, perceived poor health, and chronic conditions by sexual 

orientation and 8 categories of ACEs. There were 711 lesbian, gay, and bisexual (LGB) 

respondents and 29,690 heterosexual respondents. Results. LGB individuals had a 

higher prevalence of all ACEs than heterosexuals, with odds ratios ranging from 1.4 to 

3.1. After adjustment for cumulative exposure to ACEs, sexual orientation was no longer 



 

26 

 

associated with poor physical health, current smoking, and binge drinking. Associations 

with poor mental health, activity limitation, HIV risk behaviors, current asthma, 

depression, and disability remained, but were attenuated. Conclusions. The higher 

prevalence of ACEs among LGB individuals may account for some of their excess risk 

for poor adult health outcomes. 

3. Balsam, K. F., Beadnell, B., & Riggs, K. R. (2012). Understanding sexual 
orientation health disparities in smoking: A population-based analysis. American 
Journal of Orthopsychiatry, 82(4), 482-493. doi:http://dx.doi.org/10.1111/j.1939-
0025.2012.01186.x 

Lesbian, gay, and bisexual populations are at elevated risk for tobacco use compared to 

their heterosexual peers. However, there is little research examining reasons for this 

disparity. Drawing on prior literature regarding psychosocial variables associated with 

both sexual orientation and smoking, the authors tested a path model of risk and 

protective factors to help explain sexual orientation differences in smoking using data 

from the Washington State Behavioral Risk Factor Surveillance System from 2003 to 

2007. The authors estimated separate models for men and women, comparing lesbians 

or gays and bisexuals to heterosexuals. Results indicated that the explanatory variables 

accounted for most of the variance in this relationship, with both risk-enhancing and 

risk-reducing pathways. Mental health, life dissatisfaction, alcohol use, exposure to 

tobacco marketing, and single relationship status were risk enhancers for most LGB 

participants. Health-care access and income level were risk enhancers for bisexual 

participants only. Neither emotional support nor attitudes and knowledge about tobacco 

use helped explain the relationship between sexual orientation and smoking. These 

findings have significant implications for tobacco prevention and control efforts in this 

high-risk population. (PsycINFO Database Record (c) 2016 APA, all rights reserved) 

(Source: journal abstract) 

4. Barnhill, M. M., Lee, G. J., & Rafferty, P. A. (2017). Health Inequities among 
Lesbian, Gay, and Bisexual Adults in North Carolina, 2011–2014. International 
Journal of Environmental Research and Public Health, 14(8). 
doi:10.3390/ijerph14080835 

Inequalities in health have been identified for lesbian, gay, and bisexual (LGB) 

populations nationally. Policies in the U.S. South offer fewer protections for LGB people 

than in other regions, yet, limited data exist for this region. North Carolina (NC) BRFSS 

data from 2011 to 2014 were combined (LGB n = 604; heterosexual n = 33,170) and 

analyzed using SAS survey procedures to estimate health characteristics by sexual 

orientation within gender. Many examined indicators were not different by sexual 

orientation, however, other results were significant and consistent with findings from 

state population surveys in other regions of the country. Both genders showed inequities 

in mental health, having over twice the odds of five or more poor mental health days in 
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the past month and of having ever been diagnosed with a depressive disorder. Sexual 

minority women had higher odds compared with heterosexual women for ever having 

smoked cigarettes, current smoking, exposure to secondhand smoke both in the 

workplace and at home, and both alcohol risk factors, binge and heavy drinking. Being 

part of the LGB population in NC is associated with worse health. The implementation of 

anti-LGB policies in the NC warrants ongoing monitoring of LGB health inequities in NC 

and in other southeastern states for potential effects on the health and well-being of 

sexual minorities. 

5. Beach, L. B., Elasy, T. A., & Gonzales, G. (2018). Prevalence of Self-Reported 
Diabetes by Sexual Orientation: Results from the 2014 Behavioral Risk Factor 
Surveillance System. LGBT Health, 5(2), 121-130. doi:10.1089/lgbt.2017.0091 

Purpose: This study aimed to compare the prevalence of self-reported diabetes and 

diabetes risk factors among adult sexual minority and heterosexual populations in the 

United States. Methods: Data from the 2014 Behavioral Risk Factor Surveillance 

System for 3776 lesbian, gay, and bisexual (LGB) adults and 142,852 heterosexual 

adults aged 18 years and older were used to estimate the prevalence of diabetes. 

Binomial logistic regression models were used to compare the odds of diabetes by 

sexual orientation. Results: Sexual minorities were younger and more racially diverse 

than heterosexuals. Gay men less often and lesbian and bisexual women more often 

reported a body mass index of 30 kg/m2 or higher than heterosexuals. Overall, 14.2% of 

bisexual men, 11.4% of gay men, and 10.8% of heterosexual men reported a lifetime 

diabetes diagnosis, as did 8.5% of lesbian women, 5.7% of bisexual women, and 10.2% 

of heterosexual women. After controlling for multiple factors, gay (odds ratio [OR] = 

1.50; confidence interval [95% CI] = 1.09, 2.07) and bisexual men [OR = 1.55; 95% CI = 

1.00, 2.07] were more likely to report a lifetime diabetes diagnosis than heterosexual 

men. Similar differences were not found for lesbian [OR = 1.22; 95% CI = 0.76, 1.95] or 

bisexual women [OR = 0.88; 95% CI = 0.62, 1.26]. Conclusion: Sexual minorities may 

be at increased risk for diabetes than their heterosexual peers. This may be due partly 

to the chronic stressors associated with being a member of a marginalized population. 

Future research should explore the underlying causes and consequences of LGB 

diabetes disparities and elucidate best practices to improve diabetes screening and care 

for these vulnerable patient populations. 

6. Blosnich, J., Bossarte, R., Silver, E., & Silenzio, V. (2013). Health Care Utilization 
and Health Indicators Among a National Sample of U.S. Veterans in Same-Sex 
Partnerships. Military medicine, 178(2), 207-212.  

OBJECTIVES: To examine health indicators of same-sex partnered veterans as 

compared with their opposite-sex partnered veteran and nonveteran peers. METHODS: 

Same-sex partner status was derived by self-reported same-sex partnerships in data 

from the 2004 Behavioral Risk Factor Surveillance System. Outcome variables included 
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health risk disparities associated with sexual minority status (e.g., frequent mental 

distress) and veteran status (e.g., firearm ownership). Stratified multiple logistic 

regression models were used to examine the association of same-sex partnered 

veteran status with health indicators. RESULTS: Same-sex partnered veterans had 

higher odds of being overweight and keeping firearms in the house compared with 

same-sex partnered nonveterans. Same-sex partnered veterans were less likely than 

opposite-sex partnered veterans to be overweight, and they were more than twice as 

likely to be current smokers when compared with opposite-sex partnered nonveterans. 

CONCLUSIONS: Findings suggest both that some health disparities patterns identified 

by same-sex partnership status among the general population also exist among veteran 

populations, and that some unique distinctions may exist, particularly related to BMI and 

firearm ownership. Collection of information about sexual minority status within 

Department of Veterans Affairs data sources is needed to more accurately assess the 

health of this minority population. 

7. Blosnich, J., Foynes, M. M., & Shipherd, J. C. (2013). Health Disparities Among 
Sexual Minority Women Veterans. Journal of Women's Health, 22(7), 631-636. 
doi:10.1089/jwh.2012.4214 

Abstract Background: Lesbian and bisexual (i.e., sexual minority) identity is more 

common among women veterans than among male veterans. Unique health issues 

have been identified among women veterans and among sexual minority women, but 

little is known about women who are both sexual minorities and veterans. This study 

aimed to compare demographic and health information from sexual minority women 

veterans with sexual minority women non-veterans and heterosexual women veterans. 

Methods: Behavioral Risk Factor Surveillance Survey data were pooled from ten U.S. 

states that elected to ask sexual identity during 2010. The analytic sample was 

comprised of women who identified both their sexual identity and veteran status 

(n=1,908). Mental health indicators were frequent mental distress, sleep problems, low 

social/emotional support, and low satisfaction with life. Health risk indicators included 

current smoking, overweight, and obesity. Physical health status was defined by three 

components: disability requiring assistive equipment, >14 days of poor physical health 

in the past 30 days, and activity limitations. Results: Compared with heterosexual 

women veterans, sexual minority women veterans had higher odds of mental distress 

(odds ratio [OR]=3.03, 95% confidence interval [CI]: 1.61, 5.70) and smoking (OR=2.31, 

95%CI: 1.19, 4.48). After adjusting for demographic correlates, sexual minority women 

veterans had three times the odds of poor physical health (OR=3.01, 95%CI: 1.51, 5.99) 

than their sexual minority non-veteran peers. Conclusions: Results suggest sexual 

minority women veterans may experience unique health disparities relevant to provision 

of care in both Veterans Affairs (VA) and non-VA healthcare systems. Future research 

requires availability of data that include sexual minority status. 
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8. Blosnich, J. R. (2017). Sexual Orientation Differences in Satisfaction with 
Healthcare: Findings from the Behavioral Risk Factor Surveillance System, 2014. 
LGBT Health, 4(3), 227-231. doi:10.1089/lgbt.2016.0127 

Abstract Purpose: In the United States, the Affordable Care Act and marriage equality 

may have eased sexual orientation-based differences in access to healthcare coverage, 

but limited research has investigated sexual orientation-based differences in healthcare 

satisfaction. The purpose of this study was to examine whether satisfaction with 

healthcare varied by sexual orientation in a large population-based sample of adults. 

Methods: Data are from the 2014 Behavioral Risk Factor Surveillance System, including 

items about sexual orientation and healthcare (n = 113,317). Healthcare coverage 

included employer-based insurance; individually purchased insurance; Medicare; 

Medicaid; or TRICARE, VA, or military care. Respondents indicated whether they were 

“very satisfied, somewhat satisfied, or not at all satisfied” with healthcare. Results: After 

adjusting for several sociodemographic covariates, lesbian, gay, and bisexual status 

was associated with lower satisfaction with healthcare with individually purchased 

insurance (adjusted odds ratio = 1.49, 95% confidence interval = 1.24, 1.80). 

Conclusion: Efforts are needed to examine and reduce sexual orientation differences in 

satisfaction with healthcare. 

9. Blosnich, J. R., & Andersen, J. P. (2015). Thursday’s child: the role of adverse 
childhood experiences in explaining mental health disparities among lesbian, 
gay, and bisexual US adults. Social Psychiatry and Psychiatric Epidemiology, 
50(2), 335-338. doi:10.1007/s00127-014-0955-4 

This study examined how adverse childhood experiences (ACE) may explain disparities 

in poor mental health between lesbian, gay, and bisexual (LGB), and heterosexual 

adults. Data are from three US states’ 2010 behavioral risk factor surveillance system 

surveys (n = 20,060) that included sexual orientation, ACE inventory, and mental 

distress. LGB status was significantly associated with mental distress (OR = 1.85 [1.14–

3.02]). Once incorporating ACE scores into the multiple regression analysis, LGB status 

was no longer associated with mental distress (OR = 1.28 [0.76–2.16]). The results 

corroborate previous research that LGB individuals report greater prevalence of 

childhood adversity than their heterosexual peers, which may explain LGB adulthood 

health disparities. 

10. Blosnich, J. R., & Bossarte, R. M. (2009). Comparisons of Intimate Partner 
Violence Among Partners in Same-Sex and Opposite-Sex Relationships in the 
United States. American Journal of Public Health, 99(12), 2182-2184. 
doi:10.2105/AJPH.2008.139535 

Using 2005-2007 Behavioral Risk Factor Surveillance System data, we examined 

intimate partner violence (IPV) by same-sex and opposite-sex relationships and by 

Metropolitan Statistical Area status. Same-sex victims differed from opposite-sex victims 

in some forms of IPV prevalence, and urban same-sex victims had increased odds of 
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poor self-perceived health status (adjusted odds ratio = 2.41; 95% confidence interval = 

1.17, 4.94). Same-sex and opposite-sex victims experienced similar poor health 

outcomes, underscoring the need both of inclusive service provision and consideration 

of sexual orientation in population-based research. 

11. Blosnich, J. R., Farmer, G. W., Lee, J. G. L., Silenzio, V. M. B., & Bowen, D. J. 
(2014). Health Inequalities Among Sexual Minority Adults: Evidence from Ten 
U.S. States, 2010. American Journal of Preventive Medicine, 46(4), 337-349. 
doi:https://doi.org/10.1016/j.amepre.2013.11.010 

Background Improving the health of lesbian, gay, and bisexual (LGB) individuals is a 

Healthy People 2020 goal; however, the IOM highlighted the paucity of information 

currently available about LGB populations. Purpose To compare health indicators by 

gender and sexual orientation statuses. Methods Data are from Behavioral Risk Factor 

Surveillance System surveys conducted January−December of 2010 with population-

based samples of non-institutionalized U.S. adults aged over 18 years (N=93,414) in ten 

states that asked about respondents’ sexual orientation (response 

rates=41.1%−65.6%). Analyses were stratified by gender and sexual orientation to 

compare indicators of mental health, physical health, risk behaviors, preventive health 

behaviors, screening tests, health care utilization, and medical diagnoses. Analyses 

were conducted in March 2013. Results Overall, 2.4% (95% CI=2.2, 2.7) of the sample 

identified as LGB. All sexual minority groups were more likely to be current smokers 

than their heterosexual peers. Compared with heterosexual women, lesbian women had 

more than 30% decreased odds of having an annual routine physical exam, and 

bisexual women had more than 2.5 times the odds of not seeking medical care owing to 

cost. Compared with heterosexual men, gay men were less likely to be overweight or 

obese, and bisexual men were twice as likely to report a lifetime asthma diagnosis. 

Conclusions This study represents one of the largest samples of LGB adults and finds 

important health inequalities, including that bisexual women bear particularly high 

burdens of health disparities. Further work is needed to identify causes of and 

intervention for these disparities. 

12. Blosnich, J. R., Lee, J. G. L., Bossarte, R., & Silenzio, V. M. B. (2013). Asthma 
Disparities and Within-Group Differences in a National, Probability Sample of 
Same-Sex Partnered Adults. American Journal of Public Health, 103(9), e83-e87. 
doi:10.2105/AJPH.2013.301217 

Objectives. We examined the prevalence and correlates of self-reported lifetime 

diagnosis of asthma and current asthma among same-sex and opposite-sex partnered 

adults.Methods. Data were from the 2004 Behavioral Risk Factor Surveillance System, 

in which same-sex partnership was a response option to a family planning item in the 

core questionnaire. Self-reported lifetime diagnosis of asthma and current asthma were 

examined in logistic regression models adjusted for demographic characteristics and 
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asthma-related confounding factors and stratified by both gender and same-sex 

partnership status.Results. Significantly higher proportions of same-sex partnered male 

and female respondents reported lifetime and current asthma compared with their 

opposite-sex partnered peers. In adjusted analyses, same-sex partnership status 

remained significantly associated with asthma outcomes among men and women, with 

odds ratios ranging from 1.57 to 2.34.Conclusions. Results corroborated past studies 

that indicated asthma disproportionately affects sexual minority populations. The 

addition of sexual minority status questions to federal survey projects is key to further 

exploring health disparities in this population. Future studies are needed to investigate 

the etiology of this disparity. 

13. Blosnich, J. R., Lehavot, K., Glass, J. E., & Williams, E. C. (2017). Differences in 
Alcohol Use and Alcohol-Related Health Care Among Transgender and 
Nontransgender Adults: Findings From the 2014 Behavioral Risk Factor 
Surveillance System. Journal of Studies on Alcohol and Drugs, 78(6), 861-866. 
doi:10.15288/jsad.2017.78.861 

Objective: Little is known regarding patterns of alcohol use and alcohol-related care 

among transgender adults. This study examined alcohol use and alcohol-related care 

across transgender status in a probability sample of U.S. adults. Method: We conducted 

secondary analyses of the 2014 Behavioral Risk Factor Surveillance System survey, 

focusing on adults in eight states that administered both an Alcohol Screening and Brief 

Intervention module and a Gender Identity module (n = 58,381). Measurements 

included transgender status, sociodemographic characteristics, alcohol consumption 

(any alcohol use, risky drinking, heavy episodic drinking, and any unhealthy alcohol 

use), and alcohol-related care (alcohol screening during healthcare visits and advice 

about unhealthy alcohol use). We tested the association between transgender status 

and alcohol consumption and alcohol-related care using multivariable logistic regression 

models adjusted for sociodemographic characteristics. Results: Approximately 0.6% of 

respondents (n = 283) self-identified as transgender. Overall, there were no significant 

differences in alcohol consumption or screening between transgender and 

nontransgender adults. A greater proportion of transgender than nontransgender adults 

reported being advised to reduce alcohol use (20.7% vs. 7.8%, p = .012). However, this 

difference was not significant after adjusting for other sociodemographic characteristics 

(adjusted odds ratio = 2.31, 95% CI [0.91, 5.86], p = .077). Conclusions: In this 

representative sample from eight U.S. states, we did not find differences related to 

transgender status in rates of alcohol use or of alcohol-related care. 
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14. Blosnich, J. R., & Silenzio, V. M. B. (2013). Physical health indicators among 
lesbian, gay, and bisexual U.S. veterans. Annals of Epidemiology, 23(7), 448-
451. doi:https://doi.org/10.1016/j.annepidem.2013.04.009 

Purpose To provide information about lesbian, gay, and bisexual (LGB) veterans' health 

status, diagnoses, and health screening behaviors compared with heterosexual 

veterans. Methods Data are from 10 states' 2010 Behavioral Risk Factor Surveillance 

System surveys that contained sexual orientation data for veterans (n = 11,665). χ2 

tests and multiple logistic regression were used to examine outcomes among LGB and 

heterosexual veterans. Results More LGB than heterosexual veterans reported current 

smoking, not seeking medical care owing to cost, and activity limitations. Compared with 

heterosexual veterans, LGB veterans had greater odds of ever having an human 

immunodeficiency virus test (odds ratio [OR], 5.42; 95% confidence interval [CI], 3.28–

8.96) but lower odds of diabetes diagnosis (OR, 0.55; 95% CI, 0.34–0.89). Conclusions 

Findings from this sample suggest patterns of health behaviors and outcomes among 

LGB veterans that are both unique from and similar to results from general samples of 

LGB persons. With the formal end of the “Don't Ask, Don't Tell” policy that discriminated 

against LGB people in the military, institutions such as the Department of Veterans 

Affairs are likely to see an increase in its current population of LGB veterans. The 

Department of Veterans Affairs stands in a unique place to meet the health equity needs 

of this minority population. 

15. Buchmueller, T., & Carpenter, C. S. (2010). Disparities in Health Insurance 
Coverage, Access, and Outcomes for Individuals in Same-Sex Versus Different-
Sex Relationships, 2000–2007. American Journal of Public Health, 100(3), 489-
495. doi:10.2105/AJPH.2009.160804 

Objectives. We used data from the Behavioral Risk Factor Surveillance System to 

compare health insurance coverage, access to care, and women's cancer screenings 

for individuals in same-sex versus different-sex relationships. Methods. We estimated 

logistic regression models by using data on 5265 individuals in same-sex relationships 

and 802 659 individuals in different-sex relationships. Results. Compared with women in 

different-sex relationships, women in same-sex relationships were significantly less 

likely to have health insurance coverage, were less likely to have had a checkup within 

the past year, were more likely to report unmet medical needs, and were less likely to 

have had a recent mammogram or Pap test. Compared with men in different-sex 

relationships, men in same-sex relationships were significantly less likely to have health 

insurance coverage and were more likely to report unmet medical needs, although they 

were more likely to have had a checkup in the past year. Conclusions. In the largest and 

most recent nationally representative sample, we found important differences in health 

insurance coverage and access to care between individuals in same-sex relationships 
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and those in different-sex relationships for both men and women. 

16. Conron, K. J., Scott, G., Stowell, G. S., & Landers, S. J. (2011). Transgender Health in 
Massachusetts: Results From a Household Probability Sample of Adults. American 
Journal of Public Health, 102(1), 118-122. doi:10.2105/AJPH.2011.300315 

Despite higher rates of unemployment and poverty among transgender adults (n = 131; 

0.5% weighted) than among nontransgender adults (n = 28045) in our population-based 

Massachusetts household sample, few health differences were observed between 

transgender and nontransgender adults. Transgender adults who are stably housed and 

participated in a telephone health survey may represent the healthiest segment of the 

transgender population. Our findings demonstrate a need for diverse sampling 

approaches to monitor transgender health, including adding transgender measures to 

population-based surveys, and further highlight economic inequities that warrant 

intervention. 

17. Conron, K. J., Mimiaga, M. J., & Landers, S. J. (2010). A Population-Based Study 
of Sexual Orientation Identity and Gender Differences in Adult Health. American 
Journal of Public Health, 100(10), 1953-1960. doi:10.2105/AJPH.2009.174169 

Objectives. We provide estimates of several leading US adult health indicators by 

sexual orientation identity and gender to fill gaps in the current literature. Methods. We 

aggregated data from the 2001-2008 Massachusetts Behavioral Risk Factor 

Surveillance surveys (N = 67 359) to examine patterns in self-reported health by sexual 

orientation identity and gender, using multivariable logistic regression. Results. 

Compared with heterosexuals, sexual minorities (i.e., gays/lesbians, 2% of sample; 

bisexuals, 1%) were more likely to report activity limitation, tension or worry, smoking, 

drug use, asthma, lifetime sexual victimization, and HIV testing, but did not differ on 3-

year Papanicolaou tests, lifetime mammography, diabetes, or heart disease. Compared 

with heterosexuals, bisexuals reported more barriers to health care, current sadness, 

past-year suicidal ideation, and cardiovascular disease risk. Gay men were less likely to 

be overweight or obese and to obtain prostate-specific antigen tests, and lesbians were 

more likely to be obese and to report multiple risks for cardiovascular disease. Binge 

drinking and lifetime physical intimate partner victimization were more common among 

bisexual women. Conclusions. Sexual orientation disparities in chronic disease risk, 

victimization, health care access, mental health, and smoking merit increased attention. 

More research on heterogeneity in health and health determinants among sexual 

minorities is needed. 

 

  



 

34 

 

18. Cranney, S. (2017). The LGB Mormon Paradox: Mental, Physical, and Self-Rated 
Health Among Mormon and Non-Mormon LGB Individuals in the Utah Behavioral 
Risk Factor Surveillance System. Journal of Homosexuality, 64(6), 731-744. 
doi:10.1080/00918369.2016.1236570 

Much of the literature on mental and physical health among religious LGB individuals 

has relied on small-N convenience samples. This study takes advantage of a unique, 

large-N, population-based dataset to test the relationship between religious identity, 

religious activity, and health, with a specific emphasis on Utah Mormons. In a surprising 

finding, Mormon LGBs report better mental health than non-Mormon LGBs, while their 

self-rated and physical health is not significantly different. However, there is some 

evidence that Mormon LGBs derive fewer health benefits from church attendance than 

their non-LGB Mormon counterparts. These results may nuance the conventional 

wisdom regarding the health dynamics of LGB individuals who identify with a 

conservative, heteronormative religious tradition, and plausible explanations are 

discussed. 

19. Crissman, H. P., Berger, M. B., Graham, L. F., & Dalton, V. K. (2016). 
Transgender Demographics: A Household Probability Sample of US Adults, 
2014. American Journal of Public Health, 107(2), 213-215. 
doi:10.2105/AJPH.2016.303571 

Objectives. To estimate the proportion of US adults who identify as transgender and to 

compare the demographics of the transgender and nontransgender populations. 

Methods. We conducted a secondary analysis of data from states and territories in the 

2014 Behavioral Risk Factor Surveillance System that asked about transgender status. 

The proportion of adults identified as transgender was calculated from affirmative and 

negative responses (n=151456). We analyzed data with a design-adjusted chi2 test. We 

also explored differences between male-to-female and nontransgender females and 

female-to-male and nontransgender males. Results. Transgender individuals made up 

0.53% (95% confidence interval=0.46, 0.61) of the population and were more likely to 

be non-White (40.0% vs 27.3%) and below the poverty line (26.0% vs 15.5%); as likely 

to be married (50.5% vs 47.7%), living in a rural area (28.7% vs 22.6%), and employed 

(54.3% vs 57.7%); and less likely to attend college (35.6% vs 56.6%) compared with 

nontransgender individuals. Conclusions. Our findings suggest that the transgender 

population is a racially diverse population present across US communities. Inequalities 

in the education and socioeconomic status have negative implications for the health of 

the transgender population. 
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20. Dai, H., & Hao, J. (2017). Sleep Deprivation and Chronic Health Conditions 
Among Sexual Minority Adults. Behavioral Sleep Medicine, 1-15. 
doi:10.1080/15402002.2017.1342166 

Objectives: To examine associations between sleep duration and health outcomes 

among distinct groups of sexual minority adults. Methods: Using data from the 2014 

Behavioral Risk Factor Surveillance System, we compared sleep duration (very short: 

≤ 5 hr; short: 6 hr; normal: 7-8 hr; and long: ≥ 9 hr per day) between cisgender straight 

adults and distinct groups of sexual minorities. We further examined associations 

between sleep duration and 10 chronic health conditions among sexual minorities. 

Results: Of 146,893 respondents, 142,507 (96.2%) were cisgender straight, and 4,386 

(3.8%) were lesbian, gay, bisexual, transgender (LGBT). Overall, 17.3% of LGBT 

respondents reported very short sleep per day, compared with 12.2% for cisgender 

straight respondents (p < 0.0001). Among LGBT populations, the prevalence of very 

short sleep varied significantly among distinct groups, ranging from 13.2% among 

transgender female to male adults to 35.5% among transgender gender nonconforming 

adults. Very short sleep was further associated with increased odds of having stroke 

(aOR = 4.1, 95% CI [2.2, 7.6]), heart attack (aOR = 3.0, CI [1.6, 5.8]), coronary heart 

disease (aOR = 3.1, 95% CI [1.5, 6.2]), asthma (aOR = 1.7, 95% CI [1.1, 2.4]), chronic 

obstructive pulmonary disease (aOR = 2.5, CI [1.5, 4.0]), arthritis (aOR = 2.1, CI [1.4, 

3.0]), and cancer (aOR = 1.8, 95% CI [1.0, 3.2]) among sexual minorities. Disparities in 

the prevalence of stroke, heart attack, coronary health disease, COPD, diabetes, 

obesity, arthritis, and cancer were found among LGBT populations. Conclusions: Sexual 

minorities have a higher prevalence of sleep deprivation as compared with their straight 

counterparts. Sleep deprivation varies by sexual identity and gender. Very short sleep 

duration is associated with some chronic health conditions among LGBT populations. 

Promotion of sleep health education and routine medical assessment of sleep disorders 

are critically needed for sexual minority adults. 

21. Dilley, J. A., Simmons, K. W., Boysun, M. J., Pizacani, B. A., & Stark, M. J. 
(2010). Demonstrating the Importance and Feasibility of Including Sexual 
Orientation in Public Health Surveys: Health Disparities in the Pacific Northwest. 
American Journal of Public Health, 100(3), 460-467. 
doi:10.2105/AJPH.2007.130336 

Objectives. We identified health disparities for a statewide population of lesbian, gay, 

and bisexual (LGB) men and women compared with their heterosexual counterparts. 

Methods. We used data from the 2003-2006 Washington State Behavioral Risk Factor 

Surveillance System to examine associations between sexual orientation and chronic 

health conditions, health risk behaviors, access to care, and preventive services. 

Results. Lesbian and bisexual women were more likely than were heterosexual women 

to have poor physical and mental health, asthma, and diabetes (bisexuals only), to be 

overweight, to smoke, and to drink excess alcohol. They were also less likely to have 
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access to care and to use preventive services. Gay and bisexual men were more likely 

than were heterosexual men to have poor mental health, poor health-limited activities, 

and to smoke. Bisexuals of both genders had the greatest number and magnitude of 

disparities compared with heterosexuals. Conclusions. Important health disparities exist 

for LGB adults. Sexual orientation can be effectively included as a standard 

demographic variable in public health surveillance systems to provide data that support 

planning interventions and progress toward improving LGB health. 

22. Farmer Grant, W., Blosnich John, R., Jabson Jennifer, M., & Matthews Derrick, 
D. (2015). Gay Acres: Sexual Orientation Differences in Health Indicators Among 
Rural and Nonrural Individuals. The Journal of Rural Health, 32(3), 321-331. 
doi:10.1111/jrh.12161 

Abstract Purpose Geographic location is a significant factor that influences health status 

and health disparities. Yet, little is known about the relationship between geographic 

location and health and health disparities among lesbian, gay, and bisexual (LGB) 

persons. This study used a US population-based sample to evaluate the associations of 

sexual orientation with health indicators by rural/nonrural residence. Methods Data were 

pooled from the 10 states that collected sexual orientation in the 2010 Behavioral Risk 

Factor Surveillance System surveys. Rural status was defined using metropolitan 

statistical area, and group differences by sexual orientation were stratified by gender 

and rural/nonrural status. Chi-square tests for categorical variables were used to assess 

bivariate relationships. Multivariable logistic regression models stratified by gender and 

rural/nonrural status were used to assess the association of sexual orientation to health 

indicators, while adjusting for age, race/ethnicity, education, and partnership status. All 

analyses were weighted to adjust for the complex sampling design. Findings Significant 

differences between LGB and heterosexual participants emerged for several health 

indicators, with bisexuals having a greater number of differences than gay 

men/lesbians. There were fewer differences in health indicators for rural LGB 

participants compared to heterosexuals than nonrural participants. Conclusions Rural 

residence appears to influence the pattern of LGB health disparities. Future work is 

needed to confirm and identify the exact etiology or rural/nonrural differences in LGB 

health. 

23. Fish Jessica, N., Hughes Tonda, L., & Russell Stephen, T. (2017). Sexual identity 
differences in high‐ intensity binge drinking: findings from a US national sample. 

Addiction, 113(4), 749-758. doi:10.1111/add.14041 
Abstract Aim To estimate sexual identity differences in high-intensity binge drinking. 

Design and setting Cross-sectional US adult health survey from 2014 and 2015. 

Participants US adults aged 18 and older (n = 215684; n = 203562 heterosexual, 

n = 2784 lesbian/gay, n = 2892 bisexual, n = 686 “other” and n = 1947 don't 

know/unsure). Measurements Self-reported past 30-day standard binge and high-
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intensity binge drinking. Standard binge drinking cutoff values were 4+/5+ drinks for 

women and men, respectively. High-intensity binge drinking was measured as two and 

three times the standard level (8+ and 12+ drinks for women and 10+ and 15+ drinks for 

men). Findings Lesbian and bisexual women were more likely than heterosexual women 

to report consuming 4+ drinks (adjusted odds ratio [aOR] =1.57, confidence interval 

[CI] = 1.18, 2.09 and aOR = 1.83, CI = 1.45, 2.30 for lesbian and bisexual women, 

respectively); 8+ drinks (aOR = 3.86, CI = 2.39, 6.24, aOR = 2.07, CI = 1.39, 3.07); and 

12+ drinks (aOR = 3.81, CI = 1.77, 8.19, aOR = 2.54, CI = 1.25, 5.14) on a single 

occasion in the past 30 days. Generally, gay and bisexual men were no more likely than 

heterosexual men to report standard or high-intensity binge drinking. However, bisexual 

men were more likely than heterosexual men to consume 15+ drinks (aOR = 1.76, 95% 

CI = 1.01, 3.06). Rates of standard and high-intensity binge drinking were similar 

between heterosexual and unsure men and women. Men and women who indicated 

“other” sexual identities were generally less likely than heterosexuals to report standard 

and high-intensity binge drinking, with the exception of 4+ drinks for women and 10+ 

drinks for men. Conclusions In the United States, sexual minority women are more 

likely, and sexual minority men are equally likely, to drink at standard and high-intensity 

binge drinking levels as their heterosexual counterparts. 

24. Fredriksen-Goldsen, K. I., Kim, H.-J., & Barkan, S. E. (2011). Disability Among 
Lesbian, Gay, and Bisexual Adults: Disparities in Prevalence and Risk. American 
Journal of Public Health, 102(1), e16-e21. doi:10.2105/AJPH.2011.300379 

Objectives. We used population-based data to comprehensively examine disability 

among lesbian, gay, and bisexual adults. Methods. We estimated prevalence of 

disability and its covariates and compared by sexual orientation by utilizing data from 

the Washington State Behavioral Risk Factor Surveillance System (n = 82 531) 

collected in 2003, 2005, 2007, and 2009. We used multivariate logistic regression to 

examine the relationship between disability and sexual orientation, after we controlled 

for covariates of disability. Results. Findings indicated that the prevalence of disability is 

higher among lesbian, gay, and bisexual adults compared with their heterosexual 

counterparts; lesbian, gay, and bisexual adults with disabilities are significantly younger 

than heterosexual adults with disabilities. Higher disability prevalence among lesbians 

and among bisexual women and men remained significant after we controlled for 

covariates of disability. Conclusions. Higher rates of disability among lesbian, gay, and 

bisexual adults are of major concern. Efforts are needed to prevent, delay, and reduce 

disabilities as well as to improve the quality of life for lesbian, gay, and bisexual adults 

with disabilities. Future prevention and intervention efforts need to address the unique 

concerns of these groups. 
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25. Fredriksen-Goldsen, K. I., Kim, H.-J., Barkan, S. E., Balsam, K. F., & Mincer, S. 
L. (2010). Disparities in Health-Related Quality of Life: A Comparison of Lesbians 
and Bisexual Women. American Journal of Public Health, 100(11), 2255-2261. 
doi:10.2105/AJPH.2009.177329 

Objectives. We investigated the association of health-related quality of life (HRQOL) 

with sexual orientation among lesbians and bisexual women and compared the 

predictors of HRQOL between the 2 groups. Methods. We used multivariate logistic 

regression to analyze Washington State Behavioral Risk Factor Surveillance System 

population-based data (2003 to 2007) in a sample of 1496 lesbians and bisexual women 

and examined determinants of HRQOL among lesbians and bisexual women. Results. 

For lesbians and bisexual women, frequent mental distress and poor general health 

were associated with poverty and lack of exercise; poor general health was associated 

with obesity and mental distress. Bisexual women showed a higher likelihood of 

frequent mental distress and poor general health than did lesbians. The odds of mental 

distress were higher for bisexual women living in urban areas as compared with 

nonurban areas. Lesbians had an elevated risk of poor general health and mental 

distress during midlife. Conclusions. Despite the standard practice of collapsing sexual 

minority women into a single group, lesbian and bisexual women in this study emerge 

as distinct groups that merit specific attention. Bisexual women are at elevated risk for 

poor HRQOL. 

26. Fredriksen-Goldsen, K. I., Kim, H.-J., Barkan, S. E., Muraco, A., & Hoy-Ellis, C. 
P. (2013). Health Disparities Among Lesbian, Gay, and Bisexual Older Adults: 
Results From a Population-Based Study. American Journal of Public Health, 
103(10), 1802-1809. doi:10.2105/AJPH.2012.301110 

Objectives. We investigated health disparities among lesbian, gay, and bisexual (LGB) 

adults aged 50 years and older. Methods. We analyzed data from the 2003-2010 

Washington State Behavioral Risk Factor Surveillance System (n=96992) on health 

outcomes, chronic conditions, access to care, behaviors, and screening by gender and 

sexual orientation with adjusted logistic regressions. Results. LGB older adults had 

higher risk of disability, poor mental health, smoking, and excessive drinking than did 

heterosexuals. Lesbians and bisexual women had higher risk of cardiovascular disease 

and obesity, and gay and bisexual men had higher risk of poor physical health and living 

alone than did heterosexuals. Lesbians reported a higher rate of excessive drinking than 

did bisexual women; bisexual men reported a higher rate of diabetes and a lower rate of 

being tested for HIV than did gay men. Conclusions. Tailored interventions are needed 

to address the health disparities and unique health needs of LGB older adults. Research 

across the life course is needed to better understand health disparities by sexual 

orientation and age, and to assess subgroup differences within these communities. 
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27. Garland-Forshee, R. Y., Fiala, S. C., Ngo, D. L., & Moseley, K. (2014). Sexual 
Orientation and Sex Differences in Adult Chronic Conditions, Health Risk 
Factors, and Protective Health Practices, Oregon, 2005-2008. Preventing 
Chronic Disease, 11, E136. doi:10.5888/pcd11.140126 

INTRODUCTION Research on lesbian, gay, and bisexual (LGB) individuals' health and 

health practices has primarily consisted of convenience studies focused on HIV/AIDS, 

substance use, or mental illness. We examined health-related disparities among Oregon 

LGB men and women compared with heterosexual men and women using data from a 

population-based survey. METHODS Data from the 2005 through 2008 Oregon 

Behavioral Risk Factor Surveillance System were used to examine associations 

between sexual orientation and chronic conditions, health limitations, health risk factors, 

and protective health practices. RESULTS Compared with heterosexual women, lesbian 

and bisexual women were significantly more likely to smoke cigarettes, be obese, binge 

drink, and have chronic conditions, and less likely to engage in protective health 

practices. Compared with heterosexual men, gay men were significantly less likely to be 

obese, more likely to binge drink, and more likely to engage in protective health 

practices. Compared with heterosexual men, bisexual men were significantly more likely 

to have a physical disability, smoke cigarettes, binge drink, and more likely to get an 

HIV test. CONCLUSIONS Health disparities among Oregon LGB individuals were most 

prominent among lesbian and bisexual women. Gay men had the most protective health 

practices, but they were more likely than heterosexual men to engage in risky behaviors 

that lead to chronic diseases later in life. Targeted public health interventions should be 

provided in environments that avoid stigmatizing and discriminating against LGB 

individuals where they live, work, learn, and socialize. 

28. Gonzales, G., & Ehrenfeld, J. (2018). The Association between State Policy 
Environments and Self-Rated Health Disparities for Sexual Minorities in the 
United States. International Journal of Environmental Research and Public 
Health, 15(6). doi:10.3390/ijerph15061136 

A large body of research has documented disparities in health and access to care for 

lesbian, gay, and bisexual (LGB) people in the United States. Less research has 

examined how the level of legal protection afforded to LGB people (the state policy 

environment) affects health disparities for sexual minorities. This study used data on 

14,687 sexual minority adults and 490,071 heterosexual adults from the 

2014&ndash;2016 Behavioral Risk Factor Surveillance System to document differences 

in health. Unadjusted state-specific prevalence estimates and multivariable logistic 

regression models were used to compare poor/fair self-rated health by gender, sexual 

minority status, and state policy environments (comprehensive versus limited 

protections for LGB people). We found disparities in self-rated health between sexual 

minority adults and heterosexual adults in most states. On average, sexual minority 

men in states with limited protections and sexual minority women in states with either 
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comprehensive or limited protections were more likely to report poor/fair self-rated 

health compared to their heterosexual counterparts. This study adds new findings on 

the association between state policy environments and self-rated health for sexual 

minorities and suggests differences in this relationship by gender. The associations and 

impacts of state-specific policies affecting LGB populations may vary by gender, as well 

as other intersectional identities. 

29. Gonzales, G., & Henning-Smith, C. (2016). The Affordable Care Act and Health 
Insurance Coverage for Lesbian, Gay, and Bisexual Adults: Analysis of the 
Behavioral Risk Factor Surveillance System. LGBT Health, 4(1), 62-67. 
doi:10.1089/lgbt.2016.0023 

Abstract Purpose: This study compares uninsurance rates for lesbian, gay, and bisexual 

(LGB) adults by state Medicaid expansion decisions under the Affordable Care Act. 

Methods: Data come from nonelderly adults in the 2014 Behavioral Risk Factor 

Surveillance System. Prevalence estimates and logistic regression models identified 

LGB adults most likely to be uninsured. Results: Approximately 15.7% of LGB adults 

lack health insurance, but the uninsurance rate is lower among LGB adults in Medicaid 

expansion states (12.5%) compared with LGB adults in nonexpansion states (20.0%). 

Conclusions: Expanding Medicaid in states that have not yet done so should increase 

coverage and lead to improved health for vulnerable LGB adults. 

Purpose: This study compares uninsurance rates for lesbian, gay, and bisexual (LGB) 

adults by state Medicaid expansion decisions under the Affordable Care Act. Methods: 

Data come from nonelderly adults in the 2014 Behavioral Risk Factor Surveillance 

System. Prevalence estimates and logistic regression models identified LGB adults 

most likely to be uninsured. Results: Approximately 15.7% of LGB adults lack health 

insurance, but the uninsurance rate is lower among LGB adults in Medicaid expansion 

states (12.5%) compared with LGB adults in nonexpansion states (20.0%). Conclusions: 

Expanding Medicaid in states that have not yet done so should increase coverage and 

lead to improved health for vulnerable LGB adults. 

 

30. Gonzales, G., & Henning-Smith, C. (2017). Health Disparities by Sexual 
Orientation: Results and Implications from the Behavioral Risk Factor 
Surveillance System. Journal of Community Health, 42(6), 1163-1172. 
doi:10.1007/s10900-017-0366-z 

Until recently, population-based data for monitoring sexual minority health have been 

limited, making it difficult to document and address disparities by sexual orientation. The 

primary objective of this study was to examine differences by sexual orientation in an 

array of health outcomes and health risk factors using one of the nation’s largest health 

surveys. Data for this study came from 8290 adults who identified as lesbian, gay, or 
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bisexual (LGB) and 300,256 adults who identified as heterosexual in the 2014–2015 

Behavioral Risk Factor Surveillance System (BRFSS). Logistic regression models were 

used to compare physical and mental health outcomes, health condition diagnoses, and 

health risk factors by sexual orientation, controlling for demographic and socioeconomic 

status. Controlling for sociodemographic characteristics, gay and bisexual men reported 

higher odds of frequent mental distress [odds ratio (OR) 1.71, P = 0.001; OR 2.33, 

P < 0.001] and depression (OR 2.91, P < 0.001; OR 2.41, P < 0.001), compared with 

heterosexual men. Lesbian and bisexual women had higher odds of frequent mental 

distress (OR 1.53, P < 0.001; OR 2.08, P < 0.001) and depression (OR 1.93, P < 0.01; 

OR 3.15, P < 0.001), compared to heterosexual women. Sexual minorities also faced 

higher odds of poor physical health, activity limitations, chronic conditions, obesity, 

smoking, and binge drinking, although these risks differed by sexual orientation and 

gender. This study adds to the mounting evidence of health disparities by sexual 

orientation. Community health practitioners and policymakers should continue to collect 

data on sexual orientation in order to identify and address root causes of sexual 

orientation-based disparities, particularly at the community-level. 

31. Gorman, B. K., Denney, J. T., Dowdy, H., & Medeiros, R. A. (2015). A New Piece 
of the Puzzle: Sexual Orientation, Gender, and Physical Health Status. 
Demography, 52(4), 1357-1382. doi:10.1007/s13524-015-0406-1 

Although research has long documented the relevance of gender for health, studies that 

simultaneously incorporate the relevance of disparate sexual orientation groups are 

sparse. We address these shortcomings by applying an intersectional perspective to 

evaluate how sexual orientation and gender intersect to pattern self-rated health status 

among U.S. adults. Our project aggregated probability samples from the Behavioral 

Risk Factor Surveillance System (BRFSS) across seven U.S. states between 2005 and 

2010, resulting in an analytic sample of 10,128 sexual minority (gay, lesbian, and 

bisexual) and 405,145 heterosexual adults. Logistic regression models and 

corresponding predicted probabilities examined how poor self-rated health differed 

across sexual orientation–by-gender groups, before and after adjustment for established 

health risk factors. Results reveal distinct patterns among sexual minorities. Initially, 

bisexual men and women reported the highest—and gay and lesbian adults reported 

the lowest—rates of poor self-rated health, with heterosexuals in between. Distinct 

socioeconomic status profiles accounted for large portions of these differences. 

Furthermore, in baseline and fully adjusted regression models, only among 

heterosexuals did women report significantly different health from men. Importantly, the 

findings highlight elevated rates of poor health experienced by bisexual men and 

women, which are partially attributable to their heightened economic, behavioral, and 

social disadvantages relative to other groups. 
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32. Hoffman, L., Delahanty, J., Johnson, S. E., & Zhao, X. (2018). Sexual and gender 
minority cigarette smoking disparities: An analysis of 2016 Behavioral Risk Factor 
Surveillance System data. Preventive Medicine, 113, 109-115. 
doi:https://doi.org/10.1016/j.ypmed.2018.05.014 

We examined the association between lesbian, gay, bisexual, and transgender (LGBT) 

identity, cigarette and e-cigarette use, and potential risk factors in the United States. 

Using data from 198,057 adults in 26 states in the 2016 Behavioral Risk Factor 

Surveillance System (BRFSS), we estimated the prevalence of cigarette use, e-cigarette 

use, and potential risk factors by gender identity and sexual identity. Overall and sex-

stratified bivariate and multivariate logistic regressions examined whether the 

relationship between sexual and gender identity and cigarette and e-cigarette use 

persisted after adjusting for demographics, socio-economic status, and other unhealthy 

behaviors. After adjusting for covariates, gender minority identity was no longer 

associated with increased likelihood of currently smoking cigarettes and ever use of e-

cigarettes. Sexual minority identity continued to be significant after adjusting for 

covariates, indicating that sexual identity disparities in cigarette and e-cigarette use are 

not fully explained by these factors. Findings varied by identity. Compared to their 

straight peers, likelihood of tobacco product use among LGB individuals varied between 

sexes, by product, and by sexual identity (gay/lesbian versus bisexual). More research 

is needed to understand the mechanisms that influence diverse patterns of cigarette 

and e-cigarette use among sexual and gender minority adults. 

33. Jabson, J. M., & Blosnich, J. R. (2012). Representation of lesbian, gay, and 
bisexual people in clinical cancer trials. Annals of Epidemiology, 22(11), 821-823. 
doi:https://doi.org/10.1016/j.annepidem.2012.08.006 

Purpose Clinical trials are important tools for advancing cancer treatment, prevention, 

and control. To identify and describe clinical effects relevant to underserved groups, 

their representation in clinical trials is necessary. Lesbian, gay, and bisexual (LGB) 

people have been identified as a medically underserved group and their representation 

in cancer clinical trials is unknown. This study sought to examine LGB cancer survivor 

representation in cancer clinical trials. Methods Data were from the 2010, Behavioral 

Risk Factor Surveillance System, Cancer Survivorship Module. Data were from five 

states that included both the Cancer Survivorship module and an item asking self-

identified LGB status. Results Participation in cancer clinical trials was higher among 

LGB cancer survivors (12.5%) than among heterosexual cancer survivors (6.0%) (p = 

.005). In the multivariate, adjusted model, LGB cancer survivors were more than twice 

as likely, as heterosexual cancer survivors, to report participation in a clinical trial (AOR 

2.17, 95% CI 1.21-3.90). Conclusion LGB cancer survivors had greater likelihood of 

cancer clinical trial participation than heterosexual cancer survivors and this was not 

explained by demographics. The finding was unexpected given the historic 

marginalization of this group. The small number of LGB cancer survivors limits the 
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generalizability and statistical power. Findings should be interpreted cautiously, and 

further research is needed to clarify explanatory mechanisms. 

34. Jesdale, B. M., & Mitchell, J. W. (2012). Reported Excellent Health Among Men 
in Same-Sex and Mixed-Sex Couples: Behavioral Risk Factor Surveillance 
System, 1993–2010. Journal of Homosexuality, 59(6), 788-807. 
doi:10.1080/00918369.2012.694755 

Self-reported excellent health was examined across sexual orientation among male 

adult couples using 18 years of data from the Behavioral Risk Factor Surveillance 

System. Men in same-sex couples were more likely to report being in excellent health 

(28.7%) than men in unmarried and married mixed-sex couples (20.4% and 23.2%). 

After adjusting for other demographic and health factors, men in same-sex couples 

remained more likely to report excellent health than men in unmarried mixed-sex 

couples, but not than men in married mixed-sex couples. Reporting only adverse health 

disparities provides a partial picture of sexual minority health, and discounts the role of 

resilience and other health promoting factors in these populations. 

35. Kamen, C., Blosnich, J. R., Lytle, M., Janelsins, M. C., Peppone, L. J., & Mustian, 
K. M. (2015). Cigarette smoking disparities among sexual minority cancer 
survivors. Preventive Medicine Reports, 2, 283-286. 
doi:https://doi.org/10.1016/j.pmedr.2015.04.004 

Objective Sexual minority (i.e., lesbian, gay, and bisexual) adults smoke cigarettes at 

higher rates than heterosexual adults. Smoking after receiving a cancer diagnosis is a 

major health concern, yet risk of continued smoking among sexual minority cancer 

survivors is as yet unknown. The current study examines current smoking among sexual 

minority vs. heterosexual adult cancer survivors. Method Data drawn from the 2010 

Behavioral Risk Factor Surveillance System survey in five states (Alaska, California, 

Massachusetts, New Mexico, and Wisconsin) included items about sexual orientation, 

cancer diagnosis, and tobacco use. The analytic sample included 124 sexual minority 

and 248 propensity score matched heterosexual adult cancer survivors. Results 

Bivariate analysis showed that sexual minority cancer survivors had twice the odds of 

current smoking as their heterosexual counterparts (OR=2.03, 95%CI:1.09–3.80). In 

exploratory analyses stratified by sex, sexual minority disparities in prevalence of 

smoking post-cancer showed a trend toward significance among females, not males. 

Conclusion The current study offers preliminary evidence that sexual minority status is 

one variable among many that must be taken into account when assessing health 

behaviors post-cancer diagnosis. Future research should identify mechanisms leading 

from sexual minority status to increased rates of smoking and develop tailored smoking 

cessation interventions 
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36. Kamen, C., Palesh, O., Gerry, A. A., Andrykowski, M. A., Heckler, C., Mohile, S., 
. . . Mustian, K. (2013). Disparities in Health Risk Behavior and Psychological 
Distress Among Gay Versus Heterosexual Male Cancer Survivors. LGBT Health, 
1(2), 86-92. doi:10.1089/lgbt.2013.0022 

Abstract Gay men have been found to have higher rates of cancer diagnoses than 

heterosexual men and poorer outcomes postcancer diagnosis. The two aims of this 

study were to examine rates of cancer diagnosis in a national sample of gay and 

heterosexual men, and to examine disparities in health risk behavior between gay and 

heterosexual men and gay and heterosexual cancer survivors. The current study utilized 

data from a total sample of 14,354 men, including 373 gay men, collected as part of the 

Behavioral Risk Factor Surveillance System survey conducted in 2009 in the states of 

Arizona, California, Massachusetts, Ohio, and Wisconsin. This study replicated the 

finding that prevalence of self-reported cancer diagnoses differed significantly between 

gay and heterosexual men, with gay men 82% more likely to report a lifetime history of 

cancer diagnosis (p<0.05); however, this disparity became nonsignificant after 

controlling for a weakened immune system proxy variable (p=0.06). Gay men were 

more likely than heterosexual men to report health risk behaviors, including less time 

spent exercising, more psychological distress, more current alcohol use, more current 

smoking, and a lifetime history of smoking. Some of these disparities in health risk 

behavior persisted for gay cancer survivors postcancer diagnosis. This study offers a 

perspective on behavioral risk factors previously shown to be higher among gay men 

that may continue postcancer diagnosis. Future research should test the degree to 

which these disparities are caused by minority stress, as previous studies have 

indicated that increased health risk behaviors among sexual minority populations may 

result from exposure to chronic stress and discrimination. Developing behavior change 

interventions to address these risk behaviors is vital for improving cancer outcomes 

among gay men. 

37. Keyes, S. M., Rothman, E. F., & Zhang, Z. (2007). Sexual Orientation and Sexual 
Behavior: Results from the Massachusetts Behavioral Risk Factor Surveillance 
System, 2002–2006. Journal of LGBT Health Research, 3(3), 1-10. 
doi:10.1080/15574090802092614 

ABSTRACT Few population-based surveys in the United States include sexual 

orientation as a demographic variable. As a result, estimating the proportion of the U.S. 

population that is gay, lesbian, or bisexual (GLB) is a substantial challenge. Prior 

estimates vary widely, from 1-21%. In 2001, questions on sexual orientation and sexual 

behavior were added to the Massachusetts Behavioral Risk Factor Surveillance System 

(MA BRFSS) and have been asked continually since that time. The purpose of this 

study was to determine the prevalence of adults in Massachusetts identifying as GLB 
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and providing a demographic description of this group. The study also examined the 

correlation of reported sexual behavior and sexual identity within this group. Overall, 

1.9% of Massachusetts adults identified as gay or lesbian and 1.0% of Massachusetts 

adults identified as bisexual. Of those identifying as gay or lesbian, 95.4% reported 

sexual behavior concordant with this identification, and 99.4% of respondents identifying 

as heterosexual reported behavior concordant with heterosexual sexual orientation. 

Among those reporting a GLB sexual orientation, men were more likely than women to 

identify as gay, and women were more likely than men to identify as bisexual. Younger 

adults (18-25 years old) were more likely than people in other age groups to identify as 

bisexual. Respondents with 4 or more years of education were more likely to identify as 

gay or lesbian than those in all other education categories. The addition of sexual 

orientation to population-based surveys will allow for research on the health of GLB 

adults and provide critical information for those charged with the creation of public policy 

regarding sexual orientation. 

38. Kim, H.-J., & Fredriksen-Goldsen, K. I. (2011). Hispanic Lesbians and Bisexual 
Women at Heightened Risk or Health Disparities. American Journal of Public 
Health, 102(1), e9-e15. doi:10.2105/AJPH.2011.300378 

Objectives. We investigated whether elevated risks of health disparities exist in Hispanic 

lesbians and bisexual women aged 18 years and older compared with non-Hispanic 

White lesbians and bisexual women and Hispanic heterosexual women. Methods. We 

analyzed population-based data from the Washington State Behavioral Risk Factor 

Surveillance System (2003-2009) using adjusted logistic regressions. Results. Hispanic 

lesbians and bisexual women, compared with Hispanic heterosexual women, were at 

elevated risk for disparities in smoking, asthma, and disability. Hispanic bisexual women 

also showed higher odds of arthritis, acute drinking, poor general health, and frequent 

mental distress compared with Hispanic heterosexual women. In addition, Hispanic 

bisexual women were more likely to report frequent mental distress than were non-

Hispanic White bisexual women. Hispanic lesbians were more likely to report asthma 

than were non-Hispanic White lesbians. Conclusions. The elevated risk of health 

disparities in Hispanic lesbians and bisexual women are primarily associated with 

sexual orientation. Yet, the elevated prevalence of mental distress for Hispanic bisexual 

women and asthma for Hispanic lesbians appears to result from the cumulative risk of 

doubly disadvantaged statuses. Efforts are needed to address unique health concerns 

of diverse lesbians and bisexual women. 
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39. Kim, H.-J., & Fredriksen-Goldsen, K. I. (2012). Nonresponse to a Question on 
Self-Identified Sexual Orientation in a Public Health Survey and Its Relationship 
to Race and Ethnicity. American Journal of Public Health, 103(1), 67-69. 
doi:10.2105/AJPH.2012.300835 

We examined whether nonresponse to the survey question on self-identified sexual 

orientation was associated with race and ethnicity, utilizing Washington State Behavioral 

Risk Factor Surveillance System data. The results of adjusted multinomial logistic 

regression indicated that the nonresponse rates of Asian Americans, Hispanics, and 

African Americans are higher than those of non-Hispanic Whites. Innovative ways of 

measuring sexual orientation to reduce racially and ethnically driven bias need to be 

developed and integrated into public health surveys. 

40. Landers, S. J., Mimiaga, M. J., & Conron, K. J. (2011). Sexual Orientation 
Differences in Asthma Correlates in a Population-Based Sample of Adults. 
American Journal of Public Health, 101(12), 2238-2241. 
doi:10.2105/AJPH.2011.300305 

To understand what conditions may correlate with asthma diagnoses in the lesbian, gay, 

and bisexual (LGB) population, we used Massachusetts Behavioral Risk Factor 

Surveillance System data to construct multivariable logistic regression models 

separately for LGB individuals and heterosexuals. Current or former smoking and 

obesity were positively associated with history of an asthma diagnosis among both LGB 

individuals and heterosexuals. Being underweight (negative correlation) and overweight 

and reporting frequent symptoms of depression in the preceding 30 days also predicted 

a history of asthma diagnosis among heterosexuals. 

41. Lehavot, K., Blosnich, J. R., Glass, J. E., & Williams, E. C. (2017). Alcohol use 
and receipt of alcohol screening and brief intervention in a representative sample 
of sexual minority and heterosexual adults receiving health care. Drug and 
Alcohol Dependence, 179, 240-246. 
doi:https://doi.org/10.1016/j.drugalcdep.2017.07.003 

Background Despite evidence of alcohol disparities between sexual minority and 

heterosexual individuals in the general population, research has not examined whether 

there are disparities in receipt of alcohol screening and brief intervention − together 

considered one of the highest prevention priorities for US adults. This study examined 

differences in alcohol use and receipt of alcohol screening and brief intervention across 

sexual minority status. Methods Behavioral Risk Factor Surveillance System 2014 data 

from eight US states were used to estimate patterns of alcohol use and receipt of 

alcohol screening and brief intervention among persons reporting sexual orientation and 

a checkup in the last two years (N=47,800). Analyses were conducted in 2016–2017. 

Results Gay men and bisexual women reported higher rates of alcohol use on some 

measures compared to heterosexual men and women, respectively. There were some 

differences in screening and brief intervention by sexual orientation. Lesbian women 
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were more likely to report being asked about heavy episodic drinking than heterosexual 

women, and among those reporting unhealthy alcohol use, gay men were less likely, 

and bisexual men were more likely, to report receiving brief intervention compared to 

heterosexual men. Conclusions Overall similarities between sexual minorities and 

heterosexuals in alcohol use and receipt of screening and brief intervention are 

encouraging. Nonetheless, research is needed to confirm findings and understand 

mechanisms underlying disparities in receipt of brief intervention between gay and 

heterosexual men. 

42. Matthews, D. D., & Lee, J. G. L. (2014). A Profile of North Carolina Lesbian, Gay, 
and Bisexual Health Disparities, 2011. American Journal of Public Health, 104(6), 
e98-e105. doi:10.2105/AJPH.2013.301751 

Objectives. We investigated the health profile of lesbian, gay, and bisexual (LGB) adults 

in North Carolina, the first state in the South to include a measure of sexual orientation 

identity in a probability-based statewide health survey. Methods. Using data from 9876 

respondents in the 2011 North Carolina Behavioral Risk Factor Surveillance Survey, we 

compared sexual minorities to heterosexuals on a variety of health indicators. Results. 

LGB respondents were younger and more likely to be reached by cell phone. Many 

examined indicators were not different by sexual orientation. Significant results, 

however, were consistent with findings from state population surveys in other regions of 

the country, including disparities in mental health and, among women, smoking. 

Conclusions. Reporting LGB identity in North Carolina is associated with poorer health. 

The concentration of anti-LGB policies in the South warrants ongoing monitoring of LGB 

health disparities in North Carolina and in other Southeastern states for potential effects 

on the health and well-being of LGB populations. 

43. Meyer, I. H., Brown, T. N. T., Herman, J. L., Reisner, S. L., & Bockting, W. O. 
(2017). Demographic Characteristics and Health Status of Transgender Adults in 
Select US Regions: Behavioral Risk Factor Surveillance System, 2014. American 
Journal of Public Health, 107(4), 582-589. doi:10.2105/AJPH.2016.303648 

Objectives. To describe the health status of the transgender population in the United 

States. Methods. We used 2014 Behavioral Risk Factor Surveillance System data that 

comprised a probability sample from 19 US states and Guam (n=151456). Results. 

Bivariate analyses showed that, in comparison with cisgender individuals, transgender 

individuals had a higher prevalence of poor general health (odds ratio [OR] = 1.7; 95% 

confidence interval [CI] = 1.2, 2.4), more days per month of poor physical (b = 2.43; 

95% CI = 0.61, 4.24; P < .01) and mental (b = 1.74; 95% CI = 0.28, 3.19; P = .02) 

health, and a higher prevalence of myocardial infarction (OR = 1.7; 95% CI = 1.1, 2.5). 

In addition, more transgender than cisgender people lacked health care coverage (OR = 

1.8; 95% CI = 1.2, 2.7) and a health care provider (OR = 1.5; 95% CI = 1.0, 2.1), and 

they were less likely to have visited a dentist in the preceding year (OR = 0.7; 95% CI = 
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0.5, 1.0). However, transgender individuals did not differ from cisgender individuals with 

respect to prevalence of chronic diseases, cancers, or depressive disorders or in terms 

of health behaviors such as smoking, binge drinking, and always wearing a seatbelt. 

Conclusions. Our findings highlight areas of unmet needs in the transgender population. 

44. Miller, B., & Irvin, J. (2017). Invisible Scars: Comparing the Mental Health of LGB 
and Heterosexual Intimate Partner Violence Survivors. Journal of Homosexuality, 
64(9), 1180-1195. doi:10.1080/00918369.2016.1242334 

ABSTRACT Intimate partner violence (IPV) affects countless women and men in 

lesbian, gay, and bisexual (LGB) as well as heterosexual relationships, but few studies 

have examined how such abuse is associated with the mental health of LGB victims. 

The present study addresses this issue using data from the 2006 Behavioral Risk Factor 

Surveillance System (BRFSS) survey to examine differences in depression and anxiety 

among IPV victims in LGB and heterosexual partnerships. The findings indicate LGB 

IPV victims are much more likely to have a history of depression (OR 1.70, p < .05) and 

anxiety (OR 1.70, p < .05) than heterosexual victims. These differences are slightly 

mediated by the victim’s perceived emotional support but not the type of abuse 

experienced. Our findings accentuate the need for greater inclusion of LGB persons in 

the IPV and mental health discourse, as well as the importance of social support for IPV 

victims. Policy implications for members of the LGB community are discussed. 

45. Mimiaga, M. J., Landers, S. J., & Conron, K. J. (2011). Prevalence and 
Correlates of Lifetime HIV Testing in a Population-Based Sample of Men Who 
Have Sex with Men in Massachusetts. AIDS Patient Care and STDs, 25(6), 323-
326. doi:10.1089/apc.2011.0078 

 
46. Narayan, A., Lebron-Zapata, L., & Morris, E. (2017). Breast cancer screening in 

transgender patients: findings from the 2014 BRFSS survey. Breast Cancer 
Research and Treatment, 166(3), 875-879. doi:10.1007/s10549-017-4461-8 

Transgender patients undergoing transitions often receive cross-sex hormonal 

therapies, placing them at uncertain risk for developing breast cancer. There is limited 

population-based information about the extent to which transgender patients undergo 

mammography screening. Our purpose was to determine the extent to which 

transgender patients undergo mammography screening using nationally representative 

survey data. 

47. Newlin Lew, K., Dorsen, C., & Long, T. (2018). Prevalence of Obesity, 
Prediabetes, and Diabetes in Sexual Minority Men: Results From the 2014 
Behavioral Risk Factor Surveillance System. The Diabetes Educator, 44(1), 83-
93. doi:10.1177/0145721717749943 

Purpose The purpose of this study is to assess the prevalence and related odds ratios 

for obesity, prediabetes, and diabetes in sexual minority men (SMM) in relation to 

straight men. Methods A secondary analysis of 2014 Behavioral Risk Factor 
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Surveillance System data from 19 states (n = 53542) was conducted. Weighted means 

and standard errors were computed to estimate prevalence rates of obesity, 

prediabetes, and diabetes across male sexual orientation groups, respectively. 

Unadjusted and adjusted (demographics, depression, and health care access factors) 

weighted logistic regression models were developed. Results Obesity prevalence was 

lower in gay men relative to straight men with logistic regression modeling indicating gay 

men were significantly less likely to be obese, relative to their straight counterparts, in 

the unadjusted and adjusted models. In terms of prediabetes, rates were low across all 

sexual orientation groups with no significant differences observed. Yet bisexual men, 

relative to straight men, had higher rates of diabetes with significantly increased odds 

for the disease in both the unadjusted and adjusted models. Conclusion Findings 

indicate gay men have reduced risk for obesity while bisexual men may have increased 

diabetes burden. Across all male sexual orientation groups, prediabetes prevalence was 

low, suggesting the need for more aggressive prediabetes screening. Additional 

research is necessary to confirm the findings. 

48. Nokoff, N. J., Scarbro, S., Juarez-Colunga, E., Moreau, K. L., & Kempe, A. 
(2018). Health and Cardiometabolic Disease in Transgender Adults in the United 
States: Behavioral Risk Factor Surveillance System 2015. Journal of the 
Endocrine Society, 2(4), 349-360. doi:10.1210/js.2017-00465 

Context Little is known about the health of transgender adults in the United States, a 

growing population. There have been no large reports examining differences in health 

status and cardiometabolic disease in subgroups of transgender adults [female-to-male 

(FTM), male-to-female (MTF), and gender nonconforming (GNC)] in the United States. 

Objective Compare the health status and prevalence of cardiometabolic disease among 

specific subgroups of transgender adults (FTM, MTF, GNC) with those of cisgender 

adults in the United States. Design Secondary data analysis based on the 2015 

Behavioral Risk Factor Surveillance System survey. Setting The 22 states in the United 

States that asked about transgender identity. Participants Noninstitutionalized adults 

age ≥18 years who reside in the United States, identified through telephone-based 

methods. Main Outcome Measures Data were extracted for respondents who answered 

the transgender identity question. Weighted percentages are given for all measures. 

Adjusted odds ratios (ORs) are reported for health status and cardiometabolic disease 

measures. Results FTM adults have a higher odds of being uninsured than both 

cisgender women [OR 3.8; 95% confidence interval (CI), 2.1 to 7.1] and cisgender men 

(OR 2.5; 95% CI, 1.4 to 4.7). MTF adults have a higher odds of reporting myocardial 

infarction than cisgender women (OR 2.9; 95% CI, 1.6 to 5.3) but not cisgender men. 

Conclusions There are significant differences in health status measures and 

cardiometabolic health between subgroups of transgender adults and cisgender adults. 

There is a need for additional research to understand the societal and medical (e.g., 



 

50 

 

hormone therapy) effects on these outcomes. 

49. Pitasi, M. A., Oraka, E., Clark, H., Town, M., & DiNenno, E. A. (2017). HIV 
Testing Among Transgender Women and Men — 27 States and Guam, 2014–
2015. Morbidity and Mortality Weekly Report, 66(33), 883-887. 
doi:10.15585/mmwr.mm6633a3 

Raifman, J., Moscoe, E., Austin, S., Hatzenbuehler, M. L., & Galea, S. (2018). 

Association of state laws permitting denial of services to same-sex couples with mental 

distress in sexual minority adults: A difference-in-difference-in-differences analysis. 

JAMA Psychiatry. doi:10.1001/jamapsychiatry.2018.0757 

Importance  Recent evidence suggests that state policies affecting sexual minorities are 

associated with health disparities. Twelve states have laws permitting the denial of 

services to same-sex couples, and the US Supreme Court is considering whether states 

can prohibit the denial of services to same-sex couples. Objective We investigated 

whether state laws permitting individuals to refuse services to sexual minorities were 

associated with changes in the proportion of sexual minority adults reporting mental 

distress. Design, Setting, and Participants This difference-in-difference-in-differences 

linear regression analysis with state fixed effects used Behavioral Risk Factor 

Surveillance System (BRFSS) data from 2014 through 2016 from adults aged 18 to 64 

years in 3 states that implemented laws permitting the denial of services to same-sex 

couples (Utah, Michigan, and North Carolina) and 6 nearby control states (Idaho and 

Nevada, Ohio and Indiana, and Virginia and Delaware, respectively). Sexual minority 

adults were defined as those who identified as gay, lesbian, bisexual, or not sure of their 

sexual orientation under a module on sexual orientation that BRFSS implemented in 

2014 and each state could opt to include. Analysis controlled for year and individual-

level sex, race, ethnicity, age group, educational attainment, income, employment, and 

marital status. A permutation test was conducted to precisely estimate statistical 

significance. Exposures An interaction term indicating whether individuals identified as a 

sexual minority and lived in a state with a law permitting denial of services to same-sex 

couples in 2015.Main Outcomes and Measures Mental distress, defined as poor mental 

health on 14 or more of the past 30 days. Results Of 109 089 participants, 4656 (4.8%; 

all percentages incorporate survey weights) identified as sexual minorities, 86141 

(72.1%) were non-Hispanic white, and ages were uniformly distributed between 18 and 

64 years. In 2014, 2038 of 16637 heterosexual adults (12.6%) and 156 of 815 sexual 

minority adults (21.9%) in the 3 same-sex denial states reported mental distress. The 

proportion of sexual minority adults reporting mental distress increased by 10.1 

percentage points (95% CI, 1.8 to 18.5 percentage points, permutation-adjusted P 

value = .046) between 2014 and 2016 in states that passed laws permitting denial of 

services to same-sex couples compared with control states, a 46% relative increase in 

sexual minority adults experiencing mental distress. Laws permitting denial of services 
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to same-sex couples were not associated with significant changes in heterosexual 

adults experiencing mental distress (−0.36 percentage points, 95% CI, −1.73 to 1.01 

percentage points). Conclusions and Relevance Laws permitting denial of services to 

same-sex couples, which exist in 12 states and are under consideration by the US 

Supreme Court, are associated with a 46% increase in sexual minority adults 

experiencing mental distress. 

50. Ramirez, M., & Kim, J. (2018). Traversing gender, sexual orientation, and race-
ethnicity: Sexual victimization in a population-based sample of older adults. 
Journal of Gay & Lesbian Social Services, 30(2), 192-208. 
doi:10.1080/10538720.2018.1445054 

This research examined the intersectionality of gender, sexual orientation, and race-

ethnicity, and its impact on lifetime sexual victimization among a population-based 

sample of older adults. Data for this study came from the 2011-2014 waves of the 

Behavioral Risk Factor Surveillance System. The final sample to be used for analysis 

included 8.862 individuals ages 50 years and over to examine whether and to what 

extent lesbian, gay, and bisexual older adults differ from heterosexual older adults in 

experiencing lifetime sexual victimization, and whether the effect of sexual orientation 

on experiencing lifetime sexual victimization differs across racial-ethnic groups. Logistic 

regression analysis revealed that lesbian women were 2.59 times more likely and 

bisexual women 2.15 times more likely both relative to heterosexual women to 

experience lifetime sexual victimization. When examining whether race-ethnicity imparts 

additional risk, the findings revealed that non-White heterosexual individuals were 

29.6% less likely relative to White heterosexual individuals to experience lifetime sexual 

victimization, while non-White women, generally, were 2.29 times more likely relative to 

White men to experience lifetime sexual victimization. Our findings affirm the importance 

of the intersectionality of sexual orientation and gender when examining lifetime sexual 

victimization of older adults, adding to the emerging body of research that examines the 

complexities of older adult lives from multifaceted perspectives. 

51. Ransome, Y., Batson, A., Galea, S., Kawachi, I., Nash, D., & Mayer Kenneth, H. 
(2017). The relationship between higher social trust and lower late HIV diagnosis 
and mortality differs by race/ethnicity: results from a state‐ level analysis. Journal 

of the International AIDS Society, 20(1), 21442. doi:10.7448/IAS.20.01/21442 
Abstract Introduction: Black men who have sex with men (MSM) continue to suffer a 

disproportionate burden of new HIV diagnoses and mortality. To better understand 

some of the reasons for these profound disparities, we examined whether the 

association between social trust and late HIV diagnosis and mortality differed by 

race/ethnicity, and investigated potential indirect effects of any observed differences. 

Methods: We performed generalized structural equation modelling to assess main and 

interaction associations between trust among one's neighbours in 2009 (i.e. social trust) 
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and race/ethnicity (Black, White, and Hispanic) predicting late HIV diagnosis (a CD4 

count ≤200 cell/µL within three months of a new HIV diagnosis) rates and all-cause 

mortality rates of persons ever diagnosed late with HIV, across 47 American states for 

the years 2009-2013. We examined potential indirect effects of state-level HIV testing 

between social trust and late HIV diagnosis. Social trust data were from the Gallup 

Healthways Survey, HIV data from the Centers for Disease Control and Prevention, and 

HIV testing from the Behavioral Risk Factor Surveillance System. Covariates included 

state-level structural, healthcare, and socio-demographic factors including income 

inequality, healthcare access, and population density. We stratified analysis by 

transmission group (male-to-male, heterosexual, and injection drug use (IDU)). Results: 

States with higher levels of social trust had lower late HIV diagnosis rates: Adjusted 

Rate Ratio [aRR] were consistent across risk groups (0.57; 95%CI 0.53, 0.62, male-to-

male), (aRR 0.58; 95%CI 0.54, 0.62, heterosexual) and (aRR 0.64; 95%CI 0.60, 0.69, 

IDU). Those associations differed by race/ethnicity (all p < 0.001). The associations 

were most protective for Blacks followed by Hispanics, and least protective for Whites. 

HIV testing mediated between 18 and 32% of the association between social trust and 

late HIV diagnosis across transmission group but for Blacks relative to Whites only. 

Social trust was associated with lower all-cause mortality rates and that association 

varied by race/ethnicity within the male-to-male and IDU transmission groups only. 

Conclusions: Social trust may promote timely HIV testing, which can facilitate earlier 

HIV diagnosis, thus it can be a useful determinant to monitor the relationship with HIV 

care continuum outcomes especially for racial/ethnic minority groups disproportionately 

infected by HIV. 

52. Riley, N. C., Blosnich, J. R., Bear, T. M., & Reisner, S. L. (2017). Vocal Timbre 
and the Classification of Respondent Sex in US Phone-Based Surveys. American 
Journal of Public Health, 107(8), 1290-1294. doi:10.2105/AJPH.2017.303834 

Objectives. To characterize the conflict of sex and gender identity variables in the 2014 

Behavioral Risk Factor Surveillance System (BRFSS) sample and examine how this 

may affect the administration of sex-related health behavior items to transgender 

participants. Methods. We conducted a secondary analysis of the 2014 BRFSS gender 

identity, sex, and sex-related health behavior variables. Twenty states administered the 

gender-identity variables (n = 154062), and 691 respondents identified as transgender 

in the survey (0.4%). We examined conflict among sex, gender identity, and gender-

related variables, and compared conflicting and nonconflicting groups across 4 

sociodemographic characteristics. Results. Nearly one third of respondents (27.8%; 

n=171) who identified as transgender received sex-specific items that conflicted with 

their natal sex, thereby reducing the already small subsample of valid responses. There 

were no significant differences between conflicting and nonconflicting groups on the 

basis of region, age, race/ethnicity, or type of interview. Conclusions. Public health 
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surveys should ask respondents to self-identify their sex and gender identity. Interviewer 

assumptions of respondents’ sex may lead to erroneous collection of sex- and gender-

based items, inhibit survey administration, and create problems in data quality. 

53. Rothman, E. F., Sullivan, M., Keyes, S., & Boehmer, U. (2012). Parents' 
Supportive Reactions to Sexual Orientation Disclosure Associated With Better 
Health: Results From a Population-Based Survey of LGB Adults in 
Massachusetts. Journal of Homosexuality, 59(2), 186-200. 
doi:10.1080/00918369.2012.648878 

This study investigated associations between coming out to parents, experiences of 

parental support, and self-reported health behaviors and conditions among a 

population-based sample of LGB individuals using data collected via the 2002 

Massachusetts Behavioral Risk Factor Surveillance System (BRFSS; N = 177). We 

explored the following two hypotheses: 1) Lesbian, gay, and bisexual (LGB) individuals 

who had never disclosed their sexual orientation to a parent would report higher levels 

of risk behaviors and poorer health conditions than those who had come out; and 2) 

among LGB respondents who had come out to their parents, the individuals whose 

parents had reacted unsupportively would report higher levels of risk behaviors and 

poorer health conditions than those who had come out to parents who were supportive. 

Approximately two thirds of gay and bisexual (GB) males and lesbian and bisexual (LB) 

females reported receiving adequate social and emotional support from the parent to 

whom they first disclosed their sexual orientation. Among LB females, no disclosure of 

sexual orientation to a parent was associated with significantly elevated levels of past-

month illicit drug use (AOR 12.16, 95% CI 2.87, 51.54), fair or poor self-reported health 

status (AOR 5.71, 95% CI 1.45, 22.51), and >15 days of depression in the past month 

(AOR 5.95, 95% CI 1.78, 19.90), controlling for potential confounders. However, 

nondisclosure to a parent by GB males was not associated with greater odds of any of 

the health indicators assessed. Among GB males, those with unsupportive parents were 

significantly more likely to report current binge drinking (AOR 6.94, 95% CI 1.70, 28.35) 

and >15 days depression in the past month (AOR 6.08, 95% CI 1.15, 32.15), and 

among LB females, those with unsupportive parents were significantly more likely to 

report lifetime illicit drug use (AOR 11.43, 95% CI 2.50, 52.30), and >15 days 

depression in the past month (AOR 5.51, 95% CI 1.36, 22.36). We conclude that 

coming out may be associated with better health for LB women, and that parents who 

react nonsupportively when their children disclose LGB sexual orientation may 

contribute to children's increased odds of depression and hazardous substance use. 
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54. Ruben, M. A., Blosnich, J. R., Dichter, M. E., Luscri, L., & Shipherd, J. C. (2017). 
Will Veterans Answer Sexual Orientation and Gender Identity Questions? 
Medical Care, 55.  

Background: The Veterans Health Administration does not routinely collect and 

document sexual orientation and gender identity (SOGI) data, despite existing health 

disparities among sexual and gender minority Veterans. Because of the legacy of 

previous Department of Defense (DoD) policies that prohibited disclosure of sexual or 

gender minority identities among active duty personnel, Veterans may be reluctant to 

respond to SOGI questions. Objectives: This population-based study assesses item 

nonresponse to SOGI questions by Veteran status. Research Design: This is a 

secondary analysis of data from a population-based sample of adults in 20 US states 

that elected to administer a SOGI module in the 2014 Behavioral Risk Factor 

Surveillance System survey. Prevalence of SOGI refusals and responses of “don’t 

know” were compared for Veterans and non-Veterans. Subjects: Veterans (n=22,587) 

and non-Veterans (n=146,475) were surveyed. Results: Nearly all Veteran respondents 

(≥98%) completed the SOGI questions, with 95.4% identifying as heterosexual, 1.2% as 

gay or lesbian, 1.2% as bisexual, and 0.59% as transgender. A significantly lower 

proportion of Veterans than non-Veterans refuse to answer sexual orientation (1.5% vs. 

1.9%). There was no difference between Veterans and non-Veterans in responses for 

gender identity. Conclusions: Veterans are just as likely as non-Veterans to complete 

SOGI items in survey research. Asking Veterans about SOGI is unlikely to yield 

significant nonresponse. These data suggest that future research should investigate 

Veterans’ perspectives on being asked about SOGI in research settings and as part of 

routine clinical care. 

55. Seelman, K. L. (2018). Differences in Mental, Cognitive, and Functional Health by 
Sexual Orientation Among Older Women: Analysis of the 2015 Behavioral Risk 
Factor Surveillance System. The Gerontologist, gnx215-gnx215. 
doi:10.1093/geront/gnx215 

Background and Objectives This study addresses a gap in the knowledge base 

regarding whether there are differences in mental, cognitive, and functional health 

between sexual minority women aged 65 and older and their heterosexual counterparts, 

as well as whether disparities are moderated by age, socioeconomic status, and 

race/ethnicity. Research Design and Methods This study analyzes 2015 Behavioral Risk 

Factor Surveillance System data from 21 states. Multivariate logistic regression is used 

to test the hypotheses. Results Compared to heterosexual women, lesbian/gay women 

aged 65 and older report worse functional health and bisexual women report worse 

cognitive health and more difficulties with instrumental activities of daily living. 

Disparities are particularly present for women in their late 60s and those in their 70s. 

While the likelihood of a depression diagnosis tends to be lower for heterosexual 

women with higher income, the inverse is true of sexual minority women. Additionally, 
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sexual minority women with less education have lower odds of frequent mental distress 

and activity limitations than those with some college education. Sexual minority women 

of color have significantly lower odds of frequent mental distress, activity limitations, and 

use of special equipment compared to white sexual minority women. Discussion and 

Implications Findings indicate a need for gerontological services that provide support to 

older sexual minority women, particularly in relation to cognitive and functional health. 

Future research is needed to understand risk and protective factors contributing to these 

disparities, including forms of resilience that occur among older sexual minority women 

of color. 

56. Seelman, K. L., Miller, J. F., Fawcett, Z. E. R., & Cline, L. (2018). Do transgender 
men have equal access to health care and engagement in preventive health 
behaviors compared to cisgender adults? Social Work in Health Care, 1-24. 
doi:10.1080/00981389.2018.1462292 

Using 2015 Behavioral Risk Factor Surveillance System data, this study investigates 

whether transgender men have equal access to health care and engagement in 

preventive health behaviors compared to cisgender adults in the U.S. and whether 

race/ethnicity, socioeconomic status, and rural residence moderate these relationships. 

Once controlling for sociodemographic factors, we do not find differences for 

transgender men. Rural transgender men were less likely to have a personal doctor or 

receive a blood cholesterol screening than their urban peers; transgender men with less 

education were more likely to have a cholesterol screening. We detail implications for 

social workers within health care. 

57. Solazzo, A., Brown, T. N., & Gorman, B. K. (2018). State-level climate, anti-
discrimination law, and sexual minority health status: An ecological study. Social 
Science & Medicine, 196, 158-165. 
doi:https://doi.org/10.1016/j.socscimed.2017.11.033 

How social and legal climate influence LGB health is an under-studied topic. In 

response, this study examines whether the lesbian/gay/bisexual (LGB) climate index 

and presence of anti-discrimination law show population health significance for U.S. 

sexual minorities. The LGB climate index uses survey data collected between 2012 and 

2013 to gauge states' support of lesbian, gay, and bisexual individuals, whereas anti-

discrimination law captures any state-level law that makes it illegal to discriminate 

because of sexual orientation in employment, housing, and public accommodations. We 

merge these two contextual measures with 2011–2015 Behavioral Risk Factor 

Surveillance System (BRFSS) aggregated, individual-level survey data, from which we 

generate three measures of state-level rates: excellent self-rated health, routine health 

care utilization, and health insurance among self-identified lesbian/gay and bisexual 

adults. We find that the LGB climate index associates positively with rates of excellent 

self-rated health, routine health care utilization, and health insurance—but only for 
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states with anti-discrimination laws, and only among lesbian/gay adults. Analyses 

confirm salubrious synergism between a sexually-minority-friendly climate and anti-

discrimination law—together these two contextual measures interact to protect 

lesbian/gay population health. 

58. Streed, C. G., Jr, McCarthy, E. P., & Haas, J. S. (2017). Association between 
gender minority status and self-reported physical and mental health in the united 
states. JAMA Internal Medicine, 177(8), 1210-1212. 
doi:10.1001/jamainternmed.2017.1460 

The National Institutes of Health (NIH) has underscored the need to better understand 

the health of gender minorities, including transgender and gender-nonconforming 

individuals.1 There is a dearth of nationally representative data identifying gender 

minorities.2 In 2013, the Centers for Disease Control and Prevention (CDC) developed3 

a gender identity question module for the Behavioral Risk Factors Surveillance System 

(BRFSS); states had the option to administer this module beginning in 2014. Our study 

aimed to examine the health status of gender minorities in the United States compared 

with cisgender (gender identity that corresponds to gender at birth) peers. 

59. Tabaac, A. R., Sutter, M. E., Wall, C. S. J., & Baker, K. E. (2018). Gender Identity 
Disparities in Cancer Screening Behaviors. American Journal of Preventive 
Medicine, 54(3), 385-393. doi:https://doi.org/10.1016/j.amepre.2017.11.009 

Introduction Transgender (trans) and gender-nonconforming adults have reported 

reduced access to health care because of discrimination and lack of knowledgeable 

care. This study aimed to contribute to the nascent cancer prevention literature among 

trans and gender-nonconforming individuals by ascertaining rates of breast, cervical, 

prostate, and colorectal cancer screening behaviors by gender identity. Methods 

Publicly available de-identified data from the 2014–2016 Behavioral Risk Factor 

Surveillance System surveys were utilized to evaluate rates of cancer screenings by 

gender identity, while controlling for healthcare access, sociodemographics, and survey 

year. Analyses were conducted in 2017. Results Weighted chi-square tests identified 

significant differences in the proportion of cancer screening behaviors by gender identity 

among lifetime colorectal cancer screenings, Pap tests, prostate-specific antigen tests, 

discussing prostate-specific antigen test advantages/disadvantages with their 

healthcare provider, and up-to-date colorectal cancer screenings and Pap tests 

(p<0.036). Weighted logistic regressions found that although some differences based on 

gender identity were fully explained by covariates, trans women had reduced odds of 

having up-to-date colorectal cancer screenings compared to cisgender (cis) men 

(AOR=0.20) and cis women (AOR=0.24), whereas trans men were more likely to ever 

receive a sigmoidoscopy/colonoscopy as compared to cis men (AOR=2.76) and cis 

women (AOR=2.65). Trans women were more likely than cis men to have up-to-date 

prostate-specific antigen tests (AOR=3.19). Finally, trans men and gender-
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nonconforming individuals had reduced odds of lifetime Pap tests versus cis women 

(AOR=0.14 and 0.08, respectively), and gender-nonconforming individuals had lower 

odds of discussing prostate-specific antigen tests than cis men (AOR=0.09; all p<0.05). 

Conclusions The findings indicate that gender identity disparities in cancer screenings 

persist beyond known sociodemographic and healthcare factors. It is critical that gender 

identity questions are included in cancer and other health-related surveillance systems 

to create knowledge to better inform healthcare practitioners and policymakers of 

appropriate screenings for trans and gender-nonconforming individuals. 

 

 

 


