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Abstract 

Research on the health of sexual and gender minority populations has been predominantly 

framed within the context of health disparities and social stress. Findings produced from research 

employing health disparities and social stress frameworks have spurred significant advancements 

in basic and applied science on sexual and gender minority health, and been useful in arguing for 

removal of discriminatory social policies.  Critiques of these frameworks suggest their dominant 

role in the research literature risks an artificially narrow portrayal of relevant lived experience, 

and further pathologizes and stigmatizes sexual and gender minority populations.  

Methodological challenges involve the measurement of explanatory variables within 

comparative research designs.  By taking stock of benefits and challenges, suggestions can be 

made for future research designed to maximize benefits of health disparities and social stress 

frameworks for understanding and improving health of sexual and gender minority populations 

in ways responsive to critiques while recognizing variability in lived experience.  

     Keywords: sexual minorities, gender minorities, minority stress, stigma, health disparities                    
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The Benefits and Challenges of Health Disparities and Social Stress Frameworks for Research 

on Sexual and Gender Minority Health  

Disparities have been consistently documented between heterosexual and sexual minority 

populations (i.e., lesbian, gay, bisexual, queer, and other individuals who do not identify as 

heterosexual), as well as between cisgender and gender minority (i.e., transgender and 

genderqueer individuals), across multiple domains of health (for a review, see Williams & Mann, 

in press). These persistent differences in health are theorized to be caused by the devalued and 

disadvantaged statuses surrounding sexual and gender minority populations that stem from a 

prevailing culture of stigma (Bockting et al., 2013; Hatzenbuehler et al., 2013; Herek, 2007; 

Meyer, 2003; Williams & Mann, in press).          

Scholars working across epidemiological, sociological, and psychological perspectives 

have traditionally theorized sexual and gender minority health disparities within social stress 

models (Aneshensel et al., 1991; Frost, 2011; Meyer, 2003; Meyer & Frost, 2013).  These 

models recognize that sexual and gender minority individuals are exposed to greater amounts of 

social stress as a result of their stigmatized status and have access to fewer coping resources than 

their heterosexual and cisgender peers (e.g., Meyer et al., 2008).  Social stress models therefore 

offer an explanation for the existence of sexual and gender minority health disparities; health 

disparities are caused by excess exposure to social stress and diminished coping resources as a 

result of sexual and gender minorities’ social disadvantage and stigmatized statuses (Schwartz & 

Meyer, 2010).  As a result, health disparities and social stress frameworks have been the 

dominant approach to researching the health of sexual and gender minority populations. 

However, by focusing on differences in health at the group level, individual variability in the 

experience of stigma and oppression are often misrepresented or even ignored, risking an 
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inaccurate portrayal of the health of the group.  As a result, health disparities and social stress 

frameworks present both benefits and challenges to the study of sexual and gender minority 

health.   

This paper outlines the benefits and challenges for research, intervention, and social 

change efforts focused on understanding and improving sexual and gender minority health.  

Specifically, I will discuss the benefits offered from health disparities and social stress 

frameworks to sexual and gender minority health in (a) advancing basic and applied scientific 

knowledge, and (b) the advancement of advocacy and policy change efforts.  I will next highlight 

some of the challenges these frameworks pose including (a) methodological challenges, (b) 

competing agendas and disagreements about the value of disparities frameworks across 

disciplines, and (c) the potential unintended consequences that applying health disparities 

frameworks can have in shaping understandings of sexual and gender minority health.  Finally, I 

end with some recommendations for future research on sexual and gender minority health that 

can take advantage of the benefits of health disparities frameworks while addressing these key 

challenges.                    

Benefits of a Disparities Framework 

Benefits to Basic and Applied Science 

Approaching the study of sexual and gender minority health from a disparities framework 

has numerous benefits, including the advancement of social scientific theories and their 

application within the health sciences. In particular, the development of minority stress theory 

(DiPlacido, 1998; Meyer, 1995, 2003; Meyer & Frost, 2013; Williams & Mann, in press) has 

proven especially useful for integrating concepts from social epidemiology and social 

psychology in attempts to provide an explanation for the existence of health disparities facing 
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sexual minority populations.  The minority stress framework originally articulated five stressors 

contributing to the added stress burden of sexual minority individuals relative to their 

heterosexual peers: acute stressful life events caused by prejudice (e.g., bias-motivated assault, 

being fired from a job); chronic everyday forms of discrimination (e.g., receiving poorer services 

in stores, social avoidance); expectations of rejection; managing the visibility of one’s sexual 

minority identity (stigma concealment); and self-stigmatization or internalized homophobia 

(Meyer, 2003).  Recent efforts have expanded this set of stressors to include structural stigma in 

the form of institutionalized heterosexism (e.g., discriminatory social policies), and non-event 

stress, which occurs as a result of positive events not happening as a result of prevailing social 

stigma (Frost & LeBlanc, 2015; Hatzenbuehler, 2014; Meyer, Ouellette, Haile, & McFarlane, 

2011).   

Studies employing the minority stress framework have concluded that exposure to a 

variety of these stressors is related to a multitude of mental health problems including: mood and 

anxiety disorders, subthreshold depressive symptoms, substance misuse, and suicide ideation, as 

well as lower levels of psychological and social well-being (see Meyer & Frost, 2013 for a 

review).  Additionally, emerging evidence has suggested that exposure to minority stress results 

in increased physical health problems (Frost, Lehavot, & Meyer, 2015) and may underlie 

disparities between sexual minority and heterosexual populations in physical health outcomes 

(Lick, Durso, & Johnson, 2013) as well as health risk behaviors, such as substance use and 

unsafe sex (e.g., Ryan et al., 2009).  Some studies investigating disparities that have employed a 

minority stress approach have even shown that when exposure to factors indicative of minority 

stress are analytically controlled, differences between heterosexual and sexual minority 

individuals in negative health outcomes are substantially attenuated (e.g., Frost & LeBlanc, 
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2015; Mays & Cochran, 2001). Additionally, due to the minority stress framework’s 

specification of the stress and coping pathways by which the stigmatized social status attached to 

being a sexual minority impacts their health, clinical interventions have emerged that seek to 

target those pathways amenable to change in efforts to reduce the incidence of negative health 

outcomes in sexual minority populations (Chaudoir, Wang, & Pachankis, in press).         

As a result of its success in theorizing, studying, and addressing stigma as the root cause 

of health disparities based on sexual orientation, the minority stress framework has been 

extended to explain health disparities in other populations based on gender and race/ethnicity 

(e.g., Bockting, 2009; Frost, 2011a; Hendricks & Testa, 2012).  For example, Bockting and 

colleagues have extended the minority stress model to demonstrate the negative health impact 

that exposure to unique stigma-related stressors can have among transgender individuals in the 

US (Bockting et al., 2013).  However, additional theoretical and empirical work is necessary in 

order to fully articulate the specific ways in which the minority stress model may function 

differently within studies of sexual and gender minority populations (e.g., stigma concealment 

may operate differently with regard to sexual and gender identities).  Additionally, research has 

yet to employ the minority stress model in specific attempts to explain health disparities between 

cisgender and gender minority populations.  Although there is much still to be done, minority 

stress theory has clearly provided a unifying framework for understanding the social origins of 

sexual and gender minority health disparities, and produced a body of evidence that challenges 

the assumption that such differences in health outcomes are inherent to sexual and gender 

minority identities in and of themselves.  

Benefits to Advocacy and Policy Change Efforts 

On a policy level, research utilizing disparities and stress frameworks has produced 



BENEFITS AND CHALLENGES  7 

findings that document the damaging effects that social stigma and power imbalances (e.g., 

heterosexist and cisgenderist opportunity structures) can have on the health of sexual and gender 

minority populations (e.g., Hatzenbuehler et al., 2013).  As a result, this research has been 

employed in successful attempts to challenge social policies that discriminate against sexual and 

gender minority populations (Herek, 2006).   

The most recent example of the successful positioning of social science research in policy 

change efforts concerns the legality of same-sex marriage in the US.  One study, conducted by 

Wight and colleagues, utilized existing epidemiological surveillance data in the state of 

California (where same-sex marriage was legal for a period of time) to demonstrate that those 

sexual minorities who were in legally recognized marriages had better mental health than their 

sexual minority peers who were not in legally recognized marriages (Wight, LeBlanc, & Badgett, 

2013).  Also, and perhaps more importantly from a policy standpoint, the mental health of legally 

married sexual minorities did not differ from the health of legally married heterosexuals, but 

non-married heterosexuals demonstrated better mental health than non-married sexual minorities.  

These findings were taken to indicate that differential access to legal marriage may be a 

contributing factor to the oft-observed mental health disparities between heterosexuals and 

sexual minorities.  

The utility of this and other studies employing a disparities framework is evidenced in its 

inclusion in Amicus Briefs filed on behalf of organizations such as the American Psychological 

Association and the American Psychiatric Association (see APA Amicus Briefs by Issue for a 

full list of Amicus Briefs filed in response to legal proceedings relevant to sexual and gender 

minority issues) in US Supreme court cases; the inclusion of experts on minority stress and 

sexual minority health disparities called on to testify as expert witnesses in related court 
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proceedings, and, ultimately, referenced by judges and other decision makers in their accounting 

for their decisions on such cases.  In addition to the issue of equal marriage rights, social 

scientific research utilizing a disparities framework has been cited in legal victories surrounding 

the decriminalization of same-sex sexual behavior, same-sex parent adoption, and inclusion of 

sexual minorities in the military. Disparities and social stress frameworks will also likely prove 

useful in understanding how legal barriers that prevent gender minority individuals from full 

participation in social institutions (e.g., parenting, the military, access to housing) contribute to 

negative health outcomes.    

Challenges Associated with Disparities and Stress Frameworks 

Methodological Challenges 

 In order to effectively employ a disparities framework in studies ultimately useful for the 

reasons previously outlined, several methodological challenges must be overcome in the context 

of studying the health of sexual minority populations in particular.  Many of these challenges 

have been substantially documented, and include (a) defining who “counts” as a sexual or gender 

minority individual given sexual orientation can be defined using sexual identity, behavior, 

and/or desire (Parks et al., 2009); (b) considering gender identity and sex at birth as distinct 

constructs that should both be accounted for in adequately defining gender minority populations 

(Sausa, Sevelius, Keatley, Iñiguez, & Reyes, 2009); and (c) obtaining statistically adequate and 

representative samples of sexual and gender minority populations within disparities research is 

difficult given no sampling frame exists for “hidden populations” (Meyer & Wilson, 2009; 

Rothblum, 2007; Umberson et al., 2015). 

Although often manifested in challenges regarding measurement, conceptual issues arise 

in attempts to account for social psychological factors theorized to explain health disparities.  For 
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example, the minority stress framework (Meyer, 2003) suggests that health disparities exist 

between sexual and gender minority and heterosexual and cisgender populations largely because 

of the unique stressors that sexual and gender minorities experience, as previously outlined.  

However, heterosexual and cisgender individuals do not experience/are not exposed to many of 

these minority stressors, making it difficult to examine whether the lack of those stressors 

explain their better outcomes.  Thus, methodological challenges arise in research involving 

between-group designs that examine factors unique to one group’s experience in explaining a 

difference in outcomes between the groups (for detailed exploration of this challenge, see 

Schwartz & Meyer, 2010).  Take for example, the minority stressor of internalized homophobia.  

Several studies have examined the impact that internalized homophobia can have on the health of 

sexual minority individuals in within-group studies (e.g., Frost & Meyer, 2009; Herrick et al., 

2013).  Internalized homophobia is therefore likely a key part of the additional stress burden that 

sexual minorities are exposed to relative to heterosexuals.  However, in a between-group design 

necessary to directly investigate whether minority stress explains health disparities based on 

sexual orientation, it is not possible to include internalized homophobia in explanatory models 

given it cannot be measured among heterosexuals beyond the mere absence of it.  Similar 

problems would arise with regard to constructs like “passing” in investigations of the role of 

minority stress in health disparities based on gender identity, because cisgender individuals do 

not experience stress related to passing as cisgender.  As a result, the majority of research on 

stigma and its impact on sexual and gender minority health has utilized on within-group designs.  

This approach is useful in understanding the association between stigma and health (e.g., Lewis 

et al., in press; Scandurra, Amodeo, Valerio, Bochicchio, & Frost, in press; Williams, Mann, & 

Fredrick, in press), but lacks the ability to examine the extent to which stigma explains a given 
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health disparity (Schwartz & Meyer, 2010).               

Competing Agendas and Discipline-Specific Perspectives 

Several policy-making bodies and funding sources remain reluctant to recognize the 

importance of sexual and gender minority health within a disparities framework.  For example, 

Healthy People 2020 calls for the elimination of health disparities based on sexual orientation 

(US Department of Health and Human Services, 2012).  However, as of the time of this writing, 

the US National Institutes of Health’s definition of health disparity populations excludes sexual 

and gender minorities (Minority Health and Health Disparities Research and Education Act, 

United States Public Law 106-525).  The importance of this omission may be tied to subsequent 

funding of large-scale data collection efforts and decisions to include or omit questions about 

sexual orientation and behavior, gender identity, and minority stressors in population-based 

health surveys and public health surveillance data.  

Tensions also arise in conceptualizing variability in health outcomes within sexual and 

gender minority populations.  Epidemiological literatures have historically emphasized the 

concepts of “double jeopardy” and additive burden (Dowd & Bengtson, 1978; Lin & Ensel, 

1989) in theorizing and testing how sexual orientation, gender, race, and other social statuses 

combine to “influence” health.  Within this approach to disparities research, the more 

stigmatized social statuses one occupies, the more stress and the more negative health problems 

individuals should expect to experience.  Alternatively, social psychological and feminist 

perspectives utilize an intersectionality framework (Rosenthal, 2016) in examining lived 

experience for those with multiple marginalized identities.  Within an intersectionality approach 

to disparities research, it is not expected that all disadvantaged social statuses result in the same 

increase in exposure or health risk, but rather unique social positions exist at the “intersection” of 



BENEFITS AND CHALLENGES  11 

various privileged and disadvantaged statuses and thus result in unique health benefits and/or 

risk (Bowleg, 2008).   

The conceptual and analytical challenges raised by these two sometimes-competing 

perspectives are difficult to overcome within a disparities framework (Bauer, 2014; Bowleg, 

2012; Meyer et al., 2008).  For example, epidemiological research has focused on group 

differences and the multiplicative interaction between multiple identity categories in its attempts 

to assess intersectionality within research based on quantitative data.  However, such an analytic 

approach is based on what could be described as a fallacy of analytic isolation, in which the 

association between a given identity status and health outcome can be isolated from other 

identity statuses that relate to individuals’ social positions that are inseparable in their lived 

experience.  As a result, much of the work on intersectionaltiy in sexual and gender minority 

health has employed qualitative designs (e.g., Bauer, 2014; Bowleg, 2008; de Vries, 2012).  

Although such an approach allows for a better understanding of health within social positions 

resulting from simultaneously lived identities and group memberships, qualitative designs lack 

the ability to explain health disparities at the population level.  Indeed, much attention is 

currently being paid to address these tensions between theory and method in the use of mixed 

methods designs and the employment of dimensional rather than categorical operationalizations 

of identity (Bauer, 2014; Stirratt et al., 2008). 

Unintended Consequences  

Some scholars have argued against the utility of a disparities framework, suggesting that 

it is not appropriate to compare the experience of a disadvantaged minority group with a 

dominant majority group.  Doing so risks further portraying the disadvantaged group as “sick” or 

“damaged” as a group thereby perpetuating the social stigma that underlies the very disadvantage 
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theorized to be the root of any disparity (e.g., Braveman, 2006).   

Take, for example, the large body of social and health science research on HIV/AIDS 

among sexual and gender minority populations.  Most of the large-scale research on the health of 

these populations has been funded within an overarching HIV/AIDS umbrella (e.g.. Coulter, 

Kenst, Bowen, & Scout, 2014).  Thus, much of the published research on this population 

concerns predictors of sexual risk and related health risk behaviors (e.g., substance use).  The 

result is a body of literature on a population that some have argued fails to represent the broader 

range of concerns that sexual and gender minorities experiences in daily life, and therefore may 

even perpetuate health disparities affecting these populations (e.g.. Coulter et al., 2014; Silvestre, 

1992).  Importantly, these critiques do not say research on HIV/AIDS and health risk behaviors 

is not valuable, but rather that more attention needs to be paid to diversity of lived experience, to 

produce a more accurate—and ultimately more useful—body of evidence regarding factors that 

both harm and promote health in these populations.  Given these factors are embedded in and 

perpetuated by systems of power and oppression, research designs that limit their foci to group 

differences in either aspects of negative health or positive outcomes (e.g., resilience) are not 

equipped to adequately address the root “cause” of disparities (e.g., Fine, 2005).           

Additionally, the sole focus on analyses of group differences between majority and 

minority sexual or gender populations to employ a disparities framework often omits within-

group variability.  For example, within the population of sexual minority individuals, there are 

important subgroup differences in mental health such that bisexuals often evidence higher rates 

of mental health problems than lesbian and gay individuals (e.g., Jorm et al., 2002; Kertzner et 

al., 2009). Important individual variability also exists with regard to the distribution of the health 

outcome under study in any analysis of between-group disparities.  In other words, the majority 
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of sexual and gender minority individuals do not evidence any given negative health outcome 

under examination within a study of health disparities, although they are portrayed at the 

population level as “sicker” than heterosexual and cisgender populations as a result of a between-

group comparative frame.  Attention is often lacking within such comparative analyses of the 

population-specific factors that may contribute to within group variability in health, such as 

minority-specific coping, support, and resilience factors.  Although not the primary aim of 

analyses of population health disparities, these are nonetheless important unintended 

consequences of disparities research that deserve careful attention from researchers in their 

presentation of findings so that the above-mentioned mischaracterizations of sexual and gender 

minority lives can be avoided.     

Recommendations for Future Research 

 Despite the challenges associated with applying disparities and social stress models in 

studying the health of sexual and gender minority populations, the utility of such theoretical 

frameworks to understand and address important health problems in marginalized populations 

cannot be overlooked.  The following recommendations for future research are offered in efforts 

to maximize the utility of a disparities framework in researching sexual and gender minority 

health, while at the same time addressing the challenges outlined above.   

Maintaining Simultaneous Focus on Risk and Resilience 

A disparities framework essentially involves investigations of the population-level or 

average differences between the majority and minority and do not consider the variability in 

outcomes on which the minority population as a whole exhibits poorer health compared to the 

majority.  In other words, many sexual and gender minority individuals live happy and healthy 

lives that are not characterized by illness and disorder (Riggle et al., 2008).  Accounting for the 
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negative effect of social disadvantage and stigma on health, as well as when individuals are able 

to thrive despite the negative social climate, is of vital importance to bring disparities research 

more in line with the reality of sexual and gender minority individuals’ lived experience (Fine, 

2005; Fine & Cross, 2016; Frost, 2011b). 

Thus, one approach to address this limitation is to consider disparities within a larger 

model of factors that result in both the negative effects of stigma (e.g., minority stress) as well as 

factors that contribute to stress resistance and resilience (e.g., individual coping resources, social 

support, community connectedness, meaning making, and activism) (Herrick et al., 2014; Meyer, 

2015; Singh et al., 2011).  This approach would increase the potential of frameworks, such as the 

minority stress model, to explain the multitude of factors and mechanisms contributing to health 

disparities, that may not be explained by excess stress exposure alone (e.g., Frisell, Lichtenstein, 

Rahman, & Långström, 2010). This approach to disparities research may also help to avoid 

“blaming the victim” (i.e., faulting those who are not resilient in the face of social disadvantage) 

by accounting for how disadvantage can affect increased stress exposure as well as diminished 

access to coping resources (e.g., Meyer et al., 2008).  

Expanding Outcomes and Explanatory Factors  

Following general models of social stress and health (e.g., Aneshensel et al., 1991), the 

effects of minority stress on health are theorized not to be specific to any given disorder or 

condition and are intended to be extended to health more generally.  For example, the minority 

stress framework was designed to explain sexual orientation-based health disparities in mental 

health as a general domain of health, rather than disparities in specific mental health disorders, 

such as major depressive disorder or generalized anxiety (Meyer, 2003).  This is because the 

hypothesized explanation for health disparities is social stigma, which should (in theory) impact 
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a given domain of health (e.g., mental health) containing multiple indicators in aggregate, as 

opposed to impacting one indicator (e.g., major depressive disorder) but not another (generalized 

anxiety disorder).  In practice, a disparity in a specific disorder or health condition may not be 

explained by stigma and social disadvantage. However, when such null findings do occur, they 

cannot be taken to indicate that stigma and social disadvantage can be ruled out as a potential 

“cause” of observed disparities.  A focus on disparities in domains of health (e.g., physical 

health, mental health) rather than disorder/disease (asthma, major depressive disorder) would 

protect against such “false null” findings and the implied conclusion that stigma and social 

disadvantage do not matter for sexual and gender minority health.  Efforts to build 

transdiagnostic outcomes (e.g., Caspi et al., 2013) may also be of use in efforts to be more 

inclusive in focusing disparities research on domains of health rather than specific disorders 

(e.g., Eaton, 2014).     

Similar recommendations can be made in conceptualizing and measuring the full range of 

explanatory factors that correspond to stigma and social disadvantage.  As noted above, a 

challenge to disparities research on sexual and gender minority health disparities is that 

attempting to explain them using the minority stress framework cannot measure unique forms of 

social stress across all groups in a comparative design (Schwartz & Meyer, 2010).  However, 

there are some forms of minority stress that can theoretically be experienced by both dominant 

and marginalized groups; for example, a cisgender man could theoretically expect to be rejected 

as a result of his gender depending on the context.  Thus, researchers utilizing a disparities frame 

can adapt measures of minority stress constructs—like expectations of rejection—so that they 

can account for stress exposure in the form of some minority stressors across heterosexual and 

cisgender and sexual and gender minority populations.    
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To illustrate, Williams and colleagues (1997) everyday discrimination measure takes a 

two step approach to first assessing how often (i.e., frequency) an individual has experienced 

various forms of differential treatment (e.g., poor service in stores, being treated in a 

disrespectful manner, etc.), followed by the individuals’ attribution for that treatment in a second 

step (e.g., did it happen because of race, gender, sexual orientation, etc.).  In employing this 

measure of discrimination, total scores can be computed based solely on responses to the 

frequency items, regardless of attribution.  This would allow for the creation of a total everyday 

discrimination score that is comparable across all groups in a comparative design (e.g., 

heterosexual vs. sexual minority individuals, cisgender vs. gender minority individuals).  As a 

result, everyday discrimination can be examined as an explanation for differences in a given 

health outcome or domain between the groups.  

Addressing the Role of Changing Social Climate in Disparities Research 

Although sexual and gender minority health disparities persist, there is clear evidence 

that the social climate for sexual and gender minority individuals in Western contexts has 

drastically improved over the past decade (e.g., Brewer, 2014; Lax & Phillips, 2009).  The 

effects of these social changes on health must be accounted for in disparities research given their 

impact on health may not be universally positive. First it remains to be seen whether these 

changes in public opinion translate to the level of diminished prejudice and discrimination at the 

interpersonal level.  Just as racism has changed overtime from overt to implicit forms, stigma 

and prejudice against sexual and gender minority individuals may be changing form as well and 

thus new measures may be needed to assess such experiences (Hatzenbuehler et al., 2009; 

Krieger et al., 2010).  Take also, for example, findings that young sexual and gender minority 

individuals are coming of age in a time when sexual orientation and sexual minority statuses are 
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potentially not as defining of differentness in lived experience in the ways they have been for 

previous generations (e.g., Cohler & Hammack, 2007; Ghaziani, 2011; Savin-Williams, 2005).  

Additionally, sexual and gender minority seniors are more “out” about their sexual orientation 

and gender identities within the health care system and assisted living contexts, while previous 

generations have not been as visible (e.g., Hillman & Hinrichsen, 2014).  These two examples, 

drawing on the unique experiences of different age cohorts, highlight the potential importance of 

utilizing a life course developmental framework in studying sexual and gender minority health 

(Institute of Medicine, 2011).    

Summary and Conclusions 

 The growing body of research documenting the multitude of outcomes in which 

disparities exist between sexual and gender minority populations and their heterosexual and 

cisgender peers has proven useful within the basic and applied sciences as well as within social 

and policy change efforts.  The development and employment of the minority stress framework 

has resulted in the specification of social stress mechanisms that potentially explain health 

disparities and can therefore be targeted by emerging interventions.  Despite these advancements, 

there is a great deal left to do in order to achieve the aims of sufficiently documenting, 

understanding, and addressing health disparities based on sexual orientation and gender identity.  

By expanding research designs to account for the broader array of explanatory factors specified 

of the minority stress model, broadening the outcomes and domains of health measured, and 

paying more attention to variability within both population subgroups and daily lived experience, 

social scientific research employing a health disparities frame can give rise to advancements that 

further benefit sexual and gender minority individuals’ lives.       



BENEFITS AND CHALLENGES  18 

References 

American Psychological Association (2015).  APA Amicus Briefs by Issue.  Accessed on June 

30th, 2015 at: http://www.apa.org/about/offices/ogc/amicus/index-issues.aspx 

Aneshensel, C. S., Rutter, C. M., & Lachenbruch, P. A. (1991). Social structure, stress, and 

mental health: Competing conceptual and analytic models. American Sociological 

Review, 166-178. 

Bauer, G. R. (2014). Incorporating intersectionality theory into population health research 

methodology: Challenges and the potential to advance health equity. Social Science & 

Medicine, 110, 10-17. 

Bockting, W. (2009). Transforming the paradigm of transgender health: a field in transition. 

Sexual & Relationship Therapy, 24(2), 103-107. 

Bockting, W. O., Miner, M. H., Swinburne Romine, R. E., Hamilton, A., & Coleman, E. (2013). 

Stigma, mental health, and resilience in an online sample of the US transgender 

population. American Journal of Public Health, 103(5), 943-951. 

Bowleg, L. (2008). When Black+ lesbian+ woman≠ Black lesbian woman: The methodological 

challenges of qualitative and quantitative intersectionality research. Sex roles, 59(5-6), 

312-325. 

Bowleg, L. (2012). The problem with the phrase women and minorities: Intersectionality—an 

important theoretical framework for public health. American Journal of Public Health, 

102(7), 1267-1273. 

Braveman, P. (2006). Health disparities and health equity: concepts and measurement. Annu. 

Rev. Public Health, 27, 167-194.  

 



BENEFITS AND CHALLENGES  19 

Brewer, P. R. (2014). Public opinion about gay rights and gay marriage. International Journal of 

Public Opinion Research, 26(3), 279-282. 

Caspi, A., Houts, R. M., Belsky, D. W., Goldman-Mellor, S. J., Harrington, H., Israel, S., ... & 

Moffitt, T. E. (2014). The p factor one general psychopathology factor in the structure of 

psychiatric disorders. Clinical Psychological Science, 2(2), 119-137. 

Chaudoir, S. R., Wang, K. & Pachankis, J. E. (in press).  What reduces sexual minority stress? A 

review of the intervention “toolkit”.  Journal of Social Issues. 

Cohler, B. J., & Hammack, P. L. (2007). The psychological world of the gay teenager: Social 

change, narrative, and “normality”. Journal of Youth and Adolescence, 36(1), 47-59. 

Coulter, R. W., Kenst, K. S., Bowen, D. J., & Scout (2014). Research funded by the National 

Institutes of Health on the health of lesbian, gay, bisexual, and transgender populations. 

American Journal of Public Health, 104(2), e105-e112. 

DiPlacido, J. (1998). Minority stress among lesbians, gay men, and bisexuals: A consequence of 

heterosexism, homophobia, and stigmatization. Sage Publications, Inc. 

Dowd, J. J., & Bengtson, V. L. (1978). Aging in minority populations an examination of the 

double jeopardy hypothesis. Journal of Gerontology, 33(3), 427-436. 

Eaton, N. R. (2014). Trans-diagnostic psychopathology factors and sexual minority mental 

health: Evidence of disparities and associations with minority stressors. Psychology of 

Sexual Orientation and Gender Diversity, 1(3), 244-254. 

Fine, M. (2005). Bearing witness: Methods for researching oppression and resistance—A 

textbook for critical research. Social Justice Research, 19(1), 83-108. 

Fine, M., & Cross, W. E. Jr. (in press).  Critical race, psychology, and social policy: Refusing 

damage, cataloging oppression, and documenting desire.  In A. Alvarez, C. T. H. Liang, 



BENEFITS AND CHALLENGES  20 

& H. A. Neville (Eds.), The Cost of Racism for People of Color: Contextualizing 

Experiences of Discrimination.  Washington, D.C.: American Psychological Association. 

Frisell, T., Lichtenstein, P., Rahman, Q., & Långström, N. (2010). Psychiatric morbidity 

associated with same-sex sexual behaviour: Influence of minority stress and familial 

factors. Psychological Medicine, 40(02), 315-324. 

Frost, D. M. (2011a). Social stigma and its consequences for the socially stigmatized. Social and 

Personality Psychology Compass, 5(11), 824-839. 

Frost, D. M. (2011b). Stigma and intimacy in same-sex relationships: a narrative approach. 

Journal of Family Psychology, 25(1), 1-10. 

Frost, D. M., Lehavot, K., & Meyer, I. H. (2015). Minority stress and physical health among 

sexual minority individuals. Journal of Behavioral Medicine, 38(1), 1-8. 

Frost, D. M., Meyer, I. H., & Hammack, P. L. (in press). Health and well-being in emerging 

adults’ same-sex relationships critical questions and directions for research in 

developmental science. Emerging Adulthood. 

Ghaziani, A. (2011). Post-gay collective identity construction. Social Problems, 58(1), 99-125. 

Hatzenbuehler, M. L. (2014). Structural stigma and the health of lesbian, gay, and bisexual 

populations. Current Directions in Psychological Science, 23(2), 127-132. 

Hatzenbuehler, M. L., Dovidio, J. F., Nolen-Hoeksema, S., & Phills, C. E. (2009). An implicit 

measure of anti-gay attitudes: Prospective associations with emotion regulation strategies 

and psychological distress. Journal of Experimental Social Psychology, 45(6), 1316-

1320. 

Hatzenbuehler, M. L., Phelan, J. C., & Link, B. G. (2013). Stigma as a fundamental cause of 

population health inequalities. American journal of public health, 103(5), 813-821. 



BENEFITS AND CHALLENGES  21 

Hendricks, M. L., & Testa, R. J. (2012). A conceptual framework for clinical work with 

transgender and gender nonconforming clients: An adaptation of the Minority Stress 

Model. Professional Psychology: Research and Practice, 43(5), 460. 

Herek, G. M. (2006). Legal recognition of same-sex relationships in the United States: a social 

science perspective. American Psychologist, 61(6), 607. 

Herek, G. M. (2007). Confronting sexual stigma and prejudice: Theory and practice. Journal of 

Social Issues, 63(4), 905-925. 

Herrick, A. L., Stall, R., Chmiel, J. S., Guadamuz, T. E., Penniman, T., Shoptaw, S., ... & 

Plankey, M. W. (2013). It gets better: resolution of internalized homophobia over time 

and associations with positive health outcomes among MSM. AIDS and Behavior, 17(4), 

1423-1430. 

Hillman, J., & Hinrichsen, G. A. (2014). Promoting an affirming, competent practice with older 

lesbian and gay adults. Professional Psychology: Research and Practice, 45(4), 269. 

Institute of Medicine. (2011). The health of lesbian, gay, bisexual, and transgender people: 

Building a foundation for better understanding. 

Jorm, A. F., Korten, A. E., Rodgers, B., Jacomb, P. A., & Christensen, H. (2002). Sexual 

orientation and mental health: Results from a community survey of young and middle-

aged adults. The British Journal of Psychiatry, 180(5), 423-427. 

Kertzner, R. M., Meyer, I. H., Frost, D. M., & Stirratt, M. J. (2009). Social and Psychological 

Weil‐Being in Lesbians, Gay Men, and Bisexuals: The Effects of Race, Gender, Age, and 

Sexual Identity. American Journal of Orthopsychiatry, 79(4), 500-510. 

King, M., Semlyen, J., Tai, S. S., Killaspy, H., Osborn, D., Popelyuk, D., & Nazareth, I. (2008). 

A systematic review of mental disorder, suicide, and deliberate self harm in lesbian, gay 



BENEFITS AND CHALLENGES  22 

and bisexual people. BMC Psychiatry, 8(1), 70. 

Krieger, N., Carney, D., Lancaster, K., Waterman, P. D., Kosheleva, A., & Banaji, M. (2010). 

Combining explicit and implicit measures of racial discrimination in health research. 

American Journal of Public Health, 100(8), 1485-1492. 

Lax, J. R., & Phillips, J. H. (2009). Gay rights in the states: Public opinion and policy 

responsiveness. American Political Science Review, 103(03), 367-386. 

Lewis, R. J., Winstead, B. A., Mason, T. B., & Lau-Barraco, C. (in press). Social factors linking 

minority stress and alcohol use among lesbians.  Journal of Social Issues.  

Lick, D. J., Durso, L. E., & Johnson, K. L. (2013). Minority stress and physical health among 

sexual minorities. Perspectives on Psychological Science, 8(5), 521-548. 

Lin, N., & Ensel, W. M. (1989). Life stress and health: Stressors and resources. American 

Sociological Review, 382-399. 

Link, B. G. (1987). Understanding labeling effects in the area of mental disorders: An 

assessment of the effects of expectations of rejection. American Sociological Review, 96-

112. 

Marshal, M. P., Friedman, M. S., Stall, R., King, K. M., Miles, J., Gold, M. A., & Morse, J. Q. 

(2008). Sexual orientation and adolescent substance use: a meta‐analysis and 

methodological review. Addiction, 103(4), 546-556. 

Meyer, I. H. (1995). Minority stress and mental health in gay men. Journal of Health and Social 

Behavior, 38-56. 

Meyer, I. H. (2003). Prejudice, social stress, and mental health in lesbian, gay, and bisexual 

populations: conceptual issues and research evidence. Psychological Bulletin, 129(5), 

674. 



BENEFITS AND CHALLENGES  23 

Meyer, I. H. (2015). Resilience in the study of minority stress and health of sexual and gender 

minorities. Psychology of Sexual Orientation and Gender Diversity, 2(3), 209. 

Meyer, I. H., & Frost, D. M. (2013). Minority stress and the health of sexual minorities. 

Handbook of psychology and sexual orientation, 252-266. 

Meyer, I. H., Ouellette, S. C., Haile, R., & McFarlane, T. A. (2011). “We’d be free”: Narratives 

of life without homophobia, racism, or sexism. Sexuality Research and Social Policy, 

8(3), 204-214. 

Meyer, I. H., Schwartz, S., & Frost, D. M. (2008). Social patterning of stress and coping: Does 

disadvantaged social statuses confer more stress and fewer coping resources?. Social 

science & medicine, 67(3), 368-379. 

Meyer, I. H., & Wilson, P. A. (2009). Sampling lesbian, gay, and bisexual populations. Journal 

of Counseling Psychology, 56(1), 23. 

National Institute on Minority Health and Health Disparities (2015).   

Parks, C. A., Hughes, T. L., & Werkmeister-Rozas, L. (2009). Defining sexual identity and 

sexual orientation in research with lesbians, gay men, and bisexuals. Handbook of 

research with lesbian, gay, bisexual, and transgender populations, 71-99. 

Riggle, E. D., Whitman, J. S., Olson, A., Rostosky, S. S., & Strong, S. (2008). The positive 

aspects of being a lesbian or gay man. Professional Psychology: Research and Practice, 

39(2), 210. 

Rosenthal, L. (2016). Incorporating intersectionality into psychology: An opportunity to 

promote social justice and equity. The American psychologist, 71(6), 474-485. 

Rothblum, E. D. (2007). From science fiction to computer-generated technology: Sampling 

lesbian, gay, and bisexual individuals. In The Health of Sexual Minorities (pp. 442-454). 



BENEFITS AND CHALLENGES  24 

Springer US. 

Ryan, C., Huebner, D., Diaz, R. M., & Sanchez, J. (2009). Family rejection as a predictor of 

negative health outcomes in white and Latino lesbian, gay, and bisexual young adults. 

Pediatrics, 123(1), 346-352. 

Sausa, L. A., Sevelius, J., Keatley, J., Iñiguez, J. R., & Reyes, M. (2009). Policy 

Recommendations for Inclusive Data Collection of Trans People in HIV Prevention, Care 

& Services. Center of Excellence for Transgender HIV Prevention: University of 

California, San Francisco. 

Savin-Williams, R. C. (2009). The new gay teenager (Vol. 3). Harvard University Press. 

Scandurra, c., Amodeo, A. L., Valerio, P., Bochicchio, V., & Frost, D. M. (in press). Minority 

stress, resilience, and mental health: A study of Italian transgender people.  Journal of 

Social Issues. 

Schwartz, S., & Meyer, I. H. (2010). Mental health disparities research: The impact of within and 

between group analyses on tests of social stress hypotheses. Social science & medicine, 

70(8), 1111-1118. 

Silvestre, A. J. (1999). Gay male, lesbian and bisexual health-related research funded by the 

National Institutes of Health between 1974 and 1992. Journal of Homosexuality, 37(1), 

81-94. 

Singh, A. A., Hays, D. G., & Watson, L. S. (2011). Strength in the face of adversity: Resilience 

strategies of transgender individuals. Journal of Counseling and Development, 89(1), 20. 

Stirratt, M. J., Meyer, I. H., Ouellette, S. C., & Gara, M. A. (2008). Measuring identity 

multiplicity and intersectionality: Hierarchical classes analysis (HICLAS) of sexual, 

racial, and gender identities. Self and Identity, 7(1), 89-111. 



BENEFITS AND CHALLENGES  25 

Thoits, P. A. (2010). Stress and health major findings and policy implications. Journal of health 

and social behavior, 51(1 suppl), S41-S53. 

US Department of Health and Human Services, & Office of Disease Prevention and Health 

Promotion. (2012). Healthy People 2020. Washington, DC. 

Umberson, D., Thomeer, M. B., Kroeger, R. A., Lodge, A. C., & Xu, M. (2015). Challenges and 

Opportunities for Research on Same‐Sex Relationships. Journal of Marriage and Family, 

77(1), 96-111. 

de Vries, K. M. (2012). Intersectional identities and conceptions of the self: The experience of 

transgender people. Symbolic Interaction, 35(1), 49-67. 

Williams, D. R., Yu, Y., Jackson, J. S., & Anderson, N. B. (1997). Racial differences in physical 

and mental health socio-economic status, stress and discrimination. Journal of Health 

Psychology, 2(3), 335-351. 

Williams, S. L., & Mann, A. K., (in press).  Sexual and gender minority health disparities as a 

social issue: How stigma and intergroup relations can explain and reduce health 

disparities.  Journal of Social Issues. 

Williams, S. L., Mann, A. K., & Fredrick, E. G. (in press).  Proximal minority stress, 

psychosocial resources, and health in sexual minorities.  Journal of Social Issues. 

Wight, R. G., LeBlanc, A. J., & Badgett, M. V. L. (2013). Same-sex legal marriage and 

psychological well-being: findings from the California Health Interview Survey. 

American Journal of Public Health, 103(2), 339-346. 



BENEFITS AND CHALLENGES  26 

Author Bio 

David M. Frost, Ph.D., is a Senior Lecturer (Associate Professor) in Psychology at the 

University of Surrey (UK).  His research interests sit at the intersections of close relationships, 

stress, stigma, and health. His primary line of research focuses on how stigma, prejudice, and 

discrimination constitute minority stress and, as a result, affect the health and well-being of 

marginalized individuals. He also studies how couples psychologically experience intimacy 

within long-term romantic relationships and how their experience of intimacy affects their 

health. These two lines of research combine within recent projects examining same-sex couples' 

experiences of stigmatization and the resulting impact on their relational, sexual, and mental 

health.  Dr. Frost completed his PhD in Social and Personality Psychology at the City University 

of New York.  Prior to joining the School of Psychology at the University of Surrey, he held 

faculty positions in Sexuality Studies at San Francisco State University and in Population and 

Family Health at Columbia University.  His research has been recognized by grants and awards 

from the National Institutes of Health, Society for the Psychological Study of Social Issues, and 

the New York Academy of Sciences. 

 


