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Background

Health outcomes show significant disparities between straight and sexual minority populations, as
has been demonstrated in previous studies. Across a range of physical domains (Zeeman et al., 2019),
as well as mental domains (Wittgens et al., 2022), lesbian, gay, and bisexual (LGB) populations
experience poorer health outcomes. However, findings from studies using self-rated health (SRH) as
an outcome are mixed. Whereas some studies have reported a health disadvantage of LGB women
and men compared to their straight counterparts (Branstrom et al., 2016; Dilley et al., 2010), other
research has found no differences in self-rated physical health across sexual identities (Conron et al.,
2010; Sivakumaran & Margolis, 2018). Further studies demonstrated a health disadvantage of sexual
minority individuals only among women (Boehmer et al., 2014; Gonzales & Henning-Smith, 2015), or
bisexual individuals (Booker et al., 2017; Conron et al., 2010; Liu et al., 2021). Notably, two studies
documented better SRH among gay men and lesbian women compared to their heterosexual
counterparts (Gorman etal., 2015; Liu etal., 2021). The inconsistent findings regarding the association
between sexual identity and SRH, despite the documented disparities in specific health conditions,
give rise to the question of whether underlying health conditions are being accessed and interpreted
differently between sexual minority and straight individuals during the process of health evaluation.
Despite its tremendous utility in health-based sociological, economic, and demographic studies, prior
research indicates that comparing SRH across social groups and nations may be misleading because
these contexts influence individuals’ appraisals of their health status (Bago d’Uva et al., 2008;
Chandola & Jenkinson, 2000; Dowd & Todd, 2011; Jurges, 2007; Oksuzyan et al., 2019).

In developing a conceptual model of self-rated health, Jylhd (2009) sought to explain how
people evaluate their own health and why differences in reported health arise between groups with
similar objective health. The model posits a three-stage process in which individuals first identify and
interpret relevant health information, then evaluate it against personal experiences, norms or
reference groups, and finally formulate an overall health rating. A range of contextual factors have been
identified as influencing each stage of the evaluation process (Jylha, 2009). These include age, culture,
earlier health experiences and reference groups (ibid.). The differences between reported and ‘true’
underlying health is referred to as ‘reporting heterogeneity’. Whether this reporting heterogeneity
differs by sexual identity has not been investigated, yet.

Findings from prior studies suggest, however, that sexual identity may work as an additional
contextual factor influencing self-rated health, by shaping not only the underlying health components,
but also the framework in which they are evaluated. First, straight and sexual minority individuals may
take different health components into account when assessing their health status. Given the greater
barriers to access the healthcare system and the resulting lower healthcare use among sexual minority
people (Gioia & Rosenberger, 2022; Jackson et al., 2016; Luk et al., 2017), certain health components
may remain unknown to them and thus not be part of their health assessment. Instead, unique
psychosocial stressors related to their minoritized identity, i.e. minority stress (Meyer, 2003), may
function as an underlying component of their health evaluation. Secondly, otherwise equal health
conditions may be interpreted differently between straight and LGB individuals. Specific comparison
processes, play a central role in determining how each component is included in the overall health
evaluation (Henchoz et al., 2008). A common strategy, is the health evaluation in relation to chosen
reference groups, which are typically peers in the social network or abstract social groups based on
general ideas or stereotypes (Wolff et al., 2010). Sexual minority individuals may assess their health
against the stigmatized image of their own group, e.g. that being part of the sexual minority population
goes hand in hand with being in poor physical and mental health (Boysen et al., 2006; Cipollina &
Nicolas, 2025; Drescher, 2015; Rice et al., 2022). In this regard, sexual minority individuals may seek
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to counteract stigma and invalidate prevailing prejudices (Fingerhut et al., 2022; Manning etal., 2025),
resulting in a more positive interpretation of their underlying health conditions. The third and final step
in people’s health assessment is the translation of the results of their evaluation into the respective
scale, that represents their health status best (Jylha, 2009). This study seeks to understand potential
differences in health reporting behavior between sexual identities.

Data & Methods

In the present study we utilized data from the National Health Interview Survey (NHIS) first initiated in
1957 (Blewett et al., 2024; National Center for Health Statistics, 2019). It is an annual, cross-sectional
household interview study, representative for the non-institutionalized population in the USA.

Sexual identity was self-identified and assessed as follows: "Do you think of yourself as gay or
lesbian; straight, that is not gay or lesbian; bisexual; something else; or you don’t know the answer?".
This item has been a part of the questionnaire since 2013. To enlarge the sample size and enhance the
statistical robustness of our results, particularly for sexual minority groups, we aggregated the data
from waves 2013 to 2018. A redesign of the study in 2019, leading to the exclusion of health variables
we consider important for our analysis, made including more recent survey waves infeasible. We
grouped individuals based on their sexual identity into straight, lesbian and gay (LG) or bisexual.
Although the people belonging to the ‘bisexual’ category were included in the analysis, the results for
this groups are not shown due to its small size in the sample. Refusal, not knowing the answer or
identifying with another category were omitted from the analysis (N = 7093). The interpretation of the
differences in health and health reporting by sexual identity requires an understanding of the social
context, which is very heterogeneous for these groups. Thus, sexual minority groups were not
combined.

To assess their general health (SRH), all NHIS participants were asked: “Would you say your
health is excellent, very good, good, fair, or poor?”. The survey further covers health related topics such
as chronic illnesses, functional limitations, access to and use of medical services, insurance
coverage, and health behaviors. To estimate the underlying latent health, we used a wide range of
health measures which were all coded as binary. Some health measures were self-reports of a
physician-diagnosed chronic conditions, such as diabetes, high cholesterol, hypertension, coronary
conditions, chronic respiratory disease, cancer, arthritis, stroke, joint problems, musculoskeletal
pain, gastrointestinal problems, and migraine. Anthropometric measures only included calculations
of BMI coded as overweight (BMI=z25 and BMI<30), and obesity (BMI=30). Other measures reflected
participants’ activity limitations, and healthcare use, specifically taking prescribed medications,
overnight stays in the hospital, and insurance coverage. Finally, we used the K6 mental distress scale
to account for mental health and identify people with moderate mental distress (K6 = 5) and severe
mentalillness (K6 = 13) (Kessler et al., 2003), and a lifestyle behavior with being a current smoker.

Threshold variables included in the present study are related to age, educational attainment,
race, gender, sexual identity and whether a person lives with their partner.

Statistical approach

To account for differences in health reporting by sexual identity and across sociodemographic groups,
we follow Jurges' (2007) methodology. Employing a generalized hierarchical ordered probit model
(Danko, 2019), we regressed our dependent variable — self-rated health (SRH) - onto two sets of
independent variables: health variables and threshold variables (Greene et al. 2014; Greene and
Hensher 2010; King et al. 2004a). While health variables aim to define the individual’s ‘true’ underlying
health, threshold variables identify cut points (or thresholds) between adjacent SRH response
categories as functions of sociodemographic characteristics including gender and sexual identity. As
a result, we obtain individuals’ continuous latent health ranging from 0 to 1 that accounts for reporting
heterogeneity (‘adjusted’ health). The latent underlying health is then projected onto a discrete scale
using the same distribution as the initial SRH (‘original’ health) observed in the survey data. The
deviations from the initial level of health are the degree of reporting heterogeneity. For a deeper



discussion of the method see (Hensher & Greene, 2010; Jurges, 2007; Oksuzyan et al., 2019; Rebelo &
Pereira, 2014).

Results
The final sample includes 168,976 participants, of whom 3,002 identified as gay or lesbian and
164,331 self-identified as straight.

Descriptive results reveal the following: High-risk level of metabolic measures and most
chronic conditions were more prevalent among straight women and men than among lesbian and gay
persons. The exception from this pattern were asthma, musculoskeletal pain, and migraine which
were slightly more prevalent among LG than straight people. The prevalence of cancer was slightly
higher among gay than among straight men, while joint problems and activity limitation were more
prevalent among lesbian women than among their straight counterparts. LG people were also more
likely to use prescription medications, have overnight hospital stay in the past year, have no health
insurance (leshian women only) and to smoke than straight men and women. Gay and lesbian people
in our sample were also younger and higher educated than their straight peers.

Sexual identity differences in prevalences of poor health by sexual identity and gender

Figure 1 shows the differences in Figure 1. Differences in the prevalence of poor health between sexual
prevalence of poor health 'dentities.

between sexual identities on the
original and adjusted scale by
gender, and age. Positive
differences show higher
prevalences of poor health among
sexual minorities compared to
straight peers, which can be
interpreted as a disadvantage in
health for sexual minorities. The
prevalence of poor SRH was
higheramong lesbian than straight
women at all ages on both scales.
One exception is the oldest age
group with similar prevalence of
poor health in both groups on the original scale. Gay men also had a higher prevalence of poor health
relative to straight men at ages 18 to 59 year, while the pattern reversed from age 60+. The same
prevalences increased with advanced age among straight women and men. Among lesbian women
the age-related increase was less apparent, and even less so among gay men.

After adjusting for reporting heterogeneity, the health disadvantage of LG people hecame more
apparent in all age groups, as did the age-related increase in the prevalence of poor health. One
exception is 60-69-year-old straight men who had higher proportion of poor health compared to their
gay peers. What looked like an advantage for older gay men compared to their straight peers on the
original scale looks more like an exception than a pattern on the adjusted scale.
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Reporting of poor health by sexual identity and gender

To identify patterns in the reporting  Figure 1. Reporting of poor health by sexual identity and gender.
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Discussion

Our study contributes to research on heterogeneity in health reporting in several ways. Not solely does
the latent health differ between straight and sexual minority individuals, but so does the way in which
individuals assess their health status. Specifically, we show that lesbian and gay individuals tend to
report their health more optimistically than straight people. These findings may be attributable to
sexual minority individuals’ lower knowledge about certain health conditions, as well as to a downward
comparison of their health status against the stigmatized expectation of their own group being in poor
health. Thus, previous studies about differences in self-rated health between the straight and sexual
minority population may have overestimated the health status of sexual minority people.

While initial prevalences of most conditions were lower for sexual minorities, this initial
perspective soon shifted when looking at SRH and adjusted health levels by age groups. This suggests
that lower condition prevalences can be attributed to the sexual minority group being younger on
average in the present sample, or following Jackson et al. (2016), to their limited healthcare seeking
behaviors. Researchers should be careful in comparing self-rated general health measures between
groups of different sexual identities as any disadvantages that may be found may be conservative
considering our results of optimistic reporting behavior (which is equal to an underreporting of bad
health). Although, as Marja Jylha (2009) points out, it is not clear that a measure adjusting for (semi-)
objective health measures is any more comparable, our findings show, that it is important to consider
the context in which to interpret self-rated health measure.

Additionally, our study supports previous findings about age-specific patterns in health
reporting (pessimistic at younger ages and optimistic at older ages) among straight, less so among
lesbian and gay people.

Though our sample size suffices for meaningful results for gay men and lesbian women, we
cannot say anything about bisexual people or other sexual identity minorities with the data at hand.
The exclusion of the “something else” category results in the loss of critical information about
subgroups of the sexual minority population, who may have unique health risks (Eliason et al., 2016).
However, given the possible heterogeneity of this group, and the lack of further information in the
publicly available data, we were not able to include other sexual identities. This, however, is essential
for future research as studies show substantial differences in health between sexual minority groups
(Conron et al., 2010; Gorman et al., 2015).
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