
ABSTRACT 

ARELLANES, ABBY STEVEN. Racial Disparities in Health within the LGBTQ+ Community: 

The Role of Social Connectedness- (Under the direction of Dr. Kim Ebert). 

 

Health disparities remain a persistent challenge for the LGBTQ+ community in the 

United States because of the unique set of issues they face as sexual and gender minorities. 

Racial minorities within the LGBTQ+ community often report worse health outcomes than their 

white LGBTQ+ counterparts. Using self-reported health data from the 2012 Social Justice 

Sexuality Project, I estimated self-reported health using ordered logistic regression and I 

investigated the presence of a racial health gap. Specifically, I assess if different measures of 

social connectedness—feelings of connectedness, sense of shared problems in the community, 

and perceptions of bonds within the LGBTQ+ community—reduce the racial gap in self-reported 

health outcomes. The results of this study run contrary to previous studies that have found that 

racial minorities in the LGBTQ+ community report worse health outcomes. This results reveal 

that racial minorities generally report better health outcomes than whites. The findings also 

indicate that social connectedness plays an important role regarding perceptions of health. The 

implications of the study are such that social connectedness may provide insight on how to 

improve health outcomes among the LGBTQ+ community.   
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Introduction 

In the past few decades, Lesbian, Gay, Bisexual, Transgender, and Queer (LGBTQ+) 

individuals have received increased visibility and secured many of the same civil and political 

rights afforded to heterosexual and cisgender individuals (Marzulo and Herdt 2011). In addition, 

researchers are paying more attention to LGBTQ+ individuals and communities because of the 

growing need to understand the specific needs of this social group and their relationship to 

society (Boehmer 2001). Despite this apparent progress, LGBTQ+ individuals continue to report 

worse health outcomes than their cisgender and heterosexual counterparts (Mollon 2012). 

Although disparities in health outcomes remain a persistent challenge in the United States for a 

number of marginalized groups, Mollon (2012) emphasizes the need for additional research on 

health disparities among sexual and gender nonconforming minorities. LGBTQ+ individuals 

experience a unique set of issues due to discrimination, prejudice, and social isolation, which 

make them more susceptible to unhealthy coping habits, illnesses, and other health related issues 

(Hafeez et al. 2017).  

There is also a dearth of research that investigates racial disparities in health outcomes 

within the LGBTQ+ community (Balsam et al. 2011). Although racial health gaps in the U.S. 

population have decreased over the past few decades(Brach 2001; Kawachi 2005; Fiscella and 

Sanders 2016), LGBTQ+ people of Color still face barriers accessing quality health care and 

preventive health services, which results in worse health outcomes compared to white LGBTQ+ 

individuals (Fiscella and Sanders 2016). For example, Veenstra (2011) finds that LGBTQ+ 

people of Color perceive their health to be worse than their white LGBTQ+ counterparts because 

of the challenges they face as both sexual and racial minorities. These differences in health 

outcomes are detrimental to this community given the changing political climate, economic 
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insecurity, and social tensions. To address these disparities, it is important to identify what 

factors contribute to positive health outcomes and offer solutions to reduce the racial gap in 

health outcomes among the LGBTQ+ community.  

Investigating the effects of social connectedness could provide some much-needed 

answers, as prior studies have found a positive link between social connectedness and health 

outcomes (Resnick 1993; Lee 1995; Yugo 2007). Social connectedness is broadly defined as the 

social relations and psychological bonds people have with others in a given social group (Yugo 

2007). Resnick (1993) suggests that social connectedness improves health outcomes and general 

well-being because people exchange information, resources, and support with those they feel 

they can trust and have relationships with. Connectedness to the LGBTQ+ community has been 

determined to be a significant factor in understanding how LGBTQ+ individuals assess and 

report their general health (Hafeez et al. 2017). Similarly, racial minorities that are a part of 

community groups such as churches and recreation centers tend to have better health outcomes 

because of their social capital and connections (Almgren, Magararati, and Mogford 2009). For 

example, Battle and Harris (2013) find that Black and gay or queer individuals who feel more 

connected to their local LGBTQ+ community are more likely to be politically involved and be 

knowledgeable about local resources. Thus, in this study, I account for the importance of social 

connectedness among marginalized community members to investigate how social 

connectedness mediates the relationship between racial identification and perceptions of health. I 

ask two questions: 1) What explains racial differences in self-reported health outcomes with the 

LGBTQ+ community? 2) What role does social connectedness play in explaining these racial 

differences?   
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Using data from the Social Justice Sexuality Project, I estimate self-reported health 

assessments among white and racial minority lesbian, gay, and bisexual (LGB) individuals. I use 

self-reported health data because of limited data on LGBTQ+ health. I hone in on the racial 

health gap between whites and racial minorities, controlling for a host of additional determinants 

of health such as age, education, and income. Although the results did not show that social 

connectedness reduces the racial health gap, social connectedness was found to have played an 

important role in perceptions of health.  

This study provides insight into the experiences of LGBTQ+ people of Color and the 

factors that help explain racial differences in health outcomes for LGBTQ+ individuals. 

Ultimately, as a group that faces several adversities, LGBTQ+ people of Color encounter the 

issue of being frequently overlooked in policy and research. The implications of this study affirm 

the importance of understanding the multifaceted lives of LGBTQ+ individuals and exploring the 

social determinants that most impact their perceptions of health and general well-being. To 

address these disparities and provide policy recommendations, I use an intersectional lens while 

prioritizing the unique challenges of LGBTQ+ people of Color in accessing community 

resources and support. 

Literature Review and Hypothesis 

In recent years, technological and medical advancements have resulted in decreased 

morbidity rates for many illnesses and diseases, improved quality of life, and increased life 

expectancy among Americans (Kilbourne 2006; Davy et al. 2015). Despite these advancements, 

disparities in health persist (Ramírez 2005; National Center for Health Statistics 2016). Health 

disparities are differences in health outcomes that are typically linked to social and/or economic 

factors, which consequently, adversely affect groups of people that experience systemic 
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disadvantages and obstacles (Brach 2001; Ramírez 2005). Primarily, minorities and other groups 

who experience discrimination or exclusion also experience poorer health statuses than other 

social groups (Carter-Pokras 2002). A major focus of health disparities research is enhancing 

efforts to address these concerns, reduce differences in health outcomes, and identify what social 

determinants improve health outcomes (Ramirez 2005; Kilbourne 2006; Davy et al. 2015).  

Social Connectedness and Health 

A promising line of research focuses on the positive association between social 

connectedness and health (Resnick 1993; Lee 1995; Yugo 2007). Social connectedness is 

broadly defined as the social relations and psychological bonds people have with others in a 

given social group (Yugo 2007). Social connectedness is a subjective term, because it relies on 

cognitive components of an individual’s ties to social groups (Lee 1995). Although social 

connectedness is subjective because of its reliance on people’s feelings, the impact of these 

feelings are an important concern for many studies.  

Generally, social networks and groups are comprised of several characteristics such as 

religion, race, age, and other related factors that may influence how connected one may feel 

towards a group (Lee 1995; Robinson and Ross 2013; Yugo 2007). As such, social 

connectedness is difficult to accurately and thoroughly measure because of the many factors that 

shape people’s assessments of their connectedness to specific communities. It follows that social 

connectedness is usually treated as a fluid concept that changes in different contexts and with 

shifting dynamics of a community or group (Yugo 2007).  

Social connections and relations with others generally improve overall health and 

emotional well-being, because people often exchange information, emotional support and 

resources with one another (Cornwell and Waite 2009; Resnick 1993). For instance, Ashida and 
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Heaney (2008) find that greater sense of social connection fosters trust and cooperation, which, 

consequently, enables people to show empathy for others, share remedies for illness, or 

recommend local doctors in whom they confide. People who feel more connected to their 

particular social group and others also perceive themselves to have good mental, emotional, and 

physical health (Ashida and Heaney 2008). Conversely, individuals feel socially disconnected if 

they do not have support or have bonds with a group. Social disconnectedness, in effect, can 

negatively affect people’s perception of their health (Cornwell and Waite 2009). The lack of 

social connection can be experienced across a variety of social determinants such as class, race, 

and gender (Robinson and Ross 2013). 

Social connectedness within LGBTQ+ communities is often captured by asking 

individuals how they feel about the ties and relationships they have with other LGBTQ+ 

individuals and communities (Boehmer 2001). Social connectedness is particularly important 

because of the support, information, and resources that are made available to LGBTQ+ 

individuals through networks, groups, and communities (Mollon 2012). For instance, LGBTQ+ 

individuals who are active members of a local Pride Center may be aware of LGBTQ+ friendly 

doctors in the area or local health community events. LGBTQ+ individuals experience 

discrimination and inequality in myriad ways that can prompt them to find solace in support 

systems and networks within the LGBTQ+ community to mitigate the adverse effects of those 

negative experiences (Boehmer 2001; Mollon 2012; Datta, Bialer and McIntosh 2017). For 

example, transgender women who are linked to activist and support groups report feeling 

accepted and supported because they know of local practices that are trans friendly. Additionally, 

social connectedness is particularly important for LGBTQ+ individuals experiencing health 
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disparities because of its impact on reducing these inequalities and improving overall general 

health outcomes (Veenstra 2011).  

LGBTQ+ Community and Health 

Though research on health disparities among the LGBTQ+ community has increased in 

recent years, knowledge and understanding of health outcomes among LGBTQ+ individuals 

remain limited (Boehmer 2001). Furthermore, most national and state surveys do not ask 

appropriate questions pertaining to sexual and gender identity, which makes it difficult to 

accurately assess the health care needs of the LGBTQ+ community (Ussher 2009). Existing 

research, though limited, finds that the LGBTQ+ community tends to experience worse health 

outcomes than their heterosexual and cisgender counterparts (Boehmer 2001; Mollon 2012; 

Robinson and Ross 2013). When asked to self-assess their health, LGBTQ+ members often 

report poor or below average health status, particularly underrepresented members of the 

LGBTQ+ community (Veenstra 2011).  

LGBTQ+ youth experience many obstacles during their pre-adolescent years that largely 

contribute to self-perceptions of health outcomes (Ginsburg et al. 2002). Stigmatization, peer 

victimization, social stress, and family rejection continue to be issues that affect LGBTQ+ youth 

as they are coming into accepting and understanding their identities (Rhoades et al. 2018). These 

concerns for LGBTQ+ youth lead to feelings of isolation, depression, suicidal ideation and other 

mental and emotional health issues that often follow them into their adolescent years (Sutter and 

Perrin 2016). Furthermore, because of the specific obstacles they endure, LGBTQ+ individuals 

are more likely to engage in riskier behavior and develop unhealthy habits than their 

heterosexual and cisgender counterparts (Robinson and Ross 2013). In addition to the obstacles 

LGBTQ+ minorities face, a lack of resources and information lead to higher rates of substance 
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abuse, chronic diseases, and sexually-transmitted diseases (Boehmer 2001; Sutter and Perrin 

2016; Charest, Kleinplatz, and Lund 2016).  

A lack of cultural and sexual competency along with prejudice and discrimination in 

health care, education, and government institutions create barriers for LGBTQ+ minorities 

(Trinh et al. 2017). Healthcare providers may lack adequate training on the specific needs and 

challenges of this community (Ussher 2009; Trinh et al. 2017). Moreover, LGBTQ+ individuals 

may not feel comfortable disclosing personal information to healthcare providers. Consequently, 

they may leave appointments misinformed about potential health risks and preventative measures 

(Boehmer 2001). Health and related education in schools do not impart adequate information 

regarding sexual and gender identity and experiences. The lack of gender- and sexual-specific 

education can foster unawareness and isolation among LGBTQ+ youth (Charest, Kleinplatz and 

Lund 2016).  

Due to their sexual orientation and gender identity, LGBTQ+ minorities are often 

unfairly targeted and punished in the criminal-legal systems (Cammett 2009; Nagel 2014). Gay, 

transgender, and gender non-conforming youth are significantly overrepresented in the juvenile 

justice system (Cammett 2009). The high rates of involvement in the criminal justice systems are 

a result of victimization and biased discipline in schools, isolation and abandonment by families 

and communities, and lastly, discrimination by and lack of training within law enforcement 

(Shay and Strader 2012). The criminalization of LGBTQ+ individuals significantly affects their 

mental, emotional, sexual, and physical health as they navigate their daily lives (Cammett 2009; 

Shay and Strader 2012).  

LGBTQ+ health research has generally considered health from a perspective of 

pathology and morbidity as opposed to comprehensive and holistic health (Boehmer 2001). 
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However, in more recent years, the continuing development of health disparities research on 

LGBTQ+ individuals explore the many dimensions of health. Self-reported health measures are 

found to be particularly useful, because they garner a wider scope of information regarding the 

specific experiences of LGBTQ+ individuals regarding emotional, physical, sexual, and mental 

health (Hafeez et al. 2017). Recent health disparities research has also developed surveys that do 

not conflate sexuality and gender (as past studies have) which is important because these 

communities tend to face a unique set of experiences with the healthcare system (Ussher 2009). 

Racial Health Disparities 

Early research on racial differences in health outcomes assumed that disparities stemmed 

from biological differences, but social scientists and other researchers have emphasized the role 

of social factors (Brach 2001). Health outcomes are largely driven by the social conditions that 

people experience in society (Carter-Pokras 2002).  

In the U.S., the racial health gap is well documented (Brach 2001; Fiscella and Sanders 

2016). Although the racial health gap has decreased recently, scholarship shows that it 

nonetheless persists (Fiscella and Sanders 2016). Indeed, a racial health gap persists for a host of 

outcomes such as life expectancy and chronic conditions (Idler and Benyamini 1997; Allen, 

McNeely and Orme 2016). Improvements in the healthcare system and advancements in medical 

research and technology have increased overall health outcomes, but white Americans have 

disproportionately benefited (Kawachi 2005). In general, life expectancy is highest for white 

Americans and lower for Black Americans, Latinos, and Native Americans (Becka et al. 2015). 

In addition to life expectancy and mortality rates, quality of life varies as some racial minorities, 

particularly Black and Native Americans, are more vulnerable to certain illnesses and health 

conditions, which may often go undiagnosed and untreated (Brach 2001).  
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Racial minorities experience a variety of barriers accessing health care information, 

services, and resources. The U.S. Department of Health and Human Services (2011) finds that 

whites were uninsured at lower rates than any other racial group. Without health insurance, racial 

minorities lack access to health care, and the quality of care is inadequate to address their 

specific needs (U.S. Department of Health and Human Services 2011). Cultural incompetency 

and language barriers on behalf of clinicians and healthcare professionals reflects racial bias in 

health care systems and education, which leaves many people of Color with inadequate 

information on available resources and health routines (Allen, McNeely, and Orme 2016). 

Residential conditions of neighborhoods and communities of Color often do not have health care 

access and resources that are reflective of the demands of the residents. Poverty and lower levels 

of socioeconomic status are indicators of negative health outcomes, and coupled with racial 

discrimination, result in compounded negative health outcomes for racial minorities (Becka et al. 

2015). Inequalities in education, labor markets, and criminal justice systems also 

disproportionately impact racial minorities, which also contributes to their negative health 

outcomes in comparison to those of whites (Kawachi 2005; Dumont and al 2013).  

An important aspect of health disparities research has been looking at is how racism 

contributes to racial differences in health. The complexity of understanding the relationship 

between racism and racial health disparities depends on how researchers conceptualize racism 

and its many manifestations. Racial discrimination and prejudice are considered to be social 

determinants of health (Williams and Sternhal 2010). In the U.S., residential segregation, 

concentrated poverty, neighborhood infrastructure, mass incarceration, and criminal justice 

systems are some examples of institutions that carry legacies of structural and systemic racism 

(Williams and Sternhal 2010; Becka et al. 2015; Fiscella and Sanders 2016). Racism in the 
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healthcare system impacts how people access healthcare, the type of quality of care and the 

experiences with healthcare providers (Brach 2001; Williams and Sternhal 2010). Addressing 

these larger manifestations of racism and the magnitude of their impacts are necessary in 

understanding the policy implications needed to reduce racial differences in health outcomes.  

As the U.S. population grows, self-reported health measures have proven particularly 

useful in reaching community members in large numbers. When asked to assess their health, 

individuals of Color, compared to white individuals, are more likely to report worse health 

outcomes (Jylha 2008; Becka et al. 2015). Racial minorities tend to report better health when 

they are more involved in different social and community groups as well as when they are more 

knowledgeable about available support and resources (Almgren, Magararati and Mogford 2009). 

Although some would argue that self-assessments of health outcomes do not objectively measure 

health, self-reported health measures still reflect inequalities in health outcomes (Jylha 2008).  

Intersections of Race and Sexuality 

Intersectionality asks us to identify how interlocking systems of power impact 

marginalized communities (Crenshaw 1993). Specifically, it explores the interconnectedness of 

social categorizations such as race, class, and gender in overlapping identities and complexities 

of multiple discriminations. Intersectionality asserts that people are often disadvantaged by 

interlocking sources of oppression that work alongside and through one another (Collins 1993). 

Understanding intersectionality is particularly important for individuals with intersecting 

identities within minority groups such as women of color or transgender women.  

Health disparities research has placed little focus on the intersection of race and sexuality, 

and differences that may exist across health and perception of health (Trinh et al. 2017). Because 

most national and health surveys do not include sexual orientation in their studies, we have 
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limited knowledge about health inequalities between racial groups in the LGBTQ+ community 

(Boehmer 2001; Rhoades, et al. 2018). Many individuals have to choose among limited options 

on surveys, which makes it difficult to assess how intersecting social identities affects individual 

health and perceptions of health. Researchers are left to estimate the full extent of health and 

social disparities faced by sexual-racial minorities (Balsam et al. 2011).  

Collins (1993) states that intersectionality’s focus is not only to approach intersecting 

identities from an additive standpoint; rather, intersectionality’s focus is also to theorize how 

systems and institutions impact people who are members of multiple marginalized groups. As 

such, my purpose for using intersectionality is to highlight how being both a racial and sexual 

minority creates different obstacles for LGBTQ+ people of color than white LGBTQ+ 

individuals which impact their health status and perceptions of health. Empirically, I take into 

account the categorical intersection of sexual and racial identity in this quantitative study to 

assess the effect of the intersecting identities on perceptions of health.  

Individuals who identify as both LGBTQ+ and members of a racial/ethnic minority face 

worse health outcomes and barriers accessing quality healthcare in comparison to white 

LGBTQ+ individuals (Greene 2004; Datta, Bialer and McIntosh 2017). LGBTQ+ people of 

Color face multiple social inequalities that are linked to institutional discrimination, 

microaggressions, and inequality (Balsam et al. 2011). Exclusionary policies such as gendering 

bathrooms and rejection of service due to religious faith are persistently proposed and supported 

in many states, which threatens the well-being of LGBTQ+ members, and if implemented, will 

disproportionately affect LGBTQ+ people of Color (Cammett 2009; Shay and Strader 2012). 

Black and Latino LGBTQ+ individuals are the most at risk for various negative health outcomes 

such as contracting sexually transmitted diseases (STDS) or carrying undiagnosed mental health 
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issues (Greene 2004). Among people of color, transgender and gender non-conforming 

individuals will experience even worse health outcomes, but too few health surveys collect data 

on gender minorities to evaluate the extent of those health disparities (Boehmer 2001; Ussher 

2009).  

Structural and spatial factors are important to consider as well because of the adverse 

effects on people of Color and LGBTQ+ individuals. More than two-thirds of LGBTQ+ 

homeless youth are racial minorities, which make them most susceptible to developing unhealthy 

habits or experiencing specific illnesses (Demant, Hides, and White 2018). Residential 

segregation, the concentration of poverty, and unequal employment opportunities limit the 

likelihood and ability for LGBTQ+ people of Color to receive adequate, quality health care 

(Shay and Strader 2012; Whitfield et al. 2014). Mass incarceration and state violence 

disproportionately affects people of Color, and when coupled with the over-policing of LGBTQ+ 

identified individuals, they can adversely alter the quality of life and health for LGBTQ+ people 

of Color (Cammett 2009; Rhoades et al. 2018).  

The combination of different structural and social factors impacts the way that racial 

minorities feel connected to their respective LGBTQ+ community (Balsam et al. 2011; Datta, 

Bialer, and McIntosh 2017). The obstacles that LGBTQ+ people of Color experience may 

alienate them from white LGBTQ+ individuals that do not experience racism or other issues 

related to race. Consequently, LGBTQ+ people of Color may not feel connected to the broader 

LGBTQ+ community, because they may feel that their concerns are not well represented or that 

white LGBTQ+ individuals do not understand the magnitude of these concerns (Greene 2004; 

Balsam et al. 2011; Drazdowski et al. 2016). In addition to this, LGBTQ+ people of Color may 

endure similar experiences in their respective communities of Color as homophobia, transphobia 
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and cissexism remain a prevalent issue across different communities (Lim and Hewitt 2018). As 

a result, LGBTQ+ people of color may not feel connected to their respective community because 

they are alienated, misunderstood or discriminated against based on their sexual and/or gender 

identity (Balsam et al. 2011; Lim and Hewitt 2018).  

The extent to which an individual who is both a sexual and racial minority feels 

connected to the LGBTQ+ community has implications for health (Balsam et al. 2011; 

Drazdowski et al. 2016). In general, there are many aspects of the LGBTQ+ community that are 

oriented to and dominated by a white, cis, gay male gaze, which influences how minorities 

within the LGBTQ+ community may experience their identity within the community (Battle and 

Harris 2013). Racial minorities within the LGBTQ+ community may often feel invisible or 

alienated, which can weaken and undermine their connectedness to the broader community 

(Frost and Meyer 2012).  

In general, LGBTQ+ people of Color that feel more connected are more involved in the 

LGBTQ+ community and are more aware of different organizations and resources available to 

them, which is consequential to their perception of health among other things (Battle and Harris 

2013).  Frost et al. (2016) find that racial minority lesbian, gay and bisexual individuals rely on 

their social support networks and “chosen families” within the LGBTQ+ community for 

discussing issues such as mental health concerns or safe sex practices. Battle and Harris (2013) 

find that Black and gay or queer individuals who feel more connected to their local LGBTQ+ 

community are more likely to be politically involved and be knowledgeable about local 

resources. Gray (2015) notes that gay Latino immigrants encounter many stresses and conflicts 

across the respective communities they identify with but feeling connected to them helped 

reconcile and navigate the “intersectional challenges” they face possessing multiple minority 
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characteristics. Transgender women of color linked to queer and trans activist and support 

networks feel that their traumas and experiences are validated and are made aware of community 

and health resources for their specific needs (Singh and McKleroy 2011). All in all, LGBTQ+ 

people of color that feel more connected to the LGBTQ+ community report better health because 

of the access of resources, information and support systems (Balsam et al. 2011; Battle and 

Harris 2013; Drazdowski et al. 2016). 

Hypotheses 

In this study, I examine the determinants of racial disparities in self-reported health 

outcomes among LGB individuals, focusing on the social connectedness of these individuals. 

Prior research has found a positive association between connectedness to one’s community and 

health outcomes (Resnick 1993; Lee 1995; Yugo 2007). Therefore, I expect to find evidence of a 

positive relationship between connectedness and self-reported health among LGB individuals. I 

also expect to find that white LGB individuals will report better health than LGB individuals of 

Color. Furthermore, I argue that connectedness may prove useful in explaining racial disparities 

in health outcomes within the LGB community. Specifically, I expect that the introduction of the 

variables measuring social connectedness will reduce or eliminate the self-reported health gap 

between white LGB individuals and LGB individuals of color. I identify three hypotheses to 

assess these expectations: 

H1: LGB individuals who feel more socially connected to the LGBTQ+ community will 

report better health than those who feel less socially connected to the LGBTQ+ 

community.  

H2: White LGB individuals will report better health outcomes than LGB individuals of 

color. 
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H3: After controlling for social connectedness, the racial health gap will diminish or 

disappear entirely.  

Data and Methods 

I assess these hypotheses with survey data collected in 2012 by the Social Justice 

Sexuality Project (SJSP). SJSP is one of the largest national surveys of queer and trans/gender 

non-conforming people of Color. With over 5,000 respondents from the U.S. and Puerto Rico, 

the survey covers topics such as racial and sexual identity; spirituality and religion; mental and 

physical health; family formations and dynamics; and civic and community engagement. In this 

study, I focus on white, Black, Latino, and other racial minorities in addition to those identifying 

as gay, lesbian, or bisexual. The pooled sample size for this analysis is approximately 4,800 

cases. Table 1 includes descriptive statistics for all variables included in this study.  

 

Table 1.  Descriptive Statistics  

 

Variables  Proportion SE Proportion 

White  

Proportion 

Black  

Proportion 

Latino  

Proportion 

Other  

Response Variable       

How participants rated their health 

Poor .01 .002 .01 .01 .00 .02 

Fair .09 .004 .10  .08 .08  .09  

Good .33 .007 .33 .32 .30 .33 

Very Good .36 .007 .41  .36  .35 .33 

Excellent .19 .006 .14 .21  .21  .21 

 

Explanatory Variables 

 

LGB individuals feeling of being connected to their local LGBTQ+ community  

Strongly Agree .13 .005 .15 .17 .20  .17 

Agree .16 .005 .14 .13  .13 .12 

Somewhat Agree .22 .006 .21 .17 .14 .16 

Somewhat Disagree .17 .005 .20 .21 .26 .24 

Disagree .13 .005 .18 .16 .13 .16 

Strongly Disagree .17 .005 .10 .15 .14  .12 

LGB individuals feelings of having shared problems among their local LGBTQ+ 

community  

Strongly Agree .31 .007 .33 .31 .32 .32 

Agree .18 .006 .23 .16 .17 .17 
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Table 1 (continued). 

       

Somewhat Agree .17 .005 .18 .16 .17 .17 

Somewhat Disagree .17 .005 .14 .18 .15 .17 

Disagree .08 .003 .06 .08 .09 .08 

Strongly Disagree .07 .004 .03 .08 .08 .06 

LGB individuals feelings of having shared bonds with others in their local LGBTQ+ 

community 

Strongly Agree .36 .007 .38 .35 .38 .36 

Agree .19 .005 .23 .17 .18 .18 

Somewhat Agree .16 .005 .17 .17 .13 .16 

Somewhat Disagree .15 .005 .11 .15 .16 .15 

Disagree .07 .004 .05 .07 .07 .07 

Strongly Disagree .55 .003 .04 .05 .06 .05 

Race 

White .22 .008 - - - - 

Black .34 .007 - - - - 

Latino .15 .005 - - - - 

Other  .28 .006 - - - - 

 

Control 

 variables  

 

Age 

18-24 .25 .006 .23 .18 .30 .32 

25-49 .58 .007 .53 .62 .62 .56 

50+ .16 .005 .22 .19 .07 .11 

Gender 

Male  .49 .007 .46 .53  .49 .45 
Female/GNC .51 .007 .53 .46  .50 .54 

 

Education 

Less than high school .03 .003 .03 .03 .05 .03 

High school diploma 

or GED 

.14 .005 .10 .13 .17 .15 

Some college .26 .006 .24 .26 .27 .27 

Associates degree .09 .004 .07 .08 .10 .10 

Bachelor’s degree .20 .006 .21 .21 .20 .20 

Some 

graduate/Professional 

degree 

.07 .004 .09 .08 .05 .06 

Graduate/Professional 

degree 

.18 .006 .24 .18 .13 .16 

Income       

Under $29,000 .37 .007 .34 .33 .44 .40 

$30,000-$49,000 .23 .006 .19 .25 .24 .23 

$50,000-$99,000 .28 .006 .31 .30 .24 .25  

$100,000 and over .11 .004 .15 .10 .07 .11 
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Table 1 (continued). 

 

Health Insurance 

Yes .78 .005 .20 .18 .27  .22 

No .21 .006 .79  .81 .72 .78  

Regular Doctor or Health Provider They Visit 

Yes .77 .006 .23  .17 .29 .24  

No .22 .006 .76 .82 .72 .75 

 

The benefits of using the SJSP is that the dataset was freely accessible online and there 

were no economic costs associated with using this dataset. Additionally, SJSP prepared data for 

analysis, saving time and resources for research preparation. Lastly, because I did not collect 

these data, using secondary data minimizes the risk of ethical violations on my part. 

Although the survey did not exclude those who identified as white, the population of 

interest is primarily LGBTQ+ people of Color. The survey research design included an iterative 

process to ensure validity of the research questions. That is, by conducting several focus groups 

prior to the initial launch of their survey, the researchers were able to ensure that they were 

asking questions that related to the social dynamics experienced by LGBTQ+ people of Color. 

During this process, they modified some questions and created new ones in order to tailor them 

to LGBTQ+ people of Color. 

The researchers used a non-probability method of sampling relying on a variety of 

techniques for recruitment due to the relatively small size of the population of interest (i.e., 

LGBTQ+ people of Color). Recruitment included venue-based methods in which researchers 

sought participants at political, social, and cultural events such as Pride festival events and 

community center. Additionally, community organizers and opinion leaders distributed surveys 

at other events not initially identified as a recruitment venue. Recruitment also took place via 

community partnerships with national and local LGBTQ+ groups and organizations such as the 

National Black Justice Coalition, Unity Fellowship Church, and the Zuna Institute; and via the 
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internet and other strategic partnerships developed both before and during the course of the 

survey field period. Finally, recruitment involved snowball sampling, whereby participants 

recruited additional participants to take the survey.  

Response Variable: Self-Reported Health 

Health disparities researchers typically use quantitative data analysis in order to identify 

health concerns, monitor high-risk populations, and assess the needs of impacted communities 

(Brener et al. 2002). Self-reported health data provide useful measures compared with 

“objective” health measures (Mossey 1982). Specifically, self-reported health measures capture 

perceptions of individual health, which often are influenced by various environmental, social, 

and individual factors (Jylha 2008). Surveys that collect data on self-reported health ask 

participants to assess different dimensions and aspects of their own health.  

In this survey, participants answered a series of questions, some of which are 

purposefully vague and are structured using Likert scales. For this study, self-reported health was 

captured using the question, “In general, would you say your health is: excellent, very good, 

good, fair, or poor?’’ Exploring health and its variants such as physical, mental, and emotional 

health is beyond the scope of this study. This study particularly focuses on general health and 

how LGB individuals perceive their general health. Self-reported health is an ordinal variable; 

therefore, I estimate this variable using ordinal logistic regression. As displayed in Table 1, 

approximately 1 percent of participants reported poor health, 9 percent reported fair health, 34 

percent reported good health, 36 percent reported very good health, and 19 percent reported 

excellent health.  

Self-reported health measures are commonly used in disparities research because of their 

simplicity and their ability to reach a wider population of people. Although self-reported health 
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measures rely on subjective understandings and assessments of individual’s perceptions of their 

own health, self-reported health measures have been found to be methodologically reliable 

because they are good predictors of health trends and outcomes (Brener et al. 2002).  

Although self-reported health measures are accessible and are widely used, they are 

limited in terms of accurately assessing and understanding health status and disparities. One 

major limitation of self-report health surveys is that environments influence participants and 

some participants may not be as knowledgeable or informed about general health (Ilder et al. 

2000). For instance, disadvantaged populations may fail to report their health status accurately 

because they may be relatively uninformed about different health illnesses, treatments, 

conditions, or trends. Given that self-reported measures are subject to inaccurate health 

assessment because of this limitation, these self-reported measures may be less reliable than 

other “objective” measures such as summary measures or population health models (Ilder et al. 

2000; Vaillant 2012).  

Explanatory variable: racial identification  

A central focus of this study is racial identification among gay, lesbian, and bisexual 

individuals. Racial identification was derived from questions that asked respondents to self-

identify themselves from a list of responses. Respondents were asked to identify their racial 

identity as well as write in a response if they identified differently than the answers provided 

(i.e., “Which of the following racial groups comes closest to identifying you?”). I recoded the 

race category variable, in the dataset, that included all racial groups by creating four categories 

of racial identification where white LGB individuals were used as the reference group (e.g., 

0=white, 1=Black, 2=Latino, 3=Other). I included the “other” racial category to represent groups 

that were marginally smaller and/or identified with multiple racial identities. Samples such as 
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Pacific Islanders and Native Americans were too small for statistical analysis. I did not want to 

exclude the experiences of these additional racial minorities, but I do acknowledge the 

importance giving attention to those racial groups in future analyses. As displayed in Table 1, 

approximately 22 percent of participants identified as white, 34 percent identified as Black, 15 

percent identified as Latino, and 28 percent identified as another racial identity. 

Explanatory variable: social connectedness 

To capture social connectedness, a key concept of interest, I selected three variables that 

best represent perceptions of social connectedness according to Battle (2013), who argues that 

these variables reflect the unique experiences of LGBTQ+ communities of color. They include 

perceptions of the extent of individual: 1) connectedness to local LGBT community, 2) shared 

bonds with other LGBT people, and 3) shared LGBT community problems. These independent 

variables were used as indicators to gather a sense of a respondent’s connection to their 

respective LGBTQ+ community. Each variable is captured with a six-point scale with higher 

numbers representing greater agreement, with “1” indicating strongly disagree and “6” indicating 

strongly agreed.  

Control variables 

In addition to racial identification, I explored other demographic variables, such as age, 

education, income, health insurance, and regular visits to health providers. I chose these 

variables because of their effect on general health outcomes. Brener et al. (2002) and Kilbourne 

et al. (2006) suggest that most health disparities research models look at factors such as age, 

education, and income because they are important determinants of health. I included these 

variables to see if there were any significant effects on self-reported health outcomes in 

conjunction with the explanatory variables. For instance, I was interested to assess if the 
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introduction of health determinants such as education and age would carry a significant impact 

on how participants perceive their health status. However, for the most part, I was interested in 

seeing if the effects of the key variables of interest (i.e., social connectedness and racial 

identification) changed when controlling for these additional demographic variables. 

I captured age with a variable that asked respondents how old they were. I then recoded 

this variable into three age groups (i.e., 18-24, 25-49 and 50+). I measured education as an 

ordinal variable where the respondents were asked to identify level of school completed, which 

ranged from “less than high school” to “professional/graduate school”. Income is captured as an 

ordinal variable where the respondent had to select of a range income that best suit their yearly 

income. Responses ranged from “Under “$29,000” to “$100,000 and over” for income. Health 

insurance status is captured as a dichotomous variable, which measure if the respondent has 

health insurance (=1). Lastly, respondents who reported a regular doctor were coded as “1” (and 

“0” if they did not have a regular doctor or healthcare provider). 

Lastly, gender is included in this study. Gender identity is a fluid concept that 

problematizes the notion of attaching a specific sexuality to a gender identity (Weber 2001). For 

instance, gay identity is not always “male”-centered as other surveys would suggest. Women and 

non-binary individuals can also identify as “gay” which counters the dominant idea that men are 

only identified as gay. However, gender is imperative to explore in health disparities research, as 

it remains an important social determinant of health outcomes (Brener et al 2002; Kilbourne et al 

2006; Veenstra 2011). I measured gender with a variable that asked participants what gender 

they most closely identify with. I then recoded gender as a dichotomous variable, where male-

identified participants were coded as “1” (and “0” if they did not identify as male).  
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Estimation Technique  

In Model 1 of Table 2, I test the first hypothesis which posits that LGB individuals who 

feel more socially connected to the LGBTQ+ community will report better health than those who 

feel less socially connected to the LGBTQ+ community. In Model 2 of Table 2, I test the second 

hypothesis which states that white LGB individuals report better health than LGB racial 

minorities. Model 3 of Table 2 tests my third hypothesis which posits that the introduction of 

social connectedness reduces or eliminates the racial health gap. Lastly, Model 4 of Table 2 is a 

full model that includes all variables and controls. Before analyzing my models, I ran a test for 

the proportional odds assumption; for all models, a non-significant test statistic holds that the 

proportional odds assumption has not been violated. 

Table 2. Unstandardized Odds Ratios for Ordered Logistic Regressions 

Asessing Self-Reported Health Outcomes 

Variables Model 1 Model 2 Model 3 Model 4 

Social Connectedness 

Feeling Connected to 

local LGBT community 
1.09*** - 1.08*** 1.08*** 

Shared Problems in the 

LGBT community 

.905*** - .908*** .908*** 

Shared Bonds in the 

LGBT Community 

1.02 - 1.03 1.03 

Race (white = reference) 

Black - 1.23** 1.23** 1.23** 

Latino - 1.20* 1.19* 1.27* 

Other - 1.13 1.13 1.17 

Controls 

Age - - - .68*** 

Men (=1) - - - .66*** 

Education - - - 1.08*** 
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Table 2 (continued).     

Income - - - 1.08*** 

Health Insurance - - - 1.03 

Healthcare Provider - - - 1.41*** 

Model F 33.67*** 8.6** 40.79*** 251.07*** 

Note: N = 4,800. Coefficients displayed. *p<.05 **p<.01 ***p< .001 (two-tailed tests). 

 

Results 

My first hypothesis posits that LGB individuals who feel more socially connected 

to the LGBTQ+ community will report better health than those who feel less socially 

connected to the LGBTQ+ community. My first measure of social connectedness 

(feelings of being connected to the LGBTQ+ community) was found to be positive and 

statistically significant (p < 0.001) in the reduced and full models (Models 1 and 4, 

respectively), offering support for hypothesis one. Net of the effects of the other 

variables (see Model 4 in Table 2), for every one unit increase in reports of social 

connectedness to the LGBTQ+ community (e.g., moving from somewhat disagree to 

somewhat agree, or from agree to strongly agree), the odds of reporting excellent health 

versus the other categories combined (i.e., poor to very good) are 1.08 greater. Likewise, 

the odds of the combined fair to excellent categories versus reporting poor health is 1.08 

times greater, given that all of the other variables in the model are held constant. 

However, the results reveal that the second measure of social connectedness (feelings of 

having shared problems in the LGBTQ+ community) has a negative and statistically 

significant (p<0.001) effect on reported health. In Model 4, we see that for a one unit 

increase in feelings of shared problems (for instance, moving from somewhat disagree to 
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somewhat agree), the odds of reporting excellent health versus the other health categories 

combined is 0.91 times lower, holding the other variables constant. Lastly, the result s 

reveal no discernable effects of the third measure of social connectedness (feelings of 

having shared bonds in the LGBTQ+ community) on self-reported health.  

Notably, the differences between my measures highlight how varying aspects of 

social connectedness impact perceptions of health, but the findings do not strongly 

support my first hypothesis. While my first two measures of social connectedness were 

found to be statistically significant, my third measure was not statistically significant. My 

findings show that there is a complex relationship between LGB member’s being socially 

connected to their LGBTQ+ community and how they self-report their health status. For 

instance, feeling connected to the LGBTQ+ community has a positive relationship with 

self-report health status while feelings of having shared problems has a negative 

relationship. Although the findings do not fully support my first hypothesis, it is 

interesting to note that feelings of being connected to the LGBTQ+ community has a 

positive impact on lesbian, gay, and bisexual individual’s perceptions of health. I would 

argue that feelings of being connected to a community is perhaps the most important of 

the three measures because it captures the concept of social connectedness well and it 

highlights previous literature that states feeling connected to a community improves your 

general health (Ashida and Heaney 2008).  

My second hypothesis concerns the racial health gap between white individuals 

and racial minorities. In Table 1, we can see that among LGB individuals who reported 

“poor” health, the percent shares for each racial category are remarkably similar.  In sum, 

very few overall reported poor health. Among Latino individuals, less than a percent 
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(0.58%) reported poor health, while nearly two percent (1.83%) of individuals identifying 

as “other” reported poor health. Comparatively, there are larger racial differences among 

LGB individuals who reported “excellent” health. Table 1 shows an approximate six 

percent difference between whites and other racial categories in the “excellent” health 

category. Among whites, over 14 percent reported excellent health, while around 20 

percent or higher reported excellent health among Black (21.67), Latino (20.61), and 

“others” (21.55). Notably, these patterns run contrary to hypothesis 2. 

In Table 1, we can also see the among LGB individuals who reported “fair”, 

“good” or “very good” health, there is a higher proportion of white LGB compared to 

other racial minorities. For instance, Table 1 shows an approximate five percent 

difference between white LGB individuals and LGB racial minorities in the “very good” 

health category and an approximate three percent difference between white LGB 

individuals and LGB racial minorities in the “good” health category.  

In Model 2 of Table 2, I find similar patterns as in Table 1. Net of the effects of 

the other variables, 1.23 is the proportional odds ratio of comparing Black LGB 

individuals to white LGB individual on self-reported health status given the other 

variables in the model are held constant. For Black LGB individuals, the odds of 

reporting excellent health versus the other categories combined (i.e., poor to very good) 

are 1.23 times greater than for white LGB individuals, given the other variables are held 

constant. Similarly, for Latino LGB individuals versus the other categories combined 

(i.e., poor to very good) are 1.20 times greater than white LGB individuals, given the 

other variables are held constant. Lastly, the other racial identification was not found  to 

have a significant effect on self-reported health.   
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These findings do not support the second hypothesis that white LGB individuals 

report better health than racial minorities. In general, the findings show that Latino and 

Black LGB individuals report better health than white LGB individuals. This is 

interesting because it runs contrary to prior research studies that claim a racial health gap 

among LGBTQ+ members.  

My third hypothesis posits that the introduction of social connectedness reduces or 

eliminates the racial health gap. To reiterate, my three measures of social connectedness 

are participants: feelings of being connected to the LGBTQ+ community, feeling of 

having shared problems in the LGBTQ+ community, and feelings of having shared bonds 

in the LGBTQ+ community. Black (p<0.001) and Latino (p<0.05) racial identification 

were shown to be positive and statistically significant in Model 3 of Table 2. For Black 

LGB individuals, the odds of reporting excellent health versus the other categories 

combined (i.e., poor to very good) are 1.23 times greater than for white LGB individuals, 

given the other variables are held constant. Similarly, for Latino LGB individuals, the 

odds of reporting excellent health versus the other categories combined (i.e., poor to very 

good) are 1.19 times greater than white LGB individuals, given the other variables are 

held constant. Lastly, the other racial identification was not found to have a signi ficant 

difference on self-reported health. 

The results did not support my third hypothesis which posited that the racial health 

gap would be reduced or eliminated once social connectedness was introduced in the 

model. I find that Black and Latino LGB individuals rate their health higher than white 

LGB individuals. There was no significant difference between the other racial LGB group 

and white LGB individuals. These findings suggest that there is still a racial health gap 
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but it is not in the way that I had previously hypothesized earlier in the paper. White LGB 

individuals were shown to report lower health status than LGB racial minorities which is 

an interesting finding because it runs contrary to prior research studies. I hypothesize 

why this may be the case in my discussion section.  

Lastly, I include other control variables to see if there were any significant effects on 

self-reported health outcomes in conjunction with the explanatory variables. Education was 

shown to be statistically significant and positive (p<0.001). For every unit increase in education 

level (i.e., moving from “less than high school” to “professional/graduate school”),  the odds of 

reporting excellent health versus the other categories combined (i.e., poor to very good) are 

1.08 times greater when all other variables are held constant. Income was shown to be positive 

and statistically significant (p<0.001). For every, unit increase in income (i.e., “Under “$29,000” 

to “$100,000 and over”), the odds of reporting excellent health versus the other categories 

combined are 1.08 times greater. There were statistical significance found with increases in age 

having a negative relationship with self-reported health. For every unit increase in age (i.e., 18-

24, 25-49 and 50+) the odds of reporting excellent health versus the other categories 

combined are .68 times lower, when all other variables are held constant. Lastly, gender was 

shown to be statistically significant (p<0.001). For male-identified individuals, the odds of 

reporting excellent health versus the other categories combined in comparison to women and 

other gender minorities, are .66 times lower when all other variables are held constant. My 

findings support prior research that demonstrates that demographic variables such as age and 

gender have a general effect on health.  

Discussion and Conclusion 
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The purpose of this study was to examine the racial health gap among gay, lesbian, and 

bisexual individuals. More specifically, I wanted to explore the role social connectedness played 

in how white and racial minority gay, lesbian and bisexual individuals perceive and report their 

health. Given that prior studies indicate that social connectedness is positively linked to good 

health outcomes (Resnick 1993; Lee 1995; Yugo 2007), I wanted to see if social connectedness 

would reduce or eliminate the self-reported health outcome gap between white and racial 

minority LGB individuals. Self-reported health outcomes were used as a proxy for “objective” 

health outcomes because of the parallels researchers find between both measures.  

The results show that white lesbian, gay, and bisexual individuals report lower levels of 

health than racial minority lesbian, gay, and bisexual individuals do after controlling for social 

connectedness. This particular finding ran contrary to my second hypothesis, and also 

contradicted prior research that found that whites generally report better health than racial 

minorities in the LGBTQ+ community (Greene 2004; Datta, Bialer, and McIntosh 2017). 

Moreover, this finding is interesting because in general white LGBTQ+ community members are 

found to be more connected to local LGBTQ+ communities and are more likely to be linked to 

other resources, information and networks in comparison to other groups (Frost and Meyer 2012; 

Battle and Harris 2013).  

The Social Justice Sexuality Project’s (SJSP) primary population of interest was queer 

and trans people of color living in the United States. The data collection and recruitment 

strategies used could provide some explanations for the surprising finding. SJSP recruitment 

techniques and data collection relied heavily on venue-based sampling and strategic-sampling in 

community centers and social events that were predominantly spaces for people of color. Many 

of the questions were specifically tailored for LGBTQ+ people of color. Although there were no 
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restrictions on race, white LGBTQ+ individuals were not the primary population of interest, 

therefore, may have not been equally represented or accounted for in SJSP. This may help to 

explain the findings because in the U.S., white LGBTQ+ individuals make up approximately 60 

percent of the LGBTQ+ population (Pew Research Center 2016). In this study, they represented 

less than a quarter of participants. It is possible that the proportion differences impacted the 

results of this study because the results may have been different if there was a higher percentage 

of white LGBTQ+ individuals in the data.  

Another potential reason that I have thought of is the complexity behind racial, ethnic and 

national identity. The survey does not separate ethnicity, nationality and race which could have 

led to a conflation of racial and ethnic identity, and therefore, allow for misinterpretation of the 

results. For instance, although someone considers themselves an ethnic minority, they may also 

identify as white (i.e. someone who identifies as both white and Latino), which may complicate 

an analysis of a racial health gap if race and ethnicity are not properly conceptualized and 

operationalized. 

The results did, however, reveal significant factors influencing perception of health 

status. Lesbian, gay and bisexual individuals that agreed to feeling connected to the LGBTQ+ 

community rate their health higher in comparison to those who do not feel as connected to their 

LGBTQ+ community. This finding parallels previous research that suggest that social 

connectedness does have an effect on how people perceive their health because of the benefits of 

being connected to a community (Resnick 1993; Lee 1995; Yugo 2007). Social connectedness is 

particularly important for LGBTQ+ individuals because of the access they have to different 

resources and networks that are specific to issues faced by the LGBTQ+ community (Mollon 
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2012). This finding affirms that feeling connected to the LGBTQ+ community may provide 

insight about how we might be able to reduce health disparities among LGBTQ+ members.  

This study highlights some potential strategies for reducing health outcome gaps. Efforts 

for outreach and community building should be encouraged among LGBTQ+ members because 

of the benefits available by being a part of networks and knowing of local resources and 

information. For example, local LGBTQ+ organizations should develop and foster relationships 

with local community centers and organizations to inform others of support available for 

LGBTQ+ youth and adults.  

One limitation of this research project is representativeness of the LGBTQ+ populations 

in non-urban areas. The majority of participants resided in urban areas, which may reflect 

different opinions of health and connectedness than others who live in different areas. For 

instance, there are more LGBTQ+ resource centers and community centers in urban and 

suburban areas which are helpful in sharing information, developing relationships with 

individuals and providing a sense of community. Another is the assumption of connectedness 

explaining different health outcomes. Multiple factors such as age, education, income and gender 

impact individual’s perception of health and overall health (Ilder et al. 2000; Jylha 2008; Vaillant 

2012). Another major limitation of self-report health surveys is that environments influence 

participants and some participants may not be as knowledgeable or informed about general 

health (Ilder et al. 2000). Lastly, the time period when this study was conducted is dated as 

health care policies and the socio-political climate have changed which may impact how 

LBGTQ+ individuals perceive their health. Since 2012, exclusionary policies such as gendering 

bathrooms and rejection of service due to religious faith, as well as discriminatory actions taken 
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under the Trump administration, have been shown to have negatively impact the LGBTQ+ 

community (Murray 2017).  

The conceptualization of health may also be considered a limitation of this study. The 

self-reported health measure does not account for differences among mental, emotional, and 

physical health which are differently impacted by social connectedness as well as other social 

determinants. I think that the results would have been more interesting if the study asked 

respondents to comment about different types of health because individual’s health may vary 

(i.e., someone’s physical health can be perceived as “excellent” but their mental health can be 

perceived as “poor”). Additionally, there may be significant differences between actual health 

status and perceived health status. For instance, it could be possible that I may not have found 

statistically significant results if I were to use actual health status in comparison to perceived 

health status.   

Among the goals of this research, I hoped to offer insight on the lives of LGBTQ+ people 

of color because of how often research and policy ignores the intersections of race and sexuality. 

These findings are important because they promote an intersectional framework that focuses 

beyond singular identities. The extent to which an individual who is both a sexual and racial 

minority feels connected to their respective communities reveals the importance of how social 

relations and connections plays in understanding health differences. Understanding the 

intersections of race and sexuality provides a critical lens on examining how racial health gaps 

exists and persist among LGBTQ+ individuals and communities. In addition, intersectionality 

also provides a framework for building solutions on what would help improve the intragroup 

marginalizing conditions for individuals that experience multiple oppressions. As Collins (1993) 

suggests, intersectional frameworks are necessary for critical examination of existing systems 
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that disproportionately affect certain communities. By taking into account people’s overlapping 

identities and experiences, we are able understand and assess the complexity of prejudices they 

face, which helps in being able to determine ways we can assist marginalized groups.  

The results support the idea that LGBTQ+ individuals that are connected to their 

LGBTQ+ community are familiar with different resources, support, and information that could 

help improve their health status among other things. Thus, it is important to comprehend what 

are the determining factors that contribute to how LGBTQ+ individuals feel connected to their 

LGBTQ+ community and the strategies that can be used to improve health outcomes. 
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