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Abstract

Introduction—Sexual and behavioral health disparities have been consistently demonstrated 

between African American and White adults and between sexual minority and heterosexual 

communities in the United States; however, few studies using nationally representative samples 

have examined disparities between sexual minority and heterosexual adults within African 

American populations. The purpose of this study was to examine the prevalence of sexual and 

behavioral health outcomes between sexual minority and heterosexual African American adults 

and to examine whether there were different patterns of disparities for African American sexual 

minority men and women, respectively.

Methods—We analyzed data from 4,502 African American adults who participated in the 2001 

to 2015 waves of the National Health and Nutrition Examination Survey. Using multivariable 

analyses, we examined differences in HIV, sexually transmitted infections, mental health, and 

substance use among African American sexual minority and heterosexual men and women.

Results—After adjusting for sociodemographic variables, African American sexual minority 

men had significantly higher odds of HIV, sexually transmitted infections, and poor mental health 

compared to their heterosexual male counterparts, whereas African American sexual minority 

women had significantly higher odds of Hepatitis C, poor mental health, and substance use 

compared to their heterosexual female counterparts.

Conclusions—These findings demonstrate notable sexual orientation disparities among African 

American adults. Disparities persisted beyond the role of sociodemographic factors, suggesting 

that further research utilizing an intersectional approach is warranted to understand the social 

determinants of adverse health outcomes among African American sexual minority men and 

women.

Corresponding Author: Ashley Pérez, ScM, ashley_perez@alumni.brown.edu, Tel: (908) 328-9993, Fax: (401) 863-6697, Address 
(same for all authors): 121 South Main Street, Box G-S121-5, Providence, RI, USA, 02912.
Kristi E. Gamarel, Kristi_Gamarel@brown.edu, (401) 863-6654
Jacob J. van den Berg, Jacob_vandenBerg@brown.edu, (401) 863-7566
Don Operario, Don_Operario@brown.edu, (401) 863-6657

ORCID: 0000-0003-2746-561X

Conflict of interest: All authors declare that they have no conflict of interest.

HHS Public Access
Author manuscript
Ethn Health. Author manuscript; available in PMC 2021 July 01.

Published in final edited form as:
Ethn Health. 2020 July ; 25(5): 653–664. doi:10.1080/13557858.2018.1444149.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Keywords

African American; sexual minority; health disparities; gender; USA

INTRODUCTION

In 2015, Black/African Americans (hereafter, African Americans) comprised over 13% of 

the United States (U.S.) population (U.S. Census Bureau 2015). African Americans have 

historically, and presently, face poorer health outcomes than other racial/ethnic groups, 

despite several calls for the elimination of racial/ethnic health disparities (U.S. Department 

of Health and Human Services 2011; Heckler 1985). Recent literature has identified 

numerous sexual and behavioral health disparities that persist among African Americans 

compared with other racial/ethnic U.S. populations, including higher HIV diagnosis rates 

and poorer HIV-associated outcomes; higher rates of gonorrhea, chlamydia, and syphilis 

(Centers for Disease Control and Prevention 2017); higher prevalence and death rates for 

HPV-associated cancers; and poorer mental health (Centers for Disease Control and 

Prevention 2013). Importantly, research consistently demonstrates that African American 

sexual minority men do not engage in more risk behaviors which place them at increased 

risk for HIV and other sexually transmitted infections (STIs). For example, evidence 

demonstrates that African American sexual minority men (i.e., gay, bisexual, and other men 

who have sex with men) compared to other racial groups report similar and even higher rates 

of condom use and fewer sexual partners (Millett et al. 2012; Millett et al. 2007; Millett et 

al. 2006). Thus, disparities in HIV and other STIs cannot be explained by individual risk 

behaviors, but instead have been attributed to structural factors, such as discrimination, 

social network compositions, and lower socioeconomic status (Noonan, Velasco-

Mondragon, and Wagner 2016; Millett et al. 2012).

Although research has increasingly investigated racial/ethnic and sexual minority health 

disparities, research looking at multiply marginalized groups, particularly using nationally 

representative data, is still significantly lacking. For sexual minority disparities among 

racial/ethnic minority populations, this is in part due to limited sexual orientation data 

collection in U.S. national and state surveys. Objectives of Healthy People 2020 include 

increasing the number of population- and state-level surveys that collect sexual orientation 

and gender identity data (U.S. Department of Health and Human Services 2010). As a result 

of the limited data currently available, most studies among sexual minorities have been 

conducted using convenience samples. Furthermore, although there is a growing literature 

on sexual and behavioral health risks among African American sexual minority men (Millett 

et al. 2012), fewer studies have focused on African American sexual minority women. 

African American sexual minority women have been described as experiencing ‘triple 

jeopardy’ as a result of their multiply marginalized social status (Bowleg et al. 2003). In 

addition to oppression due to their race, gender, and sexual orientation, African American 

sexual minority women may also experience discrimination within the Black community as 

a result of their sexual orientation (Bowleg et al. 2003) and within sexual minority 

communities based on their race (Battle and Crum 2007). These multiple forms of 
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oppression may place African American sexual minority women at increased risk for 

negative health outcomes.

However, to our knowledge, no studies have yet to examine whether these disparities exist 

between African American sexual minority versus heterosexual men and women using 

nationally representative data. This study aimed to fill this important gap in the literature by 

examining various sexual and behavioral health outcomes by sexual minority status among 

African American adults using a nationally representative sample. Specifically, we examined 

the prevalence of sexually transmitted infections (STIs), poor mental health, alcohol use, 

smoking, and illicit drug use and investigated whether there were disparities in these sexual 

and behavioral health outcomes among African American sexual minority men and women, 

separately, compared to their heterosexual counterparts.

METHODS

Study participants

For these analyses, we pooled National Health and Nutrition Examination Survey 

(NHANES) data from 2001 to 2015. The details of this study have been described in detail 

elsewhere (Centers for Disease Control and Prevention 2014; McQuillan et al. 2015). 

NHANES is a U.S. national survey that uses a stratified, multi-stage sampling design to 

capture a probability sample representative of the civilian, non-institutionalized population 

(Centers for Disease Control and Prevention 2014). We restricted our analyses to African 

American adults aged 20-59 years who completed the clinical examination phase of 

NHANES and provided biospecimen data. Sexual orientation identity was assessed among 

adults aged 18–59 from 2009–2014 and among adults aged 20-59 from 2001-2008; 

therefore, we opted to include only those aged 20–59 years. Given sexual orientation identity 

was our primary predictor, those with missing sexual orientation data were excluded from 

analyses (n=786; 14.66%). Those who reported their sexual orientation identity as 

‘something else’ or ‘not sure’ were also excluded due to small sample size (n=90; 1.67%). 

This resulted in an analytic sample of 4,502 African American adults aged 20-59 years, 

comprised of 2,196 men and 2,306 women.

Measures

Sociodemographic variables—Sociodemographic variables included age, educational 

attainment, employment status, relationship status, place of birth, citizenship status, family 

income, health insurance status, and usual source of health care. The categorization of 

demographic variables is shown in Table 1. Percent missing for sociodemographic variables 

ranged from 0.03% (n=1) for citizenship status to 2.99% (n=139) for family income.

Sexual orientation identity—Sexual orientation identity was assessed by asking 

participants, ‘Do you think of yourself as: heterosexual or straight (attracted to opposite 

sex), homosexual or gay/lesbian (attracted to same sex), bisexual (attracted to men and 

women), something else, or not sure?’ Those who responded ‘heterosexual or straight’ were 

categorized as heterosexual. Given the small number of gay, lesbian, and bisexual 
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participants, these respondents were combined into a single ‘sexual minority’ category, 

separately for men and women.

HIV and other sexually transmitted infections (STIs)—HIV and other sexually 

transmitted infections (STIs) were assessed using blood and urine specimens and self-report 

of lifetime diagnoses. Biospecimens were used to test for the presence of HIV antibody, 

chlamydia, HSV-2, and Hepatitis C antibody. Participants self-reported whether they had 

received a gonorrhea, chlamydia, genital herpes, or genital warts diagnosis in their lifetime. 

These outcomes were assessed individually as well as combined to generate a ‘lifetime STI 

diagnosis’ outcome variable. Participants also self-reported lifetime HIV testing by 

responding to the question: ‘Except for tests you may have had as part of blood donations, 

have you ever had your blood tested for the AIDS virus infection?’ The proportion of 

missing data ranged from 0.77% (n=37) for lifetime HIV testing to 9.1% (n=306) for HSV-2 

biospecimen result.

Mental health—Mental health was assessed by asking participants to report the number of 

days of poor mental health they experienced in the past 30 days. Consistent with prior 

research, a 15-day cutoff was applied to designate poor mental health (Centers for Disease 

Control and Prevention 2000). The proportion of missing data was 0.15% (n=5).

Substance use—Substance use was assessed separately for alcohol, tobacco, and other 

drugs. Participants self-reported how many drinks per day they had on average during the 

past 12 months and whether they had ever consumed 4/5+ drinks almost every day at some 

point in their lifetime. Participants also reported whether they had smoked more than 100 

cigarettes in their lifetime and whether they currently smoked cigarettes, which were used to 

generate the outcome ‘current smoking status’. Those who had not smoked more than 100 

cigarettes in their lifetime were considered ‘never smokers’, those who had smoked more 

than 100 cigarettes but did not currently smoke were considered ‘former smokers’, and those 

who had smoked more than 100 cigarettes and currently smoked ‘some days’ or ‘every day’ 

were considered ‘current smokers’. Finally, during 2005–2014, participants self-reported 

whether they had ever: used marijuana or hashish; used cocaine, heroin, or 

methamphetamine; or injected drugs. The proportion of missing data ranged from 0.04% 

(n=2) for smoked 100+ cigarettes in lifetime to 13.6% (n=626) for average number of drinks 

per day.

Statistical analysis

We first examined demographic, socioeconomic, and health care characteristics of the 

sample by sexual minority status and then stratified by gender. Next, we investigated the 

distribution of HIV and STIs, mental health, alcohol use, smoking behaviors, and drug use, 

among the total sample and separately for men and women, by sexual minority status. 

Sexual minority respondents were compared to heterosexual respondents using χ2 or one-

way ANOVA. Finally, we fit multivariable logistic regression models for each health 

outcome to compare sexual minority respondents to heterosexual respondents, adjusting for 

sociodemographic variables (age, educational attainment, employment status, relationship 

status, citizenship status, and family income) and survey wave. Due to skewed distributions, 
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Poisson regressions were used for average number of drinks per day in the past year. A 

multinomial model was used for current smoking status. We first fit models to the total 

analytic sample, and then separately for men and women, with heterosexual as the reference 

group. For all analyses, data were weighted to adjust for NHANES’s complex survey design 

using the ‘svy’ command in STATA, version 14 (StataCorp 2015).

RESULTS

Demographic characteristics and comparisons between heterosexual and sexual minority 

respondents among the total sample and by gender are presented in Table 1. Compared with 

heterosexual respondents, sexual minority respondents were younger and a lower proportion 

were employed, married, and earned more than $20,000 annually. Similar patterns emerged 

when stratified by gender. However, a higher proportion of sexual minority women were 

unemployed and earned less than $20,000 annually compared to heterosexual women, but 

this difference was not observed for their African American male counterparts. Additionally, 

a greater proportion of African American sexual minority women did not have health 

insurance or a usual source of care compared to their heterosexual counterparts.

Bivariate comparisons of sexual and behavioral health outcomes by sexual minority status

Group comparisons of the distributions of HIV and STIs, mental health, alcohol use, 

smoking behaviors, and drug use are presented among the total sample and by gender in 

Table 2. Among the total analytic sample, a significantly higher proportion of sexual 

minority respondents tested positive for HIV; had ever been told they had an STI, gonorrhea, 

or chlamydia; reported lifetime HIV testing; reported > 15 days of poor mental health; had 

ever been heavy alcohol users; had smoked 100+ cigarettes in their lifetime; were current 

smokers compared to never smokers; had ever used marijuana or hashish; had ever used 

cocaine, heroin, or methamphetamine; and had ever injected drugs compared to their 

heterosexual counterparts.

However, health outcome distributions varied by gender. A significantly greater proportion 

of sexual minority men tested HIV positive, tested HSV-2 positive, had ever been told they 

had an STI, had ever been told they had genital warts, and reported lifetime HIV testing 

compared to their heterosexual male counterparts. Additionally, sexual minority men had a 

significantly lower average number of drinks per day in the past year and a significantly 

higher proportion reported ever injecting drugs compared to heterosexual men. For women, 

a significantly greater proportion of sexual minority women tested positive for Hepatitis C 

and self-reported poor mental health compared to their heterosexual female counterparts. 

Additionally, sexual minority women had a significantly higher average number of drinks 

per day in the past year and a significantly higher proportion had ever been heavy alcohol 

users; smoked 100+ cigarettes in their lifetime; were current smokers compared to never 

smokers; ever used marijuana or hashish; ever used cocaine, heroin, or methamphetamine; 

and ever injected drugs compared to heterosexual women.
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Multivariable analyses examining differences in sexual and behavioral health outcomes by 
sexual minority status

In multivariable analyses adjusting for sociodemographic factors (Table 3), sexual minority 

respondents had increased odds of testing positive for HIV (adjusted odds ratio 

[AOR]=12.62; 95% CI [7.02, 22.70]), testing positive for HSV-2 (AOR=1.40; 95% CI [1.01, 

1.94]), testing positive for Hepatitis C (AOR=3.10; 95% CI [1.35, 7.15]), and reporting 

lifetime HIV testing (AOR=1.64; 95% CI [1.19, 2.25]) compared to heterosexual 

respondents. Sexual minority respondents also had increased odds of at least 15 days of poor 

mental health (AOR=2.10; 95% CI [1.33, 3.33]), ever being a heavy alcohol user 

(AOR=1.73; 95% CI [1.18, 2.52]), smoking 100 or more cigarettes in their lifetime 

(AOR=2.12; 95% CI [1.53, 2.94]), being a current smoker compared to a never smoker 

(relative risk ratio [RRR]=2.30; 95% CI [1.65, 3.19]), self-reporting lifetime use of 

marijuana or hashish (AOR=1.69; 95% CI [1.18, 2.41]), self-reporting lifetime use of 

cocaine, heroin, or methamphetamine (AOR=2.97; 95% CI [1.90, 4.64]), and self-reporting 

injecting drugs in their lifetime (AOR=5.69; 95% CI [2.91, 11.12]) compared to 

heterosexual respondents.

However, patterns differed by gender. Sexual minority men had increased odds of testing 

positive for HIV (AOR=117.15; 95% CI [34.78, 394.65]) and testing positive for HSV-2 

(AOR=2.24; 95% CI [1.37, 3.66]), and of self-reporting lifetime STI diagnosis (AOR=3.38; 

95% CI [1.60, 7.13]), lifetime genital warts diagnosis (AOR=9.13; 95% CI [3.29, 25.37]), 

and lifetime HIV testing (AOR=3.80; 95% CI [1.98, 7.26]) compared to heterosexual men. 

Additionally, sexual minority men had a lower average number of drinks per day in the past 

year (AIRR=0.79; 95% CI [0.66, 0.95]) and increased odds of lifetime injection drug use 

(AOR=3.99; 95% CI [1.44, 11.01]) compared to heterosexual men. Sexual minority women, 

but not men, had increased odds of testing positive for Hepatitis C (AOR=4.72; 95% CI 

[1.67, 13.33]), increased odds of poor mental health (AOR=2.30; 95% CI [1.34, 3.95]), a 

higher average number of drinks per day in the past year (AIRR=1.46; 95% CI [1.20, 1.78]), 

and increased odds of: ever having been a heavy alcohol user (AOR=3.23; 95% CI [1.80, 

5.79]), smoking 100 or more cigarettes in their lifetime (AOR=2.99; 95% CI [2.00, 4.46]), 

being a current smoker compared to a never smoker (RRR=3.32; 95% CI [2.19, 5.02]), self-

reporting ever using marijuana or hashish (AOR=2.81; 95% CI [1.79, 4.42]), self-reporting 

ever using cocaine, heroin, or methamphetamine (AOR=4.96; 95% CI [2.84, 8.66]), and 

self-reporting ever injecting drugs (AOR=9.84; 95% CI [3.30, 29.37]) compared to 

heterosexual women.

DISCUSSION

In this nationally representative sample, we found notable health inequities among African 

American sexual minority men and women. To our knowledge, this is among the first studies 

to report on differences by sexual minority status within African American adults using a 

nationally representative sample in the U.S. Our findings are consistent with previous 

research on sexual minority health disparities across racial/ethnic groups (Operario et al. 

2015; Conron, Mimiaga, and Landers 2010; Sandfort et al. 2006) and extends this research 

to examine specific disparities within African American adults by sexual minority status. 
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Additionally, our results demonstrate the importance of including multiple intersecting 

social identities in health research because aggregating social groups (e.g., African 

American and other racial/ethnic minority groups or men and women) may obscure 

important distinctions, which are critical for public health programming and intervention 

(Operario et al. 2015; Bowleg 2012).

Consistent with prior research, African American sexual minority men were at an increased 

odds of HIV and other STIs compared to their heterosexual male counterparts; however, 

sexual minority men did not differ significantly in substance use and actually reported lower 

average number of drinks per day compared to their heterosexual male counterparts (Millett 

et al. 2012). These differences between African American sexual minority versus 

heterosexual men persisted after adjusting for socioeconomic and demographic factors. 

Further research is needed to identify factors that contribute to these differences in order to 

develop interventions that are specific to the intersection of sexuality, race, and gender. It 

will be important for these interventions to address the intersectionality and combined 

effects of how these multiple stigmatized identities might influence discrepancies in health 

outcomes among these men. Microaggressions and minority stressors associated with both 

racism and heterosexism experienced by African American sexual minority men have been 

identified as potential intervention targets in order to reduce health disparities.

Notably, our results indicate that African American sexual minority women, whose social 

status is triply marginalized based on their race, gender, and sexual orientation, had 

increased odds of Hepatitis C, poor mental health, and multiple indicators of substance use. 

Prior research has consistently noted substance use disparities among sexual minority 

populations (Cochran et al. 2007; McCabe et al. 2009), including among sexual minority 

women of color (Mereish and Bradford 2014). The current study extends this work by taking 

a more nuanced approach consistent with an intersectional framework (Bowleg 2012). By 

examining within group differences among African American adults, we found that sexual 

minority women experienced a greater burden of adverse substance use and mental health 

outcomes. These results may be attributed to multiple forms of discrimination experienced 

by African American sexual minority women, which results in greater mental health and 

substance use problems (Calabrese et al. 2015). African American sexual minority women 

may turn to substances to cope with discrimination and oppression (Meyer 2003; 

Hatzenbuehler 2009). Additional research is warranted to examine whether unique 

experiences of discrimination based on different social identities explain these health 

disparities using nationally representative samples.

Study findings must be interpreted within several limitations. First, these analyses were 

descriptive, and the nature of the dataset does not permit for inferences about theoretical 

mechanisms that contribute to health outcomes or changes over time. Several measures were 

based on self-report and limited to a single-item, which may impact recall bias. The wording 

of the HIV testing item in the included survey waves (i.e. ‘tested for AIDS virus infection’) 

is inconsistent with the typical phrasing ‘tested for HIV’; this has been changed in NHANES 

2017–2018. The proportion missing was high for number of drinks per day. Given the small 

number of respondents within the sexual minority groups, we were unable to compare gay 

men and lesbian women to bisexual men and women. For the same reason, we lacked 
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sufficient sample size to formally test whether gender moderated the associations between 

sexual minority status and behavioral health outcomes. We also excluded those who reported 

their sexual orientation identity as ‘something else’ or ‘not sure’ due to small number of 

respondents. Furthermore, given some variables, such as sexual orientation identity, were not 

consistently assessed among 18-19 year olds across survey waves, our analytic sample was 

limited to those aged 20-59 years. We were also unable to directly test the role of stigma, 

discrimination, and sexual minority stress as co-factors associated with the health disparities 

observed here. Finally, NHANES does not use validated measures to differentiate sex at 

birth and gender identity, which limits our ability to report findings on transgender and 

gender minority men and women.

Despite these limitations, our study provides important insight into the importance of taking 

an intersectional approach to describing differences in health inequities among African 

American sexual minority adults in the U.S. The present study identifies disparities within 

adult African American men and women that indicate the potential health adversities 

associated with multiple forms of discrimination and oppression. While these findings 

cannot provide specific insight into the relationship between structural inequities and health, 

our study findings provide important information on the presence of health disparities at the 

intersection of sexual orientation, African American identity, and gender that warrant further 

public health investigation and intervention.
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KEY MESSAGES

1. This is one of few studies using a nationally representative sample to examine 

disparities between sexual minority and heterosexual adults within African 

American populations.

2. African American sexual minorities experience several disparities compared 

to heterosexual African Americans; however, disparity patterns vary by 

gender.

3. Sexual orientation disparities among African Americans persisted after 

adjusting for socioeconomic factors.

4. Future studies are needed to better understand the social determinants of these 

disparities through an intersectional lens.
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