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Posttraumatic stress disorder (PTSD) has se-
vere sequelae that can particularly affect
youths by disrupting the achievement of
adulthood milestones. PTSD negatively affects
career prospects through elevated risk of sub-
stance abuse1 and unemployment,2 reduces
educational attainment by increasing the risk
of school dropout,2 and affects family forma-
tion by increasing the risk of relationship in-
stability and adolescent pregnancy.2 Studies
have also indicated that the course of PTSD
is chronic in one third of cases2; identifying
risk factors in children and early adulthood
is therefore particularly important for public
health because PTSD in adolescence or early
adulthood may affect health and well-being
throughout adulthood. Research indicates that
lesbian, gay, and bisexual youths have higher
prevalence of mental health problems than
heterosexuals, including anxiety, depression,
and suicidality3---6; to our knowledge, however,
no studies of youths have examined the asso-
ciation between sexual orientation and proba-
ble PTSD in samples including both sexual
minorities and heterosexuals.

Childhood abuse greatly increases risk of
developing PTSD.7---9 Child abuse can directly
trigger PTSD,10 increase the risk of exposure
to subsequent stressful events,8 and increase
the conditional risk of developing PTSD fol-
lowing exposure to subsequent stressful
events.11,12 Sexual minorities—lesbians, gay
men, bisexuals, and “mostly heterosexuals”—
experience higher rates of childhood abuse
than do heterosexuals.13---18 Thus, disparities in
childhood abuse may be a cause of higher
prevalence of PTSD among sexual minority
youths compared with heterosexuals.

Additionally, gender-nonconforming appear-
ance and behavior in childhood is more com-
mon among persons who will later have a
minority sexual orientation.19---21 Differences in

gender nonconformity may contribute to sexual-
orientation disparities in maltreatment in early
and middle childhood, before sexual identity
has developed, as childhood gender noncon-
formity has been associated with parental re-
jection, harassment, and physical and verbal
victimization related to sexual orientation.22---26

We examine whether there are disparities
in lifetime probable PTSD in youths by sexual
orientation and whether greater exposure to
child abuse may account for differences in
PTSD. Additionally, we examine whether gen-
der nonconformity accounts for higher pre-
valence of abuse before age 11 years and
possible increased risk of PTSD among sexual
minorities compared with heterosexuals. Be-
cause gender nonconformity has been associ-
ated with psychosocial stressors other than
childhood abuse—namely, harassment and
bullying—nonconformity may increase the
risk of PTSD above and beyond its possible
effects on childhood abuse. Given the high

population prevalence of PTSD, its chronicity,
and its associated impairment,2 identifying
factors that put children and youths at risk for
PTSD is vital.

Although several studies have separately
noted elevated prevalence of both child mal-
treatment and adulthood PTSD in sexual mi-
norities,17,22 to date, only 1 study in adults
has shown that higher rates of childhood abuse
may partially account for higher prevalence
of PTSD in sexual minorities.15 Very few
studies have examined whether childhood
gender nonconformity might explain elevated
exposure to child abuse before adolescence24,27

or probable PTSD among sexual minorities.
We examine possible sexual-orientation dis-
parities in childhood abuse and PTSD sepa-
rately by gender because studies have found
gender differences in PTSD and childhood
abuse.28,29 We further examine possible
gender-by-sexual-orientation interactions in
risk of PTSD and abuse.

Objectives. We examined whether lifetime risk of posttraumatic stress disor-

der (PTSD) was elevated in sexual minority versus heterosexual youths, whether

childhood abuse accounted for disparities in PTSD, and whether childhood

gender nonconformity explained sexual-orientation disparities in abuse and

subsequent PTSD.

Methods. We used data from a population-based study (n = 9369, mean age =

22.7 years) to estimate risk ratios for PTSD. We calculated the percentage of

PTSD disparities by sexual orientation accounted for by childhood abuse and

gender nonconformity, and the percentage of abuse disparities by sexual

orientation accounted for by gender nonconformity.

Results. Sexual minorities had between 1.6 and 3.9 times greater risk of

probable PTSD than heterosexuals. Child abuse victimization disparities

accounted for one third to one half of PTSD disparities by sexual orientation.

Higher prevalence of gender nonconformity before age 11 years partly accounted

for higher prevalence of abuse exposure before age 11 years and PTSD by early

adulthood in sexual minorities (range = 5.2%–33.2%).

Conclusions. Clinicians, teachers, and others who work with youths should

consider abuse prevention and treatment measures for gender-nonconforming

children and sexual minority youths. (Am J Public Health. 2012;102:1587–1593.

doi:10.2105/AJPH.2011.300530)
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METHODS

We used data from the Growing Up Today
Study, a US population-based longitudinal
cohort of 16 882 children of women partici-
pating in the Nurses’ Health Study II, estab-
lished in 1996 and followed up annually or
biennially.30 In this article, we used data pri-
marily from the 2007 wave, when respondents
were 19 to 27 years old (mean age = 22.7
years), which assessed PTSD symptoms, child-
hood maltreatment, and sexual orientation
(n = 9784; 6144 women, 3640 men).

Measures

We measured “lifetime probable PTSD” with
the 7-item Short Screening Scale for DSM-IV
(Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition) Posttraumatic Stress
Disorder. Using a 6-symptom cutoff, the Short
Screening Scale identified PTSD cases with a
sensitivity of 38.0%, specificity of 99.5%, pos-
itive predictive value of 87.1%, and negative
predictive value of 95% in a representative
sample of Detroit residents aged 18 to 45
years.31We conservatively used this 6-symptom
cutoff to increase positive predictive value be-
cause the prevalence of probable PTSD was
high in the Growing Up Today Study using the
measure’s suggested 4-symptom cutoff (25%
compared with 10% in the Detroit sample).

We assessed sexual orientation with 2
questions. The first asked,

Which of the following best describes your
feelings? (1) Completely heterosexual (attracted
to persons of the opposite sex), (2) mostly
heterosexual, (3) bisexual (equally attracted to
men and women), (4) mostly homosexual, (5)
completely homosexual (gay/lesbian, attracted to
persons of the same sex), or (6) unsure.32

A second question asked whether during
their lifetime, respondents had had sexual
contact with men, women, both, or no sexual
contact.33 Respondents were characterized
according to their sexual-orientation identity,
except that respondents who reported “com-
pletely heterosexual” feelings but any lifetime
same-sex sexual contact were categorized as
“heterosexual with same-sex contact,” because
previous studies have indicated that population
may have elevated prevalence of childhood
abuse and PTSD.15 Participants responding
“mostly homosexual” or “completely

homosexual” together formed a “lesbian---gay”
category because each category individually
was small; we excluded respondents “unsure”
of their feelings (n = 3 [0.03%]). We used
responses from the 2005 wave for respondents
who participated in the 2007 wave but who
were missing sexual-orientation responses in
2007 (n = 382 [3.9%]). We additionally ex-
cluded 77 people (0.8%) who did not respond
to sexual-orientation questions in either wave.
Childhood abuse. All child abuse questions

asked separately about abuse that occurred dur-
ing childhood before age 11 years and abuse
that occurred while a teenager, defined as ages
11 to 17 years. We created separate variables
for these 2 time periods. We measured physical
abuse in each time period with 4 questions
from the Conflict Tactics Scales regarding fre-
quency with which an adult in the family did
the following: pushed, grabbed, or shoved the
respondent; spanked for discipline; kicked,
punched, physically attacked, or hit with some-
thing that could hurt; or hit the respondent so
hard it left bruises or marks.34 Abuse was coded
dichotomously: respondents who were kicked,
punched, attacked, hit with something, or bruised
or marked were considered physically abused.

We measured sexual abuse with 2 questions:
whether the respondent was touched by or
forced to touch an adult or older child in a sex-
ual way when he or she did not want to, and
whether an adult or older child forced or at-
tempted to force sexual activity by threatening,
holding down, or hurting the respondent.31We
coded sexual abuse as present or absent. We
measured psychological abuse with 4 questions
about the frequency with which adults in the
family yelled at the respondent, said hurtful or
insulting things, punished in a way that seemed
cruel, and threatened serious physical harm.35

We coded each psychological abuse item from
0 (never) to 4 (very often), and formed a score
from the sum. Following recommendations to
dichotomize this measure, we considered re-
spondents in the top decile of this score to be
psychologically abused and those below the top
decile not to be abused, to identify children
experiencing an unusual amount of psycholog-
ical aggression.36,37 However, results were
similar in sensitivity analyses dichotomized in-
stead at the top quintile.
Childhood gender nonconformity and covariates.

We measured gender nonconformity in

childhood with 4 questions from the Recalled
Childhood Gender Identity/Gender Role Ques-
tionnaire38 about behaviors during childhood
up to age 11 years regarding favorite games
and toys, roles taken in pretend play, movie or
television characters imitated or admired, and
feelings of femininity or masculinity. Response
options ranged on a 5-point scale from “always
women or girls/very ‘feminine’ ” to “always boys
or men/‘very masculine.’ ” For each question,
there was also the option, “I did not do this
type of play” or “I did not feel ‘feminine’ or
‘masculine’ ” as appropriate. These responses
did not contribute to the nonconformity score,
which was created by taking the mean of
responses (Cronbach a = 0.78). We then di-
vided the score into 3 groups, separately by
gender: below median, above median but
below top decile, and top decile nonconform-
ing, because preliminary analyses indicated
a nonlinear relationship between nonconfor-
mity and our outcomes. We used recalled
childhood gender nonconformity from the
2005 wave because it was more proximate to
childhood than the 2007 wave. We used
responses to identical questions from the
2007 wave for participants missing 2005
nonconformity data (n = 1443 [14.6% of re-
spondents]). Agreement between the 2005
and 2007 assessments of childhood gender
nonconformity was moderate (continuous
measure, correlation = 0.74; ordinal measure,
weighted j= 0.52; agreement = 65.5%). We
excluded 303 people (3.1%) missing gender
nonconformity responses in both waves from
analyses involving nonconformity.

Age at questionnaire return was continuous;
race/ethnicity was non-Hispanic White or
other race/ethnicity.

Analyses

To determine whether PTSD and childhood
abuse were more prevalent among sexual
minorities, we examined prevalence of PTSD
and each type of childhood abuse by sexual
orientation. Because studies have found gender
differences in PTSD and childhood abuse,28,29

we present prevalences separately by gender.
We next constructed models examining 4
outcomes: lifetime PTSD and sexual, physical,
and psychological abuse occurring at any time
during childhood, with sexual orientation as
the independent variable.
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To determine whether childhood abuse
partly accounted for sexual-orientation differ-
ences in PTSD, we created a model with PTSD
as the dependent variable with childhood
abuse and sexual orientation as the indepen-
dent variables. We calculated the mediation
proportion using the publicly available Mediate
macro.39,40 The mediation proportion is the
proportion of excess PTSD experienced by
sexual minorities relative to heterosexuals at-
tributable to elevated exposure to abuse.

To test the hypothesis that gender noncon-
formity is a cause of sexual-orientation differ-
ences in exposure to abuse occurring before
adolescence, we modeled each type of abuse
occurring before age 11 years as the dependent
variable and adulthood sexual orientation as
the independent variable in models with and
without gender nonconformity as an additional
independent variable. We then calculated the
mediation proportion—that is, the proportion of
excess abuse experienced by sexual minorities
before age 11 years, relative to that experienced
by heterosexuals before age 11 years, that was
attributable to elevated prevalence of gender
nonconformity in sexual minorities. Finally, we
examined whether higher prevalence of gender
nonconformity in sexual minorities partially
explained PTSD disparities among youths,
above and beyond childhood abuse, by adding
gender nonconformity as an independent vari-
able to the model of PTSD and calculating the
mediation proportion.

Because some women enrolled more than
1 child in the Growing Up Today Study, we
used generalized estimating equations to ac-
count for clustering of data in families, using
SAS 9.2 (SAS Institute, Cary, NC).41 To test for
prevalence differences in abuse and PTSD,
we used a binomial distribution with a log link.
These models did not adjust for covariates.
To estimate risk ratios with our dichotomous
dependent variables, we specified a Poisson
distribution with a log link.42 We adjusted
models for risk ratios for race and age at
questionnaire completion and stratified them
by gender or adjusted them for gender.

RESULTS

Compared with heterosexuals without lifetime
same-sex sexual contact (the sexual-orientation
reference group), mostly heterosexual men

TABLE 1—Prevalence of Posttraumatic Stress Disorder (PTSD) and Childhood Abuse, by

Sexual Orientation in Early Adulthood: United States, Growing Up Today Study, 2007 Wave

Variable

Heterosexual

(n = 7828), %

Heterosexual With

Any Lifetime Same-Sex

Sexual Contact

(n = 171), %

Mostly

Heterosexual

(n = 1417), %

Bisexual

(n = 172), %

Lesbian/Gay

(n = 196), %

Probable PTSD (lifetime)

Women 6.6 10.9 13.5*** 26.6*** 18.6***

Men 4.0 9.3 11.8*** 10.3 13.6

Psychological abuse before

age 11 y

Women 10.6 13.5 18.6*** 30.5*** 17.9*

Men 10.0 12.2 16.9** 19.2 17.1

Psychological abuse ages 11–17 y

Women 10.9 15.8 21.8*** 28.2*** 12.9

Men 9.7 17.5 19.7*** 16.0 13.2

Physical abuse before age 11 y

Women 11.1 16.8* 19.1*** 29.8*** 15.5*

Men 13.1 22.0 20.4*** 19.2 18.1

Physical abuse ages 11–17 y

Women 8.1 9.2 15.1*** 25.9*** 7.1

Men 10.1 17.5 17.2*** 12.0 12.3

Sexual abuse before age 11 y

Women 7.0 14.5** 13.2*** 21.2*** 18.6***

Men 3.1 26.8*** 6.7** 15.4** 7.6

Sexual abuse ages 11–17 y

Women 6.1 17.6*** 15.5*** 23.0*** 20.2***

Men 0.9 14.3*** 4.1*** 4.0 15.1***

Any physical abuse

Women 13.0 19.0* 23.0*** 37.2*** 16.5

Men 16.2 29.3* 24.4*** 23.1 19.8

Any psychological abuse

Women 14.4 20.7* 25.9*** 35.8*** 20.0

Men 13.0 22.0 22.3*** 19.2 19.8

Any sexual abuse

Women 11.4 25.6*** 24.3*** 32.9*** 31.4***

Men 3.5 34.9*** 9.5*** 19.2** 20.6***

Any abuse

Women 26.6 43.2*** 44.3*** 59.3*** 46.5***

Men 22.9 51.2*** 33.9*** 38.5 37.4*

Childhood gender nonconformity,

top decile

Women 13.1 19.2 24.1*** 28.8*** 59.5***

Men 7.5 14.3 25.7*** 64.3*** 75.0***

Note. Individual rows may have smaller n values because of missing responses. The full sample size was n = 9784.
*P < .05; **P < .01; ***P < .001 (2-sided Wald v2).
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and women, and bisexual and lesbian women,
had elevated lifetime probable PTSD (Table 1).
Across sexual-orientation groups, women
had higher prevalence of PTSD than did
men. Among women, bisexual women had the
highest prevalence of PTSD (26.6% vs 6.6%
of the heterosexual reference group), and among
men, gay men had the highest prevalence of

PTSD (13.6% vs 4.0% of the reference group).
Childhood sexual abuse was more prevalent in
all sexual minorities compared with the refer-
ence group. Physical abuse was more prevalent
among heterosexuals with same-sex sexual
contact of both sexes and among mostly het-
erosexual and bisexual women. Psychological
abuse was elevated in mostly heterosexuals of

both sexes and in heterosexual women with
same-sex sexual contact and bisexual women.
Sexual minorities, except for heterosexuals
with same-sex partners, were more likely to
report childhood gender nonconformity than
was the reference group (Table 1).

In models adjusted for age, race/ethnicity,
and gender, risk of each type of abuse was
elevated in all sexual minority groups, except
that risk of physical abuse was not statistically
significantly elevated in lesbians and gay men
(Table 2). In models for risk of any sexual
abuse, gender-by-sexual-orientation interac-
tion terms indicated greater increased risk for
sexual minority men versus sexual minority
women compared, respectively, with the male
and female reference group risk (P < .001).
Sexual minority men were not at higher abso-
lute risk for sexual abuse than were women,
however. With the exception of heterosexuals
with any lifetime same-sex sexual contact,
women had higher exposure to sexual abuse
than did men in each category of sexual orien-
tation (Table 1). Gender-by-sexual-orientation
interaction terms were not statistically signifi-
cant for the 2 other types of abuse. In supple-
mentary models using the 4-symptom PTSD
cutoff, risk ratios for minorities remained

TABLE 2—Sexual Orientation in Early Adulthood and Exposure to Childhood Abuse:

United States, Growing Up Today Study, 2007 Wave

Variable

Any Physical

Abuse, RR (95% CI)

Any Psychological

Abuse, RR (95% CI)

Any Sexual Abuse,

Men, RR (95% CI)a
Any Sexual Abuse,

Women, RR (95% CI)a

Sexual orientation

Heterosexual (Ref) 1.0 1.0 1.0 1.0

Heterosexual, same-sex

sexual contact

1.5** (1.2, 2.1) 1.5* (1.1, 2.0) 8.6*** (5.5, 13.5) 2.2*** (1.6, 3.0)

Mostly heterosexual 1.7*** (1.5, 1.9) 1.7*** (1.6, 1.9) 2.4*** (1.6, 3.5) 2.1*** (1.8, 2.4)

Bisexual 2.5*** (2.0, 3.1) 2.2*** (1.8, 2.8) 4.3** (1.7, 11.1) 2.8*** (2.2, 3.6)

Lesbian/gay 1.3 (0.8, 2.1) 1.6* (1.0, 2.4) 4.4*** (2.0, 9.8) 3.0*** (2.0, 4.5)

Note. CI = confidence interval; RR = risk ratio. Individual columns may have smaller n values because of missing responses.
The full sample size was n = 9545.
aModels for sexual abuse are presented separately by gender because the gender-by-sexual-orientation interaction term was
statistically significant for sexual abuse. For physical abuse and psychological abuse, the gender-by-sexual-orientation was
not statistically significant, and risk ratio estimates therefore apply to both sexes.
*P < .05; **P < .01; ***P < .001 (2-sided Wald v2).

TABLE 3—Exposure to Childhood Abuse and Childhood Gender Nonconformity as Mediators of Sexual-Orientation

Disparities in Posttraumatic Stress Disorder in Early Adulthood: United States, Growing Up Today Study, 2007 Wave

Variable

Model 1: Sexual

Orientation, RR (95% CI)

Model 2: Sexual

Orientation and Childhood

Abuse, RR (95% CI)

Mediation Proportion,

Childhood Abuse, %

Model 3: Sexual Orientation,

Childhood Abuse, and Gender

Nonconformity, RR (95% CI)

Mediation Proportion,

Gender Nonconformity,

Adjusted for Abuse, %

Sexual orientation

Heterosexual (Ref) 1.0 1.0 1.0

Heterosexual, same-sex sexual contact 1.7* (1.1, 2.7) 1.3 (0.8, 2.1) 48.4* 1.2 (0.8, 2.0) 29.7

Mostly heterosexual 2.1*** (1.8, 2.5) 1.6*** (1.3, 1.9) 38.3*** 1.6*** (1.3, 1.9) 6.8*

Bisexual 3.7*** (2.8, 5.0) 2.4*** (1.8, 3.1) 35.7*** 2.3*** (1.7, 3.1) 5.7

Lesbian/gay 2.8*** (1.7, 4.8) 2.1** (1.2, 3.5) 32.3* 1.7 (0.9, 2.9) 27.8

Childhood abuse

Sexual 2.4*** (2.0, 2.8) 2.5*** (2.1, 2.9)

Physical 1.4*** (1.2, 1.7) 1.4*** (1.2, 1.7)

Psychological 2.0*** (1.6, 2.4) 2.0*** (1.6, 2.4)

Childhood gender nonconformity

Below median (Ref) 1.0

Above median, below top decile 1.2* (1.0, 1.4)

Top decile 1.4** (1.1, 1.7)

Note. CI = confidence interval; RR = risk ratio. All models were adjusted for age at questionnaire return, race, and gender, or stratified by gender. The full sample size was n = 8968.
*P < .05; **P < .01; ***P < .001 (2-sided Wald v2).
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elevated and statistically significant, though
somewhat attenuated.

In a model adjusted for race/ethnicity, gen-
der, and age, risk of PTSD was 1.7 to 3.7 times
greater for sexual minorities than for the het-
erosexual reference group (Table 3, Model 1).
Elevated exposure to childhood abuse explained
between 32.3% and 48.4% of the elevated
risk of PTSD among sexual minorities (Table 3,
Model 2). A gender-by-sexual-orientation in-
teraction term was not statistically significant
in the model for PTSD.

Gender nonconformity partly explained
disparities in childhood physical and sexual
abuse exposure before age 11 years for some
sexual minority groups (Table 4), suggesting
that nonconformity may be one cause of higher
prevalence of abuse in sexual minorities. For
heterosexuals with same-sex partners, gender
nonconformity did not mediate elevated risk
of abuse, and for mostly heterosexuals and
bisexuals the mediation proportion was small
(from no mediation to 15%). By contrast,
gender nonconformity accounted for one third
of the elevated risk of sexual abuse in the
lesbian---gay group. Gender nonconformity was
not a significant mediator of increased risk of

psychological abuse for any sexual minority
group. In sensitivity analyses with nonconfor-
mity as a continuous variable, mediation esti-
mates were similar or smaller. In models
adjusted for childhood abuse, gender noncon-
formity further mediated sexual-orientation
disparities in PTSD for mostly heterosexuals,
although very slightly (Table 3, Model 3). In
supplementary analyses stratified by gender,
mediation proportions were similar for men
and women.

DISCUSSION

Our results indicate that sexual minority
young adults are at greatly increased risk for
lifetime probable PTSD and that a substantial
portion of this elevated risk stems from higher
exposure to childhood abuse. These results
correspond with previous findings of elevated
prevalence of PTSD among sexual minority
adults aged 20 to 90 years,15 suggesting that
risk of PTSD is elevated for sexual minorities
across late adolescence and adulthood.

Gender nonconformity before age 11 years
partly explained elevated prevalence of child-
hood abuse before age 11 years among sexual

minority youths, suggesting that targeting of
gender-nonconforming children may be one
explanation for higher abuse prevalence before
adolescence in sexual minorities. However,
nonconformity accounted for no more than one
third of the relationship between sexual orien-
tation and abuse before age 11 years in our
data; therefore, other factors are likely to also
contribute to this association. For example, it is
possible that persons who will later have a mi-
nority orientation have other behaviors that
distinguish them from children who will later
have a heterosexual orientation, and that these
behaviors may result in their being targeted
for abuse. Gender nonconformity also partly
mediated higher prevalence of PTSD in mostly
heterosexuals, over and above childhood abuse,
suggesting that stressors other than abuse—
such as peer rejection and bullying—experienced
by gender-nonconforming sexual minority
children22---26 put them at elevated risk for
PTSD by early adulthood.

PTSD is associated with serious sequelae,
including psychiatric disorders such as de-
pression,43 health risk behaviors such as alco-
hol use disorder,43 and physical sequelae,44

including higher body mass index, higher

TABLE 4—Gender Nonconformity Before Age 11 Years as a Mediator of Sexual-Orientation Disparities in Exposure to

Childhood Abuse Before Age 11 Years: United States, Growing Up Today Study, 2007 Wave

Sexual Abuse Before Age 11 Years Physical Abuse Before Age 11 Years Psychological Abuse Before Age 11 Years

Variable

Model 1: Sexual

Orientation,

RR (95% CI)

Model 2: Sexual

Orientation and

Gender

Nonconformity,

RR (95% CI)

Mediation

Proportion, %

Model 3: Sexual

Orientation,

RR (95% CI)

Model 4: Sexual

Orientation

and Gender

Nonconformity,

RR (95% CI)

Mediation

Proportion, %

Model 5: Sexual

Orientation,

RR (95% CI)

Model 6: Sexual

Orientation and

Gender

Nonconformity,

RR (95% CI)

Mediation

Proportion, %

Sexual orientation

Heterosexual (Ref) 1.0 1.0 1.0 1.0 1.0 1.0

Heterosexual, same-sex

sexual contact

2.9*** (2.0, 4.3) 2.9*** (2.0, 4.2) 5.9 1.6*** (1.1, 2.2) 1.6*** (1.1, 2.2) 8.7 1.3 (0.8, 1.9) 1.2 (0.8, 1.9) 7.6

Mostly heterosexual 2.0*** (1.6, 2.4) 1.9*** (1.6, 2.2) 15.0* 1.6*** (1.4, 1.9) 1.6*** (1.4, 1.8) 12.1* 1.7*** (1.5, 1.9) 1.7*** (1.4, 1.9) 7.0

Bisexual 3.2*** (2.3, 4.5) 3.0*** (2.1, 4.2) 13.3** 2.4*** (1.9, 3.2) 2.3*** (1.8, 3.0) 8.6* 2.7*** (2.1, 3.5) 2.6*** (2.0, 3.3) 5.2

Lesbian/gay 2.4** (1.3, 4.3) 2.0* (1.1, 3.8) 33.2* 1.5 (0.9, 2.5) 1.3 (0.8, 2.1) NAa 1.7* (1.0, 2.9) 1.5 (0.9, 2.6) 25.6

Gender nonconformity

Below median (Ref) 1.0 1.0 1.0

Above median,

below top decile

1.2 (1.0, 1.4) 1.0 (0.9, 1.2) 1.0 (0.8, 1.1)

Top decile 1.4** (1.1, 1.7) 1.3*** (1.1, 1.5) 1.3** (1.1, 1.5)

Note. CI = confidence interval; NA = not applicable; RR = risk ratio. All models were adjusted for gender. The full sample size was n = 8968.
aBecause lesbians and gay men were not at statistically significant increased risk for physical abuse, there was no elevated risk to be mediated.
*P < .05; **P < .01; ***P < .001 (2-sided Wald v2).
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cholesterol,45 heart disease,46 asthma,47 ar-
thritis,47,48 diabetes,47,49,50 and death.46 Em-
pirically supported treatments for PTSD are
increasingly available51; however, in national
surveys, no more than half of people with
PTSD report having sought treatment.52 Out-
reach to sexual minorities aimed at reducing
the stigma of mental illness, increasing aware-
ness of treatment options, and reducing bar-
riers to treatment of PTSD is needed for pre-
vention of sequelae.

A recently released Institute of Medicine
report on lesbian, gay, bisexual, and transgen-
dered people called for better understanding
of factors influencing sexual minority health
across the life course.53 Our study identifies
3 connected factors that influence sexual mi-
nority health: gender nonconformity before
age 11 years; sexual, physical, and psycholog-
ical abuse before age 18 years; and develop-
ment of PTSD by early adulthood. Given the
serious health sequelae of PTSD, the high
prevalence of PTSD among sexual minorities
in early adulthood potentially sets the stage for
poorer health throughout adulthood.54---56

Limitations

Our results should be considered in light
of 4 limitations. First, because our question-
naire did not exclude unwanted encounters
when asking about sex of sexual contacts, and
because sexual abuse perpetrators are over-
whelmingly male,57 men may have been
referring to an abuser when they reported
same-sex sexual contact. Thus, heterosexuals
with same-sex sexual contact may have in-
cluded men with no voluntary same-sex con-
tact. Additionally, because our measure of
sexual abuse included contact by caregivers,
older children, and nonrelatives, we cannot
identify perpetrators. Second, we relied on
retrospective reporting of childhood gender
nonconformity and childhood abuse; therefore,
recall error could bias estimates. Longitudinal
studies of children with court-documented
histories of abuse have shown that a substan-
tial minority do not report the occurrence of
abuse when asked in adulthood.58 However,
a study comparing adulthood reporting of
childhood nonconformity with independent
ratings based on childhood home video re-
cordings found good concordance, although
more so for men than women.21 Third, sexual

minorities may be more willing to report
abuse victimization histories than heterosex-
uals, which would inflate estimates of the
association between orientation and abuse.59

Fourth, our sample was predominantly White
(93%), and the findings may not apply to
other groups.

Conclusions

Our study has several implications for
pediatricians, school health providers, and
others who work with children, adolescents,
and young adults. Care providers should be
aware that gender-nonconforming children
and adolescents who identify as sexual mi-
norities, including individuals who consider
themselves “mostly heterosexual” versus
“completely heterosexual” or who have had
same-sex sexual contact, may be experiencing
ongoing abuse, which must be identified and
stopped. Moreover, sexual minority adoles-
cents and young adults, particularly women,
are at high risk for PTSD symptoms or other
sequelae of childhood abuse and may be in
need of treatment sensitive to their minority
sexual orientation. Given the severe health
and adjustment sequelae of PTSD and the
often chronic course, early intervention to
prevent or treat PTSD may be essential to
ultimately eliminating sexual-orientation dis-
parities in health. j
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