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Foreword
Over the last decade, there has been an increase
in research into people’s health and lives based
on sexual orientation and gender identity.
Representative studies of the Swedish population
have shown that homosexual and bisexual men
and bisexual women have approximately twice
as high a risk of mental illness compared with
heterosexuals. The increased risk of poorer
physical and mental health among LGBTQ
people compared to heterosexuals begins early in
life. There is a growing body of research showing
that the common cause of these disparities lies
in the specific exposure to stress associated with
stigma, also known as minority stress, which
LGBTQ people experience. Young LGBTQ
people continue to be a vulnerable group and it
is therefore important to gain more knowledge
about their health and their lives.
In this report, Forte – the Swedish Research
Council for Health, Working Life and Welfare
– seeks to elucidate what we currently know
about the lives and health of young LGBTQ
people, and show differences and similarities in
the experience of young lesbian, gay, bisexual,
trans and queer people. The report provides
knowledge-based data, recommends areas for
further study and identifies knowledge gaps.
The report demonstrates a need for greater
knowledge of the exposure of young LGBTQ
people to risk factors and illness and calls for
this to be addressed by research.

Ethel Forsberg
Director General, Forte
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The report’s author is Richard Bränström, senior
researcher and Associate Professor at Karolinska
Institutet. John Pachankis (PhD, Associate
Professor) who works as a researcher at the Yale
School of Public Health, USA served as a
sounding board for Richard Bränström during
work on the report. Sabina Gillsund and Carl
Gornitzki, librarians at the University Library,
Karolinska Institutet, assisted with literature
searches. Anna Mia Ekström, Professor at
Karolinska Institutet, revised the report.
Forte is a Swedish government agency under
the Ministry of Social Affairs. Forte’s mission
is to fund and evaluate research and to work to see
research results disseminated and made available
to all. Forte has a mandate from the government
to coordinate research on topics including
children and young people, disabilities, and
integration, migration and ethnic relations
(IMER). Besides upholding the highest
academic quality, Forte’s research is to be
highly socially relevant. We encourage users,
professionals and practitioners to be involved
in the research processes to increase the
practical application of the research.

Teresia Weinberg
Coordinator for research on children
and young people, Forte
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Summary
Over the last decade, research on health and living conditions based on
sexual orientation and gender identity has increased substantially. Early
studies were conducted among non-representative samples and were
based on self-reports of health, but in recent years, higher quality studies
have been conducted in representative populations. The following report
summarises the results of research from recent years on health and living
conditions for young (13–25 years) lesbian, gay, bisexual, transgender,
and queer (LGBTQ) individuals focusing on knowledge gaps and areas
that need priority in future research.
Forte has a special responsibility to coordinate
research that focuses on children and adolescents
throughout their upbringing – from newborns
to young adults. The responsibility includes
strengthening and highlighting research on the
health of children and adolescents, as well as
research on vulnerable children and adolescents.
Therefore, this report focuses on young and
young adult LGBTQ people and their health.
Today, a large number of studies from different
parts of the world clearly show that young
LGBTQ individuals have an increased risk of
mental illness, especially depression, anxiety,
and suicidal behaviour, compared to young
heterosexual and heterosexual cis people
(persons for which the gender they were assigned
at birth corresponds with their legal, social and
perceived gender). Recent research has also
shown that LGBTQ people report poorer
general health and more frequent impaired
functioning than heterosexual persons and cis
people. Some specific health problems and
stress-related symptoms are also more common
among young LGBTQ people, such as sleep
disabilities, headache and migraine as well as
gastrointestinal disorders. HIV is also much
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more common among gay and bisexual men and
other men who have sex with men compared
to heterosexual men. Some health-related risk
behaviours are more common among LGBTQ
people. Young gay men and bisexual women
report more frequent daily tobacco smoking and
young gay/bisexual men and bisexual women
more often report use of cannabis. The situation
among transgender individuals and those who
do not identify themselves as heterosexual,
homosexual or bisexual are not as well investigated as the situation for those identifying as
homosexual and bisexual.
The increased risk of impaired physical and
mental health, as well as suicide among
LGBTQ people compared to heterosexuals
begins early in life. There is a growing body of
research showing that the common cause of
these disparities lies in the specific vulnerability
to stress associated with stigma (also known as
minority stress) to which LGBTQ people are
exposed. Examples of this kind of stress are
exposure to discrimination, violence, stress
about concealing their sexual identity or gender
identity, expectations of being rejected because
of one’s sexual identity or gender identity, and
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social isolation. There is growing support that
the exposure to minority stress can increase the
risk of both psychological stress reactions (e.g.
impairment of mental wellbeing and suicidal
behaviour) and physiological stress reactions
affecting the sympathetic nervous system, stress
axis (regulating hormone secretion in the
hypothalamus, pituitary and adrenal cortex)
and inflammatory markers for stress.
A significant proportion of the research on the
health of young LGBTQ individuals has been
conducted in North America. There are major
difficulties in drawing conclusions about the
situation among young LGBTQ people in
Sweden based on these studies. Sweden is a
relatively open and tolerant country where
LGBTQ people enjoy comparatively strong legal
protection, and there is growing evidence showing
that structural factors has a major impact on the
health and living conditions of LGBTQ people.
It is important to strengthen research on the
situation of LGBTQ people in Sweden. In
particular, more high-quality studies are required
with representative samples of people with an
LGBTQ identity. Below are a number of suggestions for improvement, both in terms of mapping
LGBTQ people’s living conditions and areas
that need to be highlighted in future research.
Knowledge gaps and recommendations
from the author
1. Questions about LGBTQ identity should be used
in all population surveys in Sweden.
2. Questions about LGBTQ identity should be included
in health surveys at schools and in working life.
3. Awareness about the increased vulnerability of
young LGBTQ people to risk factors and ill health
must be present in youth research and a LGBTQ
perspective should always be part of such research.
4. In order to increase knowledge about risk and
protection factors for the health of young LGBTQ
people, longitudinal studies are required in
representative populations where health and
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living conditions are followed with both
self-reported and objective measures.
5. Since the majority of the research carried out
on causes of increased risk of ill health among
LGBTQ people has been conducted in North
America, in-depth studies are required for
Swedish conditions.
6. More knowledge about the strengths and
protection factors of LGBTQ people is needed.
Such knowledge may then serve as a basis for
interventions aimed at improving care, prevention and treatment tailored for LGBTQ people.
7. More research is needed in some subgroups
within the LGBTQ group, especially those with
different sexual identities than gay or bisexual
(e.g. queer) and among transgender people.
8. More research is needed on vulnerability among
LGBTQ people and its causes, including violence
from a partner, sexual violence and honour-related
violence, with particular focus on the situation
of transgender and bisexual women.
9. In order to reduce the dramatically increased risk
of mental illness, interventions aimed at preventing
and effectively treating mental health among
LGBTQ people need to be developed and evaluated.
10. There is a need for randomised controlled studies
that investigate the effect of LGBTQ- specific
psychological treatment.
11. National suicide prevention efforts must be adapted
to meet the high risk among LGBTQ people.
12. More research should have an intersectional
perspective that takes into account the impact of
multiple social identities and the consequences
of gender, class, ethnicity, skin colour, function
variation and age in conjunction with sexual
orientation and gender identity.
13. There is a need for more knowledge about how to
best to deal with the care of young transgender and
the effects of gender affirming care on transgender
health, well-being and living conditions.
14. More knowledge about the long-term effects of
sex-confirming care for transgender is needed.
15. Research also needs to be done in specific groups
of LGBTQ people, e.g. socially vulnerable and
newly arrived.

6

16. More knowledge is needed about the care, care
needs and life situation of persons with intersexual
variation, that is, those who have a body that
cannot be categorised as male or female according
to social norms for gender.

17. Research funding should encourage applicants to
specifically consider and motivate the inclusion or
exclusion of LGBTQ people in their research.

Glossary
Bisexual

A person who is sexually and romantically attracted to both men and women.

Cis

Cis is Latin for “on this side of”. The term is used for a person whose legal sex,
biological sex and gender identity match, and have always matched, the
prevailing norms of society.

“Coming out”

“Coming out of the closet” or “coming out” is an expression used to describe
LGBTQ people’s openness about their sexual orientation or gender identity to
themselves and others.

Gay man

A person who identifies as a man and has a romantic and/or sexual attraction
to other men.

Gender-confirming
treatment

Different treatments to change the body so that it better matches a person’s
gender identity.

Gender dysphoria

A term that covers mental suffering based in gender identity and sex assigned at
birth. At the moment, a diagnosis of gender dysphoria is needed to gain access
to gender-confirming treatment in Sweden. A gender assessment at
a gender clinic is required to obtain such a diagnosis.

Gender expression

Characteristic features linked to appearance, personality and behaviour that
are culturally defined as male or female.

Gender identity

An individual’s fundamental experience of being a man, a woman or another
gender identity.

Genderqueer

Queer is used as a term to describe a sexual orientation and/or gender identity that
differs from the heteronormative. Genderqueer refers to people who have a gender
identity that differs from the gender-normative division into male and female.

Heterosexual

A person who is sexually and romantically attracted to people of the opposite sex.

Homophobia

A term covering different expressions of stigma and prejudice linked to
homosexual or bisexual orientation.

Homosexual

A person who is sexually and romantically attracted to people of the same sex.

Hypervigilance

A high state of alertness and attention to potential threats.

Intersectionality

A theory used to analyse how social and cultural categories interact.

The health and situation of young LGBTQ people in Sweden

7

Intersex

Having a body that cannot be categorised as male or female in accordance with
society’s norms for determining sex, resulting in the medical diagnosis of intersex.
Conditions classified as intersex are very different but what they have in common
is that they involve being born with differences in sexual development linked to
sex chromosomes, sex glands or sexual organs. Although intersex does not have
its own letter in the abbreviation LGBTQ, intersex variations are often included in
discussions and work on LGBTQ issues.

Lesbian

A woman who is sexually and romantically attracted to women.

LGBTQ

A combination of letters that stands for lesbian, gay, bisexual, trans and queer.

MSM

Men who have sex with men.

Non-binary

A person who identifies between the gender division of male and female.

Pansexual

A person who is sexually and romantically attracted to people irrespective of
their gender identity.

Queer

Today used as a term to describe a sexual orientation and/or gender identity that
differs from the heteronormative.

Trans

An umbrella term that covers many groups of people whose gender identity
and/or gender expression does not match the sex they were assigned at birth.

Transphobia

A term that covers different expressions of stigma and prejudice linked to trans
people or trans identity.

Transvestite

A person who wears clothes and other attributes usually considered typical of
the sex other than that which they were assigned at birth.
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1. Introduction
Forte has a special responsibility to
coordinate research that focuses on
children and adolescents throughout
their upbringing – from newborns to
young adults. This responsibility
includes strengthening and highlighting
research on the health of children and
young people, as well as research on
vulnerable children and young people.
This report therefore particularly
focuses on young and young adult
LGBTQ people and their health.
Young people go through a number of different
physical, psychological and environmental
changes. They are expected to navigate their way
through these changes and for many people – if
not the vast majority – these years are a challenging period of their lives. Besides having to deal
with the demands that youth and adolescence
make of all young people, young people who
identify as lesbian, gay, bisexual, trans or queer
(LGBTQ ) have to learn to tackle a number of
challenges that are specifically linked to these
identities (Savin-Williams & Cohen, 2015).
Lesbian, gay, bisexual and queer people have to
cope with the reaction of society, their communities and their families to their contravening
society’s norms of sexual identity, attraction and
behaviour. Trans people share the fact that they
are contravening the norms of society in terms
of gender, gender identity and gender expression
(i.e. characteristics linked to appearance,
personality and behaviour that are culturally
defined as male or female) in different ways and
have to cope with society’s reaction to this too.
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How young LGBTQ people experience their
situation and the challenges they face is strongly
shaped by the environment and the context in
which these young people find themselves.
Society’s view of people with an LGBTQ
identity has changed a great deal over a relatively
short period (Flores & Park, 2018) and research
on the health and lives of LGBTQ people has
increased significantly over the past 10–15 years
(Hatzenbuehler & Pachankis, 2016a). The
purpose of this report is to provide an overall
picture of the knowledge currently available on
young LGBTQ people and identify areas on
which further light should be shed. The majority
of research into the health and situation of
young LGBTQ people has been carried out in
North America and to better understand the
relevance of these research results to the health
of young LGBTQ people in Sweden, the results
need to be placed in a Swedish context. The
report therefore begins with a brief description
of the conditions in which young LGBTQ
people live in Sweden and the climate on
LGBTQ issues in Swedish society.
The intention for this report is to sum up the
knowledge available on the health of young
LGBTQ people in Sweden and the circumstances in which they live. The report summarises international research on the health and
lives of LGBTQ people in recent years and
knowledge of the determinants of health in
this group. Besides providing a picture of the
current status of research, an important
purpose of the report is also to identify
knowledge gaps and areas in which more
information and initiatives are necessary.
DEFINITIONS OF GENDER, GENDER IDENTITY,
GENDER EXPRESSION AND SEXUAL ORIENTATION

The term LGBTQ spans a broad group of
individuals with different genders, gender
identities, sexual orientations, ethnicities and
sociodemographic backgrounds. Although as a
group LGBTQ people share similar experiences
in terms of divergence from society’s norms
9

and experience of stigma, the report attempts to
highlight the differences that exist within the
group and the specific needs of the different subgroups in terms of their health and circumstances.
Trans people
Being trans, or having a trans or transgender
identity is used as an umbrella term for people
whose gender identity differs from the sex they
were assigned at birth, and for people whose
gender expression differs from the culturally
bound gender expression associated with the sex
they were assigned at birth. In Sweden, currently,
there are two legal sexes that can be assigned at
birth – male or female. Trans people, however,
define their gender identity in many different
ways, such as being: a man, a woman, a transman,
a transwoman, transsexual, genderqueer, non-
binary, intergender, bigender or a transvestite.
The gender expression of trans people also varies
between individuals depending on factors
including cultural and ethnic background,
socioeconomics, age and place of residence
(White, Hughto, Reisner & Pachankis, 2015).
Some trans people choose to change their social
gender and change their name, pronoun and
gender expression. Trans people may also seek
gender-confirming treatment, such as hormone
treatment or surgery.
Studies of trans identity around the world use
international diagnosis systems and the term
“gender dysphoria” is used to categorise individuals with a trans identity. The use of the term
gender dysphoria, which is listed as a psychiatric diagnosis, is contentious and it is likely that
a new term, “gender incongruence”, will be
introduced in future international diagnosis
systems. At the moment, a diagnosis of gender
dysphoria is needed to gain access to gender-
confirming treatment in Sweden. A gender
assessment at a gender clinic is required to
obtain such a diagnosis. In Sweden, statistics
from national health records show that about
0.04 percent of the population (approximately
3,500 people) sought treatment for gender
dysphoria in the last ten years (Swedish
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National Board of Health and Welfare, 2017).
Being diagnosed with gender dysphoria is more
common among younger people and the
proportion seeking treatment has increased in
recent years (National Board of Health and
Welfare, 2017). The opportunity to access a gender
assessment and gender-confirming treatment has
also increased (Lundgren et al., 2016).
There are also trans people with a non-binary
gender identity who do not fall within the categories
male or female (Public Health Agency of Sweden,
2015). Gender-confirming treatment is available
for both binary and non-binary trans people.
Intersex
Having a body that cannot be categorised as male
or female in accordance with society’s norms for
determining sex can result in the medical diagnosis
of intersex. Conditions classified as intersex are
very different but what they have in common is
that they involve being born with differences in
sexual development linked to sex chromosomes,
sex glands or sexual organs. Some conditions are
identified at birth while others do not become
evident until puberty or adulthood. Early surgery
may be carried out, sometimes with the intention
of making the child’s sexual organs more like
those of the sex the child has been assigned. There
is an ongoing national and international debate
about surgical interventions in intersex conditions,
the right to reject unwanted surgery, and the right
to decide over one’s own body. Although intersex
does not have its own letter in the abbreviation
LGBTQ , intersex variations are often included
in discussions and work on LGBTQ issues.
Sexual orientation
Sexual orientation involves several elements but
is often defined by sexual attraction, behaviour
and identity, or a combination of these. What
lesbians, gay men, bisexual and queer people have
in common is that their sexual identity is not
exclusively heterosexual. However, this is a group
that includes men and women, homosexuals
(gay men and lesbians) and bisexuals, people who
identify as queer, pansexual or use another word
10

for their identity, and people who do not have an
LGBTQ identity but experience same-sex sexual
attraction and have same-sex sexual contact.
This report attempts to highlight the information
available on differences in the health and lives of
all the groups that can be categorised as LGBTQ.
PURPOSE OF THE REPORT AND DELIMITATION

This report comprises a review of the literature
with a focus on research and knowledge on
young LGBTQ people’s lives and health. The
overview spans scientific literature in academic,
peer-reviewed journals and seeks to identify
knowledge gaps and questions that require
further research. The report constantly considers
which research results are relevant to Swedish
circumstances and particularly highlights results
of Swedish studies.
The report attempts to find answers to questions
including:
1. What knowledge is there today about the
circumstances in which young LGBTQ
people (aged 13–25) grow up and their health
based on recent research results?

2. What is the status of knowledge in the field?
What areas are the most researched and which
areas need to be researched and studied more?
3. What policy recommendations can be
formulated on research priorities and
ongoing knowledge needs in the light of
the literature review?
METHODOLOGY OF THE SYSTEMATIC
LITERATURE REVIEW

The methodology of the structured literature
review is set out in detail in appendix 2
(at www.forte.se/en/publication/young-lgbtq).
Systematic searches were conducted in the
databases: MedLine, Web of Science Core
Collection and PsycInfo. The search terms used
are listed in detail in the appendix, but encompass different expressions of LGBTQ identity
combined with health, circumstances, and
determinants of health, and were restricted to
The health and situation of young LGBTQ people in Sweden

covering children, young people and young adults.
The search encompassed publications up to
December 2017 and identified 6,714 unique hits.
The distribution of the number of articles
published per year is presented in appendix 2.
Due to the large volume of articles, the report
will mainly focus on the results of review
articles published in the last five years, a total of
just over 300 articles. The areas covered by the
review articles are summarised in appendix 2.
Besides a review of the academic literature
identified in the systematic search, reports by
government agencies and other literature
describing the situation of young LGBTQ people
in Sweden are also cited. The reports help to
provide a picture of the specific situation for
LGBTQ people from a Swedish perspective.
STRUCTURE OF THE REPORT

The report is divided into three main parts. The
first part presents an overview of what life is like
for LGBTQ people in Sweden today (section 2).
This section presents the data available today on
the number of people thought to be LGBTQ in
Sweden. The report sums up the situation in
terms of legislation, guidelines and attitudes in
the population towards LGBTQ people and
places the situation in Sweden in a wider
international context. The second part of the
report, sections 3–6, presents a review of the
currently available knowledge on the lives and
health of LGBTQ people based on the structured
review of the literature described in detail in
appendix 2. This section addresses health
differences among LGBTQ people compared
with heterosexuals and cis people (section 3),
health risk and protective health factors for
LGBTQ people (section 4), differences in health
and circumstances of specific sub-groups of
LGBTQ people based on social status and
ethnicity, etc (section 5), and finally care,
prevention and treatment to improve the health
of LGBTQ people (section 6). The report
concludes with a section on knowledge gaps
and recommendations (section 7).
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2. LGBTQ in Sweden
This section sets out what we currently
know about the sociodemographic
composition of the group LGBTQ
people and how many people can be
assumed to be part of this group.
A brief description is provided of the
cultural climate surrounding gender
identity, gender expression and sexual
orientation in Sweden and how this
has evolved in the past few years.
DEMOGRAPHIC DESCRIPTION OF THE GROUP
LGBTQ PEOPLE IN SWEDEN

Key issues in research into the lives and health of
minority groups include the size of the group
and its sociodemographic composition. Due to
difficulties in gathering credible data from
sufficiently large groups, it is difficult to provide
a good description of the sociodemographic
composition of minority groups based on sexual
orientation, gender identity or gender expression.
Describing the composition of different minority
groups would require data from major national
surveys on health and circumstances. It is still
unusual for this type of survey to include questions about sexual orientation, gender identity or
gender expression. Even in representative surveys
that do contain these questions, the sample is
often too small to be able to satisfactorily analyse
differences linked to ethnicity, migration background or disability within the group. Given
these shortcomings, what we currently know
regarding the demographic make-up of the group
LGBTQ people in Sweden is outlined below.
Sexual orientation
Exactly how many people in the population
The health and situation of young LGBTQ people in Sweden

identify as lesbian, gay, bisexual or queer is
hard to say but the best estimates come from
the regular health surveys conducted covering
the Swedish population. In 2005 the Public
Health Agency of Sweden (then Statens
folkhälsoinstitut) included a question on sexual
orientation in its annual national health survey
“Health on equal terms” (Public Health
Agency of Sweden, 2014). The proportion of
respondents stating a homosexual or bisexual
identity has remained relatively stable over the
years but has increased slightly in recent years.
The proportion of the population in general
stating a homosexual or bisexual identity has
varied between 2.4 and 2.8 percent. This
proportion is slightly higher among young
people and this has increased somewhat in
recent years. Table 1 presents the proportion of
young people (aged 16–25) who are homosexual
or bisexual from two representative surveys in
Sweden. A question including sexual orientations other than homosexual, bisexual or
heterosexual has also been added to the more
recent surveys (Bränström, 2017; Bränström
& Pachankis, 2018e).
Trans people
In 2015 a question on trans experience was also
added to the national public health survey
“Health on equal terms”. According to the
results of these surveys, which aim to be
representative of the population as a whole,
approximately 0.4 percent of the population
state that they are or have been trans.
However, one single question on trans identity
does not provide a good picture of the diversity
of identities within the trans group. In 2014 the
Public Health Agency of Sweden conducted an
extensive survey of trans people in Sweden
(Public Health Agency of Sweden, 2015). While
the survey cannot be said to be representative of
the group, it provides a wider ranging picture of
trans people than was previously available. The
survey asked people how they themselves
described their trans identity and gender identity.
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Table 1. Proportion of young people in Sweden reporting a lesbian, gay or bisexual identity or identity
other than lesbian, gay, bisexual or heterosexual in representative population surveys

Year of survey
2010/2011

2012/2013

2014/2015

2014/2015

Lesbian, gay
or bisexual

Lesbian, gay
or bisexual

Lesbian, gay
or bisexual

Identity other
than lesbian,
gay, bisexual or
heterosexual

Public Health Agency’s national
public health survey “Health on
equal terms” (aged 16–25)

4.7 %

4.7 %

6.1 %

1.9 %

Stockholm County Council’s
public health survey, Health
Stockholm (aged 18–25)

5.6 %

7.5 %

4.4 %

Table 2. Proportion of transgender people in Sweden reporting different trans and gender identities

Transgender identity

Proportion

Gender identity

Proportion

Trans

47 %

Man

26 %

Transsexual

37 %

Woman

36 %

Former transsexual

6%

Both male and female/
in between male and female

26 %

Transvestite

16 %

Queer

26 %

Intergender

31 %

Agender/neither male or female

23 %

Other

5%

Unsure

8%

Unsure

7%

Source: Public Health Agency of Sweden report: Health and health determinants among transgender persons, 2015.

Table 2 shows how those who responded identified themselves in different ways in the survey.
14 percent of the trans people who participated
in the Public Health Agency’s survey had
changed legal sex, while more than a third
expressed a desire to change legal sex. A
quarter of those who participated in the survey
expressed a desire to change to a legal sex that
does not currently exist in Sweden.
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THE CULTURAL CLIMATE SURROUNIDING
GENDER IDENTITY, GENDER EXPRESSION
AND SEXUAL ORIENTATION IN SWEDEN

How young LGBTQ people experience their
situation and the challenges they face is strongly
shaped by the environment and the context in
which these young people find themselves.
Society’s view of people with an LGBTQ
identity has changed a great deal over a relatively
short period and awareness of the health and
situation of LGBTQ people has increased
14

significantly over the past 10–15 years. In order
to understand the health situation of young
LGBTQ people, the research results must be
placed in a Swedish context. The following
section presents a summary of the conditions
in which young LGBTQ people live in Sweden
and the Swedish climate on LGBTQ issues.
Social welfare and Sweden’s LGBTQ strategy
Equal rights and opportunities for all citizens is
an important goal of Swedish policy and in 2014
the Swedish government drew up a strategic
plan for working to attain equal rights and
opportunities regardless of sexual orientation,
transgender identity or expression (Swedish
Government Offices, 2014). The goal of
the strategy is to improve the situation for
homosexual, bisexual and trans people by:
a) reducing violence, discrimination and
harassment,

b) supporting young LGBTQ people’s access to
welfare and influence,
c) working for equal opportunities for good
health, welfare and social services,

d) defending the right to privacy and freedom
for the individual and the family,

e) encouraging the arts sector to contribute
towards diversity, openness and norm-critical
expression,
f) strengthening opportunities for civil society
to contribute towards equal rights and
opportunities.

Besides formulating these goals, responsibility
for carrying out measures to attain these goals
was also allocated to a number of different
government agencies. For example, the Swedish
Agency for Youth and Civil Society (MUCF) is
responsible for work to promote equal rights and
opportunities irrespective of sexual orientation,
gender identity and gender expression with a
focus on young people aged 13–25. They have
issued a number of reports focusing on different
aspects of being young and LGBTQ in Sweden
(Swedish Agency for Youth and Civil Society,
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2017a, 2017b). The agency has also been entrusted
with carrying out initiatives seeking to promote
an open and inclusive environment for young
LGBTQ students in schools and has produced
a number of documents to this end (Agency for
Youth and Civil Society, 2015, 2016).
Legislation and policy
In the past 15 years, major changes have taken place
in Sweden in terms of discrimination legislation
and the population’s attitudes to LGBTQ people
(Hooghe & Meeusen, 2013; Swedish Federation
for Lesbian, Gay, Bisexual and Transgender
Rights, 2015). In particular, several laws that protect
LGBTQ people against discrimination were
introduced in and around the early 21st century,
e.g. on discrimination in the workplace (Swedish
Code of Statutes, 1999). Hate crime legislation was
also reworded to include sexual orientation and
gender identity (Swedish Code of Statutes 2003)
and in 2006 protection against discrimination at
school was included. Furthermore, gender-neutral
marriage legislation was introduced in 2009
(Swedish Code of Statutes, 2009).
Attitudes in society
The population’s attitudes have also changed, in
pace with improved legislation. Data from the
European Social Survey, which has been carried
out every two years since 2002, shows that the
proportion of people in Sweden who disagree
with the statement that “Gay men and lesbians
should be free to live their own lives as they
wish” fell continuously over the past 15 years,
from 6.9 percent in 2002, to 4.7 percent in 2008
and to 2.1 percent in 2016 (Norwegian Social
Science Data Services, 2002–2017), see figure 1.
Other surveys have also been conducted into
European attitudes. One, carried out in 2015,
showed that 95 percent of the Swedish population
agreed that gay, lesbian and bisexual people
should have the same rights as heterosexual
people and 93 percent agreed that there was
nothing wrong in a sexual relationship between
two people of the same sex (European
Commission, 2015). Support for same-sex
marriage increased from 71 percent in 2006 to 90
15

percent in 2015 (European Commission, 2006).
In a survey in 2016, only 4.3 percent of respondents
in Sweden said they would be ashamed if a close
family member was homosexual (Norwegian
Social Science Data Services, 2002–2017).
Figure 1. Attitudes to homosexuality in the population
Proportion of people in Sweden who do not agree with the statement
“Gay men and lesbians should be free to live their own lives as they wish”
6,3%

Figure 2. The population’s attitudes to homosexuality in
a number of European countries compared with that
country’s degree of discriminatory legislation and policy
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Source: European Social Survey.

Attitudes to trans people have improved in the
population too. In a European attitude survey
carried out in 2015, 93 percent of respondents
said that they would feel comfortable if one of
their work colleagues was a transgender or
transsexual person, and 78 percent said that
they would feel comfortable if one of their
children was in a loving relationship with a
transgender or transsexual person (European
Commission, 2015). In the same survey, 80
percent of respondents in Sweden said they
thought transgender or transsexual people
should be able to change their civil documents
to match their inner gender identity.
Sweden compared with other countries in Europe
Another example showing how factors such as
legislation and rights are linked to attitudes
among the population can be illustrated by the
figure below (see figure 2). The figure shows
results from a number of European countries
regarding the proportion of the population who
agree with the statement “If a close family
member was a gay man or a lesbian, I would feel
ashamed.” The horizontal axis shows how
discriminatory the country’s legislation and
policy are compared with other countries in 2017.
Data on a country’s discriminatory legislation
The health and situation of young LGBTQ people in Sweden

Proportion of the population who agree with the statement
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and policy is produced by the International
Lesbian, Gay, Bisexual, Trans and Intersex
Association (ILGA). The figure clearly shows
that in societies with more discriminatory
legislation and poorer conditions for LGBTQ
people a higher proportion of the population
respond that they would be ashamed if a close
family member was a gay man or a lesbian.
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Religion and homosexuality
Sweden is often described as a very secular and
liberal country in which the majority of the
population think that homosexuality is a
legitimate way of life (Bränström & van der
Star, 2013; Van den Berg et al., 2014). Religious
faith in Sweden has been characterised by
“the Swedish paradox” (Bäckström, Edgardh
Beckman & Pettersson, 2004). The paradox is
that extremely few members of the population
attend services, but the majority of Swedes think
that church rituals such as christenings and
weddings are important (Bäckström et al., 2004).
The Church of Sweden, which is the largest faith
community in Sweden with more than 6 million
members, has managed to retain its status
relatively well over the years since its disestablishment in 2000 and has largely adapted to the
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population’s attitudes and opinions on homosexuality. In public debate in Sweden, a picture
has been created and reinforced which describes
“true” Christianity as tolerant and inclusive of
people irrespective of their sexual orientation,
gender identity and gender expression (Van
den Berg et al., 2014). Whether this inclusive
attitude also extends to other religions and faith
communities in Sweden is more unclear.
Hate crime and violence
Hate crime can be seen as an extreme expression
of the consequences of certain specific norms in
society. The number of hate crimes reported to
the police linked to sexual orientation has fallen
dramatically in Sweden in the past decade (see
figure 3), from 1,055 reported cases in 2008 to 553
cases in 2016 (Swedish Council for Crime
Prevention, 2017). On the other hand, hate
crimes due to trans identity appear to have
increased from 14 cases in 2008 to 76 cases in
2016 (Swedish Council for Crime Prevention,
2017). Statistics on reported hate crime should be
interpreted with care as the vast majority of
crimes are not reported to the police.
Figure 3. Number of hate crimes with a hate crime
motive linked to sexual orientation and transphobia
2008–2016
Estimated number of police reports per hate crime motive
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There is a certain amount of evidence of a
reduction in violence towards homosexuals and
bisexuals in national population surveys. In the
past ten years, results of national representative
surveys show a decline in self-reported experience
of violence and threats of violence, with a reducThe health and situation of young LGBTQ people in Sweden

tion from 17 percent in 2005 to 6 percent in 2015
among homosexuals and a fall from 25 percent
in 2005 to 16 percent in 2015 among bisexuals
(Hatzenbuehler, Bränström & Pachankis, 2017).
Openness about sexual orientation
and trans identity
The climate in Sweden today is relatively open
surrounding sexual orientation, gender identity
and gender expression. The accepting climate
and the relatively non-discriminatory legislation
are probably the reasons why many gay men,
lesbians and bisexuals can be open about their
sexual orientation. Studies have shown that about
80 percent of gay men, 84 percent of lesbians and
53 percent of bisexuals in Sweden are open about
their sexual orientation with at least some of the
people around them (Pachankis & Bränström,
2018). Here Sweden differs considerably from
Eastern European countries such as Latvia,
Lithuania and Romania, where approximately
20 percent of lesbians, gay men and bisexuals
are open about their sexual orientation.
International migration
In the past decade, large groups of refugees have
come to Europe from other parts of the world.
Sweden has taken in a relatively high proportion
of refugees and need for protection on grounds
of sexual orientation has been one reason for
granting residence permits to asylum seekers.
International migration has affected the demographic composition of lesbian, gay and bisexual
people in Sweden. Considerably more homo
sexuals and bisexuals in Sweden today were born
outside Europe than was the case a decade ago.
The proportion of gay men and lesbians in
Sweden who were born outside Europe was 19
percent in 2015, compared with 6 percent in 2005
(Hatzenbuehler et al., 2017). Many of the
lesbians, gay men and bisexual men and women
who immigrate to Sweden come from countries
with more discriminatory laws and societies
where acceptance of homosexuality is much
lower than among the Swedish population
(Bränström & Pachankis, 2018b).
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A recently conducted survey of gay, bisexual
and queer young men showed that those who
had immigrated to Sweden from countries in
the Middle East in the past five years concealed
their sexual identity more often than gay,
bisexual and queer men born in Sweden
(Bränström & Pachankis, 2018b). Openness
about sexual orientation among migrants
increased the longer they had lived in Sweden.
Just over 11 percent of the trans people who
contact the healthcare service and undergo a
gender identity investigation are born outside
Europe, which is a slightly higher proportion
than the proportion of people born outside
Europe in the population as a whole (Bränström
& Pachankis, 2018c).
ACCESS TO HEALTHCARE

Sweden has a national health system that covers
everyone who lives in Sweden, including asylum-
seekers. The philosophy is that everyone in need
of healthcare is offered the healthcare they need.
However, for asylum-seekers, this mainly
involves emergency treatment. For example,
gender-confirming treatment for asylum-seekers
with a diagnosis of gender dysphoria is not
covered. Many countries have private medical
insurance that does not always cover the entire
population. In the USA, for example, where a
large proportion of the research into LGBTQ
health has been carried out, access to healthcare
varies considerably depending on the insurance
cover held and people who are married are often
covered by the medical insurance of their
spouse. This makes it difficult to judge how well
American research results on access to treatment translate to the situation in Sweden.

reduce regional differences in access to and the
quality of care, the National Board of Health
and Welfare has drawn up national information
support for young (National Board of Health
and Welfare 2015a) and adult trans people
(National Board of Health and Welfare 2015b).
On 1 December 2016 the Swedish government
appointed a special inquiry charged with
surveying the living conditions of trans people
in Sweden and proposing measures that could
help to improve the conditions in which trans
people live and make the lives of trans people
safer and more secure. The inquiry presented its
proposals for a raft of measures in November
2017 (Swedish Government Official Reports,
SOU 2017) including:
–– Better knowledge on the situation of
LGBTQ people among health service
professionals and in society in general

–– Measures to reduce waiting lists for gender-
confirming treatment and to make treatment
more equal
–– An inquiry into the possibility of a third
legal sex
–– Stronger support for LGBTQ families

–– Better awareness of the situation of trans
people in the labour market
–– Better inclusion of trans people on forms
and in surveys

–– More awareness of the conditions in which
people with intersex conditions live
–– Improved work for LGBTQ asylum-seekers

Trans people in Sweden are entitled to gender-
confirming treatment if they so wish. At the
moment, a diagnosis of gender dysphoria is
needed to gain access to gender-confirming
treatment. Trans people need to undergo a
gender identity assessment to obtain a diagnosis
of gender dysphoria. To improve care and
The health and situation of young LGBTQ people in Sweden
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3. Research on the
health and situation
of LGBTQ people in
Sweden
The AIDS epidemic of the 1980s and
1990s drew attention to the health of
sexual minorities and specifically the
health of men within this group of
sexual minorities.
The majority of the research described the greatly
increased risk of HIV infection affecting gay,
bisexual and other men who have sex with men
(MSM) both in Sweden and in the rest of the
world. However, during this period, studies were
also presented which showed a growing risk of
poor mental health in LGBTQ people, founded in
stigma and discrimination (D’Augelli, 1989;
Garnets, Herek & Levy, 1990). Over the last
decade, there has been a marked increase in
research on health and living conditions based
on sexual orientation and gender identity and the
quality of the studies conducted has improved.
The majority of studies have researched health
and sexual orientation, but an increasing number
also describe the health situation and the lives of
trans people. The following section summarises
the findings reported in the overview articles
identified in international research mainly from
the past five years (between 2012 and 2017). See
appendix 2 for a detailed description of the
search strategy and selection of articles.
IS THERE A DIFFERENCE BETWEEN THE
HEALTH AND SITUATION OF LGBTQ PEOPLE
AND THAT OF THE REST OF THE POPULATION?

There are currently a large number of studies
showing that young LGBTQ people have a
The health and situation of young LGBTQ people in Sweden

higher risk of illness compared to young heterosexual and cis people. The results of these studies
have been summarised in a number of literature
reviews (Adelson, Stroeh & Ng, 2016; Blondeel
et, al, 2016; Connolly, Zervos, Barone, Johnson
& Joseph, 2016; Dhejne, Van Vlerken, Heylens
& Arcelus, 2016; King et al., 2008b; Lick, Durso
& Johnson, 2013; Oost, Livingston, Gleason &
Cochran, 2016; Ploderl & Tremblay, 2015; Russell
& Fish, 2016a; Semlyen, King, Varney &
Hagger-Johnson, 2016; Williams, Connolly,
Pepler & Craig, 2005). Early studies were
conducted among small non-representative
samples and were based on self-reported health,
but in recent years, higher quality studies have
been conducted in representative populations and
with more objective measurements of health.
The studies constantly show that lesbians, gay
men and bisexuals have a considerably higher risk
of certain health problems than heterosexuals,
and trans people have a considerably higher risk
of illness than cis people. The greatest amount of
research has been carried out into differences in
mental health among young lesbians, gay men
and bisexuals, but more and more studies also
show an increased risk of certain physical
symptoms and illnesses (see below).
MENTAL HEALTH OF LGBTQ PEOPLE

Today a large number of studies from different
parts of the world clearly show that young
LGBTQ people have an increased risk of mental
illness, especially depression, anxiety and
suicidal behaviour compared with young
heterosexuals (Adelson et al., 2016; Blais,
Bergeron, Duford, Boislard & Hebert, 2015;
Lucassen, Stasiak, Samra, Frampton & Merry,
2017; Russell & Fish, 2016b; Semlyen et al.,
2016). Because questions of sexual orientation
and trans experience have been included in
health surveys in Sweden in the past 10–15 years,
we now have a better picture of the situation in
these groups. The results of representative
surveys show that compared with heterosexual
young people, young LGBTQ people display
about twice as high a risk of depression, anxiety
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problems and substance abuse problems
(Bränström, 2017; Bränström, Hatzenbuehler,
Tinghög & Pachankis, 2018). Trans people who
seek treatment and are diagnosed with gender
dysphoria are five or six times more likely to be
treated for depression and anxiety (Bränström
& Pachankis, 2018c). The heightened risk of
depression and anxiety within the group
declines, however, as time passes after gender-
confirmation treatment (Bränström & Pachankis,
2018c). Young LGBTQ people also have a
severely heightened risk of suicidal thoughts and
suicidal behaviour (Blais et al., 2015; King et al.,
2008a; McNeil, Ellis & Eccles, 2017; Miranda-
Mendizabal et al., 2017; Zeluf et al.).
Figure 4 presents results of self-reported data
on suicidal thoughts and suicide attempts from
the national public health survey “Health on
equal terms”, conducted by the Public Health
Agency of Sweden every year since 2005
(Bränström, van der Star & Pachankis, 2018),
and data from a survey of trans people in Sweden
(Public Health Agency of Sweden, 2015). The
figure clearly shows that all LGBTQ groups have
a significantly increased risk of reporting
suicidal thoughts and suicide attempts in the
past 12 months. There is a particularly high risk
among young trans people and bisexual women.
Figure 4. Proportion of LGBT people who reported suicidal
thoughts and suicide attempts in the past 12 months
Suicide attempts in the past 12 months
Suicidal thoughts in the past 12 months
60

57%

50
41%

40

41%

30

27%

5%

8%

6%

Heterosexual

Bisexual

Homosexual

20–29 years

15–19 years

11% 11%
2%

1%

0

Trans

8%

7%

Men (aged 16–25)

Bisexual

5%

Homosexual

10

22%

Heterosexual

22%

20

Women (aged 16–25)

Source: Public Health Agency of Sweden’s national public health
survey (2010–2015). Note: Data on suicide attempts among trans
people in the past 12 months is an average for all ages 15–94.
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Besides better describing the increased risk of
mental illness among LGBTQ people, recent
research has been able to show that the cause of
these major differences compared with heterosexual and cis people can at least partly be
explained by the greater exposure of LGBTQ
people to stigma-related stress such as discrimination, violence, stress over not being able to be
open about one’s sexual identity or gender identity
and expectations of being rejected due to one’s
sexual identity or gender identity (Bränström, 2017;
Bränström & Pachankis, 2018e; Hatzenbuehler
et al., 2017; Hatzenbuehler & Pachankis, 2016c;
White Hughto et al., 2015; Zeluf et al.). An
overview of research into health risk and
protective factors among LGBTQ people is
presented in section 4.
PHYSICAL HEALTH OF LGBTQ PEOPLE

There has long been a major lack of studies on
the physical health of LGBTQ people. Of the
4 million research studies on physical health
published between 1980 and 1999, only 0.1
percent reported on health impacts in LGBTQ
people. The least amount of research focused on
the health of trans people (Boehmer, 2002).
However, in recent years questions on sexual
orientation and trans identity have started to be
asked in representative health surveys and
awareness of the specific health situation of
LGBTQ people has increased.
Recent research has also shown that LGBTQ
people report poorer general health and more
frequent impaired functioning than heterosexual
and cis people (Bränström, Hatzenbuehler &
Pachankis, 2016; Cochran & Mays, 2007; Public
Health Agency of Sweden, 2015; Lick et al.,
2013). A greater risk of specific health problems
has also been reported. Homosexual and
bisexual men have a significantly increased risk
of HIV infection (Bränström & Pachankis,
2018f; Cochran & Mays, 2007) and other
sexually transmitted infections (Blondeel et al.,
2016). International studies of trans people also
show a higher risk of HIV infection (Blondeel
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et al., 2016) but it is more unclear whether trans
people in Sweden also have a higher risk of HIV.
Homosexuals and bisexuals, especially lesbians
and bisexual women, report more often that they
have asthma (Diamant & Wold, 2003; Heck &
Jacobson, 2006). There is also more limited
evidence for lesbians, gay men and bisexuals
having a higher risk of diabetes (Lick et al., 2013)
and for gay and bisexual men having a higher risk
of infection-related types of cancer (Boehmer,
Cooley & Clark, 2012). Certain studies have
reported that lesbians and bisexual women have
a higher risk of breast cancer, but these studies
have not been of sufficiently good quality to
demonstrate such an increased risk with any
certainty (Blondeel et al., 2016). In the same way,
there are insufficient studies to demonstrate with
any certainty a higher risk of cardiovascular
disease among LGBTQ people (Caceres, Brody &
Chyun, 2016). However, some studies have found
indications of a higher risk of cardiovascular
disease linked to the use of tobacco, alcohol

and drugs, mental illness and obesity among
lesbians and bisexual women (Caceres et al.,
2017). Similarly, a Swedish study shows that
lesbians, gay men and bisexual men and women
have a higher risk of suffering diseases that are
preventable with good access to the right
healthcare and preventive measures compared
with heterosexuals (Bränström, Hatzenbuehler,
Pachankis & Link, 2016).
Figure 5 presents the results of self-reported
data on physical symptoms from the national
public health survey “Health on equal terms”,
conducted by the Public Health Agency of
Sweden each year since 2005. The figure shows
that bisexuals report problems with allergies,
pain in the shoulders or neck, headache or
migraine, insomnia, eczema/acne, recurring
stomach/digestive problems and tiredness more
than heterosexuals. It was more common for
lesbians and gay men to report insomnia and
recurring stomach/digestive problems (figure 5).

Figure 5. Proportion of people who report different types of physical symptoms in health surveys
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Source: Public Health Agency of Sweden’s national public health survey (2008–2015).

HEALTH-RELATED BEHAVIOUR

There is research that indicates that certain
health-related risk behaviours are more common
among LGBTQ people than among heterosexuals
and cis people (Blosnich, Lee & Horn, 2013;
Bourne & Weatherburn, 2017). The strongest
evidence of a higher risk among LGBTQ people
relates to the use of alcohol, drugs and tobacco
smoking (Blosnich et al., 2013; Bourne &
Weatherburn, 2017; Bränström & Pachankis,
The health and situation of young LGBTQ people in Sweden

2018e; Goldbach, Tanner-Smith, Bagwell &
Dunlap, 2014). Figure 6 presents self-reported
alcohol consumption, tobacco smoking and
cannabis use among young people (aged 16–24)
in the Public Health Agency of Sweden’s national
public health survey by sexual orientation.
The figure shows that gay men and bisexual
women more frequently report daily tobacco
smoking and gay/bisexual men and bisexual
women more often report use of cannabis.
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Figure 6. Proportion of people who report risky alcohol consumption,
daily tobacco smoking and cannabis use in the past 12 months.
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Source: Public Health Agency of Sweden’s national public health survey (2008–2015).

Some studies, predominantly in the USA, have
found an increased risk of obesity among
lesbians and bisexual women (Eliason et al.,
2015) and an increased risk of dissatisfaction
with their weight and muscle mass among gay
men (Frederick & Essayli, 2016). There are also
certain indications that trans people have a
higher risk of eating disorders (Åhman, 2017).
There is no convincing support in the literature
for lesbians, gay men and bisexuals being less
physically active than heterosexuals and cis
people (Hasson et al., 2017). On the contrary,
lesbians, gay men and bisexuals seem more
often to achieve the recommended level of
physical activity. However, there are some
indications that trans people in Sweden are less
physically active than the population in general
(Public Health Agency, 2015).
EDUCATION AND WORK

There is limited research into young LGBTQ
people’s experiences of higher education, career
opportunities and experience of the world of
work (Dispenza, Brown & Chastain, 2016). How
these aspects of life are experienced is highly
likely to be greatly affected by how stigmatising
the environment in which LGBTQ people find
themselves is. As described more exhaustively in

section 4, LGBTQ people more often experience
bullying at school and bullying has been linked
to a higher risk of truancy, poorer educational
outcomes and a lower likelihood of going on
to study at university (Dispenza et al., 2016).
These studies mainly come from North America
and it is unclear how relevant the results are to
the situation in Sweden. In Sweden, lesbians,
gay men and bisexuals generally have higher
education but a lower average income compared
with heterosexuals (Bränström, Hatzenbuehler
& Pachankis, 2016).
Discrimination in the workplace has also been
reported among LGBTQ people (Badgett, Lau,
Sears & Ho, 2007; Dispenza et al., 2016) but
what the specific situation looks like in Sweden
is more unclear. A Swedish report from 2004,
however, showed that only 50 percent of lesbians,
gay men and bisexual men and women were
open about their sexual orientation in the
workplace and that prejudice and discrimination
linked to sexual orientation does occur (Bildt,
2004). One study also found that both gay men
and lesbians were discriminated against in
recruitment in some cases (Ahmed, Andersson
& Hammarstedt, 2013). In particular, gay men
applying for jobs in a male-dominated workplace
and lesbians applying for jobs in a female-

1 Note: Risky alcohol consumption = average alcohol consumption more than 14 standard units for men per week and
more than 9 standard units for women per week, or consumption of more than 4 standard units on a single occasion.
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dominated workplace were discriminated against.
Trans people’s education, work and careers have
not been sufficiently studied (Hafford-Letchfield,
Pezzella, Cole & Manning, 2017).
Sweden has legislation intended to protect
against discrimination at school and in the
workplace, but more data is needed about the
effects this has on LGBTQ people’s experience of
the world of work and education. More data is
also needed on compliance with this legislation.

2014; Everum & Viebke, 2010; Streib-Brzic et
al., 2011).
There is a certain amount of supporting research showing that social stigma has a negative effect on relationships (Doyle & Molix,
2015). Internalised forms of stigma, such as
internalised homophobia, appear to have a
particularly negative effect on the quality of
relationships.

FAMILY LIFE, RELATIONSHIPS AND DAILY LIFE

Many children today are growing up in families
with LGBTQ parents. The research available in
this area shows that these children appear to
develop and function in the same way and equally
as well as children who grow up in families with
more traditional parental constellations (Webster
& Telingator, 2016). To reduce potential obstacles
to access to healthcare and a good reception in
the school environment, it is important that
healthcare professionals and school staff are
familiar with specific LGBTQ-related concepts
and language use, and have an understanding
of different types of families and the specific
challenges that these families may encounter.
There are several options whereby trans people
choosing to have gender-confirming treatment
can retain their fertility (De Roo, Tilleman,
T’Sjoen & De Sutter, 2016). It is important that
trans people are informed of these options and
their consequences at an early stage before
gender-confirming treatment is begun and
carried out.
Although some less focused studies on
non-representative populations have been
carried out, more data on the situation of
LGBTQ families in Sweden is required. Some
interview studies have enabled the children of
LGBTQ parents and LGBTQ parents themselves
to express their experiences of treatment by
paediatric health professionals, and at schools
and preschools (Ankarblom & Gudmundsson,
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4. Risk and protective
factors affecting the
health of LGBTQ
people

of cognitive, emotional, interpersonal and
physiological processes affected by experience
of stigma. The research showing how these
processes can lead to a heightened risk of illness
among LGBTQ people in different ways is then
presented.
THEORIES ON STIGMA AND MINORITY STRESS

There are many explanations for the
differences in the health and the situation
of LGBTQ people described in the
previous section. As knowledge of the
greater risk of illness among LGBTQ
people has grown, the research field has
increasingly focused on understanding
the causes of these higher risks.
The higher risk of certain diseases among
LGBTQ people can partly be explained by
underlying biological mechanisms. For example,
anal sex is common among homosexual men and
being the receiving partner in anal sex is also a
risk factor for HIV infection and anal cancer
(Boehmer et al., 2012).
Besides the possible biological explanations of
differences in health, there is growing support
for the increased risk of physical and mental
illness among LGBTQ people being due to the
experience of stigma-related stress – also
termed minority stress – among LGBTQ people
compared to heterosexual and cis people. The
section below presents theories on stigma and
minority stress as explanatory mechanisms for
the higher risk of illness in young LGBTQ
people. A summary is first provided of the
research evidence currently available on stigma
at individual, interpersonal and structural level
contributing towards illness in LGBTQ people.
This is followed by a presentation of a theoretical
model of stigma, minority stress and a number
The health and situation of young LGBTQ people in Sweden

Stigma can be defined in several ways, but is
often described as singling out certain groups
that are then:
a) labelled,

b) linked to undesirable characteristics and
negative stereotypes,
c) separated into “us” and “them”, and

d) subjected to varying degrees of discrimination
(Link & Phelan, 2001).
The process by which certain groups are
stigmatised is contingent on access to power.
The separation of specific groups, the labelling,
the attribution of negative stereotypical characteristics and discrimination take place in a
context of unequal access to resources and
power that allows stigmatisation to take place
(Link & Phelan, 2001).

Today there is growing scientific evidence
linking the heightened risk of illness in LGBTQ
people at least partly with the greater stigma-
related stress that LGBTQ people experience
compared with heterosexual and cis people. The
minority stress model was originally developed
to explain differences in mental health based on
sexual orientation (Meyer, 2003), but in recent
years has been expanded to facilitate understanding of differences in physical health and
sexual orientation (Lick et al., 2013) and to
understand the increased risk of illness among
trans people (Operario, Yang, Reisner, Iwamoto
& Nemoto, 2014; White Hughto et al., 2015).
According to the minority stress theory, LGBTQ
people experience specific stressors (such as
discrimination, violence, threats, social isolation
and stress over not being able to be open about
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their sexual orientation or gender identity) that
are unique and linked to their sexual identity or
gender identity. Exposure to these stressors
builds up during upbringing and if there are
insufficient means of tackling this stress, it
leads to mental illness (Meyer, 2003). Increasing research indicates that exposure to discrimination and violence can partly or entirely
explain differences in mental health among
LGBTQ people (Bränström, 2017; Mays &
Cochran, 2001).
Minority stress can also provide possible explanations for differences in the physical health of
LGBTQ people. Exposure to minority stress
could give rise to both psychological stress
reactions (e.g. poorer mental health) and physiological stress reactions affecting the sympathetic
nervous system, stress axis or the HPA axis
(which regulates hormone secretion in the
hypothalamus, pituitary and adrenal cortex) and
inflammatory markers for stress (Hatzenbuehler,
McLaughlin & Slopen, 2013; Hatzenbuehler,
Slopen & McLaughlin, 2014).
HOW CAN STIGMA SURROUNDING LGBTQ
IDENTITY AFFECT HEALTH?

The minority stress theory is based on LGBTQ
people being exposed to stigma-related stress
linked to their identity, leading to stress reactions
that result in illness in the long term. The stigma
can be found at different levels and can be divided
into structural and interpersonal forms of
stigma. An overview of the research evidence
that exists on risk and protective factors at these
different levels affecting the health of young
LGBTQ people is presented below.
STRUCTURAL RISK FACTORS

Despite the major changes seen in recent years, in
certain cases LGBTQ people face discriminatory
legislation and differences in their rights. This
type of stigma found at a societal level is usually
described as structural stigma. Many of the areas
in which LGBTQ people previously faced
discriminatory legislation – e.g. marriage,
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adoption, protection against discrimination in
the workplace and in education – have improved
in recent years. However, improvements are still
needed regarding the right of trans people to
change their legal sex. There is also an expressed
need to review the rules on assisted conception
and parenthood, so as to better adapt these to
LGBTQ people (Swedish Federation for Lesbian,
Gay, Bisexual and Transgender Rights (RFSL),
2017). The opportunity to register a different sex
from male and female has also been proposed as
a measure that would change the quality of life
for many people who identify as non-binary
(Swedish Government Official Reports, SOU,
2017).
Besides discriminatory legislation, the stigma
faced by LGBTQ people is influenced by negative cultural attitudes against individuals who
breach the norms regarding sexuality and
gender (Hatzenbuehler, 2017; Hatzenbuehler
& Pachankis, 2016b; Poteat & Russell, 2013).
Healthcare can also be a source of stress for
LGBTQ people at a structural level. The
expectation of being discriminated against or not
treated with respect in the health service can be
a reason for people avoiding the health system,
not being open about their sexual orientation or
gender identity to healthcare professionals and
not receiving adequate healthcare (Mattocks et
al., 2015). In order to offer a good experience
and good care, it is important that healthcare
professionals have the right skills to care for
LGBTQ patients. The experiences of LGBTQ
people in the healthcare system today and how
their experience and equal treatment can be
improved are areas in need of further research.
As described in section 2, Sweden has seen
major changes at structural level, in particular
regarding discriminatory legislation and the
population’s attitudes to LGBTQ people (Flores
& Park, 2018). These changes have also been able
to be linked to a reduction in mental illness
among lesbians and gay men (Hatzenbuehler
et al., 2017).
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INTERPERSONAL RISK FACTORS

Besides the structural forms of stigma described
above, stigma also affects the lives of LGBTQ
people at an interpersonal level. Interpersonal
forms of stigma concern discrimination and
prejudiced actions inflicted on one person by
another. This involves actions and situations in
which the stigmatised and the non-stigmatised
interact. Interpersonal forms of stigma often
reported by young LGBTQ people are discrimination, violence and bullying, but also more
indirect ways that stigma is expressed, such
as being rejected and ignored due to sexual
orientation or trans identity.
Experience of violence, discrimination
and bullying
Discrimination and violence are linked to
mental illness and can to a certain extent also
explain the greater risk of illness reported by
LGBTQ people (Bränström, 2017; Mays &
Cochran, 2001). There is currently insufficient
knowledge of the exact prevalence of different
types of violence experienced by LGBTQ people
and the contexts in which this violence takes
place and its consequences (Blondeel et al., 2018;
National Centre for Knowledge on Men’s
Violence Against Women, 2018). Surveys in
Sweden show experience of violence as being
common among young LGBTQ people,
including partner violence and sexual violence,
and that this experience has negative effects
on mental health, suicidal thoughts, suicide
attempts and health-related risk behaviours
(Bränström, 2017; Bränström & Pachankis,
2018e; Bränström, Hatzenbuehler, van der Star,
et al., 2018; Donahue, Langstrom, Lundstrom,
Lichtenstein & Forsman, 2017; National Centre
for Knowledge on Men’s Violence Against
Women, 2018; Zeluf et al. 2016; Priebe &
Svedin, 2012). A recently conducted review
shows major gaps in knowledge regarding
violence suffered by LGBTQ people in Sweden
(National Centre for Knowledge on Men’s
Violence Against Women, 2018). Bisexual
women and LGBTQ people who are growing
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up in an honour-based context appear to be
particularly vulnerable, but more research is
needed to better describe the scope and causes
of different types of violence suffered by LGBTQ
people. More light should be shed on the
consequences of discrimination and stigmatising
attitudes in terms of opportunities for LGBTQ
people to seek help in the face of violence.
Many studies report that bullying is commonly
experienced by young LGBTQ people (Bell,
Breland & Ott, 2013; Earnshaw, Bogart, Poteat,
Reisner & Schuster, 2016). Bullying is often
described as a behaviour that is undesired (i.e.
the victim wants it to stop), aggressive (i.e. the
behaviour is carried out with an intent to hurt),
happens repeatedly or risks happening repeatedly
and arises in a situation of an unequal power
balance (i.e. a real or perceived opportunity for
the perpetrator to control the behaviour or
experience of the victim). The power imbalance
may be due to superiority of physical strength,
popularity or status (Earnshaw et al., 2016).
The vast majority of studies on bullying of
LGBTQ people have been carried out in the
USA (Earnshaw et al., 2016; Maniglio, 2017;
Poteat & Russell, 2013). According to the
published surveys, the vast majority of LGBTQ
people report some form of bullying. In an
extensive survey of young LGBTQ people (aged
13–20) in the USA (Earnshaw et al., 2016), the
most common form of bullying reported was
being the victim of verbal abuse and threats of
violence (92 percent). Being the victim of
different types of physical violence, such as
hitting and kicking, was also common (45
percent). Many young LGBTQ people also
reported experiencing gossip, online bullying
and social isolation (90 percent).
Research into experience of violence and other
types of bullying (both in real life and online)
shows that young LGBTQ people have a
greater risk of experiencing this (Aboujaoude,
Savage, Starcevic & Salame, 2015; Earnshaw et
al., 2016; Olsen, Kann, Vivolo-Kantor, Kinchen
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& McManus, 2014; Pham & Adesman, 2015;
Schneider, O’Donnell, Stueve & Coulter, 2012;
Toomey & Russell, 2016). This greater risk seems
to be somewhat higher for boys compared with
girls. There are relatively few studies on which
young LGBTQ people are most often the victims
of bullying (Earnshaw et al., 2016). However,
some research shows that those who are open
about their sexual orientation or trans identity
to friends and school staff are victimised to a
greater extent than those who are not open.
However, the causal connection is not entirely
clear, as it is possible that bullied LGBTQ people
are more inclined to tell staff and other adults
about their sexual orientation. Sexual orientation
or trans identity can also be harder to keep
hidden if one is being bullied because of it.
The extent of different types of bullying among
young LGBTQ people in Sweden is unclear
today due to a lack of systematic data collection
on this topic and the fact that questions about
sexual orientation and gender identity are not
asked in surveys on the lives of young people.
An indication of the extent of bullying among
young people in Sweden comes from a survey
carried out by the European Union Agency for
Fundamental Rights (FRA) among LGBTQ
people aged 18 and over in 2012. The survey
asked the question: “During your schooling
before the age of 18, how often did you hear or
see negative comments or conduct because you
were LGBT?” 62 percent of trans people
responded that they often or constantly experienced this during their schooldays (Bränström
& Pachankis, 2018a). The proportion of trans
people who stated that they had been bullied at
school was considerably higher among those
who were open about their trans identity (80
percent) compared with those who were not
open (58 percent). 70 percent of lesbians, gay
men and bisexual men and women stated that
they often or always experienced derogatory
comments or negative behaviour during their
schooldays due to their sexual orientation
(Bränström & Pachankis, 2018a). Among
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lesbians, gay men and bisexuals too those who
were open about their sexual orientation at
school stated that they were the victims of
bullying to a slightly greater extent than those
who were not open, but the difference was not
as obvious as it was for trans people. 54 percent
of bisexuals stated that they were bullied at
school due to their sexual orientation. This
proportion was considerably higher among
bisexuals who had been open about their sexual
orientation at school (72 percent) compared
with those who were not open about their
sexual orientation (49 percent).
Consequences of experiencing
bullying and violence
Experiencing bullying and violence has serious
consequences for LGBTQ people, with studies
proving a link between bullying and mental
health, physical health and health risk behaviours
(Blais et al., 2015; Collier, van Beusekom, Bos &
Sandfort, 2013; Earnshaw et al., 2016). There is
further research suggesting that bullying is part
of the reason for the heightened risk of suicidal
thoughts and suicide attempts among LGBTQ
people (Earnshaw et al., 2016; Hong, Kral &
Sterzing, 2015; Schneider et al., 2012; Zeluf et al.).
Experiencing bullying and violence has also been
linked with symptoms of depression, anxiety
problems, low self-esteem and poorer quality of
life (Bränström, 2017; Bränström & Pachankis,
2018a; Earnshaw et al., 2016; Hall, 2017b; Hong
et al., 2015). In addition to the actual physical
injuries that can occur when young LGBTQ
people experience bullying and violence, such
as bruises and broken bones, research shows
that bullying can increase the risk of numerous
physical symptoms, including stomach pains,
headaches, loss of appetite, insomnia and poorer
general health compared with young people who
are not bullied (Earnshaw et al., 2016). There is
also some evidence that LGBTQ people who are
bullied because of their sexual orientation or
gender identity run a greater risk of health-related
behaviours such as smoking and alcohol and drug
use (Earnshaw et al., 2016; Maniglio, 2017).
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Negative consequences of revealing
one’s LGBTQ identity
Other risk factors presented in the research
literature concern reactions to and consequences
of revealing one’s LGBTQ identity. Research
has, for example, shown that experiencing poor
reactions to revealing one’s identity to others and
being rejected by parents on the grounds of one’s
sexual identity increase the risk of alcohol and
drug use and mental illness (Blais et al., 2015;
Goldbach et al., 2014; Hall, 2017b; Katz-Wise,
Rosario & Tsappis, 2016). Weighing up the
decision to reveal one’s sexual orientation or
gender identity in different social contexts can
lead to stress and a greater risk of mental illness
(Hall, 2017b). Studies into parents’ reactions to
non-heterosexual orientation indicate that even
parents who are initially negative and dismissive
become more accepting over time (Katz-Wise et
al., 2016). It is, however, unclear whether the same
pattern applies when it comes to gender identity.
Protective factors
Today’s research literature reports significantly
less on the factors that provide protection for
young LGBTQ people. Nevertheless, certain
protective factors have been identified. Revealing
one’s sexual identity to others can increase
opportunities to seek out and receive social
support in particular contexts (Larson,
Chastain, Hoyt & Ayzenberg, 2015), and social
support from friends and family can provide
protection against mental illness among young
LGBTQ people (Freitas, Coimbra & Fontaine,
2017; Goldbach, Fisher & Dunlap, 2015; Hall,
2017b; Zeluf et al.). Other protective factors
presented in the research literature include a
positive LGBTQ identity, positive experiences of
“coming out” (revealing one’s LGBTQ identity
to others) and self-confidence (Freitas et al.,
2017; Hall, 2017b; Katz-Wise et al., 2016).
Experiencing solidarity in school and in
families and feeling safe in school are other
reported protective factors (Blais et al., 2015).
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MECHANISMS THAT LINK MINORITY STRESS
AND HEALTH

The section above outlines the various risk and
protective factors at a structural and interpersonal
level that have been identified and linked with
the health of LGBTQ people, but the link
between these factors is not immediately
obvious. Various processes at individual level
affect the way risk and protective factors lead to
different health impacts. There are also links
between mental and physical health and how
physical symptoms are perceived (Watson &
Pennebaker, 1989). The relatively large differences
in mental health that have been identified
between LGBTQ people and heterosexual/cis
people may to some extent explain differences in
physical health too. Mental health is also linked
to health risk behaviours such as smoking and
alcohol consumption, which contribute to
differences in physical health based on sexual
orientation (Bränström & Pachankis, 2018e).
The following section attempts to describe in
more detail the complex mechanisms underlying
the effect different risk and protective factors
have on the health of LGBTQ people. A model
for the way stigma affects health and potential
mechanisms is presented in figure 7.
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Figure 7. Model of how stigma affects the health of LGBTQ people

STIGMA
Structural stigma
• Discriminatory
legislation
• Cultural norms
• Population attitudes
• Access to healthcare

Interpersonal stigma
•
•
•
•

Discrimination
Violence
Bullying
Social exclusion

MECHANISMS

HEALTH OUTCOMES

Cognitive and emotional
• Hypervigilance
• Internalised homophobia/
transphobia
• Repeated rumination on
thoughts and problems
• Social isolation

Mental health
• Depression
• Anxiety
• Suicidality

Physical health

Behavioural
• Concealing identity
• Substance abuse
• Unprotected sex
Physiological

• Poorer self-reported health
• Disability
• Symptoms, e.g. headaches,
sleep problems, overweight
• HIV infection

• HPA axis
• Cardiovascular activation
• Immune activation

Model of how stigma at different levels affects the health of LGBTQ people and potential
mechanisms leading to reduced physical and mental health through stigma.

COGNITIVE AND EMOTIONAL PROCESSES

A number of specific processes relating to
thoughts and emotions have been described as
being linked to experiences of minority stress
and stigma surrounding LGBTQ identity:
hypervigilance (increased alertness and
awareness of potential threats) about being
rejected, internalised homophobia/transphobia,
loneliness and repeated rumination on
thoughts and problems.
Hypervigilance and expectations of rejection
due to LGBTQ identity
Current research clearly shows that experiencing
stigma leads to greater alertness and heightened
sensitivity to signs (hypervigilance) of rejection
(Crocker, Major & Steele, 1998). Expectations
and hypervigilance regarding rejection due to
stigma are a process through which a stigmatised individual learns to expect to be rejected
in the future, based on previous experience of
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prejudice and discrimination against their own
group (Mendoza-Denton, Downey, Purdie,
Davis & Pietrzak, 2002). Sensitivity to being
rejected by others is particularly acute as a young
person and may continue to affect mental
wellbeing in adult life (Lev-Wiesel, Nuttman-
Shwartz & Sternberg, 2006). This greater
alertness may protect against experiencing
stigma, but it also has negative consequences.
Heightened anxiety about being rejected socially
can lead to avoidance behaviours, which can
damage the ability to establish and maintain
social relationships. There have been relatively
few studies into the health effects of the expectation of rejection among young LGBTQ people,
but a small number of studies have shown that
rejection increases the chances of health-related
risk behaviours (Pachankis, Hatzenbuehler &
Starks, 2014; Wang & Pachankis, 2016) and
mental illness (Feinstein, Goldfried & Davila,
2012). Increased alertness to social threats can
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also cause negative physiological stress reactions
(Slavich, O’Donovan, Epel & Kemeny, 2010;
Slavich, Way, Eisenberger & Taylor, 2010).
Studies of HIV-positive gay men have shown
that the expectation of rejection is associated
with poorer treatment outcomes and higher
mortality (Cole, Kemeny, Fahey, Zack &
Naliboff, 2003; Cole, Kemeny & Taylor, 1997).
Internalised homophobia and transphobia
Internalised homophobia and transphobia means
that society’s negative attitudes towards lesbian,
gay, bisexual or trans people are internalised,
made one’s own and directed towards oneself
or towards other LGBTQ people (Newcomb &
Mustanski, 2010). Connections have been made
between this type of negative self-image and
poorer health among LGBTQ people (Blais et
al., 2015; Hatzenbuehler & Pachankis, 2016a).
Research has also linked internalised homophobia
with alcohol and drug use (Goldbach et al.,
2015; Goldbach et al., 2014), sexual risk-taking
(Rosario, Schrimshaw & Hunter, 2006) and
depression (Hall, 2017b). Studies have further
shown a link between internalised transphobia
and suicide attempts (Perez-Brumer, Hatzenbuehler, Oldenburg & Bockting, 2015). Experiencing minority stress can thus lead to negative
feelings about oneself and LGBTQ individuals
in general, which in turn leads to harmful ways
of dealing with stress and poorer physical and
mental health.
Loneliness and social isolation
Minority stress can increase feelings of loneliness
among LGBTQ people. A sense of loneliness
appears to be particularly strongly associated
with experiences of being rejected by family and
friends on the grounds of sexual orientation or
gender identity (Katz-Wise et al., 2016; Ryan,
Russell, Huebner, Diaz & Sanchez, 2010). Social
isolation and loneliness are more common
among LGBTQ people than heterosexual and cis
people (Bränström & Pachankis, 2018e). Social
isolation is also strongly linked to mental illness
(Bränström, 2017), as well as alcohol and drug
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use and smoking (Bränström & Pachankis,
2018e). The increased incidence of social isolation
may also, to some extent, explain the greater risk
of mental illness and substance abuse among
lesbians, gay men and bisexuals (Bränström,
2017; Bränström et al., 2017). In addition,
loneliness has been linked with physiological
processes such as high blood pressure, elevated
activation of the HPA axis and impacts on the
immune system (Hawkley & Cacioppo, 2010).
There is now strong support for the hypothesis
that loneliness and social isolation increase the
risk of ill-health and premature death (Holt-
Lunstad, Smith, Baker, Harris & Stephenson,
2015). Experiencing minority stress can thus lead
to loneliness and social isolation, which in turn
leads to poorer health and an increased risk of
premature death.
Repeated rumination on thoughts and problems
Regularly suffering minority stress can lead
LGBTQ people to develop poor strategies for
coping with emotions, experiences and problems
such as repeated rumination. Research has shown
that young LGBTQ people are more inclined
to repeatedly focus on and dwell on problems,
thoughts and causes of depression (Hatzenbuehler, McLaughlin & Nolen-Hoeksema, 2008;
Hatzenbuehler, Nolen-Hoeksema & Dovidio,
2009). This pattern of rumination has also been
linked with young LGBTQ people’s experiences
of minority stress (Hatzenbuehler et al., 2009).
A US study found that young lesbians, gay men
and bisexuals were more inclined to ruminate on
thoughts and problems on the days that they also
encountered stigmatising treatment associated
with their sexual orientation. This rumination in
turn led to an increase in feelings of depression
(Hatzenbuehler et al., 2009). Some studies have
also seen a correlation between rumination and
increased physiological stress (Gevirtz, Jepsen,
Weits & Correll, 2000; Roger & Najarian, 1998).
Over the longer term, this way of dealing with
emotions can therefore impact negatively on
health.
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In addition to the processes linked to thoughts
and emotions, minority stress can also affect
LGBTQ people’s actions and behaviours.
Research has identified three key behavioural
processes that are important for LGBTQ people’s
health and life: 1) how open one is about one’s
sexual orientation and trans identity, 2) abuse
of various substances and 3) sexual risk-taking.
Openness about sexual orientation
and trans identity
Experiencing various forms of stigma can also
lead LGBTQ people to conceal or avoid revealing
their sexual identity or trans identity. The stress
associated with not being open about one’s
sexual orientation or trans identity has been
linked to negative health outcomes (Pachankis,
2007). There is relatively good research evidence
that the stress of not being open about one’s
sexual orientation is associated with a higher risk
of mental illness (Hall, 2017b; Hatzenbuehler
& Pachankis, 2016c) and other negative effects
(Ragins, Singh & Cornwell, 2007). However,
evidence of the positive effects of openness about
sexual orientation is more varied (Hall, 2017a).
Some studies find a link between lower risk
of mental illness and openness about sexual
orientation. Others find no significant correlation.
It is likely that the effect of being open versus
not being open depends on the social context
and the society in which one lives. More
generally, research into the psychological effects
of concealment has shown that concealment per
se does not necessarily have negative impacts;
it can, however, become harmful if it leads to
avoidance behaviours and poor strategies for
coping with emotions (Larson et al., 2015).
Not being open about one’s sexual identity or
gender identity can protect against exposure to
discrimination and violence (Pachankis &
Bränström, 2018), but it can also make it harder
to ask for and receive social support from family,
friends, other LGBTQ people and the health
service. There is some research that links
openness about sexual orientation in a situation
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where social support is lacking with an increased
risk of displaying symptoms of depression (van
der Star, Pachankis, Bränström, 2018).
Studies comparing the situation in different
European countries suggest that mental wellbeing among LGBTQ people in EU countries
can be explained by how open the LGBTQ
individuals are able to be about their sexual
orientation or trans identity in the country
where they live (Bränström, Karlin & Pachankis,
2018; Pachankis & Bränström, 2018). The
studies also show that openness about sexual
orientation and trans identity increases the risk
of exposure to discrimination and violence, and
that the correlation between openness and
discrimination is greatest in countries with a
high level of stigma. An illustration of the link
between a country’s stigmatising legislation and
the proportion of LGBTQ people who hide their
identity from most of the people in their life is
presented in figure 8.
Figure 8. Proportion of LGBTQ people who conceal their
LGBTQ identity
Proportion of LGBTQ people who conceal their LGBTQ identity
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Lack of openness can also lead to specific
problems for trans people. Trans people who are
not open about their trans identity have difficulty

32

accessing gender-confirming treatment if they
want it. Receiving gender-confirming treatment
early in life can reduce the risk of experiencing
discrimination and stigma (Hatzenbuehler &
Pachankis, 2016c; White Hughto et al., 2015).
Not being able to be open about one’s background as a trans person can lead to inadequate
medical treatment and insufficient preventive
care (Alegria, 2011; Samuel & Zaritsky, 2008).
Substance abuse
It is more common for homosexuals and
bisexuals to report daily tobacco smoking, risky
alcohol consumption and drug use compared
with heterosexual, cis people (Bränström &
Pachankis, 2018e; Lindstrom, Axelsson, Moden
& Rosvall, 2014). Research also shows that
abuse of addictive substances is linked to
LGBTQ people’s experiences of minority stress
in the form of discrimination, violence and
social isolation (Bränström & Pachankis, 2018e;
Goldbach et al., 2014; Newcomb, Heinz,
Birkett & Mustanski, 2014; Newcomb, Heinz
& Mustanski, 2012). A study of homosexual
men found a link between increased risk of
substance abuse and the factors of internalised
homophobia, expectations of rejection and
experiences of discrimination (Hatzenbuehler,
Nolen-Hoeksema & Erickson, 2008). More
research is needed into substance abuse among
trans people, but there are indications that
there is a greater prevalence in this group too
(Newcomb et al., 2012). A growing body of
literature suggests that minority stress lies at
the heart of the elevated risk of substance abuse
among LGBTQ people.
Sexual risk-taking
Homosexual men in Sweden run a 150 times
higher risk of contracting HIV than heterosexual men do, and bisexual men have a 16
times higher risk (Bränström & Pachankis,
2018f). Unprotected anal sex is the most
common route of infection among men who
have sex with men. US studies have found that
knowledge of the routes of infection and
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access to testing and adequate care are worse
among gay and bisexual men who live in areas
with a higher level of stigma against LGBTQ
people (Oldenburg et al., 2015). Internalised
homophobia, expectations of rejection and
avoidance of revealing one’s sexual identity
have been linked to sexual risk-taking in a
number of studies (Hatzenbuehler, Nolen-Hoeksema, et al., 2008; Pachankis,
Hatzenbuehler, Hickson, et al., 2015; Wang &
Pachankis, 2016). There is, however, some
uncertainty about how well this translates to
the Swedish context
PHYSIOLOGICAL PROCESSES

There is relatively extensive literature from
animal and human studies showing that psychosocial stress can affect the nervous system, the
hormonal/endocrine system and the function of
the immune system, which can lead to ill-health.
Since LGBTQ people in many cases experience
higher levels of stress associated with sexual
orientation and/or gender identity, it is important to understand the physiological processes
that can lead the stress to affect bodily functions
and in the long term cause health problems.
Despite a recent increase in research into how
psychosocial stress affects physiological processes,
it remains very unclear exactly how minority
stress affects the physiological processes of
LGBTQ people. The systems most likely to be
affected by minority stress are outlined below.
HPA axis
The HPA axis regulates the release of hormones
from the hypothalamus, the pituitary gland and
the adrenal glands. During instances of social
threat and psychosocial stress, this system
initiates the release of the stress hormone
cortisol (Dickerson & Kemeny, 2004). Chronic
stress has been proven to lead to negative
changes in the function of the HPA axis, with
an increased risk of cardiovascular disease and
diabetes as a consequence (Lundberg, 2005).
Almost all the research into the correlation
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between social stress, the function of the HPA
axis and health lacks data specifically related
to LGBTQ people, but there is some evidence
that the function of the HPA axis is affected by
minority stress. In a study of homosexual and
bisexual men, higher release of cortisol was
found during a working day amongst those
who were open about their sexual orientation at
work, compared with those who were not ‘out’
(Huebner & Davis, 2005). The interpretation of
the results was that those who were open about
their sexual orientation had an increased risk of
experiencing discrimination and stigmatising
treatment associated with sexual orientation,
which led to a fear of social rejection and thus
the release of cortisol. In another study, in which
lesbians, gay men and bisexuals were subjected
to a stress test (in the form of a fake employment
interview with critical assessors), elevated
cortisol levels were found in lesbian and bisexual
women compared with heterosexual women
(Juster et al., 2015). Gay and bisexual men, on
the other hand, had lower levels of cortisol than
heterosexual men. These preliminary studies
provide some indication that the function of the
HPA axis may have changed in LGBTQ people
due to their increased exposure to minority
stress. However, more studies are needed to
better understand these links.
Cardiovascular disease
Social and psychological stress such as minority
stress can affect the function of the autonomous
nervous system and lead to poorer regulation of
the pulse and blood pressure (Hjortskov et al.,
2004; Kirschbaum, Pirke & Hellhammer, 1993).
Poorer regulation of the pulse and blood pressure
in association with stress has a proven association
with an increased risk of cardiovascular disease
(Bongard, Al’Absi & Lovallo, 2012). Few studies
have looked specifically at these mechanisms
in LGBTQ people, but a population-based study
in the US found a higher proportion of risk
factors for cardiovascular disease among young
gay and bisexual men than in young heterosexual
men (Hatzenbuehler et al., 2013).
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Immune function
The immune system may also be a link through
which minority stress can lead to poor health in
LGBTQ people. A large number of studies show
that social stress leads to increased inflammation
in the body (Marsland, Walsh, Lockwood &
John-Henderson, 2017; Steptoe, Hamer &
Chida, 2007). There is also evidence that both
acute social stress (created in experimental
situations) and chronic stress (e.g. high
work-related stress or when caring for a sick
relative) leads to the poorer function of the
immune system (Segerstrom & Miller, 2004).
Few studies have looked specifically at these
mechanisms in LGBTQ people, but there is
some research into the immunological effects of
not being open about one’s sexual orientation.
This research showed that HIV-positive men
who hid their sexual orientation ran a higher
risk of suffering other infectious diseases, a
higher risk of cancer and an elevated risk of
premature death (Cole, Kemeny, Taylor &
Visscher, 1996). This higher level of illness
could not be attributed to sociodemographic,
behavioural or psychological differences. It
could, however, be explained by the poorer
function of the immune system. Significantly
more research is needed to establish what role
the immune system plays in the increased risk of
ill-health that is reported among LGBTQ people.
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5. Gender,
socioeconomics,
ethnicity and
disability
The term LGBTQ covers an extremely
mixed group of individuals who differ
in areas such as sex and gender, age,
ethnicity, cultural background, socioeconomic situation and mental and
physical ability. Understanding how
these factors affect the health and lives
of the people in this group, how
different identities interact and who is
particularly vulnerable within the
LGBTQ group would be an important
focus of any future research. More
research should have an intersectional
perspective that takes into account the
impact of multiple social identities and
the consequences of sex, gender, class,
ethnicity, skin colour, functional
variation and age in conjunction with
sexual orientation and gender identity.
The section below describes some of
the groups that are particularly highlighted in the research literature.
LGBTQ PEOPLE AND ETHNIC MINORITY STATUS

A great deal of research into ethnic minority
status and LGBTQ identity has been conducted
in the USA, with a focus on the consequences of
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double minority status as both youth of colour/
black and LGBTQ (Toomey, Huynh, Jones, Lee
& Revels-Macalinao, 2017). Most of the research
has been conducted on homosexual and bisexual
men or men who have sex with men, and relates
to sexual health (Wade & Harper, 2017). There
are fewer studies regarding women and trans
people. The results of these US studies must be
understood in their cultural context – their
relevance for the situation in Sweden is unclear.
The studies have shown that LGBTQ people
who also belong to an ethnic minority may
experience stigma and discrimination due both to
their LGBTQ identity and their ethnic identity
(Toomey et al., 2017), plus specific discrimination
because of their LGBTQ identity and the
heterosexism within their ethnic minority group
on the one hand, and racism from other LGBTQ
people on the other (Balsam, Molina, Beadnell,
Simoni & Walters, 2011).
It has been proven that young people with
double minority status are more likely to
engage in sexual risk-taking and smoking and
have poorer access to information about HIV
(Toomey et al., 2017). No differences have been
found in the alcohol consumption of young
LGBTQ people with and without ethnic minority
status, but the latter group does display lower
levels of drug use. Studies looking at mental
health among young LGBTQ people from ethnic
minorities compared with LGBTQ people who
belong to the ethnic majority present varied
results (Toomey et al., 2017). Some studies found
higher levels of mental illness among those
from an ethnic minority, others found better
mental health among ethnic minorities or found
no difference in mental health between the
groups (Toomey et al., 2017).
Overall, the international research suggests
that it is important to take account of ethnic
minority status in combination with LGBTQ
identity in order to better understand the
situation of young LGBTQ people (Toomey et
al., 2017; Wade & Harper, 2017). Many studies
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have focused on risk-taking and on protective
factors among young LGBTQ people who are
also from an ethnic minority.
More knowledge is needed on the significance
of ethnic minority status among young LGBTQ
people in Sweden. As described in section 2,
significantly more lesbians, gay men and bisexuals
in Sweden were born abroad than was the case
a decade ago. The proportion of gay men and
lesbians born outside Europe was 19 percent in
2015, compared with 6 percent in 2005
(Hatzenbuehler et al., 2017). Many of the
lesbians, gay men and bisexuals who immigrate
to Sweden come from countries with more
discriminatory legislation and from societies
where acceptance of homosexuality is much
lower than among the Swedish population
(Bränström & Pachankis, 2018b; Flores & Park,
2018). The specific circumstances of LGBTQ
people who come to Sweden as refugees need to
be highlighted to ensure a good reception and
to facilitate social integration (United Nations
High Commissioner for Refugees, 2015).
Sweden also needs more research into the
situation for LGBTQ people who are second-
generation immigrants and who often have
roots in cultures with more discriminatory
legislation and lower acceptance of LGBTQ
identity (Flores & Park, 2018).
BISEXUALS

Many studies lump together homosexuals and
bisexuals when presenting their results. The
studies that have surveyed mental illness and
reported the situation for homosexuals and
bisexuals separately indicate that bisexual
young women consistently seem to run a much
higher risk of mental illness than both heterosexual women and lesbians (Bränström, 2017;
Bränström, Hatzenbuehler, Tinghög, et al.,
2018). Young bisexual women also experience
more violence, threats and social isolation than
heterosexual women. The unique situation for
bisexual men has also been noted in relation to
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sexual health in particular (Jeffries, 2014). It is
not completely clear why both the health status
and the risk factors differ for homosexuals and
bisexuals.
Explanations that have been offered include
bisexuality being less visible in society and
bisexuals more rarely being open about their
sexual orientation, plus the fact that bisexuals
can find it more difficult to feel entirely included in the LGBTQ group. More research is
needed to better understand the situation of
bisexuals and the factors that specifically affect
the health of bisexual people.
LGBTQ AND SOCIOECONOMIC STATUS

There is currently strong scientific evidence
linking socioeconomic status, often defined
based on income and level of education, with
health, illness and mortality (Adler et al., 1994;
Link & Phelan, 1995). The fact that individuals
with better socioeconomic conditions have better
health has often been put down to individuals
with higher income and longer education having
better access to good care, knowledge of healthy
practices and social security. Other explanations
describe how people in a socioeconomically
disadvantaged position have fewer resources
available to handle the stresses in their lives
(Gallo & Matthews, 2003). Socioeconomically
disadvantaged people experience more stress and
have poorer opportunities to build up both
financial and social reserves that can make it
easier to deal with stressful events in the future.
In research concerning the health of LGBTQ
people, socioeconomic factors tend only to be
used as control variables in the analyses
(McGarrity, 2014). There are, however, grounds
to investigate the specific effects, if any, that
income and education might have on LGBTQ
people’s experience of social stress and its impact
on LGBTQ people’s ability to handle that stress.
The model of minority stress that was presented
earlier does not take into account any differences
in exposure to stress or differences in ability to
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handle stress across different socioeconomic
groups. As an example of differences between
high and low socioeconomic status, one study
showed that openness about one’s sexual orientation correlated with good health among gay and
bisexual men with a high socioeconomic status.
The opposite appeared to be true for homosexual
and bisexual men of low socioeconomic status,
however, where openness about their orientation
was linked with poor health (McGarrity, 2014).
Future research should look more closely at how
the consequences of an economically disadvantaged situation combined with specific LGBTQ
minority stress affect health (McGarrity, 2014).
In Sweden, national surveys show that gay men
and lesbians in particular have a higher level of
education and lower income than heterosexuals
(Bränström & Pachankis, 2018e). The higher
level of education has been explained by gay
men and lesbians being more motivated to
obtain a higher education in order to move away
from working class occupations that are seen as
less accepting, and so avoid experiencing
discrimination (Black, Sanders & Taylor, 2007;
Pachankis & Hatzenbuehler, 2013). Gay men
and lesbians also do not have children as often
during the period in life when most people are
in education.

risk-taking, violence, discrimination, poor
relations with family and less social support
(Ecker, 2016). Trans people appear to be
particularly vulnerable to these risks (Keuroghlian et al., 2014). It is, however, difficult to carry
out good quality studies among homeless
people. It is therefore difficult to know how
representative these results are and it is also
hard to determine with any certainty why
LGBTQ people are at higher risk of becoming
homeless. In addition, it is unclear how relevant
the studies conducted in North America are to
the situation in Sweden. More research is
needed into the extent of homelessness among
young LGBTQ people and on the form successful
measures to reduce homelessness should take.

Although certain sections of the LGBTQ group
have a higher level of education (particularly
lesbians and gay men), more research is needed
into the situation for socially disadvantaged
LGBTQ people.
HOMELESS LGBTQ PEOPLE

Among the large proportion of homeless people
in North America who are young (Cronley &
Evans, 2017), LGBTQ people are overrepresented
(Ecker, 2016; Keuroghlian, Shtasel & Bassuk,
2014; Ream & Forge, 2014). Compared with
homeless young heterosexuals, young homeless
LGBTQ people are at greater risk of a wide
range of health-related problems, such as mental
illness, suicide attempts, substance abuse, sexual
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6. Care, prevention
and treatment to
improve the health
of LGBTQ people
Most young LGBTQ people are both
physically and mentally healthy.
However, in order to offer equal care on
the same terms, the health service
needs to know about the specific needs
within the group and the specific
challenges that young LGBTQ people
face. The highly elevated risk of mental
illness, suicide and HIV among young
LGBTQ people requires not only
greater knowledge of the reasons for
these disparities, but also the development of methods to prevent and treat
mental illness within the group. Trans
people who seek gender-confirming
treatment have specific care needs and
the health service needs to be prepared
to meet these.
Despite the clear need for evidence-based care,
prevention and treatment specifically tailored to
LGBTQ people, there are currently few such
programmes due to insufficient supporting
research (Fisher & Mustanski, 2014; Public
Health Agency of Sweden, 2018). The following
section outlines research into targeted psychological treatment for mental illness among
LGBTQ people, LGBTQ people’s experiences
in the health service, gender-confirming
treatment and the need to include an LGBTQ
perspective in health promotion work.
The health and situation of young LGBTQ people in Sweden

TARGETED PSYCHOLOGICAL TREATMENT FOR
MENTAL ILLNESS AMONG LGBTQ PEOPLE

Despite the elevated risk of mental illness
among LGBTQ people, until recently, knowledge
of the mechanisms behind this added risk was
relatively limited. However, there are now a
number of studies suggesting several possible
mechanisms that might explain LGBTQ people’s
increased risk of mental illness, and describing
how experiencing stigma-related stress is
associated with stress-related mental illness
(Bränström, 2017; Hatzenbuehler & Pachankis,
2016a). As described in more detail in section 4,
stigma surrounding LGBTQ identity leads to
poorer mental health via various psychosocial
mechanisms that are rooted in stresses relating
to discrimination, violence, identity concealment and expectations of rejection (Meyer,
2003). These processes, which begin in the
teenage years, can have deep psychological
effects that influence the risk of mental illness
throughout a person’s life (Hatzenbuehler &
Pachankis, 2016c; Pachankis, 2007; Pachankis
& Hatzenbuehler, 2013). The majority of the
research that describes these mechanisms has
been conducted among homosexuals and
bisexuals, but the existing research indicates
that similar mechanisms also lie behind the
greater risk of mental illness among trans
people (Oost et al., 2016; White Hughto et al.,
2015; Zeluf et al.).
Some of the mechanisms that lie behind
LGBTQ people’s increased risk of mental illness
are universal risk factors for psychopathology,
such as poor methods of dealing with emotions,
rumination on thoughts and problems, social
isolation and negative basic assumptions, which
occur more commonly among LGBTQ people
than among heterosexual and cis people
(Hatzenbuehler, 2009). There are, however,
effective evidence-based psychological treatments now available to reduce many of these
universal risk factors, including cognitive
behavioural therapy (Elliott, Watson, Goldman
& Greenberg, 2004; Farchione et al., 2012).
39

Other mechanisms that increase the risk of
mental illness are specific to LGBTQ people,
such as stress of not being able to be open about
one’s LGBTQ identity, expectations of rejection
and internalisation of society’s negative attitudes
(Pachankis, 2015). Since these mechanisms are
specific to LGBTQ people, they are likely to
require specifically tailored treatment strategies
in order to effectively counter them. Research
into effective psychological treatments to reduce
mental illness specifically among LGBTQ people
still remains extremely limited (Chaudoir, Wang
& Pachankis, 2017; Public Health Agency of
Sweden, 2018). Literature reviews only report
one randomised controlled study. This study,
which produced promising results, examined
the effect of treatment aimed at gay and bisexual
men that was based on strategies to confirm and
reinforce their LGBTQ identity (Pachankis,
Hatzenbuehler, Rendina, Safren & Parsons,
2015). Various other studies have looked at the
effect of LGBTQ-specific psychological treatments, but have lacked a comparison group
and have had only a short monitoring period
(Chaudoir et al., 2017; Public Health Agency
of Sweden, 2018). Most LGBTQ-specific psychological treatments are based on adapted cognitive
behavioural therapy (CBT) methods. These
LGBTQ -specific CBT treatments focus on the
capacity to handle minority stress through
strategies such as: normalising the negative
impact of the minority stress; facilitating
emotional awareness, control and acceptance;
reducing avoidance; boosting self-confidence in
communication; restructuring thoughts relating
to minority stress; reaffirming unique strengths
and encouraging a healthy, rewarding expression
of sexuality (Pachankis, 2014). The studies that
have been carried out so far show the positive
effects of these LGBTQ-specific treatment
methods in both improving mental health and
reducing health risk behaviours (Pachankis,
Hatzenbuehler, Rendina, et al., 2015).
Sweden currently lacks evidence-based psychological treatment specifically aimed at LGBTQ
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people. Young LGBTQ people are vulnerable
to mental illness and more research and
development work is required in the area of
effective psychological methods for this group.
EXPERIENCES IN THE HEALTH SERVICE

For healthcare professionals to provide a good
experience and equal care on the same terms,
they need to know about young LGBTQ people’s
lives and specific circumstances (Hadland,
Yehia & Makadon, 2016; Silberholz, Brodie,
Spector & Pattishall, 2017). As described in
section 3, some LGBTQ people are at greater
risk of depression, anxiety, HIV, other sexually
transmitted infections, substance abuse and
experiencing violence and discrimination.
There is a risk of LGBTQ people avoiding
seeking healthcare due to the possibility of an
unwelcoming experience or a fear of revealing
their sexual orientation or gender identity.
There is also a risk of LGBTQ people being
offered incorrect, inadequate or insufficient care
due to not feeling comfortable about opening
up to healthcare professionals about their sexual
orientation or gender identity (Hafeez, Zeshan,
Tahir, Jahan & Naveed, 2017). Another factor
in the experience of care is the familiarity of
healthcare professionals with the language used
by young LGBTQ people to talk about sexual
orientation and gender identity (Hadland et al.,
2016). Many young people do not feel that the
terms homosexual, bisexual or trans properly
capture their identities. Some young people
identify instead as queer, an umbrella term to
include everyone who is non-heterosexual and
non-cisgender. Other young people identify as
pansexual, non-binary or genderqueer (see
glossary on pages 7–8 for definitions).
An extensive survey in 2012 asked questions
regarding openness with healthcare professionals
about sexual orientation and trans identity. The
survey showed that among young LGBTQ people
(aged 16–25) in Sweden, only 53 percent of gay men,
29 percent of bisexual men, 64 percent of lesbians,
47 percent of bisexual women and 48 percent of
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trans people were always or usually open with
healthcare professionals about their sexual orientation or trans identity (Bränström & Pachankis,
2018d). In the survey, few young homosexual and
bisexual people felt that their specific needs were
ignored by healthcare professionals. On the other
hand, 17 percent of the young trans people who
took part in the survey stated that they felt their
specific needs were ignored or not taken into
account by healthcare professionals (Bränström
& Pachankis, 2018d).
In Sweden, RFSL offers training in LGBTQ
awareness for healthcare professionals and carries
out what it calls LGBTQ certification of healthcare
provision. Many youth clinics, medical centres
and school/student health centres have undergone this training. The aim of the LGBTQ
certification scheme is to create a working
environment free from discrimination where
staff can offer an LGBTQ-aware experience.
There has, however, been insufficient research
into the effects of LGBTQ certification on how
LGBTQ people feel about their experience and
the quality of the care they receive.
GENDER-CONFIRMING TREATMENT

Some trans people wish to receive gender-
confirming treatment, such as hormone therapy
or surgery. A large number of papers on
recommended treatments have been published
internationally (Cartaya & Lopez, 2017; Conard,
2017; Meriggiola & Gava, 2015; Shumer &
Spack, 2013; Unger, 2014; Vance, Ehrensaft &
Rosenthal, 2014). These studies emphasise the
importance of offering safe and welcoming
environments, ensuring a good experience and
ensuring that healthcare professionals have
the right expertise. In Sweden, the National
Board of Health and Welfare has drawn up
recommendations for the medical care given to
young trans people who wish to receive gender-
confirming treatment (National Board of Health
and Welfare, 2015a). The recommendations stress
the importance of the care being provided by
a multidisciplinary team that is tailored to the
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individual trans person’s needs. This team may
comprise many different professions, such as
psychiatrist, psychologist, social worker,
endocrinologist, speech therapist, dermatologist,
skin therapist, gynaecologist or andrologist,
sexologist and plastic surgeon. The recommendations also emphasise the importance of
offering psychosocial support during examination and treatment. A review of international
studies provides some evidence that the mental
health of trans people improves once they have
undergone gender-confirming treatment
(Dhejne et al., 2016). The strongest evidence
comes from a recent study of trans people in
Sweden who had sought gender-confirming
treatment (Bränström & Pachankis, 2018c). The
study shows that the heightened risk of depression
and anxiety within the group falls away as time
passes after gender-confirmation treatment
(Bränström & Pachankis, 2018c). However, more
knowledge about the long-term effects of gender-
confirming treatment for trans people is needed.
There has been insufficient research into the effect
of treatment in accordance with the National
Board of Health and Welfare’s recommendations,
as published in 2015, which combines gender-
confirming treatment with psychosocial support.
In Sweden, several interview studies have been
conducted among trans people with experience
of gender-confirming treatment and trans people
who would like to receive the treatment
(Linander, Alm, Goicolea & Harryson, 2017;
Linander, Alm, Hammarström & Harryson,
2017; Swedish Government Official Reports,
SOU, 2017; Vogelsang, Milton, Ericsson &
Strömberg, 2016). The studies identified multiple
shortcomings in access to and provision of
healthcare. Long waiting times to receive gender-
confirming treatment and a lack of knowledge
and support appear to be particularly common
problems (Linander, Alm, Hammarström,
et al., 2017). In order to gain access to gender-
confirming treatment, some trans people describe
having been forced to take lead responsibility for
the treatment process. They also describe the
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healthcare service as being defined by conformative norms around gender and a view of gender
as something binary and unchanging (Linander,
Alm, Goicolea, et al., 2017). The official government report SOU 2017:92 ‘Transgender persons
in Sweden – Proposals for stronger status and
improved living conditions’, which was published in November 2017, presented a number of
measures to improve the quality and availability
of gender-confirming treatment (Swedish
Government Official Reports, SOU, 2017).
SUICIDE PREVENTION

As described in section 3, LGBTQ people are at
higher risk of suicidal behaviours than hetero
sexual and cis people. Although the scientific
evidence is limited, there are studies showing that
certain initiatives to create a safer environment
in school reduce the risk of suicidal behaviours
among LGBTQ people. Such initiatives may
include specifically incorporating LGBTQ
identity into the school’s anti-bullying policy
and setting up support groups (e.g. ‘gay/straight
alliances’) (Public Health Agency of Sweden,
2018).
Given the highly elevated risk of suicidal thoughts
and suicide attempts among young LGBTQ
people compared with heterosexual and cis
people, there is a need not only for greater
knowledge of the reasons for these disparities,
but also for the development of effective methods
to prevent suicide within the group. National
suicide prevention efforts should also take account
of the much higher risk among LGBTQ people.
HIV PREVENTION

Compared with other countries, the spread of
HIV in Sweden has stabilised at a low level. In
2016, Sweden was one of the first countries in
the world to achieve UNAIDS’s 90-90-90
target whereby 90 percent of all people living
with HIV will know their HIV status, 90
percent of all people with diagnosed HIV
infection will receive sustained antiretroviral
therapy and 90 percent of all people receiving
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antiretroviral therapy will have viral suppression (undetectable virus levels in the blood).
Nevertheless, between 400 and 500 new cases
of HIV infection are reported each year in
Sweden (Public Health Agency of Sweden,
2017). Over half of those diagnosed with HIV
in Sweden who give Sweden as the country of
infection become infected via sex between men.
Reviews of research into HIV prevention work
show that few interventions are targeted specifically at the group homosexual and bisexual men
or men who have sex with men (MSM) (Public
Health Agency of Sweden, 2018; Harper &
Riplinger, 2013; Hergenrather, Emmanuel,
Durant & Rhodes, 2016). There is, however,
evidence that health-focused communication
campaigns aimed at MSM do have some impact
on sexual risk-taking (Friedman, Kachur, Noar
& McFarlane, 2016). It is remarkable that so few
interventions specifically aimed at homosexual
and bisexual men have been studied, given the
highly elevated risk of infection, compared with
other groups (Bränström & Pachankis, 2018f). A
number of specific risk factors for HIV have also
been identified in this group, such as depression,
anxiety, social isolation and internalised homophobia, and these factors should be taken into
account when designing interventions (Mustanski,
Newcomb, Du Bois, Garcia & Grov, 2011). There
is currently insufficient knowledge about HIV and
the risk of HIV among trans people in Sweden.
Considering the significantly higher risk of HIV
among gay and bisexual men and MSM, improved
knowledge is required about the effect of measures
targeted at this group in particular. In addition, the
effect of offering risk groups preventive measures
such as post-exposure prophylaxis (PEP) and pre-
exposure prophylaxis (PrEP) should be studied in
a specific Swedish context (Delany-Moretlwe et
al., 2015; Hergenrather et al., 2016; Pettifor et al.,
2015). The opportunities that mobile phones, the
internet and social media offer for reaching groups
that are otherwise difficult to reach with preventive
measures ought to be explored (Condran, Gahagan
& Isfeld-Kiely, 2017; Hergenrather et al., 2016).
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7. Knowledge gaps
and recommendations
One general aim of this report has been
to highlight knowledge gaps and point
out areas where more research is
required. The following section presents
the author’s recommendations on how
future research can improve our know
ledge and understanding of the health
and lives of young LGBTQ people.
CHALLENGES FOR RESEARCH

Conducting research relating to LGBTQ people
poses a number of challenges. Some of these
challenges are unique to this group, while
others are common to all research conducted
into minority groups. One challenge for
research is that sexual orientation and gender
identity cover a broad spectrum of individuals
with many different identities. It is therefore
difficult to clearly define, operationalise and
delimit the LGBTQ group and its subgroups.
Some people can be reticent about answering
questions relating to gender identity and sexual
experiences with partners of the same sex.
Much of the research into LGBTQ people’s
health has involved non-randomised samples
and it is often unclear how representative these
people are of the group they are meant to
represent. There is a risk that those who are
interviewed or who respond to questions in this
sample are more open about their identity and
more verbal about their views. Despite this
shortcoming, the research has improved our
knowledge in this field, not least in understanding the links between different factors
that affect the health and lives of LGBTQ
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people. Some groups are also particularly small
and difficult to reach, and then this type of
study can be the only way of gaining any
information.
There is currently considerable data about the
health and lives of LGBTQ people. These sources
of information should be exploited to develop
better and more representative descriptions of
LGBTQ people’s health status. Questions about
LGBTQ identity should also be used in all
population surveys in Sweden.
KNOWLEDGE GAPS REGARDING THE HEALTH
AND LIVES OF LGBTQ PEOPLE

The Public Health Agency of Sweden’s national
public health survey in particular enables the
health status of people who identify as homosexual or bisexual in Sweden to be surveyed
relatively well. However, there is insufficient
knowledge about the health status of people
with a sexual identity other than homosexual,
bisexual or heterosexual. Nor is there sufficient
knowledge about the health status of different
subgroups within the transgender group. More
research is therefore needed in certain subgroups
within the wider LGBTQ group, especially those
with sexual identities other than lesbian, gay,
bisexual or heterosexual (e.g. queer) and among
trans people. Studies of these groups should, as
far as possible, rely on a representative sample of
the population.
The vast majority of studies among LGBTQ
people have been cross-sectional studies or
interviews conducted on a single occasion.
A better understanding of this group’s health
status, their lives and the factors that affect
them can be achieved by adopting a life course
perspective and taking a longitudinal approach
that follows people over time. This type of
study would provide unique new insights into
how the health of LGBTQ people changes over
time and is affected by changes in circumstances.
This type of study can be achieved either by
building up new cohort studies of LGBTQ
people and following these over time, or by
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including questions about sexual orientation
and gender identity in existing large-scale
cohort studies.
There is also a lack of studies on certain aspects of
the health and lives of LGBTQ people in Sweden.
Few studies, for example, have investigated the
situation for LGBTQ people in schools, higher
education and the workplace. More knowledge
is needed in these areas. One way of gaining a
better understanding of the situation for LGBTQ
people in these areas is to include questions
about sexual orientation and gender identity in
school surveys and work environment surveys.
KNOWLEDGE GAPS REGARDING RISK AND
PROTECTIVE FACTORS FOR THE HEALTH
OF LGBTQ PEOPLE

The majority of the studies on risk and protective
factors among LGBTQ people have been cross-
sectional studies, which makes it difficult to
draw firm conclusions about any causal links.
In order to increase knowledge about risk and
protective factors for the health of young LGBTQ
people, more rigorously designed studies are
required, preferably longitudinal studies among
representative samples of the population, where
health and situation in life are monitored both
through self-reporting and objective measures of
risk and preventive factors. Most of the studies on
risk and protective factors and the mechanisms
behind the elevated risk of ill-health among
LGBTQ people have been conducted in North
America. There is thus a need for more research
that takes account of the situation in Sweden.
Factors need to be considered on many levels
in order to better understand what affects the
health and lives of LGBTQ people. Social,
structural and individual deciding factors
need to be studied, along with the way norms
surrounding gender and sexual orientation
affect the lives of LGBTQ people. Much of the
previous research has focused on risk factors
among LGBTQ people. Future studies need to
place more of an emphasis on strengths and
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the different ways that LGBTQ individuals deal
with their challenges.
More knowledge about strengths and protective
factors may provide important information that
can form the basis of interventions aimed at
improving healthcare, prevention and treatment
aimed at LGBTQ people. Better definitions and
well-validated measures of minority stress and
other risk and protective factors among LGBTQ
people also need to be developed.
KNOWLEDGE GAPS REGARDING CARE,
PREVENTION AND TREATMENT TO
IMPROVE THE HEALTH OF LGBTQ PEOPLE

There is a need for research into effective
methods of reducing the health inequalities
between LGBTQ people and heterosexual and
cis people. Such methods require both development and evaluation. There is a pressing need
for interventions aimed at particularly vulnerable groups, the most important of which are
interventions to reduce mental illness, suicide
risk and the risk of contracting HIV.
In order to reduce the dramatically increased
risk of mental illness, interventions aimed at
preventing and effectively treating mental
health issues among LGBTQ people need to be
developed and evaluated. There is currently
knowledge of key mechanisms for ill-health that
are specific to LGBTQ people and proposals for
treatment strategies to tackle these (see section
4). There is, however, a need for randomised
controlled studies that investigate the effect
of LGBTQ- specific psychological treatment.
These studies must also be designed in a way
that makes it possible to determine for whom
(i.e. which subgroups of LGBTQ individuals) and
under which circumstances these treatments are
effective. In addition, studies of more generally
targeted psychological treatment should include
measures of sexual orientation and gender
identity in order to establish whether these
treatments work specifically for LGBTQ people.
National suicide prevention efforts must be
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adapted to meet the much higher risk among
LGBTQ people.
There is a need for more knowledge about how
best to design healthcare for young trans people
and the effects that care has on the health, wellbeing and lives of trans people. More knowledge
about the long-term effects of gender-confirming
treatment for trans people is needed.
PERSPECTIVES IN THE RESEARCH

Research into LGBTQ people’s health should
always bear in mind that LGBTQ identity is only
one of many factors that affect the health and life
of an individual. To obtain a better and deeper
understanding of the situation for LGBTQ people,
other aspects must be analysed, such as ethnic
and cultural background, plus socioeconomic
and regional differences. Research should have
an intersectional perspective that takes into
account the impact of multiple social identities
and the consequences of gender, class, ethnic
and cultural background, skin colour, functional
variation and age in conjunction with sexual
orientation and gender identity.
There is also a need for research focusing on
specific groups of LGBTQ people. Although
certain sections of the LGBTQ group have a
higher level of education (particularly lesbians
and gay men), more knowledge is required about
the lives of socially disadvantaged and homeless
LGBTQ people. In addition, more knowledge is
needed about the significance of ethnic minority
status among young LGBTQ people in Sweden.
The specific circumstances of LGBTQ people
who come to Sweden as refugees need to be
highlighted to ensure a good reception and to
facilitate social integration.
A diversity perspective is important in all
people-related research. Research funding
bodies should therefore encourage applicants to
specifically consider and justify the inclusion or
exclusion of LGBTQ people in their research.
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PEOPLE WITH INTERSEX VARIATIONS

Research into the health and lives of people
with intersex variations is extremely limited,
and the general articles identified in our
literature review draw the conclusion that more
knowledge is required (Beale & Creighton,
2016; Tishelman, Shumer & Nahata, 2017).
Since the group comprises individuals with a
wide range of intersex variations, it is difficult
to give general recommendations regarding
healthcare needs and care provision. There is a
need for more research that takes a life course
perspective in examining the lives of people
with intersex variations and their healthcare
needs and provision. However, the limited
number of individuals involved may make
international research necessary in this area.
Knowledge gaps and recommendations
from the author
–– Questions about LGBTQ identity should be used
in all population surveys in Sweden.
–– Questions about LGBTQ identity should be
included in health surveys at schools and in
working life.
–– Awareness about the increased vulnerability of
young LGBTQ people to risk factors and ill health
must be present in youth research and a LGBTQ
perspective should always be part of such research.
–– In order to increase knowledge about risk and
protection factors for the health of young LGBTQ
people, longitudinal studies are required in
representative populations where health and
living conditions are followed with both self-reported and objective measures.
–– Since the majority of the research carried out on
causes of increased risk of ill health among
LGBTQ people has been conducted in North
America, in-depth studies are required for
Swedish conditions.
–– More knowledge about the strengths and
protection factors of LGBTQ people is needed.
Such knowledge may then serve as a basis for
interventions aimed at improving care, prevention
and treatment tailored for LGBTQ people.
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–– More research is needed in some subgroups
within the LGBTQ group, especially those with
different sexual identities than gay or bisexual
(e.g. queer) and among transgender people.
–– More research is needed on vulnerability among
LGBTQ people and its causes, including violence
from a partner, sexual violence and honour-related violence, with particular focus on the situation
of transgender and bisexual women.
–– In order to reduce the dramatically increased risk of
mental illness, interventions aimed at preventing
and effectively treating mental health among
LGBTQ people need to be developed and evaluated.
–– There is a need for randomised controlled studies
that investigate the effect of LGBTQ- specific
psychological treatment.
–– National suicide prevention efforts must be adapted
to meet the high risk among LGBTQ people.

–– There is a need for more knowledge about how to
best to deal with the care of young transgender
and the effects of gender affirming care on
transgender health, well-being and living
conditions.
–– More knowledge about the long-term effects of
sex-confirming care for transgender is needed.
–– Research also needs to be done in specific groups
of LGBTQ people, e.g. socially vulnerable and
newly arrived.
–– More knowledge is needed about the care, care
needs and life situation of persons with intersexual
variation, that is, those who have a body that
cannot be categorised as male or female according
to social norms for gender.
–– Research funding should encourage applicants to
specifically consider and motivate the inclusion or
exclusion of LGBTQ people in their research.

–– More research should have an intersectional
perspective that takes into account the impact of
multiple social identities and the consequences
of gender, class, ethnicity, skin colour, function
variation and age in conjunction with sexual
orientation and gender identity.
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