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Objectives. This study compared health indicators among self-identified lesbians/bisexual women
and heterosexual women residing in Los Angeles County.

Methods. Respondents were English-speaking Hispanic, African American, and Asian American women.
Health status, behavioral risks, access barriers, and indicators of health care were assessed.

Results. Prevalence rates of chronic health conditions were similar among women in the 3 racial/eth-
nic groups. However, lesbians and bisexual women evidenced higher behavioral risks and lower rates
of preventive care than heterosexual women.

Conclusions. Among racial/ethnic minority women, minority sexual orientation is associated with in-
creased health risks. The effects of sexual minority status need to be considered in addressing health
disparities affecting this population. (Am J Public Health. 2002;92:632–639)
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health status, health behaviors, and access to
care are rare and have been primarily based
on urban samples drawn unsystematically
from a visible lesbian community.9 Despite
the volunteer bias inherent in this methodol-
ogy, these studies typically reveal that les-
bians are less likely to receive preventive
health services (e.g., screening for breast and
cervical cancer),10–14 more likely to be over-
weight or obese,9,13 and more likely to smoke
and to engage in heavy alcohol consumption
than are heterosexual women.15,16

In the present study, we examined, within
3 racial/ethnic minority groups, variations in
health status among women of differing sex-
ual orientations. Such information can be
helpful in identifying factors that may con-
tribute to variations in health disparities
within and across groups of women. Local
and state health planners may find such data
useful in attempts to reduce or eliminate
health disparities among women.

METHODS

Data Sources
We used 2 sources of data: a population-

based survey of Los Angeles County residents
and, for comparison purposes, a large non-
population-based survey of lesbians and bi-

sexual women residing in Los Angeles
County.

Los Angeles County Health Survey (LACHS).
The LACHS is a biennial, cross-sectional,
population-based random-digit-dialing tele-
phone survey that collects information on
health status, health behaviors, health care
quality, and access to health services among
adults and children living in Los Angeles
County.17 In the 1999 version of the LACHS
(for which data were gathered between Sep-
tember 1999 and April 2000), computer-
assisted telephone interviews were conducted
in the 7 different languages common to resi-
dents. One eligible respondent (an adult 18
years or older) from each sampled household
was randomly selected for an interview.

Reflecting the relatively low number of
call-back attempts (a maximum of 8), 55% of
eligible respondents were successfully inter-
viewed (n=8354 completed interviews). As a
means of enhancing the representativeness of
the sample, responses were weighted to ad-
just for (1) selection probability, (2) the ap-
proximately 4% of county households with-
out a working telephone number, and (3)
demographic poststratification. A comprehen-
sive survey methodology report is available
from the Division of Health Assessment and
Epidemiology, Los Angeles County Depart-

Despite improvements over the last 2 decades
in the overall health of US residents,1 signifi-
cant concern exists regarding the continuing
magnitude of health disparities among Afri-
can American, Hispanic, and Asian American
women in comparison with White women.2–7

Sex-based research designed to elucidate dif-
ferences within subgroups of racial/ethnic mi-
nority women and the factors that contribute
to these differences is still in its infancy.5

Although there are some health indices on
which racial/ethnic minority women demon-
strate better outcomes; on most health in-
dices, African American and Hispanic women
evidence poorer health status and riskier
health behaviors than their White counter-
parts. Examples are shorter life expectancy;
higher death rates from heart disease, dia-
betes, and cerebrovascular disease; greater
levels of overweight and obesity; lower levels
of physical activity; higher levels of dietary fat
consumption; and fewer daily servings of
fruits and vegetables.3

Similarly, African American, Hispanic, and
Asian American women on the whole, in
comparison with White women, have less ac-
cess to preventive health services, including
cervical cytology, mammography, clinical
breast examination, and cholesterol and
blood pressure screening. Access to these
services contributes to early detection of
chronic diseases, reducing associated morbid-
ity and mortality.3,4,8

Investigators interested in the reasons for
observed health disparities have explored
such factors as socioeconomic status, marital
status, neighborhood characteristics, health
insurance rates, and health care delivery
characteristics.5 To date, however, the contri-
bution of sexual orientation to the health dis-
advantages experienced by some racial/eth-
nic minority women remains unexamined.
Studies of lesbian and bisexual women’s
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ment of Health Services, and has been pub-
lished elsewhere.17

Los Angeles County Lesbian Health Survey
(LHS). Between 1999 and 2001, 1158 volun-
teers participated in the LHS. Eligible respon-
dents included English-speaking women 18
years or older who resided in Los Angeles
County and self-identified as lesbian or bisex-
ual (or an associated term). Self-identified het-
erosexual women were ineligible. We re-
cruited respondents via several methods
commonly used to access populations that are
generally hidden, geographically dispersed,
and readily accessible in large numbers only
through their participation in specialized so-
cial events or through loosely structured so-
cial networks.9,18 These methods included in-
formational mailings using commercially
available listings and social organization lists,
direct solicitations made by project staff at les-
bian/gay-related public events and social or-
ganization meetings, announcements of the
study within the local gay press, and second-
ary dispersion via study respondents who dis-
tributed questionnaires through their own so-
cial networks.

The purpose of the study (to examine les-
bian health issues) and the task of respon-
dents (self-administration of a 38-page anony-
mous questionnaire) were explained during
initial contacts. In most instances, women
who chose to participate provided contact in-
formation that was subsequently used in the
mailing of a survey packet (questionnaire and
prepaid return envelope). Survey packets
were also dispensed at organizational meet-
ings and through social networks of the origi-
nal participants. Because questionnaires were
disseminated through bulk mailings or
through personal contacts to which those in-
volved with the research project were not
privy, it is unclear how many survey packets
actually reached an eligible target. Therefore,
calculation of a response rate is not helpful.

The limitations of the sampling methods
just described are well known; use of these
methods tends to draw samples from the les-
bian population that are somewhat younger,
better educated, and more likely to be non-
Hispanic White than similar samples of les-
bians drawn through general population–
based surveys.18,19 At present, this snowball
sampling methodology is the most viable

strategy for studying racial/ethnic minority
women within this stigmatized group, because
population-based methods (including those
used in the LACHS) generate extremely small
samples of lesbians in general (usually about
2% of respondents), precluding their use in
examining possible racial/ethnic differences.

Participants
LACHS sample. All women younger than

65 years (n=4255) were asked the following
question: “Are you gay, lesbian, or bisexual?”
We selected all women aged 18 to 64 years
who answered “no” to this question, who
were interviewed in English, and who self-
identified in interview responses as Hispanic,
non-Hispanic Black or African American, or
non-Hispanic Asian American or Pacific Is-
lander. The final sample included 1398
women.

Lesbian/bisexual sample. We selected, from
among LHS participants, all women aged 18
to 64 years who reported Hispanic, non-
Hispanic Black or African American, or non-
Hispanic Asian American or Pacific Islander
racial/ethnic backgrounds. This resulted in a
final sample of 365 women. Of these women,
82% self-identified as lesbian, gay, or homo-
sexual; 9% self-identified as bisexual; and 9%
identified themselves using another nonhet-
erosexual orientation label.

Study Measures
The LACHS and the LHS measured simi-

lar health status, health behavior, and health
care access constructs. For comparison pur-
poses, we selected, across several domains,
those questions that were common to both
surveys.

Health status indicators. In both surveys, re-
spondents rated their current general health
using one of 5 identical descriptors. We col-
lapsed these descriptors into 2 categories
(good, very good, or excellent vs fair or poor).
We calculated body mass index (BMI) from
self-reported height and weight. Women were
categorized as overweight if their BMI was
25 kg/m2 or greater and as obese if their
BMI was 30 kg/m2 or greater. Because self-
reports of height and weight are subject to
known biases, our estimates of BMI are prob-
ably biased toward underreporting of over-
weight and obesity.20 Participants were also
queried in regard to the following chronic

health conditions: hypertension, asthma,
arthritis, cardiovascular problems, and dia-
betes. In the LACHS, they were asked
whether they had ever been told by a doctor
that they had one of these conditions; in the
LHS, they were asked whether they had ever
experienced one of the conditions.

Health risk behaviors. Both surveys mea-
sured current tobacco use. The LACHS asked
respondents whether they used cigarettes, ci-
gars, pipes, or smokeless tobacco, and the
LHS asked respondents whether they used
cigarettes, pipes, or cigars. Former tobacco
use was assessed by asking current nonsmok-
ers whether they had smoked at least 100
cigarettes in their life (LACHS) or by asking
all respondents whether they had ever
smoked (LHS). Frequent alcohol use, defined
as consumption of an average of 4 or more
drinks per week, was measured in the
LACHS in terms of consumption in the past
month and in the LHS by asking women how
often they consumed alcohol. Heavier alcohol
consumption, defined as an average of 3 or
more drinks on days when drinking occurs,
was measured in the LACHS for the past
month and in the LHS by asking women how
many drinks they consumed on a typical day
when they were drinking. Only women who
identified themselves as current drinkers were
included in these latter estimates.

Health care access barriers. In terms of
health care access barriers, both surveys mea-
sured current health insurance status (any vs
no insurance), difficulty obtaining medical
care, and presence of a regular source of
medical care. In assessing reports of difficul-
ties in obtaining medical care, the LACHS
asked, “Overall, how easy or difficult is it for
you to get medical care when you need it?”
We recoded this item into 2 categories (very
difficult or somewhat difficult vs somewhat
easy or very easy). In the LHS, women were
asked, “How hard has it been for you to get
medical treatment or health services that you
have needed?” Again, we recoded this item
into 2 categories (very hard or fairly hard vs
not too hard or not hard at all).

In the LACHS, women reporting no regu-
lar sources of health care or advice (either a
particular place or a health care provider)
that they used most often were classified as
not having a regular source of medical care.
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In the LHS, women reporting both no “one
specific person you regularly see when you
need health care” and no “particular place
you usually go when you are sick or need
health care” were classified as not having a
regular source of care.

Indicators of health care quality. Both sur-
veys assessed several indicators of health care
quality, including reports of a blood pressure
check in the past year, taking medication for
hypertension (among those previously diag-
nosed as hypertensive), a serum cholesterol
test within the past 5 years, a Papanicolaou
test within the past 2 years (among women
without a history of hysterectomy), and a clin-
ical breast examination from a health care
provider within the past 2 years. Among
women 40 years or older, 2 additional indi-
cators were measured: undergoing a mammo-
gram within the previous 2 years and receiv-
ing hormone replacement therapy within the
past year.

Demographic characteristics. The 2 surveys
measured age, racial/ethnic background, edu-
cational attainment, hours of employment,
and current cohabiting status with a spouse or
relationship partner in a similar manner; how-
ever, they differed in terms of their assess-
ment of annual income. For the purposes of
comparability, we converted LACHS reports
of family income into 2 categories: 300% or
less of the federal poverty level or more than
300% of the poverty level.21 The LHS as-
sessed personal income, because the extent to
which lesbians combine their household in-
comes is unknown at present. We converted
income figures to poverty levels, assuming
each woman to be an independent family
unit. One would expect that the majority
(though not all) of misclassification bias engen-
dered by such an approach would have the ef-
fect of underestimating financial resources.

Approximately 37% of LHS women lived
alone (n=101) or with unrelated adults (n=
34). However, 16% (n=58) lived with adult
biological kin (50% reporting this living situa-
tion were younger than 30 years, and 80%
were younger than 40 years). An additional
43% (n=158) lived with a relationship part-
ner (with 16 households including children
younger than 18 years). More than half
(56%) of cohabiting women reported that
household expenses were split equally; fewer

than 5% indicated that one partner com-
pletely supported the other financially. Only
4% of women (n=14) reported that their
household contained minor children but no
cohabiting relationship partner.

Statistical Analysis
From the LHS data, we report prevalence

rates and standard errors within each of the 3
racial/ethnic groups. In the case of the
LACHS, we used specialized software to esti-
mate both weighted prevalence rates and
standard errors, taking into account the sur-
vey’s complex sampling design.22 Separately
within each racial/ethnic minority group, we
standardized prevalence rates to the categori-
cal age distribution of the lesbian sample and
made comparisons with LHS rates via tests
for the difference between 2 independently
estimated proportions.23 In instances in which
fewer than 15 women in the LHS sample
were available for analysis, we chose not to

make statistical comparisons, owing to the im-
precision of our estimates.

We also report results obtained from addi-
tional comparisons in which LACHS preva-
lence rates were standardized, within each
racial/ethnic group, to the LHS age, educa-
tion, and income distributions (referred to
subsequently as “fully standardized” esti-
mates). In the case of some of the analyses,
we report results of χ2 tests comparing counts
derived from the LHS and weighted counts
derived from the LACHS. Statistical signifi-
cance was set at the .05 level (2-sided).

RESULTS

Demographic Characteristics
The percentages of Hispanic, African

American, and Asian American respondents
in the LHS were similar to weighted estimates
from the LACHS (Table 1). However, in com-
parison with weighted estimates from the

TABLE 1—Characteristics of the Los Angeles County Lesbian Health Survey (LHS) and Los
Angeles County Health Survey (LACHS) Samples

Characteristic LHS Sample, No. (%) LACHS Sample,a Weighted No. (%)

Racial/ethnic background

Hispanic 165 (45.2) 568 (40.6)

Non-Hispanic

African American 126 (34.5) 462 (33.0)

Asian American 74 (20.3) 368 (26.3)

Age, y*

18–29 101 (27.7) 465 (33.2)

30–39 153 (41.2) 370 (26.5)

40–49 76 (20.8) 302 (21.6)

50–64 35 (9.6) 262 (18.7)

Education*

High school or less 66 (18.1) 525 (37.6)

Some college 131 (35.9) 531 (38.0)

College 106 (29.0) 256 (18.3)

Graduate degree 62 (17.0) 85 (6.1)

Income in relation to poverty level, %*

<300 124 (34.0) 909 (65.0)

≥300% 241 (66.0) 489 (35.0)

Employed full timeb* 245 (67.1) 615 (44.0)

Cohabiting with spouse/partner* 158 (43.3) 671 (48.0)

Note. Percentages sum to 100% except for rounding error.
aActual sample size is 1398, except for missing data. Weighted sample sizes and percentages are shown.
bEmployed 35 or more hours per week.
*P < .05.
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LACHS, LHS women were younger (χ2
3 =

40.60, P<.001) and had higher levels of ed-
ucation (χ2

3 =90.55, P<.001) and income
(P<.001). Also, they were more likely to be
employed full-time (P<.001) and less likely
to be cohabiting with a relationship partner
(P<.05).

Health Status Indicators
Across the 3 racial/ethnic groups, we esti-

mated that, after standardization for age, les-
bians and bisexual women had prevalence
rates of the 5 chronic health conditions as-
sessed that were similar to estimated rates for
heterosexual women (Table 2). Additional
standardization for education and income dif-
ferences did not alter these findings apprecia-
bly (Table 3). Prevalence rates regarding neg-
ative evaluations of general health among
Hispanic lesbians and bisexual women were
lower than estimated rates for similar hetero-
sexual women in age-standardized compar-
isons, but this difference attenuated in fully
standardized estimates. In contrast, in com-
parison with fully standardized estimates for
heterosexual women, African American les-
bians and bisexual women evidenced greater
prevalence rates of negative general health
evaluations. Among Asian American women,
no differences were evident.

Being overweight is a common health risk
for racial/ethnic minority women in Los An-
geles County. However, in the majority of
comparisons made within racial/ethnic mi-
nority groups, there was clear evidence of
greater prevalence rates of both overweight
and obesity among lesbians and bisexual
women than in the case of estimates for simi-
lar heterosexual women (see Tables 2 and 3).
In addition, the percentages of overweight
women who were also obese were higher
among Hispanic and African American les-
bians and bisexual women (61.2% and
54.3%, respectively) than in fully standard-
ized estimates for similar heterosexual
women (41.8% and 39.2%, respectively).

Health Behaviors
Both tobacco use and heavier patterns of

alcohol consumption among women who con-
sumed alcohol appeared to be more prevalent
among lesbians and bisexual women than
would be expected on the basis of either age-

standardized (Table 2) or fully standardized
(Table 3) estimates for heterosexual women
of similar racial/ethnic backgrounds. These
differences were greatest among Hispanic and
Asian American women. In comparisons
made with fully standardized estimates for
heterosexual women, African American les-
bians and bisexual women were shown to
have greater prevalence rates of current to-
bacco use and heavy alcohol consumption.

Health Care Access Barriers
In regard to lack of health insurance, diffi-

culties in obtaining health care, and lack of a
regular source of care, prevalence rates for
Asian American lesbians and bisexual women
were similar to standardized estimates for
heterosexual Asian American women. How-
ever, in comparison with fully standardized
estimates for African American heterosexual
women, significantly more African American
lesbians and bisexual women lacked insur-
ance and a regular source of care (see Tables
2 and 3). In similar comparisons among His-
panic women, significantly more lesbian and
bisexual respondents lacked a regular source
of health care. Nevertheless, reports of diffi-
culties in obtaining health care did not appear
to differ by sexual orientation among either
African American or Hispanic women.

Indicators of Health Care Quality
One means of indexing a woman’s level of

general health care quality is the extent to
which she receives preventive health care
(e.g., cholesterol checks, Pap tests, and clinical
breast examinations) at recommended inter-
vals. Hispanic and African American lesbians
and bisexual women exhibited generally
lower rates of preventive care in comparison
with estimates for similar heterosexual
women, particularly when estimates were
fully standardized (see Tables 2 and 3). How-
ever, lesbians and bisexual women with histo-
ries of hypertension were more likely to re-
port taking hypertensive medication, and
African American lesbians and bisexual
women, in particular, exhibited a higher fre-
quency of recent blood pressure checks. Rates
of preventive care were lower among Asian
American lesbians and bisexual women, but
differences were not statistically significant,
other than in the case of cholesterol checks,
when fully standardized estimates were used.

Among respondents older than 40 years,
we observed lower rates of hormone replace-
ment therapy among African American les-
bians and bisexual women in comparison with
estimates derived from African American het-
erosexual women. In terms of having had a
mammogram within the previous 2 years,
prevalence rates did not differ by sexual ori-
entation for either Hispanic or African Ameri-
can women when comparisons were made
with fully standardized LACHS estimates.

DISCUSSION

As the field of public health works to ad-
dress national patterns of health disparities
that result in disadvantages among racial/eth-
nic minority women, there is considerable
recognition that personal, regional, and socio-
economic factors influence intragroup varia-
tions in risk.4,8 The present findings suggest
that sexual orientation also contributes to
these variations. The majority of racial/ethnic
minority women in Los Angeles County who
participated in the 2 surveys described here
reported recent screening for hypertension,
hypercholesterolemia, and breast and cervical
cancer; however, in comparison with esti-
mates derived from heterosexual women of
similar racial/ethnic backgrounds, rates of
preventive care use were lower among les-
bians and bisexual women.

There was some hint, most strongly for
Hispanic and African American lesbians and
bisexual women, that part of the difficulty
might reside in lacking a regular source of
medical care. To some extent, this may have
been a function of the somewhat more fre-
quent lack of health insurance among His-
panic and African American lesbians and
bisexual women in comparison with stan-
dardized estimates for similar heterosexual
women, although reports of difficulties in
obtaining care were no greater than ex-
pected. Whereas full-time employment en-
genders greater opportunities for health in-
surance coverage, so does married status;
health insurance coverage, in turn, increases
women’s access to health care services.24,25

In the present study, lesbians and bisexual
women had higher rates of full-time employ-
ment but were presumably less likely than
heterosexual women to have access to
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TABLE 2—Comparisons of Health Risk and Morbidity Indicators Among Los Angeles County Lesbian 
Health Survey (LHS) Respondents With Age-Standardized Estimates From the Los Angeles County 
Health Survey (LACHS) Sample

Hispanic Non-Hispanic African American Non-Hispanic Asian American

Health Indicator LHS, % (SE) LACHS, % (SE) P LHS, % (SE) LACHS, % (SE) P LHS, % (SE) LACHS, % (SE) P

Health status

Health rated as poor or fair 10.1 (4.7) 17.6 (3.2) .01 17.9 (6.8) 18.1 (4.4) .96 4.0 (4.5) 6.2 (3.6) .46

Overweight (BMI ≥ 25) 58.5 (7.6) 50.2 (4.3) .06 73.0 (7.8) 52.7 (5.8) <.001 31.9 (10.8) 20.1 (6.2) .06

Obese (BMI ≥ 30) 35.8 (7.4) 22.3 (3.7) <.01 39.7 (8.5) 27.2 (5.6) .02 8.3 (6.4) 8.5 (4.7) .97

Chronic health conditions

Hypertension 11.6 (4.9) 12.6 (2.9) .72 23.8 (7.4) 25.0 (5.2) .79 6.8 (5.7) 4.8 (2.6) .54

Asthma 18.3 (6.3) 10.4 (2.7) .02 19.8 (7.0) 17.4 (4.2) .56 13.5 (7.8) 9.6 (4.2) .39

Arthritis 13.4 (5.2) 12.7 (3.5) .82 15.9 (6.4) 15.7 (3.7) .95 6.8 (5.7) 2.2 (1.7) .13

Cardiovascular problems 1.2 (1.7) 3.0 (1.4) .11 7.9 (4.7) 7.7 (2.7) .94 4.0 (4.5) 2.2 (2.3) .48

Diabetes 3.6 (2.9) 7.2 (2.4) .06 6.3 (4.3) 6.7 (2.6) .88 1.4 (2.6) 2.0 (2.2) .73

Health behaviors

Current tobacco user 30.3 (7.0) 13.4 (3.0) <.001 28.0 (7.9) 22.0 (4.7) .20 20.3 (9.2) 13.2 (5.4) .19

Former smoker 38.2 (7.4) 20.2 (3.9) <.001 35.2 (8.4) 27.8 (6.3) .16 47.3 (11.4) 14.3 (6.1) <.001

Drinks alcohol ≥4 times per week 4.9 (3.3) 1.2 (1.0) .04 3.2 (3.1) 3.4 (2.2) .95 4.0 (4.5) 0.8 (1.2) .17

Current drinker consuming ≥3 drinks 51.4 (8.2) 28.0 (5.2) <.001 26.7 (8.5) 22.2 (7.4) .43 38.0 (12.6) 20.3 (8.6) .02

per drinking day

Health care access barriers

Uninsured 19.0 (6.0) 21.6 (3.6) .48 15.1 (6.2) 12.0 (3.9) .42 9.4 (6.7) 10.5 (4.5) .79

Medical care hard to get 16.7 (5.7) 22.7 (3.6) .08 10.5 (5.4) 20.5 (4.5) <.01 12.7 (7.7) 16.1 (5.0) .47

No regular source of care 14.2 (5.4) 10.7 (2.8) .26 13.6 (6.0) 6.2 (2.9) .03 9.7 (6.8) 11.0 (4.8) .77

Health care quality

Blood pressure checked in past year 87.2 (5.1) 86.8 (3.0) .90 95.2 (3.8) 89.0 (3.9) .03 83.8 (8.4) 83.6 (5.7) .97

Taking medication if history of 42.1 (22.2) 5.8 (1.9) <.01 43.3 (17.7) 14.8 (3.1) <.01 . . .a 2.9 (2.1) . . .a

hypertension is reported

Cholesterol checked in past 5 years 71.3 (6.9) 78.5 (3.7) .07 78.2 (7.3) 87.2 (3.5) .03 63.5 (11.0) 74.2 (6.7) .47

Pap test in past 2 years 67.9 (7.3) 80.6 (3.8) <.01 75.7 (8.1) 81.4 (3.2) <.001 65.3 (11.0) 70.0 (6.7) .47

Clinical breast examination in past 2 years 66.2 (7.3) 75.7 (4.0) .02 77.8 (7.2) 85.3 (3.9) .07 66.2 (10.8) 71.2 (6.8) .44

Mammogram in past 2 years (aged ≥40y) 62.2 (14.2) 65.4 (8.7) .70 88.8 (8.4) 73.9 (6.9) <.01 . . .a 75.1 (9.2) . . .a

Hormone replacement therapy in past 13.0 (9.7) 29.2 (13.2) .05 16.7 (9.9) 42.3 (11.4) <.001 . . .a 36.3 (21.3) . . .a

year (age ≥40y)

Note. The LHS included 165 Hispanics, 126 non-Hispanic African Americans, and 74 non-Hispanic Asian Americans. The LACHS included 568 weighted Hispanics, 462 weighted non-Hispanic African
Americans, and 368 weighted non-Hispanic Asian Americans. Among those 40 years and older, the LHS included 46 Hispanics and 54 non-Hispanic African Americans, while the LAHCS included 260
Hispanics, 204 non-Hispanic African Americans, and 94 non-Hispanic Asian Americans. For the LACHS, weighted estimates are shown. Statistical comparisons were made by testing for the difference
between 2 independently estimated proportions. Within each racial/ethnic minority group, prevalences in the LACHS sample are standardized to the categorical age structure of the LHS sample.
BMI = body mass index.
aFewer than 15 women available for analysis.

health insurance through a spouse or rela-
tionship partner.

Also, lesbians and bisexual women in the
current study evidenced greater-than-
expected rates of health risk behaviors, al-
though findings were somewhat inconsistent
across racial/ethnic minority groups. Similar
to others15,16 who have found higher rates of
tobacco use among lesbians and bisexual

women than among heterosexual women, we
observed that minority sexual orientation is
associated with greater risk of tobacco use. In
comparison with fully standardized estimates
for heterosexual women, tobacco use preva-
lence rates were approximately twice as great
among lesbians and bisexual women.

Tobacco control campaigns and legislative
policy efforts in California have successfully

reduced smoking rates in the state’s general
population of women by 29% (from 21.1% in
1989 to 15% in 2000; unpublished data, To-
bacco Control Section, California Department
of Health Services, March 2001). Our find-
ings reiterate that reducing tobacco use
among lesbians and bisexual women is a
needed, but often overlooked, goal in public
health interventions.15
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TABLE 3—Comparisons of Health Risk and Morbidity Indicators Among L.A. County Lesbian 
Health Survey (LHS) Respondents With Fully Standardized Estimates From the Los Angeles 
County Health Survey (LACHS) Sample

Hispanic Non-Hispanic African American Non-Hispanic Asian American

Health Indicator LHS, % (SE) LACHS, % (SE) P LHS, % (SE) LACHS, % (SE) P LHS, % (SE) LACHS, % (SE) P

Health status

Health rated as poor or fair 10.1 (4.7) 11.8 (2.9) .56 17.9 (6.8) 10.5 (3.2) .05 4.0 (4.5) 4.8 (3.2) .80

Overweight (BMI ≥ 25) 58.5 (7.6) 41.8 (5.4) <.001 73.0 (7.8) 40.3 (6.2) <.001 31.9 (10.8) 12.3 (4.7) <.01

Obese (BMI ≥ 30) 35.8 (7.4) 17.5 (4.3) <.001 39.7 (8.5) 15.8 (3.6) <.001 8.3 (6.4) 4.1 (2.3) .22

Chronic health conditions

Hypertension 11.6 (4.9) 11.1 (3.8) .88 23.8 (7.4) 18.1 (4.0) .18 6.8 (5.7) 4.4 (3.5) .49

Asthma 18.3 (6.3) 11.3 (4.1) .06 19.8 (7.0) 13.5 (4.5) .14 13.5 (7.8) 7.0 (4.4) .15

Arthritis 13.4 (5.2) 13.4 (4.1) .99 15.9 (6.4) 14.7 (3.5) .75 6.8 (5.7) 3.7 (3.7) .38

Cardiovascular problems 1.2 (1.7) 2.7 (1.9) .26 7.9 (4.7) 5.7 (2.9) .44 4.0 (4.5) 3.2 (3.4) .76

Diabetes 3.6 (2.9) 5.7 (2.8) .31 6.3 (4.3) 5.6 (2.7) .77 1.4 (2.6) 1.0 (0.9) .82

Health behaviors

Current tobacco user 30.3 (7.0) 12.1 (3.7) <.001 28.0 (7.9) 15.6 (4.7) <.01 20.3 (9.2) 8.8 (4.5) .03

Former smoker 38.2 (7.4) 17.7 (3.6) <.001 35.2 (8.4) 27.2 (6.5) .14 47.3 (11.4) 13.3 (6.0) <.001

Drinks alcohol ≥4 times per week 4.9 (3.3) 1.9 (1.2) .10 3.2 (3.1) 4.2 (2.9) .65 4.0 (4.5) 0.2 (0.4) .09

Current drinker consuming ≥3 drinks 51.4 (8.2) 20.8 (4.0) <.001 26.7 (8.5) 12.8 (6.2) <.01 38.0 (12.6) 18.3 (6.8) <.01 

per drinking day

Health care access barriers

Uninsured 19.0 (6.0) 13.0 (2.5) .07 15.1 (6.2) 5.6 (2.4) .01 9.4 (6.7) 8.8 (4.4) .87

Medical care hard to get 16.7 (5.7) 19.3 (4.2) .46 10.5 (5.4) 11.8 (3.2) .69 12.7 (7.7) 15.7 (6.1) .55

No regular source of care 14.2 (5.4) 7.0 (2.1) .01 13.6 (6.0) 3.6 (2.4) <.01 9.7 (6.8) 10.7 (5.6) .82

Health care quality

Blood pressure checked in past year 87.2 (5.1) 89.3 (3.2) .49 95.2 (3.8) 88.3 (5.5) .04 83.8 (8.4) 90.5 (4.2) .16

Taking medication if history of 

hypertension reported 42.1 (22.2) 5.0 (2.8) <.01 43.3 (17.7) 12.8 (3.5) <.001 . . .a 3.1 (3.4) . . .a

Cholesterol checked past 5 years 71.3 (6.9) 82.2 (4.0) <.01 78.2 (7.3) 87.9 (4.5) .03 63.5 (11.0) 77.8 (7.1) .03

Pap test in past 2 years 67.9 (7.3) 85.5 (3.5) <.001 75.7 (8.1) 94.1 (3.3) <.001 65.3 (11.0) 71.6 (6.4) .33

Clinical breast examination in past 2 years 66.2 (7.3) 81.0 (3.9) <.001 77.8 (7.2) 88.4 (4.1) .01 66.2 (10.8) 70.9 (6.8) .47

Mammogram in past 2 years (aged ≥40y) 62.2 (14.2) 76.3 (10.5) .12 88.8 (8.4) 81.8 (6.9) .20 . . .a 75.5 (14.5) . . .a

Hormone replacement therapy in past 13.0 (9.7) 29.8 (20.6) .15 16.7 (9.9) 46.1 (12.9) <.001 . . .a 31.4 (14.4) . . .a

year (aged ≥40y)

Note. The LHS included 165 Hispanics, 126 non-Hispanic African Americans, and 74 non-Hispanic Asian Americans. The LACHS included 568 weighted Hispanics, 462 weighted non-Hispanic African
Americans, and 368 weighted non-Hispanic Asian Americans. Among those 40 years and older, the LHS included 46 Hispanics and 54 non-Hispanic African Americans, while the LAHCS included 260
Hispanics, 204 non-Hispanic African Americans, and 94 non-Hispanic Asian Americans. For the LACHS, weighted estimates are shown. Statistical comparisons were made by testing for the difference
between 2 independently estimated proportions. Within each racial/ethnic minority group, prevalences in the LACHS sample are standardized to the categorical age structure of the LHS sample.
BMI = body mass index.
aFewer than 15 women available for analysis.

We also observed substantial levels of
overweight and obesity in Hispanic and Af-
rican American women, regardless of sex-
ual orientation, consistent with the escalat-
ing obesity pandemic.26 Nevertheless, in
comparison with standardized estimates for
heterosexual women, overweight preva-
lence rates were far greater among lesbians
and bisexual women. In general, obesity

confers a higher risk for colorectal cancer,
postmenopausal breast cancer, diabetes,
arthritis, and cardiovascular diseases; how-
ever, it may also have indirect effects on
health.2 For example, recent studies indi-
cate that women who are overweight or
obese are less likely to be screened for
breast and cervical cancer in primary care
settings.27,28

Despite the greater health risks observed
among lesbians and bisexual women, we
found few differences in self-reported chronic
disease morbidity related to sexual orienta-
tion. This absence of findings may reflect the
relative youth of our sample. However, there
may also be differences between lesbians and
bisexual women and heterosexual women in
terms of protective factors. Aaron and col-
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leagues,13 in their recent survey of lesbians
and bisexual women in Pittsburgh, found that
these women evidenced higher-than-expected
levels of individual risk behaviors as well as
of participation in strenuous physical activi-
ties. Thus, we should carefully consider differ-
ences in both risk and protective factors
among racial/ethnic minority women of vary-
ing sexual orientations. One possibility is that
known associations between socioeconomic
and lifestyle factors and health care use may
function somewhat differently among these
groups of women.

At present, studies of lesbian health nearly
universally suffer from important methodo-
logical limitations that are difficult to over-
come. One such problem is the difficulty of
systematically sampling from a hidden, geo-
graphically dispersed, and relatively small
population.18,19 Recent findings from the
Women’s Health Initiative14 and a population-
based survey29 confirm results derived from
nonsystematic studies of lesbians and bisexual
women that repeatedly show higher-than-
expected rates of health risk behaviors and
less use of preventive health care services.
However, both of the investigations just men-
tioned included few racial/ethnic minority
lesbians and bisexual women, precluding the
opportunity of conducting meaningful analy-
ses within racial/ethnic groups.

The present study sought to overcome
sample size difficulties by combining results
from 2 different surveys. This raises numer-
ous concerns related to possible differences in
source populations and measurements of
study constructs. In most instances, the ques-
tions used in the 2 studies were equivalent;
however, one of the surveys involved self-
administered questionnaire items, and the
other involved computer-assisted telephone
interviewing methodology. Furthermore, vari-
ous outcome measurements are known to be
biased in self-reports, particularly BMI among
overweight respondents.20 In the present
study, however, we would have expected this
effect to understate the overweight–obesity
disparity between heterosexual and nonhet-
erosexual women. Measurement of income
was especially problematic, and we anticipate
that the financial resources available to the
lesbians and bisexual women in our sample
were underestimated.

The extent to which these discrepancies in
sampling and measurement biased our find-
ings is indeterminable, but it is important to
note that, logically, the uncontrolled effects of
volunteer sampling,30 higher reading ability,
and higher income should have biased our
findings in the direction of greater prevalence
rates of healthy behaviors and better health
care access and quality among lesbians and
bisexual women. This suggests that we in fact
underestimated the greater risk that exists
among racial/ethnic minority lesbians and bi-
sexual women. Finally, we wish to note that
we restricted our focus to estimates derived
from English-speaking women. Language is
often viewed as a strong barrier to accessing
health care, particularly when paired with low
levels of literacy and education.4,31–33 Thus,
our estimates for Hispanic and non-Hispanic
Asian American women, whatever their sex-
ual orientation, are probably not generaliz-
able to the overall population.

Our results underscore the importance of
considering factors that are not recognized as
influential in women’s health. Sex, social, cul-
tural, and economic factors influence a broad
domain of minority women’s opportunities,
exposures, and decisions, including how likely
they are to receive particular types of health
services, the types of jobs they are more likely
to occupy, the neighborhoods in which they
live, and their experiences of racism, discrimi-
nation, oppression, and marginalization.8 The
reasons for the health disparities we observed
are unclear. The ways in which sexual orien-
tation influences beliefs and attitudes about
illness are not well understood, nor do we
know much about the association of sexual
orientation with health care seeking or types
of care or providers desired.

Previous studies have shown that lesbians
are interested predominantly in female health
care providers who are knowledgeable about
lifestyle issues associated with minority sexual
orientations.34 However, the needs and issues
of racial/ethnic minority lesbians and bisexual
women may be even more complicated as
they seek to balance concerns linked to sex-
ual orientation and minority status.35 Over
the next decade, as those in the field of public
health strive to bring clarity to the root causes
of health disparities, the issue of heterogene-
ity of risk within racial/ethnic minority groups

will become more salient.36 Our findings un-
derscore that racial/ethnic minority women,
even within a single urban county, can show
wide disparities in health risks on the basis of
little more than sexual orientation.

Yet, within racial/ethnic minority groups,
the concerns of lesbians and bisexual women
are likely to be overlooked for a number of
reasons, including an erroneous perception
that homosexuality is less common among
members of such groups.18,37 Studies are
needed that foster a better understanding of
these multiple influences. Such research is
critical to our ability to translate findings into
culturally responsive interventions, programs,
and policies that help achieve the goals of
Healthy People 2010 in terms of eliminating
health disparities that exist between those of
differing racial/ethnic backgrounds.7

About the Authors
Vickie M. Mays is with the Department of Psychology,
University of California, Los Angeles. Antronette K. Yancey
is with the Department of Community Health Sciences and
the Division of Cancer Prevention and Control Research,
School of Public Health, University of California, Los An-
geles. She is also with the Los Angeles County Department
of Health Services, as is Mark Weber. Susan D. Cochran is
with the Department of Epidemiology, School of Public
Health, University of California, Los Angeles. Jonathan E.
Fielding is with the Department of Health Services, School
of Public Health, University of California, Los Angeles, and
the Los Angeles County Department of Health Services.

Requests for reprints should be sent to Vickie M. Mays,
PhD, MSPH, Department of Psychology, University of Cal-
ifornia, Los Angeles, 405 Hilgard Ave, 1285 Franz Hall,
Box 951563, Los Angeles, CA 90095-1563 (e-mail:
mays@ucla.edu).

This article was accepted December 15, 2001.

Contributors
V.M. Mays and A.K. Yancey co-conceived the study.
V.M. Mays, A.K. Yancey, and S.D. Cochran designed
the study and wrote major portions of the paper, with
the assistance of M. Weber and J.E. Fielding. S.D.
Cochran and M. Weber conducted the data analysis.
All of the authors contributed to interpretation of the
findings.

Acknowledgments
The study was supported by grants from the National
Institute of Allergy and Infectious Disease (AI 38216),
the National Institute of Mental Health (MH 61774),
the Lesbian Health Fund, and the California Commu-
nity Foundation. The Los Angeles County Health Sur-
vey was partially funded by the California Department
of Health Services, the Los Angeles County Medicaid
Demonstration Project, and the Los Angeles County
Department of Public Social Services.

We thank Dee Ann Bagwell, interim director of the
Tobacco Control Program, Los Angeles County Depart-



April 2002, Vol 92, No. 4 | American Journal of Public Health Mays et al. | Peer Reviewed | Research and Practice | 639

 RESEARCH AND PRACTICE 

ment of Health Services, for her facilitation of these
analyses and helpful comments on the manuscript.

References
1. McKenna MT, Taylor WR, Marks JS, Koplan JP.
Current issues and challenges in chronic disease con-
trol. In: Brownson RC, Remington PL, Davis JR, eds.
Chronic Disease Epidemiology and Control. Washington,
DC: American Public Health Association; 1998:1–26.

2. Mangione CM, Reynolds E. Disparities in health
and health care: moving from describing the problem
to a call for action. J Gen Intern Med. 2001;16:
276–280.

3. State-specific prevalence of selected health behav-
iors, by race and ethnicity: Behavioral Risk Factor Sur-
veillance System, 1997. MMWR CDC Surveill Summ.
2000;49:1–60.

4. Mays VM, Cochran SD, Sullivan JG. A profile of
ethnic women’s health care services in the United
States. In: Hogue C, Hargraves MA, Collins KS, eds.
Minority Health in America: Findings and Policy Implica-
tions From the Commonwealth Fund Minority Health Sur-
vey. Baltimore, Md: Johns Hopkins University Press;
2000:97–123.

5. Leigh WA, Lindquist MA. Women of Color Health
Data Book. Bethesda, Md: Office of Research on Wom-
en’s Health; 1988. Publication 98-4247.

6. Agenda for Research on Women’s Health for the
21st Century. Bethesda, Md: Office of Research on
Women’s Health; 1999.

7. Healthy People 2010. Washington, DC: US Dept of
Health and Human Services; 2000.

8. Lillie-Blanton M, Bowie J, Ro M. African Ameri-
can women: social factors and the use of preventive
health services. In: Falik MM, Collins KS, eds. Women’s
Health: The Commonwealth Fund Survey. Baltimore, Md:
Johns Hopkins University Press; 1996:99–122.

9. Cochran SD, Mays VM, Bowen D, et al. Cancer-
related risk indicators and preventive screening behav-
iors among lesbian and bisexual women. Am J Public
Health. 2001;91:591–597.

10. Rankow EJ. Breast and cervical cancer among les-
bians. Womens Health Issues. 1995;5:123–129.

11. Robertson MM. Lesbians as an invisible minority
in the health services arena. Health Care Women Int.
1992;13:155–163.

12. O’Hanlan KA. Lesbian health and homophobia:
perspectives for the treating obstetrician/gynecologist.
Curr Probl Obstet Gynecol Fertil. 1995;18:93–136.

13. Aaron DJ, Markovic N, Danielson ME, Honnold
JA, Janosky JE, Schmidt NJ. Behavioral risk factors for
disease and preventive health practices among lesbians.
Am J Public Health. 2001;91:972–975.

14. Valanis BG, Bowen DJ, Bassford T, Whitlock E,
Charney P, Carter RA. Sexual orientation and health:
comparisons in the Women’s Health Initiative sample.
Arch Fam Med. 2000;9:843–853.

15. Cochran SD, Keenan C, Schober C, Mays VM. Es-
timates of alcohol use and clinical treatment needs
among homosexually active men and women in the US
population. J Consult Clin Psychol. 2000;68:
1062–1071.

16. Gruskin EP, Hart S, Gordon N, Ackerson L. Pat-
terns of cigarette smoking and alcohol use among les-

bians and bisexual women enrolled in a large health
maintenance organization. Am J Public Health. 2001;
91:976–979.

17. Simon PA, Wold CM, Cousineau MR, Fielding JE.
Meeting the data needs of a local health department:
the Los Angeles County Health Survey. Am J Public
Health. 2001;9:1950–1952.

18. Cochran SD. Emerging issues in research on les-
bians’ and gay men’s mental health: does sexual orien-
tation really matter? Am Psychol. 2001;56:931–947.

19. Solarz A, ed. Lesbian Health: Current Assessment
and Directions for the Future. Washington, DC: National
Academy Press; 1999.

20. Nwawz H, Chan W, Abdulrahman M, Larson D,
Katz DL. Self-reported weight and height: implications
for obesity research. Am J Prev Med. 2001;20:
294–298.

21. Dalaker J, Proctor BD. Poverty in the United
States: 1999. Washington, DC: US Government Print-
ing Office; 2000. Current Population Reports, Series
P60-210.

22. Shah B, Barnwell BG, Bieler GS. SUDAAN User’s
Manual, Version 6.40. 2nd ed. Research Triangle Park,
NC: Research Triangle Institute; 1996.

23. Fleiss J. Statistical Methods for Rates and Propor-
tions. 2nd ed. New York, NY: John Wiley & Sons Inc;
1981.

24. Weisman CS. Women’s use of health care. In:
Falik MM, Collins KS, eds. Women’s Health: The Com-
monwealth Fund Survey. Baltimore, Md: Johns Hopkins
University Press; 1996:19–48.

25. Wyn R, Brown ER, Yu H. Women’s use of pre-
ventive health services. In: Falik MM, Collins KS, eds.
Women’s Health: The Commonwealth Fund Survey. Balti-
more, Md: Johns Hopkins University Press; 1996:
49–75.

26. Mokdad AH, Bowman BA, Ford ES, Vinicor F,
Marks JS, Koplan JP. The continuing epidemics of obe-
sity and diabetes in the United States. JAMA. 2001;
286:1195–1200.

27. Fontaine KR, Faith MS, Allison DB, Cheskin LJ.
Body weight and health care among women in the
general population. Arch Fam Med. 1998;7:381–384.

28. Wee CC, McCarthy EP, Davis RB, Phillips RS.
Screening for cervical and breast cancer: is obesity an
unrecognized barrier to preventive care? Ann Intern
Med. 2000;132:697–704.

29. Diamant AL, Schuster MA, Lever J. Receipt of
preventive health care services by lesbians. Am J Prev
Med. 2000;19:141–148.

30. Rothman K, Greenland S. Modern Epidemiology.
2nd ed. Philadelphia, Pa: Lippincott-Raven Publishers;
1998.

31. Zambrana RE. Improving access and quality for
ethnic minority women—panel discussion: intersections
of institutional racism, socioeconomic status, language
and culture on women’s health. Womens Health Issues.
2001;11:354–358.

32. Zambrana RE. Use of cancer screening practices
by Hispanic women: analyses by subgroup. Prev Med.
1999;29:466–477.

33. Perry M, Kannel S, Castillo E. Barriers to Health
Care Coverage for Hispanic Workers: Focus Group Find-
ings. New York, NY: Commonwealth Fund; 2000.

34. Saulnier CF. Choosing a health care provider: a
community survey of what is important to lesbians.
Families Soc. 1999;80:254–262.

35. Mays VM, Cochran SD, Rhue S. The impact of
perceived discrimination on the intimate relationships
of Black lesbians. J Homosex. 1993;25:1–14.

36. Kaplan GA, Everson SA, Lynch JW. The contribu-
tion of social and behavioral research to understanding
of the distribution of disease: a multilevel approach. In:
Smedley BD, Syme SL, eds. Promoting Health: Interven-
tion Strategies From Social and Behavioral Research.
Washington, DC: National Academy Press; 2000:
37–80.

37. Mays VM, Chatters LM, Cochran SD, Mackness J.
African American families in diversity: gay men and
lesbians as participants in family networks. J Comp Fam
Stud. 1998;29:73–88.


