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 Introduction

In their 2011 report, the Institutes of Medicine suggested that health disparities 
between cisgender and heterosexual populations and gender and sexual minority 
populations were a serious and understudied phenomenon [1]. Sexual minorities 
make up between 2.2% and 4.4% of the population of the United States [2, 3], while 
gender minorities reflect approximately one out of every 250 people [4]. All told, 
these numbers suggest that between 5.2 and 9.4 million Americans report sexual 
minority identities, and between 700,000 and 1,000,000 Americans identify as gen-
der minorities [3]. Despite the marked increase in interest in health outcomes among 
these vulnerable populations [1], and existing studies that highlight vulnerabilities 
among sexual and gender minorities for a number of conditions that both contribute 
to and result from problems with sleep and sleep disorders (e.g., mood disorders, 
substance disorders, cardiovascular problems, etc.) [1, 5–10], researchers are only 
beginning to examine sleep and sleep health more explicitly among gender and 
sexual minority populations.

Although in it’s infancy, existing research on gender and sexual minorities posits 
theoretical frameworks to suggest why sexual and gender minority populations may 
be particularly vulnerable to poor sleep health [11, 12], and initial studies find evi-
dence that sexual and gender minority individuals experience poorer sleep health 
than their heterosexual and cisgender peers. Moreover, some research is starting to 
unpack the role of minority stressors for understanding these health disparities. 
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The goal of this chapter is to provide context for understanding why sexual and 
gender minority populations may be particularly vulnerable to sleep problems, to 
review existing research on sleep among sexual and gender minority populations, to 
and suggest future directions for research.

 Definitions

Prior to discussing sleep and sleep problems among gender and sexual minorities, 
we will briefly define some terms associated with sexual and gender minority popu-
lations. Sexual minority status is a multifaceted “catch-all” terms used to describe 
individuals who are not heterosexual. Most notably, sexual minority status can 
reflect patterns of three overlapping constructs being sexual identity, sexual attrac-
tion, and sexual behaviour [13]. Sexual minority identities are all identities other 
than heterosexual identities including: (1) gay or lesbian identities (often indicating 
sexual or romantic attraction towards individuals with the same gender); (2) bisex-
ual identities (often reflecting sexual or romantic attraction to same and other gen-
ders); (3) mostly heterosexual identities (often reflecting patterns of sexual or 
romantic attraction that are mostly, but not always, towards individuals of a different 
sex); and, (4) increasingly popular terms such as queer or pansexual (which are 
often used to describe identities that reflects pattern of attraction that do not con-
form to a binary notion of gender) [14, 15]. Patterns of attraction indicative of sex-
ual minority status are those where individuals report same-sex sexual or romantic 
attraction (e.g., report attraction to individuals of the same sex, or of same and other 
sexes). Asexual individuals, or individuals who report no sexual attraction are also 
sexual minorities [16], although this population has not been the focus of existing 
sleep research. Same-sex, or same- and other-sex attraction is often used to establish 
sexual minority status within adolescent samples, primarily because this marker of 
sexual minority status is often observable prior to identities or sexual or romantic 
behaviour [17, 18]. Finally, sexual minority status is also used to describe individu-
als who report same-sex sexual or romantic behavior (e.g., having sexual or roman-
tic relationships with individuals of the same or other sexes and/or genders) in the 
presence or absence of having sexual minority identities. Until recently, many large- 
scale studies that employed government databases have commonly identified sexual 
minorities based on the gender of the partners with whom the individual cohabi-
tates, as information on sexual minority identity was often not collected [19, 20]. 
Furthermore, studies focused on sexual health often define sexual minority status 
based on sex of sexual partner (e.g., men who have sex with men) [21].

While research suggests overlap between sexual minority identities, same-sex 
romantic and sexual attraction, and same-sex sexual and romantic behaviour [13, 
22], it is important to note that these factors have been differentially associated with 
health behaviors and capture different portions of the sexual minority community 
[13, 23]. Furthermore, individuals with bisexual identities, attractions, or behaviors 
(e.g., patterns that reflect attraction to or sexual or romantic behavior with multiple 
genders such as bisexual, queer, or pansexual) often report more negative health 
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outcomes compared to monosexuals (e.g., individuals whose identities, attractions, 
or behaviors reflect attraction towards a single gender such as heterosexual, gay, or 
lesbian identities) [15, 24, 25]. Indeed, while the processes that explain poorer 
health outcomes among bisexuals may include vulnerability to bisexual-specific 
discrimination, bisexual erasure, and lack of support for bisexuals [25], this field of 
research is very much in development, but underscores the importance of examining 
differences in sleep health across different sexual minority identities, and not treat-
ing sexual minority populations as monolithic.

Gender identity refers to the gender with which people identify, with the major-
ity of individuals (often described as cisgender individuals) having gender identities 
that correspond with the sex they were assigned at birth (e.g., men who were 
assigned male at birth, women who were assigned female at birth) [26, 27]. Gender 
minority populations are generally those for whom the sex (typically male or 
female) that they were assigned at birth differs from the gender with which they 
currently identify. These identities can be either binary (e.g., an individual who was 
assigned male at birth identifies as a woman) or non-binary (e.g., an individual who 
was assigned male at birth but now identifies using terms such as genderfluid or 
non-binary) [28]. For instance, the term transgender woman refers to individuals 
who were assigned male at birth who now identify as women, while the term trans-
gender man refers to individuals who were assigned female at birth but now identify 
as men [27]. Some gender minority individuals will pursue gender-affirming medi-
cal procedures to align their gender identity with their external appearance includ-
ing masculinising or feminising hormones or surgery to modify primary and 
secondary sexual characteristics [27], all of which may have implications for sleep 
health. Additionally, intersex individuals—individuals whose sex at birth or chro-
mosomal make up was outside of male or female categories—are also frequently 
included as gender minorities [27], although this population is the focus of no sleep 
research that we were able to identify. Finally, it is important to note that while 
gender minority populations are more likely to report sexual minority identities 
compared with cisgender populations, sexual and gender minority status reflects 
different underlying concepts, and many gender minorities identify as heterosexual 
[26, 27, 29].

 Minority Stress Theory and Sleep Health

Minority stress theory permits for an understanding of general vulnerability to neg-
ative mental health outcomes among sexual and gender minorities [11], and may be 
useful for understanding vulnerability to poor sleep health, specifically. This theo-
retical framework suggests that as a consequence of the stigma associated with 
sexual and gender minority status, sexual or gender minorities are more likely than 
their peers to experience a number of adverse experiences, including discrimina-
tion, harassment, internalized stigma, victimization, and rejection. Their greater 
likelihood of experiencing these stressors, in turn, increases the likelihood that sex-
ual and gender minorities will experience a number of negative health and mental 
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health outcomes. The higher likelihood of experiencing victimization and other 
consequences of stigma among sexual and gender minority populations, starting in 
childhood and extending across adulthood is well-documented [30], and the conse-
quences of discrimination such as victimization for health problems across the life 
course are well known [31, 32].

Minority stress theory may be a useful framework for understanding vulnerabil-
ity to poor sleep health among sexual and gender minorities, because of the growing 
body of literature linking interpersonal stressors, generally, and discrimination, spe-
cifically, to poorer sleep health [12, 33, 34]. A recent systematic review by Slopen 
and colleagues linked numerous types of discrimination (e.g., discrimination based 
on race/ethnicity, discrimination based on gender, unfairness at work) to negative 
sleep outcomes, including self-reported sleep difficulties and sleep length, and 
showed mixed findings regarding the association between discrimination and objec-
tively measured sleep length and other objective assessments of sleep [12]. The 
authors suggested that discrimination influences sleep quality because these kinds 
of aversive experiences increase arousal, vigilance, distress, as well as physiological 
reactivity. Similar responses to discrimination have also been observed among sex-
ual minority populations, including higher levels of arousal and vigilance [11], 
greater distress [35, 36], and more physiological reactivity [37, 38]. Likewise, 
increased vigilance and distress in response to discrimination have also been noted 
among gender minority populations [39, 40]. If sexual and gender minority popula-
tions experience higher levels of discrimination, and higher levels of discrimination 
are associated with poorer sleep health, then these sexual and gender minority popu-
lations should be more likely to experience poor sleep health.

While discrimination is associated with negative health outcomes such as sleep 
directly, it may also be indirectly associated with poor sleep health via depressive 
symptoms and substance use [41]. Both depressive symptoms and substance use 
are associated with vulnerability to poorer sleep outcomes [9, 10]. As a result of 
discrimination, sexual and gender minority populations both report higher levels of 
depression and substance use compared to heterosexual and cisgender populations 
[1, 5, 42]. Ultimately, the well-established links between depression, substance 
use, and both sleep health and sexual minority status, respectively, provide a plau-
sible causal pathway for linking sexual and gender minority status to poorer sleep 
health.

Finally, gender minority populations in particular may be more likely to experi-
ence poorer sleep health due to gender affirming hormonal therapy. While not all 
gender minorities can or wish to follow hormone therapy, many gender minorities 
use hormones such as estrogens, antiandrogens, and/or progestogens for feminizing 
therapies or testosterone and antiestrogens for masculinizing therapies to acquire 
desired secondary sex characteristics or minimize undesired secondary sex charac-
teristics [43]. Although the literature examining hormones in relation to gender 
minority sleep is currently quite limited [44]. a much larger literature, focusing 
primarily on cisgender individuals, suggests that various types of hormone treat-
ment are associated with sleep health [45, 46]. Given the association between hor-
monal therapies and sleep health, gender minority individuals who are using 
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hormone therapies may be anticipated to show variations in sleep health compared 
to cisgender and transgender individuals not using these types of therapies.

 Sleep and Sexual Minority Populations

While the theoretical underpinnings that link sexual and gender minority status to 
poorer sleep health have existed for some time, research examining sleep health 
among sexual and gender minorities has mostly emerged in the last 4–5 years. Here, 
we discuss the emerging literature that has examined sleep outcomes among sexual 
and gender minorities, starting with sexual minorities. Research on sleep among 
sexual minorities generally fits into a minority stress framework in that it examines 
how sexual minority status is associated with sleep health disparities, if minority 
stressors are associated with poor sleep health among sexual minority populations, 
and if sleep is associated with other health problems among sexual minority popula-
tions. We will briefly summarize the findings from these three bodies of literature 
here, with a particular focus on identifying patterns that may be useful for future 
research.

 Sleep Disparities Between Sexual Minority and Heterosexual 
Populations

The ability to understand sleep disparities between sexual minority and heterosex-
ual populations has been facilitated by an increasing number of studies using large 
scale and, in most cases, nationally-representative datasets [19, 47–59]. The major-
ity of these studies focus on adults [19, 47–55], although some studies have focused 
on either adolescents [56, 59], young adults [57], or older adults [58]. These studies 
have used data from well-known health behavior surveys designed to assess health 
outcomes including the Behavioral Risk Factor Surveillance System [52, 53, 55, 
58], the National Longitudinal Study of Adolescent to Adult Health [54, 57], the 
National Health Interview Survey [47–51], the American Time Use Survey [19], 
and the Youth Risk Behavior Survey [59]. All but one of these studies focused on 
participants from the United States [56], suggesting that more work may be needed 
to understand if findings on sleep health among sexual minorities replicate 
internationally.

In terms of the association between sexual minority status and sleep health, many 
more of these studies identified at least some differences between sexual minority 
and heterosexual participants with regards to sleep health [19, 47, 48, 50–52, 54, 57, 
58] than failed to identify differences [49, 53], even after controlling for demo-
graphic factors and some relevant mental health variables. It should be noted, how-
ever, that only one study (examining sleep among Chinese adolescents) identified 
significant differences in sleep health across all of the sleep outcomes measured, 
and examined both sleep duration and sleep quality [56]. In other words, although 
sleep disparities may exist between heterosexual and sexual minority populations, 
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the exact nature of these differences may vary depending on how both sexual minor-
ity status and sleep outcomes are measured. Several patterns from these findings, 
however, may provide insight for future research, and will be discussed in greater 
detail below.

First, in cases where analyses were performed separately for men and women, 
researchers generally found greater disparities in sleep outcomes between hetero-
sexual and sexual minority women than between heterosexual and sexual minority 
men [19, 47, 48, 52, 55, 57–59]. In other words, while sexual minority status was 
associated with poorer sleep outcomes among men, this association was less consis-
tent than the association observed among women. This finding may reflect how 
stressors may be more strongly associated with sleep outcomes among women than 
among men [60, 61], and demonstrate the importance of examining the association 
between sexual minority status and sleep by gender.

Findings also varied according to the sleep outcome being examined. Sexual 
minority status was more consistently associated with sleep quality indicators 
(e.g., rested-ness, trouble falling asleep, trouble staying asleep) than with measures 
of sleep duration in studies in which both were examined [19, 48]. Indeed, one 
study that failed to find any significant sleep differences by sexual minority status 
focused exclusively on sleep duration [49]. These findings may reflect the larger 
literature suggesting that discrimination is more strongly associated with qualita-
tive assessments of sleep quality compared to sleep duration [12]. Moreover, most 
[50, 52, 57], but not all [55], of the studies on adults that identified differences in 
sleep duration among sexual minority populations focused on lower sleep duration 
cut offs (e.g., 5 or 6 hours rather than less than 7 or 8 hours). These findings suggest 
that sexual minority populations may be more likely to report deficits related to the 
quality of sleep, rather than the quantity of sleep, and underline the importance of 
future work examining how the association between sexual minority status and 
sleep duration may vary as a function of the way in which short sleep duration is 
defined.

Many of the studies also examined variation in disparities associated with sleep 
outcomes within sexual minority subgroups (e.g., gay/lesbian individuals compared 
to bisexual individuals, individuals with same- and other-sex partners compared to 
individuals with exclusive same-sex partners). Although many of these studies sug-
gested greater vulnerability to poorer health outcomes among individuals with 
bisexual identities or patterns of attraction and behaviour [50, 51, 57], others did not 
clearly show differences between individuals with different types of sexual minority 
identities, attractions, or behaviors [48, 54]. The broader literature generally sug-
gests poorer health outcomes among individuals with non-monosexual identities 
(e.g., bisexuals), or individuals with histories of same and other gender sexual 
behavior or attraction [24]. Whether this general vulnerability extends to sleep out-
comes is still unclear. These findings suggest the importance of examining the role 
of shared and unique stressors among different sexual minority populations in asso-
ciation with sleep health as a possible avenue for future research [62, 63].

In line with intersectionality theory [64], race/ethnicity may also be important 
for understanding variation in sleep health among sexual minorities. Three studies 
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have examined differences in the association between sexual minority status and 
sleep outcomes according to race/ethnicity [47, 50, 51], with two finding important 
racial/ethnic differences, depending on which sexual minority status identities were 
examined, and what kind of other variables were controlled [47, 51]. These findings 
suggest how experiences of sexual minority status may vary according to race/eth-
nicity, and underscore the importance of further research to understand how these 
identities and statuses influence sleep health in nuanced, and/or potentially com-
pounding, ways.

 Minority Stressors and Sleep among Sexual Minority Populations

Although the research described above suggests that sexual minority populations 
may be more likely to experience poor sleep health, a second smaller body of litera-
ture has addressed how minority stressors are associated with sleep outcomes within 
sexual minority populations. Put another way, this research can uncover the ways in 
which discrimination or stress faced by people who identify as sexual minorities 
causes poorer sleep health. Following from an ecological approach [65], minority 
stressors can occur at the level proximal to the individual (e.g., at the individual 
level or within their relationships) or can occur at the distal level (e.g., in their com-
munities) [11, 66]. Starting at the proximal level and moving outward, higher levels 
of individual-level distress has been shown to partially explain poor sleep outcomes 
among men who have sex with men [67]. Higher levels of interpersonal stressors 
also partially explain differences in sleep health between sexual minority and het-
erosexual populations. Family conflict is an important minority stressor, as sexual 
minority status increases the likelihood of family rejection [68, 69]. Family conflict 
partially explained the association between sexual minority status and sleep health 
in a large-scale study of adults, with family conflict being associated with higher 
distress and subsequent poorer sleep health [54]. Peer victimization is also a central 
aspect of minority stress [18, 70]—one which has been shown to mediate the link 
between sexual minority status and poor sleep health [56].

A limited body of literature has also examined distal stressors with regards to 
sleep health among sexual minority populations. At the distal level, perceptions of 
neighborhood are generally more negative among sexual minority populations 
[71], and reflect an important minority stressor [11]. At least one study has linked 
less perceived neighborhood safety with poorer sleep health amount men who had 
sex with men [72], suggesting neighborhood context is an important focus for 
future work. Finally, previous research suggests that attitudes indicative of greater 
acceptance of sexual minorities (e.g., support for same sex marriage) are associ-
ated with better health outcomes in general among sexual minority populations 
[73, 74]. Some previous work suggests that more positive broader cultural atti-
tudes towards sexual minorities are related to sleep quality among sexual minority 
women [19]. These findings underscore the importance of examining distal forms 
of discrimination in association with sleep health among sexual minority 
populations.
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 Minority Stressors, Sleep, and Other Health Outcomes

While sleep can be understood as a consequence of minority stress, another growing 
body of research focuses on sleep as a factor that may explain health differences 
either within sexual minority populations, or between sexual minority and hetero-
sexual populations. To start, at least two studies, focusing on adolescents and young 
adults, found that sleep health was an important explanatory variable in differences 
in wellbeing and suicidality between sexual minority and heterosexual populations 
[75, 76]. Increasingly, research has also begun exploring the associations between 
sleep, risky sexual behaviors, and HIV/AIDS.  While HIV/AIDS is certainly not 
exclusive to sexual minority populations, men who have sex with men are dispro-
portionately more likely be living with HIV/AIDS compared to other populations 
[21]. Although a comprehensive review of HIV/AIDS and sleep health is beyond the 
scope of the current chapter, a significant body of research associates HIV/AIDS 
with poorer sleep outcomes [77]. In line with research suggesting a link between 
being HIV status and sleep health more generally, sexual minority men who are 
HIV positive reported poorer sleep quality and greater use of sleep medication com-
pared to men who were not HIV positive, controlling for substance use, antiretrovi-
ral therapy, and other health indicators [78]. Finally, two recent studies link poor 
sleep health with higher levels of risky sexual behavior [79, 80]. Although the direc-
tionality on these findings requires further investigation, these results do suggest the 
importance of future work examining sleep health as being protective with regards 
to sexual health outcomes.

 Sleep Problems and Gender Minority Populations

Much less research has focused on sleep outcomes among gender minority popula-
tions. The research that does exist, however, generally examines either the associa-
tion between gender identity and sleep within large-scale population-based samples 
or the association between gender affirming health services (e.g., hormone use, sur-
gery) and sleep health. Starting with the first category, these studies (which often 
examine sexual minority status and sleep concurrently) suggest that gender minor-
ity individuals report worse sleep outcomes, with some variation according to gen-
der minority identity. Dai and Hao found that transgender non-binary participants 
were the most likely to report sleep durations of less than 5 hours, followed by 
transgender women, and transgender men [52]. Cunningham found that transgender 
women were significantly more likely to have slept less than 7 hours in the last 
24 hours, compared to cisgender individuals, as well as compared to transgender 
men and transgender non-binary participants [55]. These findings, while focusing 
on different sleep outcomes, suggest greater vulnerability for poor sleep health 
among gender minority participants. What remains unclear, however, are patterns in 
the variation of the association between sleep health and gender minority status. 
More research is required to understand variation in sleep health within gender 
minority populations.
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A second body of work, generally with gender minority populations recruited 
from clinics specializing in gender minority medicine, focuses on the link between 
gender affirming medical care and sleep health. For instance, one study with trans-
gender women in Brazil found that while multiple aspects of their functioning 
improved following gender affirming surgery, sleep and rest remained poor [81]. In 
many cases, the explicit purpose of these studies was to better understand the effect 
of certain hormones (e.g., estrogen) on sleep health [44, 82, 83]. These findings 
generally suggest links between gender affirming medical practices and sleep 
health, but the samples in all of these studies were limited. These findings require 
replication before making strong conclusions about the impact various types of gen-
der affirming hormone regimes for sleep health.

 Limitations in the Existing Research and Future Directions

 Limitations in the Existing Research

As documented in the previous sections, research suggests there are disparities in 
sleep health across sexual minority status, and increasingly indicate similar differ-
ences in sleep health across gender minority status. Based on the existing literature, 
we suggest several avenues for future research, as well as some general guidelines 
for examining sleep health among sexual and gender minority populations.

To start, all of the studies used subjective assessments of sleep quality and sleep 
duration. Although self-reported sleep quality is important, and may be more 
strongly tied to health outcomes than other assessments of sleep [84, 85], future 
research including objective assessments of sleep quality and quantity may supple-
ment our understanding of when and how sexual and gender minority populations 
experience poor sleep health outcomes. Similarly, all of the identified research relies 
on observational studies. Future research using natural and quasi-experimental 
designs to examine how policy initiatives designed to reduce discrimination [86], or 
psychological interventions that increase an individual’s ability to cope with dis-
crimination [87, 88], influence sleep outcomes among sexual and gender minority 
populations may help address some of these questions. Similarly, understanding 
how interventions that promote sleep health are associated with an individual’s abil-
ity to regulate successfully in the context of minority stressors will provide much 
needed experimental evidence on how sleep health and minority stressors interact 
over time [89].

In line with these data limitations, the large nationally-representative datasets 
that are used in these studies to make broader population-level inferences often rely 
on imprecise measures of sexual minority status. For example, sexual minority sta-
tus is not typically asked on large U.S. government surveys, therefore, sexual minor-
ity status is often ‘conferred’ upon respondents who note a spouse or partner in the 
household of the same sex or gender as them [90]. The U.S. Census 2020 will move 
towards a more accurate measure by asking respondents whether they define their 
partnership as ‘same sex’ or ‘opposite sex,’ however, this approach still limits 
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analyses to sexual minority respondents who are coupled. Future surveys should 
include questions that ask respondents about their sexual identity.

Second, more population-based research is needed to assess the role of minority 
stressors in explaining poor sleep health outcomes among sexual minority popula-
tions. Although some studies have focused on potential minority stressors (e.g., 
neighborhood safety, family acceptance, peer victimization), minority stressors fre-
quently co-occur [18], and informing intervention and prevention requires research 
that examines multiple minority stressors simultaneously. Additional research is 
also needed to understand how the classic elements of the minority stress model—
that is, experiences of discrimination associated with being a sexual or gender 
minority, fear of victimization or discrimination, and internalized stigma about 
sexual or gender minority status—are associated with poorer sleep outcomes among 
sexual and gender minority populations [11]. Previous work suggests that variation 
in rates of discrimination explain why individuals with some sexual minority identi-
ties are more likely to experience other negative health outcomes (e.g., bisexuals) 
compared to others (e.g., gay men and lesbians) [91], and may also be useful for 
understanding variation in sleep health across sexual minority identities.

More research is also needed to better understand how minority stressors shape 
sleep health among gender minority populations. Previous research has focused on 
how gender-affirming medical treatments such as hormone therapies and surgery 
are associated with poorer sleep health [44, 81, 92], but this research has largely 
overlooked the role of discrimination in shaping sleep outcomes among gender 
minority populations. As discussed above, discrimination has been repeatedly 
linked with poor sleep health among other populations [12], and gender minority 
populations experience very high levels of discrimination [27, 40]. Testing the 
impact of both minority stressors and gender affirming medical practices on sleep 
health among gender minority populations will allow for a better understanding of 
sleep health within this population.

 Future Research Considerations

The existing literature, while limited, provides useful instruction for future research. 
The findings of the current review strongly suggest the importance of future research 
examining sleep outcomes separately among sexual minority men and women. The 
existing literature on sleep outcomes and the link between sexual minority status 
and sleep outcomes shows clear differences between men and women [19, 47, 48, 
52, 55, 57–59]. Although some previous research has compared sleep between sex-
ual minority men and women, the differences in sleep health among men and 
women, generally, strongly limit the utility of this way of presenting findings. While 
sexual minority men and women experience some similar minority stressors, they 
differ in terms of a number of important health and demographic variables that may 
shape the ways in which they are vulnerable to poor sleep health [1]. We strongly 
recommend that future research, whenever possible, examine the association 
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between sexual minority status and sleep health by gender (e.g., comparing sexual 
minority women to heterosexual women). Finally, while existing research suggests 
that differences are observed in sleep health within gender minority populations, the 
different stressors experienced by transgender men and transgender women, and 
among binary compared to non-binary gender minorities [93, 94], suggest that more 
research is needed to understand variation in sleep health within this population.

Moreover, closer attention should be paid to the intersectionality of statuses 
associated with minority stress, such as race/ethnicity and immigration status. 
Research strongly suggests differences in access to resources, and daily stressors 
within sexual and gender minority populations differ across race/ethnicity, immi-
gration status, and socioeconomic status [1, 51], all of which may be anticipated to 
shape sleep health. Scant research has documented how these intersecting statuses 
may compound consequences for—or be protective of—sleep health, and should be 
the focus of future research.

Finally, both sleep health and the consequences of sexual and gender minority 
status for sleep health may change across the life course [95, 96]. We strongly sug-
gest the importance of evaluating the link between sexual and gender minority sta-
tus and sleep health over time, as well as examining the association between these 
statuses and sleep health concurrently among participants of different ages. It is 
unlikely that the association between sleep health and sexual and gender minority 
status is static, and both longitudinal and cross-sectional approaches may help to 
identify both the development of sleep problems among sexual and gender minori-
ties, as well as cohort effects among these populations regarding sleep health.

 Conclusion

Both the rapidly expanding number of studies examining disparities in sleep health 
across sexual and gender minority status, and the growing body of research linking 
sleep health with minority stressors indicates the increasing realization of potential 
vulnerabilities for poor sleep health among sexual and gender minority populations. 
Better understanding sleep health among sexual and gender minority populations, 
and the factors that are associated with risk for poor sleep health has implications 
for both the fields of sleep and sexual and gender minority research. Understanding 
vulnerability for poor sleep health among sexual and gender minorities can inform 
our understanding of how discrimination is associated with sleep outcomes. 
Moreover, given the importance of sleep health to health and wellbeing more 
broadly, focusing on sleep health may be a useful way of unpacking other health 
disparities observed among gender and sexual minority populations. More research 
is needed to understand the nature and direction of the links between sexual and 
gender identity and sleep health, how sexual and gender identities intersect with 
other marginalized identities in relation to sleep health, as well as to identify the 
most effective methods for improving sleep health among sexual and gender minor-
ity populations.
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