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Abstract There are approximately one million older lesbian,
gay, bisexual, and transgender (LGBT) adults in the USA.
Their mental health issues result from interactions between
genetic factors and stress associated with membership in a
sexual minority group. Although advancements in acceptance
and equal treatment of LGBT individuals have been occur-
ring, sexual minority status remains associated with risks to
physical and mental well-being. Older LGBT adults are more
likely to have experienced mistreatment and discrimination
due to living a majority of their lives prior to recent advance-
ments in acceptance and equal treatment. All LGBT adults
experience one common developmental challenge: deciding
if, when, and how to reveal to others their gender identity and/

or sexual orientation. LGBT individuals have higher rates of
anxiety, depression, and substance use disorders and also are
at increased risk for certain medical conditions like obesity,
breast cancer, and human immunodeficiency virus (HIV).
Improved education and training of clinicians, coupled with
clinical research efforts, holds the promise of improved over-
all health and life quality for older LGBT adults.
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Introduction

The Demographics of the Older LGBT Population

Historically, the lesbian, gay, bisexual, and transgender
(LGBT) population in the USA has been largely understudied
from a demographic research perspective. Until very recently,
studies did not include sexual orientation as a baseline demo-
graphic characteristic which has led to a paucity of informa-
tion about members of these sexual minorities. Clearly, the
invariable inclusion of sexual orientation and gender identity
in future large-scale surveys will lead to a more detailed and
accurate understanding of the older LGBT population.

In 1990, the U.S. Census started collecting data on same-
sex households for the first time, measuring one subset of the
LGBT population. Since then, the U.S. Census has continued
tomeasure same-sex households and in 2010 added a measure
of married versus unmarried households. Other than the U.S.
Census, prior to 2000, information about LGBT adults came
from a number of small research studies, all of which
employed self-selected samples [1].

The first large-scale study to include a question about sex-
ual orientation was the inaugural California Health Interview
Survey (CHIS) of 2001 [2, 3] and, for the very first time, the
2015 CHIS survey added a question on gender identity. The
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American Community Survey (ACS), a U.S. Census project,
included same-sex households in the 2005 survey [4, 5]. The
following year, scholars at The Williams Institute at the
UCLA College of Law began publishing analyses of the data
from the 2000 census and the ACS. Subsequently, The
Williams Institute has become the epicenter of LGBT demo-
graphic research. In 2012, when the nationwide Gallup Poll
added a question about sexual orientation (BDo you personally
identify as lesbian, gay, bisexual or transgender?^), 3.4 % of
the over 120,000 individuals responded that they were LGBT
[6••]. Among those respondents who were 65 years old or
older, 2 % answered this question Byes^ and 91.5 % answered
Bno.^ The U.S. Census estimates that in 2015 the total number
of individuals who are 65 years old or older was approximate-
ly 48,000,000 [7]. Assuming that 2 % of this population iden-
tifies as LGBT, then the current population of older LGBT
adults in the USA numbers close to one million.

Self-identification depends on the perception that answering
honestly is safe and will have no negative consequences [8]. Of
the individuals aged 65+ who responded to the Gallup Poll,
6.5 % either refused to answer the question about sexual orien-
tation or stated that they did not know [6••]. With this in mind, it
seems likely that the 2 % response rate in the Gallup Poll may be
lower than the actual percentage of older LGBT individuals. As
more people believe that it is safe to answer questions about
sexual orientation and gender identity on large surveys, the per-
centage will likely increase. One recent study points to an in-
creasingwillingness among older adults to self-identify as LGBT
on surveys [9]. To date, no nationwide survey has attempted to
enumerate the older transgender community [10].

Research that extends beyond just the quantification of the
size of the LGBT community, and includes information about
sexual behaviors, has the potential to amplify our understand-
ing of the lives of older LGBT individuals. Beginning in 2005
with The National Social Life, Health and Aging Project
(NSHAP) [11–13], some reasonably sound scientific data
about the lives of older LGBT individuals have been pub-
lished, including information from the National Health
Interview Survey [14••], the National Survey of Sexual
Health and Behavior (NSSHB) [15, 16], and the Aging and
Health Report (also known as The Caring and Aging Project)
which was launched in 2010 and has yielded the largest sam-
ple to date of older LGBTadults (N=2560, aged 50–95) [17].

Generational Differences and a Brief Review of the LGBT
Equality Movement

People are shaped, in part, by the defining cultural mores and
social climate of their formative years. The current population of
older LGBTadults is composed of three generational groups, and
each of these groups experienced distinctly different cultural con-
ditions. Those born between 1910 and 1925 (currently age
90 years and older), the BGreatest Generation,^ grew up in a

world where public or private same-sex behaviors could result
in being arrested and sent to prison, and the decision to hide one’s
sexual orientation was considered self-protective. Those born
between 1926 and 1945 (currently age 70–89 years old), the
BSilent Generation,^ came of age in that same repressive envi-
ronment but witnessed and participated in the social upheavals of
the 1960s and 1970s [18]. In 1948, Alfred Kinsey and his asso-
ciates published Sexual Behavior in the HumanMale, whichwas
widely discussed by the public, and purported that 10 % of adult
males in the USAwere exclusively homosexual [19]. Those born
between 1946 and 1950 (currently 65 to 69 years old), the lead-
ing edge of the BBaby Boom^ generation, reached young adult-
hood at the same time as the BGay RightsMovement^ was born.
The Aging and Health Report provides examples of how age/
generation impacts the experience of older LGBT adults. For
example, data from this study indicates that, among older
LGBT adults, the rate of victimization increases with increasing
age and the rate of internalized stigma for those 80 and older is
higher than those 50–64 and 65–79 [17].

The BSexual Revolution^ of the mid-1960s to 1970s affect-
ed both heterosexuals and those who were not heterosexual.
The Gay Rights Movement began in the early 1970s and grew
into a powerful force pushing for civil protections. One result
of this push was the decision in 1973 by the American
Psychiatric Association (APA) to remove Bhomosexuality^
from its list of mental disorders [20, 21].

Social attitudes toward LGBT people began to evolve with
unprecedented speed in the early 2000s. In 2003, the U.S.
Supreme Court struck down the remaining laws against sod-
omy in 14 states (Lawrence v. Texas), decriminalizing male
same-sex behaviors. Subsequently, one-by-one, states began
to legalize same-sex marriage or civil unions. The rapid shift
in attitudes toward same-sex marriage resulted in landmark
decisions by the U.S. Supreme Court in 2013 (USA v.
Windsor) and 2015 (Obergfell v. Hodges) which made
same-sex marriage legal throughout the USA.

Sex, Gender, and Sexual Orientation

Sex is assigned at birth and refers to the individual’s biological
status as either male or female. An individual’s sex is associated
with physical attributes such as chromosomes, the prevalence
of various hormones, and external and internal anatomy [22].
Gender refers to the socially constructed roles, behaviors, ac-
tivities, and attributes that a given society considers appropriate
for boys and men or girls and women. These influence the
ways people act, interact, and feel about themselves. While
aspects of biological sex are similar across different cultures,
aspects of gender may differ [22]. Gender identity refers to an
individual’s sense of being male, female, or something else
[22]. Gender expression refers to the way a person communi-
cates gender identity to others through behavior, clothing,
hairstyles, voice, or body characteristics [22].
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Cisgender is the term used to describe an individual whose
sex, gender identity, and gender expression are the same. For
some individuals, their sense of being a male or a female (gender
identity) conflicts with their sex. When an individual begins to
express the gender opposite of their sex, the individual is consid-
ered to be a transgender person. Transgender is a general term
that includes cross-dressers and transsexuals. Cross-dressers are
individuals who wear clothing of the opposite sex but still iden-
tify as a member of their biological sex [22]. Transsexuals are
individuals who feel that they were assigned the incorrect sex at
birth and that the factors that determined this assignment (e.g.,
chromosomes) do not match with their inner awareness of their
sex. Some transsexuals take steps to shed the outward appearance
of their biological sex and then transition to becoming a member
of their non-assigned sex. For some, but not all, this may involve
taking hormones or surgical alterations of the genitalia. A person
who was born female but who transitions, or wishes to transition
to being aman, is a trans-man [22]. A personwhowas bornmale
but who transitions, or wishes to transition, to being awoman is a
trans-woman [22]. Eventually, transsexuals self-identify as the
sex to which they have transitioned. Transsexual individuals
may consider themselves to be heterosexual, gay/lesbian, or bi-
sexual depending on their attractions to others.

Sexual orientation refers to the nature of emotional and
sexual attractions to others [23]. Individuals who are exclu-
sively or primarily attracted to members of the opposite sex
are heterosexual (straight). Individuals who are exclusively or
primarily attracted to members of the same sex are homosex-
ual. Individuals who have attractions to members of both
sexes are bisexual. Some people who have sex with members
of both sexes do not self-identify as bisexual but rather as
heterosexual or gay/lesbian. These individuals are classified
as behaviorally bisexual. Identification by behavior is more
accurate than self-identification but requires a higher level of
disclosure by individuals.

Another important term is Bmen who have sex with men^
(MSM). This term is frequently used in research, especially
research regarding human immunodeficiency virus (HIV)
transmission risk, because someone with a history of a single
same-sex act, or even multiple same-sex acts, does not invari-
ably identify as being bisexual or homosexual [24]. Using the
termMSM has gained favor due to the hope that the use of this
term yields more accurate information about how the act of
sex between men contributes to HIV infection risk, regardless
of whether a male research study participant self-identifies as
heterosexual, bisexual, or homosexual [24].

Coming Out, a Defining Developmental Process

All people who identify as LGBT experience one common
developmental challenge, deciding if, when, and how to re-
veal to others their gender identities and/or sexual

orientations. This process is commonly referred to as Bcoming
out^ which represents a shortened version of Bcoming out of
the closet.^ Coming out has an initial internal phase, during
which an individual becomes aware of his/her sense of being
male or female and his/her emotional and physical attractions.
Afterwards, there is an external phase, where an individual
openly declares to at least one other person this awareness.
The timing and sequencing of the events involved in coming
out are totally unique to each individual [25]. For a variety of
reasons, some members of the LGBTcommunity choose nev-
er to come out. This is sometimes described as Bremaining in
the closet.^ A person who is thinking through the decision to
come out to another person will first discern the level of safety
in the environment before deciding to speak. At times, this
decision-making process may be disrupted when an individual
is involuntarily Bouted^ and information about gender identify
and/or sexual attraction is made public by someone else.

At any age, coming out, either by choice or by being
Bouted,^ is almost always a vulnerable and stressful time.
Coming out may be met with acceptance, but rejection, con-
fusion, and hostility still remain distinct possibilities.
Although societal attitudes regarding the LGBT community
have recently been changing, most older LGBT individuals,
especially those who came out when much younger, have
experienced one or more forms of personal victimization di-
rectly attributable to their gender identity or sexual orientation.
Eight-two percent of the older LGBT individuals who partic-
ipated in the initial phase of the Caring and Aging Study
reported experiencing at least one lifetime episode of victim-
ization because of actual or perceived sexual and/or gender
identity and 64 % reported experiencing at least three or more
episodes. This report found that the most common forms of
victimization were verbal insults (68 %), threats of physical
violence (43 %), being hassled or ignored by the police
(27 %), having an object thrown at them (23 %), damage or
destruction of personal property (20 %), physical assault in-
cluding being punched, kicked, or beaten (19 %), and being
threatened with a weapon (14 %). Although the majority of
older LGBT individuals have experienced some form of per-
sonal victimization over the course of life due to their sexual
minority membership, most have also found ways to cope or
even thrive [26].

Coming out or returning to the closet is a lifelong, and some-
times oscillating, process influenced by new or changing social
situations such as a move into residential care or the home of an
adult child. Some individuals experience same-sex attractions as
so distressing or so ego-dystonic that they continuously strive to
repress them. It is not uncommon for individuals who have
pushed away this awareness to choose a life of celibacy or to
enter into relationships with members of the opposite sex, marry,
and have children. Later in life, these individuals, perhaps due to
death of a spouse or divorce, may discover or rediscover their
same-sex attractions and/or true gender identify and choose to act
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on them, even in very old age, in a setting of greater perceived
safety and acceptance.

The decision to come out or remain out in any new social
setting or circumstance will almost always be based on the
perception of safety in that new setting or circumstance [27].
The authors were unable to find any scientific publications
which specifically address the reasons for, and related issues
associated with, coming out in later life. The popular media,
however, does contain a number of published articles and
broadcast news reports about this [28, 29]. The ability to make
and keep new friends is considered key to maintaining phys-
ical health and emotional well-being as one ages [30], so it
seems reasonable to assume that older LGBTs are challenged
by the need to keep coming out as they continue to age.
Conversely, older LGBT individuals who have been
completely out in their younger adult lives may perceive dan-
ger in being fully open as they age and become more physi-
cally debilitated and dependent or as they become caregivers
for a spouse or life partner who is a member of a sexual
minority [31]. As people develop needs for personal care, they
become more vulnerable. If the care is delivered by family
members or strangers, who do not understand or approve of
the sexual orientation or gender identity of the older person,
the person receiving the care may feel the need to go back into
the closet [31].

Health Disparities for Older LGBTAdults

The Institute of Medicine report The Health of Lesbian, Gay,
Bisexual and Transgender People: Building a Foundation for
Better Understanding points out that the LGBT population of
the USA has been poorly understood by the medical profes-
sion and underserved by the health care delivery system and
calls for research and education [32]. Similarly, the Joint
Commission report Advancing Effective Communication,
Cultural Competence, and Patient- and Family-Centered
Care for the Lesbian, Gay, Bisexual, and Transgender
(LGBT) Community: A Field Guide (2011) offers guidance
to institutions and clinical practitioners on how to begin ad-
dressing these problems [33].

Historically, LGBT individuals have had more difficulty
obtaining appropriate health care than the general population
[34]. Poor access to health care services for LGBT individuals
can be partially explained by lower income [32]. Although
recent health care reforms have resulted in a reduction in the
number of uninsured individuals in the USA, historically, low-
er income meant not having any health insurance or being
underinsured [35]. Many older LGBT people had to postpone
seeking medical attention due to lack of insurance coverage,
which resulted in untreated or undertreated chronic medical
conditions. In many stable partnerships, one partner had in-
surance but the employer did not offer partner benefits, so the

other partner may have gone uninsured. Medicare does not
cover unmarried partners and did not recognize married
same-sex couples until 2015.

Research reports show that, in general, older LGBT adults
have higher rates of certain physical illnesses and undesirable
psychosocial circumstances than the general population of
older adults [36••] and many of these have clear psychiatric
associations. For example, older lesbian and bisexual women
have higher rates of obesity and cardiovascular risk than the
general population of older females [36••]. This is especially
worrisome given the growing body of scientific evidence
which correlates poor vascular health with increased risk of
certain specific types of dementia including Alzheimer’s and
vascular dementia [37–39]. Other examples of less favorable
social factors and physical illnesses over-represented in the
LGBT community include (1) older gay or bisexual men are
more likely to live alone and experience poor physical health,
including infection with HIV, than the general population of
older males [3]; (2) gay, bisexual, and transgender cancer sur-
vivors have been found to have higher rates of depression and
relationship difficulties compared to heterosexual men [40];
(3) older lesbian women appear to have more risk factors for
breast cancer than their heterosexual counterparts, including
fewer pregnancies, fewer total breastfeeding months, and
higher body mass indices [41]; and (4) a particularly alarming
recent research finding is that HIV-infected individuals are 28
times more likely than HIV-seronegative individuals to devel-
op anal cancer [42, 43].

Even within the group of sexual minorities, important dif-
ferences are beginning to be identified. For example, older
transgender adults are more likely to experience poor physical
health, disability, obesity, and mental distress than their lesbi-
an, gay, and bisexual peers [44]. In addition, transgender
adults face the greatest financial and emotional barriers to
seeking health care among older LGBTs [44].

In addition to issues surrounding payment for care and
differing risks for certain medical conditions, older LGBT
adults have faced frank discrimination by health care pro-
viders, at both the individual provider level and the institution-
al level, including refusal of care or inferior care [33]. Many
older LGBTadults have postponed or refused to seek care due
to fear of being judged or mistreated by a health care provider.
Medical education has largely ignored LGBT health issues
resulting in most physicians being poorly trained to provide
culturally sensitive, competent care to this population [33].
Table 1 contains guidelines for how to conduct a mental health
interview with a member of the LGBT community.

Mental Disorders and the LGBT Community

The mental health issues that older LGBT adults face are
thought to be the result of an interaction of possible genetic
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risk with exposure to multiple, negative, stressful experiences
over the life course. Recent research has demonstrated that, in
addition to potential genetic vulnerability, risk factors for de-
pression include more frequent experiences of discrimination
and victimization over a lifetime, higher levels of internalized

stigma, greater identity concealment, more numerous comor-
bid medical conditions resulting in excess disability in HIV+
men, and belonging to multiple stigmatized groups (i.e., si-
multaneously being older and belonging to both a racial and
sexual minority group) [36••]. This same research has demon-
strated that there are multiple protective factors against depres-
sion including higher perceived social support, larger social
network size, higher sense of self-efficacy in HIV+men, more
active religious and spiritual life, greater community
connectedness/sense of belonging, more positive sense of sex-
ual identity, and greater sexual identity disclosure. It is impor-
tant to note that, in general, bisexual and transgendered per-
sons have lower levels of community connectedness in the
LGBT community.

Mood and Anxiety Disorders

Until recently, very little empirical evidence existed on the
prevalence of mood and anxiety disorders and rates of suicidal
ideation, behaviors, and attempts specifically in the older
LGBT population. The Institute of Medicine Report, The
Health of Lesbian, Gay, Bisexual, and Transgender People:
Building a Foundation for Better Understanding, summarized
the available data regarding these topics prior to 2011 [32].
Table 2 lists the best research done to date on the epidemiol-
ogy of mood and anxiety disorders in the LGBT population.

Two recent large-scale studies have begun to illuminate
important mental health issues in the older LGBT population
[17, 51]. In one of these studies, 31 % of LGBT individuals
surveyed had current depression [17], which is two to three
times Center for Disease Control (CDC) estimates of the prev-
alence of depression among all older Americans [59].
Transgender rates were even higher, with 48 % of transgender
participants screening positive for depression [17].

Several smaller studies have been conducted to investigate
depression and suicide rates in subgroups of the LGBT pop-
ulation [55, 56, 58].When a convenience sample of 571 trans-
gender women in New York City was divided into older (40–
59) and younger (age 19–39) cohorts, the lifetime depression
rates were 52.4 % in the older group and 54.7 % in the youn-
ger group [58]. Suicidal ideation had occurred in 53.5% of the
older group, suicide planning in 34.9 %, and suicide attempts
in 28 % [58].

Substance Use Disorders

Substance use disorders (SUD) decline in prevalence with
increasing age, but this trend is somewhat offset among older
LGBT adults as LGBT persons have higher SUD rates com-
pared to age-matched heterosexuals [60]. The National
Epidemiologic Study on Alcohol and Related Conditions
(NESARC) found SUD prevalence approximately two times
higher among lesbian, gay, or bisexual persons than among

Table 1 Providing an optimal mental health evaluation of an older
LGBT adult

•Create a safe andwelcoming environment for LGBT patients/clients and
staff. Achieving this will almost always require education and training
of staff members, as well as establishing and maintaining clear rules
about confidentiality and respect for privacy [45].

• Develop and use standardized intake forms, templates and procedures
that include questions about sexual orientation [45, 46], gender identity
[10], current relationship status, current living situation, the presence or
absence of a proxy health care decision maker, relationships with
members of the family of origin, prior long-term relationships or
marriages, children, family of choice, friends, and caregivers.

• Recent research by Cahill et al. [47] found that integrating questions
about sexual orientation and gender identify into a patient registration
form was both feasible and acceptable to a diverse sample of patients.
This group used a two-step gender identity question (current gender
and birth sex) which is the method endorsed by leading transgender
researchers both in the USA [10] as well as globally [48].

• Foster awareness among both administrative and clinical staff members
of their feelings, attitudes, and prejudices. Reminds them not to make
assumptions about the patient/client and encourage them to actively
convey their willingness and desire to learn. A relatively common
indication of either potential prejudice or insufficient training or both is
not using the name or personal pronoun preferred by a transgender
person. If you do not know this information, then politely inquire [49].

• Discover whether the individual was ever coerced or forced into
psychiatric treatment or subjected to some form of conversion therapy.

• Determine whether the individual has experienced losses of family or
friends due to HIVor to other causes.

• Explore if, when, and how the person came out, including, if
appropriate, the current degree of Boutness^ (i.e., who knows and who
does not know) as well as whether concerns or fears exist regarding
being out and aging.

• Obtain sexual history including current and past sexual partners, a
preference for sex exclusively with one person, or more than one
person and use of contraception and/or safe sex practices [50].

• Identify risk factors for poorer physical and mental health including
lifetime episodes of victimization, internalized stigma, sexual identity
concealment, the existence of multiple potential sources of stigma,
social isolation/small social networks, poor self-efficacy, lack of
connection to LGBT community, lack of connection to larger
community, income insecurity, the existence of health insurance or
underinsurance, and chronic undertreated medical conditions due to
lack of primary care [36••, 44].

• Assess for other sources of stress and vulnerability.

• Search for and/or reinforce protective factors for better physical and
mental health including perceived social support, larger social
networks, high self-efficacy, sexual orientation disclosure, positive
sense of sexual identity, connection to LGBT community, connection
to larger community, religious/spiritual activity, adequate financial
resources, adequate health insurance coverage, the existence or
absence of stable primary care, other sources of resilience, and
predictors of successful aging [36••, 44].
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heterosexuals [60]. Findings related to the epidemiology of
specific substances of abuse among LGB individuals are sum-
marized in Table 3. Less is known about SUD among trans-
gender persons, but available evidence points to elevated risk
among this population as well [60]. Although members of the
Baby Boomer Generation have different attitudes and sub-
stance use histories than members of the Silent Generation
or members of the Greatest Generation, research on substance
use among any generation of older LGBT adults lags behind
that of younger LGBT adults. With the burgeoning number of
older adults, in general, and older members of the LGBT
community, in particular, the need for SUD research among
older LGBT adults will only increase [64].

BClub drug^ use has long been discussed as a common
practice amongmenwho have sex withmen (MSM) attending
gay nightlife venues, but their use is also elevated in lesbian/
bisexual women [65, 66, 67•]. Club drugs include metham-
phetamine, cocaine, 3,4-methylenedioxy-methamphetamine

(ecstasy), ketamine, and gamma-hydroxybutyric acid
(GHB). Many investigations have linked club drugs, especial-
ly methamphetamine, to increased risky sexual behaviors
(RSB) and HIV transmission in MSM. These drugs, like al-
cohol, can lower inhibitions, impair decision-making, and el-
evate libido [60]. Additionally, substance use impairs immune
function and decreases adherence to antiretroviral medica-
tions, further increasing HIV transmission risk [68, 69•, 70].
Although older MSM have better antiretroviral adherence and
engage in less RSB than younger MSM, substance use, none-
theless, decreases medication adherence and increases RSB in
older MSM as well [69•].

Another unintended consequence of club drug use is erec-
tile dysfunction resulting in misuse of phosphodiesterase in-
hibitors (PDIs), such as sildenafil (Viagra©), in combination
with club drugs. This practice is also linked to increased RSB
among MSM [71]. Older MSM are more likely to report rec-
reational use of PDIs than younger MSM, perhaps reflecting

Table 3 Substance use epidemiology in LGB populations

Substance Population studied Findings

Alcohol Lesbians (NESARC) 3.6 times more likely to have past-year alcohol dependence,
compared to age-matched heterosexual women [60]

Gay men (NESARC) 2.9 times more likely to have past-year alcohol dependence,
compared to age-matched heterosexual men [60]

Bisexual women (NESARC) 2.9 times more likely to have past-year alcohol dependence,
compared to age-matched heterosexual women [60]

Bisexual men (NESARC) 4.2 times more likely to have past-year alcohol dependence,
compared to age-matched heterosexual men [60]

Lesbians (2000 National Alcohol Survey) 7 times more likely to have alcohol dependence and 11 times
more likely to have ≥2 negative social consequences from
drinking compared to heterosexual women [61]

Bisexual women (2000 National Alcohol Survey) 6.5 times more likely to have alcohol dependence and 8 times
more likely to have ≥2 negative social consequences from
drinking compared to heterosexual women [61]

Gay and bisexual men (2000 National Alcohol Survey) No difference on most alcohol-related measures, compared to
heterosexual men, with exception of gay men being 3 times
more likely to have been drunk ≥2 times in the past year [61]

Drugs Lesbians (NESARC) 11–12 times more likely to have past-year drug dependence,
compared to age-matched heterosexual women [60]

Gay men (NESARC) 4.2 times more likely to have past-year drug dependence,
compared to age-matched heterosexual men [60]

Bisexual women (NESARC) No statistically significant difference in past-year drug dependence,
compared to age-matched heterosexual women [60]

Bisexual men (NESARC) 6.3 times more likely to have past-year drug dependence,
compared to age-matched heterosexual men [60]

Nicotine (tobacco) LGB persons (National Adult Tobacco Survey) Higher rates of tobacco use among LBG persons than among
heterosexuals (38.5 vs. 25.3 %, respectively); rates of use
declined with increasing age among LGB persons [62]

Lesbians (Multisite Women’s Health Study) Higher rates of lifetime (but not current) tobacco use among
lesbians than heterosexual women (61 vs. 54 %); no
differences in current or lifetime use by age groups
among lesbians [63]

NESARC National Epidemiologic Study of Alcohol and Related Conditions
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elevated rates of erectile dysfunction with increasing age [72].
Misuse of other prescription drugs, most notably opioids, is
also associated with RSB amongMSM, and older age predict-
ed increased nonmedical use of opioids [73, 74]. This may
relate to high rates of chronic pain and associated opioid ex-
posure among older adults. Prescription opioid abuse, along
with subsequent conversion to heroin use, is a national health
crisis in the USA [75]. Although not recognized as a formal
diagnosis in DSM-5, some patients and clinicians conceptual-
ize compulsive sexual acts (with or without substances) that
cause personal distress or psychosocial dysfunction as a be-
havioral addiction, akin to gambling disorder. A measure of
sexual compulsivity in MSM predicted RSB, even controlling
for drug use, HIV status, and age [76]. Increased age was
associated with lower sexual compulsivity scores [76].

Several factors may explain increased SUD among the
LGBT community, including stress due to stigma/minority
status, decreased social support, internalized homophobia,
early integration of clubs and bars into LGBT neighborhoods,
and increased peer acceptance of substance use [77].
Additional racial/ethnic minority status may further increase
risk of SUD among LGBT individuals [78•, 79]. The
NESARC reported that lesbian, gay, and bisexual adults had
double the risk of victimization (primarily domestic violence
and childhood abuse) compared to heterosexuals and that such
victimization increased risk of SUD [60]. Other risk factors for
SUD salient to older LGBT adults include co-occurring anx-
iety and depressive disorders.

Few SUD treatments designed for either older adults or for
LGBT persons have been tested empirically. Nonetheless, a
large U.S. study indicated that, among persons with SUD,
LGBT persons were more likely than heterosexuals to have
sought treatment for SUD (21 vs. 7 % for professional treat-
ment and 22 vs. 11 % for 12-step meetings) [80]. Wong and
colleagues demonstrated that an intervention using cognitive-
behavior therapy (CBT) decreased substance use among per-
sons with HIV, of which 50%wereMSM and 45%were aged
≥40 [81]. Another trial tested CBT culturally adapted for
MSM with and without contingency management (CM) and
reported that CBT + CM decreased RSB and methamphet-
amine use [82]. Similarly, a therapy incorporating motivation-
al interviewing decreased alcohol use and RSB for HIV-
positive MSM (mean age 38) [83].

Dementia

The Alzheimer’s Association estimated there were 350,000
LGBT individuals living with dementia in the USA as of
2012 [84••]. Once again, it is very important to acknowledge
that little empirical research has been conducted on this unique
population. A recent clinical review article points out that

stigma and marginalization, as well as community care policy
based on Bheterosexist norms,^ lead to more social isolation,
anxiety, confusion, and distress among lesbian and bisexual
women with dementia [85•]. In her Bnarrative review^ [86] of
the literature, McGovern [84••] points to a cohort effect with
unique challenges and perspectives of aging LGBT Baby
Boomers (individuals born between 1946 and 1964) com-
pared to those of the Greatest Generation (individuals born
before 1946) and also points to the need for sensitivity of
health care providers and long-term care facilities to the spe-
cific needs of LGBT individuals suffering from dementia, par-
ticularly a loss of self.

Qualitative research with LGBT caregivers of individuals
living with dementia identifies loss of an LGBT identity and
the lack of cultural competence of health care service pro-
viders as a major concern [87]. Another qualitative study on
the experiences of LGBT caregivers in coming out to health
care providers found that attitudes from health care providers
were Bat worst, heterosexist and, in some cases, overtly ho-
mophobic to, at best, a pervasive disregard of the needs of this
group of people [88].^ The Alzheimer’s Association produced
its first brochure on LGBT caregiving and dementia in 2012
[89], and specialized LGBT caregiver support groups have
been suggested to meet the psychosocial needs of LGBTcare-
givers [90, 87].

Conclusions

The current population of LGBTolder adults numbers approx-
imately one million and is composed of three generational
groups. Because people are shaped, in part, by the defining
cultural mores and social climate of their formative years, one
should remember that, based on this distinction alone, the
members of the older LGBT community are not necessarily
a homogenous group.

The Gay Rights Movement began in the early 1970s, grew
into a powerful force pushing for complete freedom from
discrimination and equal treatment under the laws, as well as
identification of effective methods to reduce health care dis-
parities impacting members of the LGBT community. The
shift in social attitudes toward LGBT people which began to
emerge in the early 2000s achieved its greatest success to date
in 2015 when the U.S. Supreme Court established that same-
sex marriages were legal throughout the USA.

Currently available research results show that older LGBT
adults have higher rates of certain physical and mental illness,
as well as higher rates of disability, than the general population
of older adults [36••]. All people who identify as LGBTexpe-
rience one common developmental challenge, deciding if,
when, and how to negotiate the process of Bcoming out.^
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The challenges associated with this process, as well as other
factors related to living in a heterosexist world, have been
offered as reasons for this difference in vulnerability to serious
mental illnesses [32]. Depression rates in the LGBT commu-
nity may be as much as two to three times higher [17], and a
study of older trans-women identified the rate of suicidal ide-
ation to be over 50 % [57].

Although SUD decline in prevalence with increasing
age in the general population, this trend is less pro-
nounced among LGBT older adults. NESARC found that
the prevalence of SUD was approximately two times
higher among lesbian, gay, or bisexual persons than
among heterosexuals [60]. Given the rapidly increasing
number of older adults, in general, and members of the
LGBT community, in particular, more research on the
nature and treatment of SUD among LGBT adults is
greatly needed [64].

The Alzheimer’s Association estimated there were
350,000 LGBT individuals living with dementia in the
USA as of 2012 [80]. Qualitative research with LGBT
caregivers of individuals living with dementia identifies
loss of an LGBT identity in response to the lack of
cultural competence of health care service providers as
a current unfortunate occurrence [88]. In an effort to help
reduce the frequency of this outcome, as well as to im-
prove all aspects of the health care of older members of
the LGBT community, this paper included important def-
initions of key terms that clinicians caring for members
of the LGBT community should understand and recom-
mendations for providing an optimal mental health eval-
uation of an older LGBT adult including being aware of
and using a transgender individual’s preferred name and
personal pronoun.

Recent improvements in research methodology have
been occurring which hold the promise of improved
diagnosis and treatment of mental disorders in older
members of the LGBT community, but expansion in
the funding and completion of this clinical research re-
mains an urgent yet unfulfilled need.
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