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Introduction
LGBTQ young people are not inherently unhealthy because of their sexual orientation or gender
identity. The major disparities documented in research arise from conditions surrounding them:
bullying, family rejection, violence, housing instability, discrimination, barriers to confidential care,
and healthcare environments in which patients fear that disclosure will lead to judgment or
mistreatment. The 2017 literature review by Hafeez and colleagues helped draw attention to these
concerns, but some of its language and broad generalizations require updating. Lesbian, gay,
bisexual, transgender, queer, and questioning youth are not one uniform population, and health risks
cannot be assigned to an identity without considering behavior, social context, age, race, disability,
geography, and access to support. (Hafeez et al., 2017)

This review examines current evidence on mental health, violence, sexual health, substance use, and
access to healthcare. It also identifies protective practices for clinicians, families, schools, and
communities. The purpose is not to portray LGBTQ youth as a collection of risks. It is to explain why
preventable disparities occur and how respectful, evidence-based care can improve health. (Centers
for Disease Control and Prevention, 2024; World Health Organization, n.d.)

Understanding the Population and the Evidence
The acronym LGBTQ includes several distinct dimensions. Sexual orientation concerns patterns of
attraction and identity, whereas gender identity concerns a person’s internal sense of gender. A
transgender student and a cisgender bisexual student may face overlapping forms of stigma but have
different clinical needs. Research that combines all sexual and gender minority youth into one
category can identify broad inequality while concealing important differences.

National surveys also have limitations. School-based surveys generally exclude adolescents who have
left school, are incarcerated, or are absent on the day of data collection. Those omissions may leave
out young people facing severe instability. Self-reported data can be influenced by question wording,
privacy, willingness to disclose, and changes in identity over time. Nevertheless, repeated findings
across large studies show that disparities are real and require action.

The CDC’s 2023 Youth Risk Behavior Survey included national measurement of transgender identity
for the first time. Its results documented substantial differences in school connectedness, unstable
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housing, violence, mental health, and suicidal thoughts and behaviors between transgender and
cisgender students. More broadly, CDC reports for 2023 continued to show that LGBTQ+ students
experienced higher levels of poor mental health and suicide-related outcomes than cisgender and
heterosexual peers. These data should be interpreted as evidence of unequal environments and
exposures, not as proof that identity itself causes distress. (Centers for Disease Control and
Prevention, 2024)

Mental Health and Minority Stress
LGBTQ youth may experience ordinary adolescent pressures while also managing identity-related
stress. Minority stress theory explains how prejudice, expectation of rejection, concealment,
internalized stigma, and discriminatory events can accumulate. A student who is repeatedly insulted,
threatened, excluded from family life, or afraid to discuss identity with a clinician is responding to real
social danger. Depression or anxiety in that context should not be attributed to sexuality or gender
diversity as if those were illnesses.

Suicidal thoughts and self-harm require particular care in communication. Population statistics
describe elevated probability; they do not determine the future of an individual. Many LGBTQ young
people are psychologically healthy, connected, and thriving. Risk increases when support is weak and
victimization is high, while protective relationships, safe schools, affirming healthcare, and family
acceptance are associated with better outcomes.

Clinicians should screen all adolescents for depression, anxiety, trauma exposure, substance use, and
suicide risk using appropriate tools, while asking about identity only when relevant and in a private,
respectful manner. A disclosure should lead to listening and individualized assessment rather than an
assumption that every problem is caused by identity. Emergency procedures are necessary when a
patient has an immediate plan or intent to self-harm, but routine disclosure of identity without clinical
necessity can damage trust and potentially expose a young person to harm.

Violence, Bullying, and School Connectedness
Bullying is not a minor rite of passage. Verbal harassment, physical assault, cyberbullying, sexual
violence, and threats can affect attendance, concentration, sleep, academic performance, and
willingness to seek help. Transgender and gender-diverse students may encounter additional
problems such as deliberate misuse of names, exclusion from facilities, or punishment for gender
expression.

School connectedness—the belief that adults and peers care about a student’s learning and well-
being—is an important protective factor. Inclusive anti-bullying policies, trained staff, confidential
counseling, student-led gender and sexuality alliances, and procedures for responding consistently to
harassment can improve safety. Policies are most effective when they are implemented in daily
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practice rather than displayed only in a handbook.

Education should avoid framing LGBTQ classmates as controversial subjects. Age-appropriate
acknowledgment of diverse families and identities can reduce isolation. At the same time, schools
must protect privacy. Publicly identifying a student’s sexual orientation or gender identity without
permission may expose that student to family conflict or community violence.

Family Acceptance, Rejection, and Housing
Stability
Families often become the strongest source of protection or one of the greatest sources of stress.
Acceptance does not require parents to understand every term immediately. It can begin with
preventing violence, listening, using a young person’s requested name, maintaining access to
education and healthcare, and refusing to make housing conditional on concealment or change.

Family rejection can contribute to homelessness, interrupted education, survival behaviors,
exploitation, and reduced access to medication or preventive care. Unstable housing also makes
follow-up appointments and confidential communication difficult. Healthcare systems should therefore
ask sensitively about safety, food, housing, transportation, and legal concerns rather than limiting the
visit to symptoms.

Support for caregivers is important. Parents may need reliable information and a place to discuss fear
without directing that fear against the child. Attempts to force a change in sexual orientation have no
evidence-based medical justification and can cause harm. WHO identifies discrimination and coercive
efforts to change orientation as incompatible with health and human rights.

Sexual and Reproductive Health
The original review associated LGBTQ identity broadly with sexually transmitted infections. That
formulation is too general. Infection risk is related to specific exposures, partner networks, condom or
barrier use, vaccination, testing frequency, access to prevention, and ability to negotiate
consent—not to an identity label alone. A lesbian adolescent who has never had sexual contact, a
bisexual young man with multiple partners, and a transgender boy seeking contraception require
different assessments.

Clinicians should take a behavior-based sexual history without assuming the anatomy of partners or
the meaning of an identity. Relevant services may include HPV vaccination, HIV and STI testing,
contraception, pregnancy testing, pre-exposure prophylaxis where indicated, consent education, and
counseling on safer practices. Screening should follow anatomy and exposure. For example, a
transgender patient may need cervical screening or reproductive counseling depending on organs
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present and individual circumstances.

Confidentiality is central to adolescent care, although legal rules vary by jurisdiction. Clinics should
explain clearly what can remain private and the circumstances—such as immediate danger or
abuse—in which information must be shared. Electronic portals, billing statements, and insurance
explanations can unintentionally reveal sensitive services, so privacy must be considered in
administrative systems as well as the examination room.

Substance Use and Coping
Some studies report higher substance use among sexual and gender minority youth, but causation
should not be simplified. Young people may use alcohol, nicotine, or other drugs while coping with
victimization, depression, homelessness, or social exclusion. Community norms and targeted
marketing can also influence exposure. The appropriate response is not to moralize about identity but
to identify the function of substance use, assess safety, and offer effective treatment.

Screening and brief intervention should be applied equitably to all adolescents. When treatment is
required, programs need to be safe for LGBTQ participants. A program that tolerates harassment or
treats identity as pathology can intensify the conditions contributing to use. Trauma-informed care,
peer support, and attention to housing and family safety may be as important as the substance-
focused intervention.

Barriers Within Healthcare
Healthcare disparities can be reproduced by the organization of care. Registration forms may offer no
accurate options, staff may use incorrect names, clinicians may avoid relevant questions because of
discomfort, and patients may encounter visible signs that they are unwelcome. Some young people
delay care because they expect judgment or fear disclosure to family members.

Inclusive care involves more than friendly language. Staff need training in confidentiality, trauma-
informed communication, anatomy-based screening, sexual health, mental health, and referral
pathways. Electronic health records should distinguish legal name, name used, pronouns, sex
assigned at birth, gender identity, and clinical anatomy where medically necessary, with access
limited appropriately. Questions should have a clear purpose; unnecessary collection of sensitive data
creates privacy risk.

Clinicians should also avoid both neglect and overfocus. Ignoring identity can prevent relevant
preventive care, but attributing every complaint to identity is equally harmful. A young person with
abdominal pain deserves a complete medical assessment, not an assumption that the issue is
psychological or gender-related. High-quality care recognizes the whole patient.
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Gender-Diverse Youth and Individualized Care
Care for transgender and gender-diverse adolescents is politically contested, which makes accurate
clinical communication especially important. The American Academy of Pediatrics supports
developmentally appropriate, nonjudgmental and supportive care delivered through an individualized
clinical relationship. Decisions should be based on careful assessment, informed consent or assent
processes, the young person’s circumstances, and applicable law and professional standards.
(American Academy of Pediatrics, 2023)

Not every gender-diverse child follows the same path or seeks medical intervention. Social support,
mental healthcare, puberty-related care, and specialist consultation may be appropriate in different
combinations. Clinicians should not promise that one intervention will resolve every source of distress,
nor should they deny ordinary healthcare because of political disagreement. Coexisting depression,
autism, trauma, family conflict, or medical conditions should be assessed without using them
automatically to invalidate identity.

Protective Actions for Stakeholders
Healthcare organizations can provide confidential adolescent visits, visible nondiscrimination policies,
trained staff, accurate referral networks, and mechanisms for reporting mistreatment. Schools can
strengthen connectedness, respond to bullying, and provide access to qualified counseling. Families
can maintain communication and safety even while learning. Policymakers can address insurance
barriers, housing instability, violence, and discrimination that interfere with access.

Research must continue to separate subgroups, include racial and socioeconomic intersections,
examine rural and disabled youth, and measure protective factors as well as harm. Studies should
avoid language that treats heterosexual and cisgender experience as the only normal baseline.
Community participation can improve question design and reduce interpretations that stigmatize the
population being studied.

Conclusion
LGBTQ youth healthcare disparities are substantial but preventable. Current evidence shows unequal
exposure to violence, unstable housing, poor school connectedness, mental distress, and barriers to
care. These outcomes are shaped primarily by social and institutional conditions rather than by sexual
orientation or gender identity itself.

Effective responses include confidential and behavior-based clinical assessment, family support,
inclusive schools, trauma-informed mental healthcare, accessible sexual-health services, staff
training, and protection from discrimination. A literature review should not merely list elevated risks.
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It should identify the mechanisms producing them and recognize the resilience of young people who
develop healthy lives when families, clinicians, schools, and communities provide safety and respect.
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