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Abstract
Purpose Young adults who self-identify as a sexual minority may have been particularly harmed by the consequences of 
lockdown, closure of educational institutions, and social distancing measures as they are likely to have been confined in 
households that may not be supportive of their sexual orientation. We examine inequalities in the mental health and self-rated 
health of sexual minority young adults, compared to their heterosexual peers, at the height of lockdown restrictions in the UK.
Methods We analysed data from singletons who participated in waves 6, 7, and the wave 1 COVID-19 survey (n = 2211) of 
the Millennium Cohort Study, a nationally representative longitudinal study of infants born in the UK between September 
2000 and January 2002. Regression models compared the mental health, self-rated health, and social support of sexual 
minority young adults to that of their heterosexual peers.
Results One in four young adults self-identified with a sexual orientation or attraction other than completely heterosexual. 
Sexual minority young adults had significantly lower levels of social support (β =  − 0.38, SE 0.08), poorer self-rated health 
(OR 3.91, 95% CI 2.41–6.34), and higher levels of psychological distress (β = 2.26, SE 0.34), anxiety (β = 0.40, SE 0.15), 
and loneliness (β = 0.66, SE 0.18) when compared to heterosexual young adults.
Conclusions Sexual minority young adults in the UK have been detrimentally impacted by the coronavirus pandemic, expe-
riencing inequalities in mental health, self-rated health, and social support when compared to heterosexual young adults. 
Implications for policy and practice include a stronger provision of safe spaces in the community and in institutions, and 
policies that address marginalisation and harassment.
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Introduction

The COVID-19 pandemic has magnified existent social 
inequalities, detrimentally impacting communities that 
were already disadvantaged by enduring institutional and 
systemic oppression. This has been acutely felt by people 
who self-identify as Lesbian, Gay, Bisexual, and Queer, and 
who identify in another way other than heterosexual (hereby 
called sexual minority) [1]. Although data on COVID-19 

infection and mortality among sexual minority people are 
not widely available due to lack of measurement in elec-
tronic health records or public health surveillance, available 
global evidence indicates that sexual minority populations 
have been disproportionately impacted by the COVID-19 
pandemic compared to their heterosexual peers in relation 
to mental health [2–5], health care access [6], and social and 
economic outcomes [7].

Sexual minority young adults may have been particu-
larly harmed by the consequences of lockdown, closure of 
educational institutions, and social distancing measures as 
they may have been confined in households that may not 
be supportive of their sexual orientation. They have also 
experienced disruption in a significant life course stage 
of identity formation where sexual minority young adults 
may have been preparing to or dealing with ‘coming out’ 
to family and friends. Evidence from international studies 
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has provided initial support for this, but findings come from 
small samples using convenience sampling or qualitative 
methods [8–10], or do not specifically focus on young adults 
[2]. For example, Fish and colleagues describe the intrap-
ersonal, interpersonal and structural challenges that young 
sexual minority adults faced in their study, with participants 
discussing how the confines of lockdown prevented access-
ing appropriate support, and the enforced concealment of 
identity [9]. Despite the richness of their findings, the study 
design and methodology does not allow for the magnitude of 
inequalities between sexual minorities in terms of physical 
and mental health to be estimated.

In this study, we analyse data from a UK nationally rep-
resentative dataset to examine inequalities in the impact of 
the COVID-19 pandemic on the health and mental health 
among young adults who self-identify with a sexual ori-
entation other than heterosexual/straight, compared to their 
heterosexual/straight peers. We also assess the role of social 
support and economic adversity and other sociodemographic 
factors in explaining possible unequal outcomes among sex-
ual minority young adults.

The purpose of this study is not to estimate the causal 
impact of the COVID-19 pandemic in exacerbating pre-
existing inequalities (or less likely in attenuating inequali-
ties); rather the focus here is to estimate the magnitude of 
inequalities during the first wave of the pandemic in the UK 
(May 2020). Understanding the scale of the gulf between the 
mental health of young sexual minority people and that of 
heterosexual young people is of key social policy relevance 
as governments in the UK and elsewhere consider how to 
strengthen mental health supports and systems. Robust evi-
dence from nationally representative data demonstrating 
the extent of the magnitude of sexuality-based inequalities 
during the height of the pandemic can inform on where and 
how some of this support should be directed. Our focus on 
social support as a key moderator of inequality is aligned 
with policy interest around interventions that are scalable 
and adaptable to the pandemic to improve population-level 
mental health [11].

Methods

Study design and participants

The Millennium Cohort Study (MCS) is a nationally rep-
resentative longitudinal study of infants born in the UK 
between September 2000 and January 2002. Families with 
children who were living in the UK at 9 months were iden-
tified through the Department of Work and Pensions Child 
Benefit system (a universal benefit in the UK) and selected 
on the basis of where the family was resident shortly after 
the time of birth. The sample is stratified by ethnicity and 

disadvantage, and clustered at the electoral ward such that 
disadvantaged residential areas and areas with a high propor-
tion of ethnic minority people are over-represented. More 
detail on the survey design, recruitment process and field-
work can be found elsewhere [12].

There have been data collection sweeps when cohort 
members were aged about 9  months (MCS1), 3  years 
(MCS2), 5  years (MCS3), 7  years (MCS4), 11  years 
(MCS5), 14 years (MCS6), and 17 years (MCS7). Since 
the start of the coronavirus pandemic, there have been three 
waves of additional data collection (COVID-19 surveys). 
The first wave of the COVID-19 survey took place in May 
2020, at the height of the first lockdown restrictions in the 
UK. The survey focused mainly on how participants’ lives 
had changed from just before the outbreak of the pandemic 
in March 2020 up until their response to the survey. The 
response rate of the wave 1 COVID-19 survey is 26.6% 
(N = 2645). In the present study, we use data from single-
tons who were productive in waves MCS6, MCS7, and the 
wave 1 COVID-19 survey (n = 2211). Outcome variables 
were, therefore, assessed when the majority of participants 
were aged 19 years.

Variables

Sexual orientation was measured by combining two vari-
ables asked in MCS7 that captured participants’ sexual ori-
entation and sexual attraction. Participants were first asked 
how they currently thought of themselves, with five response 
categories ranging from ‘completely heterosexual/straight’ 
to ‘completely gay or lesbian.’ Respondents were also asked 
who they felt sexually attracted to, with six response cat-
egories ranging from ‘only to opposite sex, never to same 
sex,’ to ‘only ever to same sex, never to opposite sex.’ Our 
measure of sexual orientation combines sexual orientation 
and attraction into a binary variable that classifies partici-
pants who selected both a completely straight sexual ori-
entation and a sexual attraction only to the opposite sex 
into the reference category of ‘straight/heterosexual.’ Par-
ticipants who self-identified with a sexual orientation other 
than completely heterosexual/straight, and who reported a 
sexual attraction other than solely to the opposite sex were 
classified as a sexual minority.

Given the relatively small sample size of the MCS 
COVID-19 study, we were not able to disaggregate indi-
vidual groups (for example, bisexual, gay/lesbian). Likewise, 
although the MCS asks information that would allow us to 
examine inequalities among trans and gender diverse young 
people compared to their cisgender counterparts, we do not 
have sufficiently large sample sizes to appropriately consider 
sexual orientation and gender identity in our analyses, so the 
present paper focuses on sexual orientation only.



1981Social Psychiatry and Psychiatric Epidemiology (2022) 57:1979–1986 

1 3

All measures of health, mental health, and loneliness 
come from the wave 1 COVID-19 survey.

Health was measured using overall self-rated health, 
which has been shown to be a valid indicator of health 
status. Reports of poor health have been associated with 
higher mortality, psychological distress, and poor func-
tioning [13, 14]. In the MCS, respondents were asked to 
rate their health on a scale ranging from 1 (excellent) to 
5 (poor). We dichotomised responses into excellent, very 
good, and good, or fair and poor health.

We used the Kessler 6 (K6) scale to identify psycholog-
ical distress [15]. This measure asks how often respond-
ents felt nervous, depressed, hopeless, restless or fidgety, 
worthless, or that everything was an effort in the last 
month. Respondents answered on a five-point scale from 
1 (all the time) to 5 (none of the time). We reversed and 
rescaled all items from 0 to 4 so that high scores indicate 
high levels of psychological distress. Total scores for this 
measure can range from 0 to 24, with higher scores indi-
cating greater psychological distress. The K6 scale has 
good internal consistency (Cronbach’s α = 0·87) in the 
study sample. We modelled the K6 scale as a continu-
ous measure, and also report the descriptive prevalence 
of severe psychological distress using a binary variable 
where we dichotomised the K6 at the recommended cut-
off score of 13 [15].

We measured anxiety symptoms using the two-item Gen-
eralized Anxiety Disorder (GAD2) questionnaire [16], which 
assesses the presence and severity of anxiety symptoms 
within the past 2 weeks. GAD2 includes two items asking 
respondents whether they have been bothered by problems—
feeling nervous, anxious or edge, or not being able to stop or 
control worrying—over the last 2 weeks, each scored from 
0 (not at all) to 3 (nearly every day). We summed the two 
variables to compute a total score, with higher values indi-
cating worse anxiety symptoms (Cronbach’s α = 0·86). We 
modelled the GAD2 as a continuous measure in the main 
analyses, and also report the descriptive prevalence of clini-
cally significant anxiety symptoms using a binary variable 
where we dichotomised the GAD2 at the recommended cut-
off score of 3 [16].

To measure loneliness we used the three-item UCLA 
Loneliness Scale [17], and an additional item that asked 
respondents how often they feel lonely (responses includ-
ing hardly ever, some of the time, often) which has been 
used in other UK cohort studies. The three items from the 
UCLA Loneliness scale assessed the frequency in response 
to questions about feeling lack of companionship, feeling left 
out, and feeling isolated from others. Response categories 
were the same for all four items measuring loneliness. We 
summed the four items to create an overall loneliness score, 
with higher values capturing increased loneliness (Cron-
bach’s α = 0·83).

Availability of social support was measured with the 
three-item Short Social Provisions Scale [18], which asks 
respondents to think about their current relationships with 
friends, family members, community members and so on. 
Respondents were asked to indicate the extent to which 
they have family and friends who help them feel safe, 
secure and happy; there is someone they could turn to 
for advice if they were having problems; and there is no 
one they feel close to (reverse ordered). Response catego-
ries ranged from very true to not true at all. We summed 
the individual items to create a measure of availability of 
social support, with higher values indicating higher social 
support (Cronbach’s α = 0·69).

We adjusted for variables thought to confound the asso-
ciation between our exposure and outcome variables. This 
included age, gender, region of residence, ethnicity, and 
equivalised household income. Cohort member’s ethnic 
group and equivalised household income were taken from 
data collected at MCS6.

Statistical analysis

We examined outcomes and explanatory factors by sexual 
orientation using bivariate analyses to provide descrip-
tive statistics on the social support, health, mental health, 
and socioeconomic characteristics of the MCS sample. 
We used regression analyses to explore the association 
between sexual orientation and the five outcomes (social 
support, self-rated health, psychological distress, anxiety, 
and loneliness). We constructed binary logistic regression 
models for self-rated health, and Ordinary Least Squares 
regression models for continuous measures of social sup-
port and mental health. We built model sequentially to 
explore the contribution of different explanatory factors 
to inequalities in sexual orientation on the impact of the 
coronavirus pandemic. The baseline model (Model 1) 
examined the unadjusted association between sexual ori-
entation and the different outcomes. Model 2 examined 
health inequalities across sexual orientation adjusted for 
gender and age. Model 3 further adjusted for ethnicity, 
region of residence, and equivalised household income. 
In models that examined the association between sexual 
orientation and health and mental health, we had a further 
model (Model 4) that additionally adjusted for social sup-
port. All models used heterosexual young adults as the 
reference category. We analysed data using the ‘svy’ com-
mands in Stata version 16 [19]. All analyses were based 
on complete cases and were weighted to take account of 
the stratified and clustered sample design, and the unequal 
probability of being sampled.
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Results

One in four young adults self-identified with a sexual ori-
entation or attraction other than completely heterosexual/
straight. There were a higher proportion of women in the 
sexual minority group, compared to the heterosexual group 
(57% vs 46%). A lower proportion of young adults who 

self-identified as a sexual minority also self-identified as 
an ethnic minority, compared to young adults who self-
identified at heterosexual/straight (see Table 1). In unad-
justed models, sexual minority young adults had lower lev-
els of social support, poorer self-rated health, and poorer 
mental health than their heterosexual peers (see Table 1).

Thirty percent of sexual minority young adults and 14% 
of heterosexual young adults had severe psychological 

Table 1  Sample characteristics 
of the Millennium Cohort Study

Data are n (%), unless otherwise indicated. Some estimates not reported because n < 10. Statistics reported 
are for weighted data
M mean, SD Standard Deviation

Heterosexual Sexual minority Total
Weighted (n = 1369) (n = 463) (N = 1832)

Unweighted (n = 1415) (n = 547) (N = 1962)

Gender
 Men 743 (54) 199 (43) 942 (51)
 Women 626 (46) 264 (57) 891 (49)

Ethnic group
 White 1154 (84) 413 (89) 1567 (86)
 Mixed 59 (4.4) 24 (5.3) 84 (4.5)
 Indian – – 26 (1.3)
 Pakistani or Bangladeshi – – 57 (3)
 Black – – 37 (2)
 Other 45 (3.4) 16 (3.5) 61 (3.2)

Region
 London 141 (10) 47 (10) 189 (10)
 North East 28 (2) 14 (3) 41 (2.3)
 North West 123 (9) 47 (10) 170 (9.3)
 Yorkshire and the Humber 117 (8.5) 41 (8.8) 157 (8.6)
 East Midlands 131 (9.6) 28 (6) 159 (8.7)
 West Midlands 89 (6.5) 34 (7.4) 124 (6.7)
 East of England 158 (12) 50 (11) 208 (11)
 South East 261 (19) 85 (18) 346 (19)
 South West 136 (10) 46 (10) 183 (10)
 Wales 60 (4.4) 20 (4.3) 81 (4.4)
 Scotland 87 (6.4) 37 (8.1) 125 (6.8)
 Northern Ireland 37 (2.7) 14 (3) 51 (2.8)

Equivalised household income
 Lowest quintile 128 (10) 67 (14) 195 (11)
 Second quintile 178 (13) 60 (13) 238 (13)
 Third quintile 243 (18) 75 (16) 318 (17)
 Fourth quintile 376 (27) 107 (23) 483 (26)
 Highest quintile 445 (33) 154 (34) 599 (33)

Social support, M (SD) 5.46 (0.98) 5.10 (1.28) 5.35 (1.09)
Self-rated health
 Excellent, very good, or good 1290 (94) 370 (80) 1660 (91)
 Fair or poor 79 (6) 93 (20) 173 (9)

Psychological distress, M (SD) 6.92 (2.35) 8.02 (0.20) 7.20 (0.08)
Anxiety, M (SD) 7.04 (4.60) 10.22 (5.54) 7.88 (5.01)
Loneliness, M (SD) 1.55 (1.68) 2.20 (1.90) 1.71 (1.75)
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distress. Thirty-six percent of sexual minority young adults 
and 22% of heterosexual young adults reported clinically 
significant anxiety symptoms.

Inequalities due to sexual orientation remained after 
adjusting for relevant covariates. Sexual minority young 
adults had significantly lower levels of social support com-
pared to heterosexual young adults, and this association 
strengthened after taking into account age, gender, ethnicity, 
region of residence, and socioeconomic status (β =  − 0.38, 
S.E: 0.08; see Table 2). Sexual minority young adults also 
reported poorer self-rated health. When adjusted for soci-
odemographic characteristics (Models 1 to 3), sexual minor-
ity young adults had over four times the odds of reporting 
poor self-rated health when compared to heterosexual young 
adults (OR 4.78, 95% CI 2.94–7.76 in Model 3, see Table 3). 

This association reduced slightly after controlling for social 
support in Model 4, but remained strong (OR 3.91, 95% CI 
2.41–6.34).

Measures of mental health showed similar stark inequali-
ties; sexual minority young adults had much higher scores 
of psychological distress, anxiety, and loneliness. These 
associations remained after adjusting for sociodemographic 
characteristics, and attenuated slightly in fully adjusted mod-
els which controlled for differences in social support, but 
remained substantial (see Table 4).

Discussion

This study shows alarming inequalities in the self-rated 
health, mental health, and availability of social support 
among sexual minority youth compared to heterosexual/
straight youth experienced during the height of the first 
COVID-19 lockdown restrictions in the UK. Using data 
from a nationally representative study of young adults 
in the UK, we find that young adults who self-identified 
with a sexual orientation or attraction other than hetero-
sexual/straight had up to four times the odds of report-
ing poor self-rated health when compared to hetero-
sexual young adults, as well as higher odds of reporting 
loneliness, anxiety, and psychological distress. Sexual 
minority young adults also reported less social support 

Table 2  Association between sexual orientation and social support

Model 1 is unadjusted, Model 2 adjusts for sex and age, Model 3 
additionally adjusts for ethnicity, region of residence, and equivalised 
household income
*** p  < 0.001

Model 1
B (SE)

Model 2
B (SE)

Model 3
B (SE)

Heterosexual Reference Reference Reference
Sexual minor-

ity
 – 0.35 

(0.08)***
 – 0.36 

(0.08)***
 – 0.38 (0.08)***

Table 3  Association between 
sexual orientation and fair or 
poor self-rated health

Model 1 is unadjusted, Model 2 adjusts for sex and age, Model 3 additionally adjusts for ethnicity, region 
of residence, and equivalised household income, Model 4 additionally adjusts for social support
***p < 0.001

Model 1
O.R. (95% CI)

Model 2
O.R. (95% CI)

Model 3
O.R. (95% CI)

Model 4
O.R. (95% CI)

Heterosexual Reference Reference Reference Reference
Sexual minority 4.11 (2.47–6.84)*** 4.17 (2.47–7.02)*** 4.78 (2.94–7.76)*** 3.91 (2.41–6.34)***

Table 4  Association between 
sexual orientation, mental 
health, and loneliness

Model 1 is unadjusted, Model 2 adjusts for sex and age, Model 3 additionally adjusts for ethnicity, region 
of residence, and equivalised household income, Model 4 additionally adjusts for social support
***p < 0.001

Model 1
B (SE)

Model 2
B (SE)

Model 3
B (SE)

Model 4
B (SE)

Psychological distress
 Heterosexual
 Sexual minority

Reference
3.18 (0.41)***

Reference
2.96 (0.41)***

Reference
2.97 (0.39)***

Reference
2.26 (0.34)***

Anxiety
 Heterosexual
 Sexual minority

Reference
0.65 (0.15)***

Reference
0.57 (0.16)***

Reference
0.57 (0.15)***

Reference
0.40 (0.15)**

Loneliness
 Heterosexual
 Sexual minority

Reference
1.10 (0.22)***

Reference
1.05 (0.22)***

Reference
1.08 (0.21)***

Reference
0.66 (0.18)***
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than their heterosexual peers. Adjusting for this attenu-
ated but did not explain inequalities in health and mental 
health. Adjusting for socioeconomic adversity, ethnicity, 
and geographical location did not explain observed ine-
qualities either. Inequalities in health and mental health 
across sexual orientation are a result of increased levels of 
social stress, including stigma, discrimination, and preju-
dice [20]. Findings from the Queerantine study showed 
an increase in reports of experienced discrimination and 
harassment because of one’s sexual orientation, gender 
identity or expression during the pandemic [2], which 
may partly explain the increased incidence of poor men-
tal health reported among the sexual minority community 
during this period.

The present study builds on existing work that has exam-
ined sexuality-based inequalities in the UK using the same 
dataset. Earlier work by Amos and colleagues [21] found 
that large inequalities were present among sexual minority 
children (aged 14 years old) in terms of depressive symp-
toms, self-harm, life satisfaction and bullying; with similar 
large inequalities in terms of physical activity, self-perceived 
weight issues, and engagement with smoking, alcohol and 
cannabis, all suggesting that sexual minority children were 
at greater risk of harmful outcomes. Similarly, descriptive 
data compiled by Patalay and Fitzsimons [22] showed that 
sexuality-based inequalities in mental health persisted when 
children were aged 17, with a 2.2 point difference in average 
K6 scores between sexual minority young people (8.36) and 
heterosexual young people (6.94). Looking at the sample 
of young people as a whole they found that there was little 
change in distress scores between ages 17 and 19, although 
this overall trend masked pronounced rises in distress among 
women and a small decrease among men (no breakdown by 
sexuality was given) [22]. Direct comparisons with the data 
in the current study are challenging because of confound-
ing between changes due to age and life course stage and 
changes due to the COVID-19 pandemic, as well as differ-
ences in the sample composition. In particular, we note that 
Patalay and Fitzsimons [22] psychological distress score is 
higher at age 19 (mean K6 score = 7.98) than that reported 
in our analytic sample (mean K6 score = 7.20). We attribute 
this to a different in the construction of the analytic sam-
ple, which required participants to be present in the MCS6, 
MCS7 and the first wave of the COVID-19 study, which led 
to a smaller and possibly more select sample (N = 1,832 vs 
N = 2,289). It is, therefore, likely that our analyses repre-
sent a slight underestimation of sexuality-based inequalities 
in mental health facing the MCS cohort. Furthermore, our 
study uses data from the first COVID-19 wave of the MCS, 
collected in May 2020, in the early stages of the pandemic 
in the UK. It is likely that with accumulated exposure to 
unsupportive, non-affirming environments the detrimental 
associations reported here have exacerbated.

Other studies conducted at later stages of the pandemic 
have reported findings similar to the present study that shine 
light on the unequal impact of the COVID-19 pandemic on 
sexual minority young adults, albeit with the absence of rep-
resentative data [8–10]. These associations between sexual-
ity and mental health during the pandemic are compounded 
by already-existent inequalities in mental health and wellbe-
ing among sexual minority adolescents and young people, 
including higher levels of self-harm, suicidality, depression, 
and substance misuse compared to heterosexual youth [23]. 
The exacerbation of mental health inequalities are a cause of 
concern given that the lockdown entailed a separation from 
social networks and formal support that could help people in 
managing mental health issues. We had hypothesised social 
support to be highly protective of mental health, and despite 
differences emerging by sexuality, social support did little 
to attenuate the association between being a sexual minority 
and poorer mental health. We, therefore, turn to alternative 
factors, including experiences of discrimination, sheltering 
in unsupportive households and/or communities, interrup-
tions in life course milestones of significance such as coming 
out and interruptions to identity formation and role explo-
ration, concealment of identity and expression, and loss of 
support from sexual minority networks and organisations as 
potential explanatory factors between being a sexual minor-
ity and poorer mental health during the pandemic. Such fac-
tors, which are likely to be highly relevant in explaining the 
inequalities in physical and mental health, are rarely col-
lected in population-based surveys such as the data used in 
this study.

Strengths and limitations

In addition to the restricted sample size of the first COVID-
19 wave of the MCS, other (related) limitations include that 
we were unable to disaggregate our estimates across dif-
ferent sexual minorities (for example examining bisexual 
young adults), or directly explore how other intersectional 
factors amplified or reduced the associations between sexu-
ality and mental health. Due to limited sample sizes, we 
were only able to focus on sexuality, rather than exploring 
inequalities across the LGBTQ + community. While MCS 
does collect data on gender identity, which could facili-
tate exploration of transgender and gender diverse people 
(TGGD) using the main cohort study, the small numbers 
of respondents in this first COVID-19 wave meant that fur-
ther exploration was not possible without creating a group-
ing that lumped sexual minority and TGGD respondents 
together. Given COVID-19-related studies documenting 
inequalities within the LGBTQ + spectrum [2], this decision 
was deemed to be inappropriate without the data to facili-
tate more granular analysis. Another limitation was that we 
were unable to explore the impact of sexual minority specific 
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experiences—such as instances of homophobia or discrimi-
nation—in driving mental health inequalities. Neither were 
we able to build a more nuanced understanding of how 
different forms social support may moderate the observed 
associations and how these support needs may vary between 
sexual minorities and heterosexual people.

Our study design did not allow us to examine changes in 
inequalities pre- and post-pandemic. Here, we focused on 
establishing the magnitude of inequalities at the height of 
the first lockdown in the UK. The documented presence of 
these inequalities is enough to prompt action, irrespective 
of whether these have simply persisted from pre-pandemic 
times. In addition, it has been argued elsewhere that the pres-
ence of pre-existing inequalities has sometimes been used to 
explain away the importance of inequalities observed during 
the pandemic [24]. Our analytical framework is a deliberate 
choice in response to these concerns; while future research-
ers may explore if and how inequalities between sexual 
minorities attenuated or magnified during the pandemic, 
our intention here was to provide evidence on inequalities 
during COVID-19 irrespective of their temporal origin. In 
this respect, we feel that this evidence is more aligned with 
a social policy agenda that seeks to ‘build back fairer’ [25], 
rather than one that seeks to replicate injustices.

Conclusions

The implications of these findings are extensive and demand 
prompt action. Wider socio-political othering and exclusion 
of “non-normative” groups, including sexual minority youth, 
is a distal determinant of the inequalities reported here. Pro-
cesses of exclusion have been tangible in the management 
of the pandemic by the UK government, who have disre-
garded the vulnerability of sexual minority young people 
to the negative consequences of lockdown and social dis-
tancing regulations. In their efforts to “build back fairer,” 
a concerted effort to inclusive policy should recognise the 
role of families, communities, and institutions in challeng-
ing heteronormative and cis-normative discourses, and sup-
porting sexual minority young people. Examples include a 
stronger provision of safe spaces in the community and in 
institutions, policies that address marginalisation and harass-
ment (including online) of sexual minority populations, and 
increased support for charities and organisations that work 
with and for the community.
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References

 1. Gahan L, Almack K (2020) Experiences of and responses to dis-
empowerment, violence, and injustice within the relational lives 
of lesbian, gay, bisexual, transgender, and queer people. J Sociol 
56(4):507–515

 2. Kneale D, Bécares L (2021) Discrimination as a predictor of men-
tal health issues among LGBTQ+ people during the COVID-19 
pandemic: cross-sectional analysis of the online queerantine study. 
BMJ Open 11(1):e049405

 3. Linnemayr S et al (2020) Longitudinal assessment of changes 
in mental and sexual health outcomes due to COVID-19 
among Latinx SMM and TGW. J Acquir Immune Defic Syndr 
85(5):e90–e92

 4. Marmet S et al (2021) Sexual minority orientation is associated 
with greater psychological impact due to the COVID-19 crisis—
evidence from a longitudinal cohort study of young Swiss men. 
PsyArXiv. https:// doi. org/ 10. 3389/ fpubh. 2021. 692884

 5. Rodriguez-Seijas C et al (2020) Comparing the impact of CoViD-
19-related social distancing on mood and psychiatric indicators 
in sexual and gender minority (SGM) and non-SGM individuals. 
Front Psych 22(11):590318

 6. LGBT_Foundation (2020) Hidden figures: LGBT Health inequali-
ties in the UK. LGBT foundation. Manchester, UK

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.3389/fpubh.2021.692884


1986 Social Psychiatry and Psychiatric Epidemiology (2022) 57:1979–1986

1 3

 7. HRC (2020) The Economic impact of COVID-19 on the LGBTQ 
community. Human rights campaign. Washington, DC

 8. Gato J et al (2021) Psychosocial effects of the COVID-19 pan-
demic and mental health among LGBTQ+ young adults: a cross-
cultural comparison across six nations. J Homosex 68(4):612–630

 9. Fish J et al (2020) I’m kinda stuck at home with unsupportive 
parents right now: LGBTQ+ youths’ experiences with COVID-
19 and the importance of online support. J Adolesc Health 
67(3):450–452

 10. Nelson K et al (2020) Physical sex is over for now: impact of 
covid-19 on the well-being and sexual health of adolescent sexual 
minority males in the US. J Adolesc Health 67:756–762

 11. Saltzman L, Hansel T, Bordnick P (2020) Loneliness, isolation, 
and social support factors in post-COVID-19 mental health. Psy-
chol Trauma Theory Res Pract Policy 12:S55

 12. S Dex, H Joshi (2005) Children of the 21st century: from birth to 
9 months The Policy Press, Bristol

 13. Idler E, Benyamini Y (1997) Self-rated health and mortality: a 
review of twenty-seven community studies. J Health Soc Behav 
38:21–37

 14. Wannamethee G, Shaper A (1991) Self-assessment of health sta-
tus and mortality in middle-aged British men. Int J Epidemiol 
20:239–245

 15. Kessler RC et al (2003) Screening for serious mental illness in the 
general population. Arch Gen Psychiatry 60(2):184–189

 16. Kroenke K et al (2007) Anxiety disorders in primary care: preva-
lence, impairment, comorbidity, and detection. Ann Intern Med 
146:317–325

 17. Russell D (1996) UCLA loneliness scale (version 3): reliability, 
validity, and factor structure. J Pers Assess 66(1):20–40

 18. Cutrona CE, Russell DW (1987) The provisions of social support 
and adaptation to stress. Adv Pers Relat 1:37–67

 19. StataCorp (2019) Stata statistical software: release 16. StataCorp 
LLC: college station, TX.

 20. Meyer I (2003) Prejudice, social stress, and mental health in 
lesbian, gay, and bisexual populations: conceptual issues and 
research evidence. Psychol Bull 129(5):674–697

 21. Amos R et al (2020) Mental health, social adversity, and health-
related outcomes in sexual minority adolescents: a contemporary 
national cohort study. Lancet Child Adolesc Health 4(1):36–45

 22. P Patalay, E Fitzsimons (2020) Mental ill-health at age 17 in the 
UK: prevalence of and inequalities in psychological distress, 
self-harm and attempted suicide. Centre for longitudinal studies, 
London

 23. King M et al (2008) A systematic review of mental disorder, sui-
cide, and deliberate self harm in lesbian, gay and bisexual people. 
BMC Psychiatry. https:// doi. org/ 10. 1186/ 1471- 244X-8- 70

 24. Patel P et al (2020) Ethnicity and covid-19. BMJ 369:m2282
 25. M Marmot et al (2021) Build back fairer: the COVID-19 Marmot 

review the pandemic, socioeconomic and health inequalities in 
England. Institute of health equity, London

https://doi.org/10.1186/1471-244X-8-70

	Inequalities in mental health, self-rated health, and social support among sexual minority young adults during the COVID-19 pandemic: analyses from the UK Millennium Cohort Study
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Study design and participants
	Variables
	Statistical analysis


	Results
	Discussion
	Strengths and limitations
	Conclusions

	References




