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Abstract

:

Although several studies have found disparities in health outcomes between heterosexual and lesbian, gay, and bisexual (LGB)-identifying individuals, few studies have focused on subjective well-being and protective factors for health and well-being. The purpose of this work is twofold: (1) to examine the relevance of sexual orientation to health and well-being in women and men; (2) to identify protective and risk factors for psychological distress, self-rated health, and well-being for gay men, lesbian women, bisexual women and men, and heterosexual women and men. The sample consisted of 908 women and 586 men from the general Spanish population aged 16–64, half of whom identified themselves as LGB and half as heterosexual. All were assessed using eight questionnaires and inventories. The results showed that differences varied depending on the health indicator considered. In general, bisexuals had the poorest health, with lower self-rated health and lower self-esteem. In all groups, self-esteem was a protective factor against psychological distress and was associated with better health and well-being. To a lesser extent, social support served as a protective factor against psychological distress and was associated with greater well-being in all groups. It is concluded that although sexual orientation is relevant to the health and well-being of individuals, there are differences among sexual minorities, with bisexuals having lower self-esteem than homosexuals.
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1. Introduction


According to the American Psychological Association [1], sexual orientation “refers to the sex of those to whom one is sexually and romantically attracted” (p. 11). As suggested by this association, typical categories of sexual orientation include attraction to individuals of the same sex (gay men or lesbians), attraction to individuals of the opposite sex (heterosexuals), and attraction to individuals of both sexes (bisexuals). Research has consistently shown that people who identify themselves as lesbian, gay, and bisexual (LGB) have poorer mental health [2,3,4], a higher prevalence of physical health problems [5,6], and poorer self-rated health than heterosexuals [3,7]. However, health disparities between LGB and heterosexual individuals may vary by gender [8,9,10] and other demographic and psychosocial variables [2,3,8].



Although many studies comparing the health of LGB and heterosexual people have considered LGB people as a single group, research has shown that bisexual people are at increased risk for adverse health outcomes compared to homosexual people [2,3,5,11]. It has been suggested that bisexual individuals experience unique stressors, such as negative attitudes toward bisexuality, and challenges related to identity management [12].



The most dominant theory explaining the health disadvantages of LGB people is the minority stress theory [13,14]. Minority stress is an elaboration of social stress theory to distinguish the disproportionate stress experienced by individuals from stigmatized social categories as a result of their social, and frequently minority, position [14]. This theory is based on the conceptualization of stress as external events or conditions that tax and exceed the individual’s ability to endure, recognizing the existence of both individual and social stressors. It is proposed that not only personal events but also social environmental conditions are sources of stress that can lead to physical and mental health problems [14]. Therefore, social stress would be expected to have a strong impact on the lives of people who belong to stigmatized social categories, including gender or sexuality, among others [14]. Thus, this theory posits that LGB people in a heterosexist society are subject to chronic stressors related to their stigmatization. These stressors include internalized homophobia, stigma, and actual experiences of violence and discrimination. According to Meyer [13], internalized homophobia “refers to the direction of social negative attitudes toward the self” (p. 40) and stigma “relates to expectations of rejection and discrimination” (p. 38). And stigma, prejudice, and discrimination create a hostile and stressful social environment that leads to mental health problems [14]. Since chronic exposure to stress is associated with both poorer physical and mental health [14,15,16], the greater exposure of LGB people to stress would explain their poorer health relative to heterosexual individuals. Although stressors strongly influence health, well-being, and behavior, the relationship between psychosocial stressors and disease is influenced by psychosocial resources and coping, as well as the number, type, and persistence of the stressors and an individual’s biological vulnerability [17]. Stress is a complex process [18] in which personal and social resources mediate the effects of stress on health and well-being. In the present work, we consider three resources that we consider particularly relevant: resilience, self-esteem, and social support.



Psychological resilience refers to individuals’ ability to cope positively with life stressors and plays a critical role in helping sexual minority individuals to persist and even flourish despite exposure to stress [19]. Social support is associated with resilience in sexual minorities [20] and has also been identified as a resilience factor for LGB people [19]. Self-esteem is an adaptive trait that has a broad influence on adjustment and adaptation [21]. Self-esteem tends to be lower for sexual minorities than for heterosexual individuals, and these differences may be more pronounced for sexual minority individuals who do not identify themselves as gay or lesbian [22].



Although many studies have examined the relevance of sexual orientation to physical and mental health, fewer have focused on positive aspects and subjective well-being. In addition, most studies have not analyzed data from women and men of different sexual orientations separately. The purpose of this work is twofold: (1) To examine the relevance of sexual orientation to the health and well-being of women and men. (2) To determine the relevance of age, education, homonegativity, fear of negative evaluation, resilience, self-esteem, and social support to psychological distress, self-rated health, and well-being for gay men, lesbian women, bisexual women and men, and heterosexual women and men. Based on the previous literature, the following hypotheses are proposed:



H1. 

LGB individuals will experience poorer self-rated health and greater psychological distress than heterosexual individuals.





H2. 

Bisexual individuals will experience poorer self-rated health and lower well-being than homosexual and heterosexual individuals.





H3. 

Resilience will protect against psychological distress and will be associated with better health and greater well-being in LGB and heterosexual individuals.





H4. 

Self-esteem will protect against psychological distress and will be associated with better self-rated health and greater well-being in LGB and heterosexual individuals.





H5. 

Social support will protect against psychological distress and will be associated with better self-rated health and greater well-being in LGB and heterosexual individuals.





We control that LGB and heterosexual individuals do not differ in age, number of children, marital status, education, and occupation because previous research has shown that LGB and heterosexual individuals differ in sociodemographic characteristics [23]. And there is evidence that such characteristics are relevant to health and well-being [24]. The present study contributes to the literature by analyzing the relevance of major sexual orientations (homosexual, bisexual, and heterosexual) and gender (women, men) to psychological distress, health, and well-being in the population. It also examines the relevance of sociodemographic characteristics such as age and level of education, and psychosocial factors such as homonegativity, fear of negative evaluation, resilience, self-esteem, and social support, on psychological distress, self-reported health, and well-being among people of the different genders and sexual orientations analyzed.




2. Materials and Methods


2.1. Participants


This is a cross-sectional study conducted with a non-probability sample of 908 women and 586 men aged between 16 and 64 years from the general Spanish population. Half of the sample (n = 747) were sexual minorities (homosexual or bisexual), and the other half were heterosexual. The sociodemographic characteristics of age, number of children, education, occupation, and marital status of heterosexuals were controlled for similarity to those of LGB (see Table 1). Although there was diversity in sociodemographic characteristics, the most common was secondary education, which occurred in 57.9% of the total sample, while those with only elementary education were in the minority (5.8%). And just over a third (36.4%) of the sample had studied at university. Almost half of the sample (47.7%) were students, 40.4% were employed, and 10% were unemployed. Most commonly, 69.8% had never been married, 28.3% were married or partnered, and 1.9% were separated or divorced. Most commonly, they had no children, which occurred in 91.9% of the sample. Only 5.3% had one child, 2.1% had two children, and 0.7% had three children.




2.2. Procedure


Participation was completely voluntary, and no incentives were offered. Data were collected via an online survey. Participants were electronically sent a link to complete the online survey on their personal computers or on the WhatsApp application, depending on their convenience. After clicking on the survey link, participants received a consent form that explained the content and purpose of the study. If participants consented, the study began with the presentation of a data collection of sociodemographic information and sexual orientation (gay, lesbian, bisexual, heterosexual, other). Participants then completed the psychometric questionnaires and scales described in the Measures subsection. The survey was distributed through various social media platforms and through the researchers’ networks, as well as to undergraduate and graduate university students who were receiving course credit for the task. During data collection, emphasis was placed on sharing the survey link with people of different sexual orientations. In the case of LGB individuals, snowball sampling was also used to get LGB individuals to share the survey link with other homosexual or bisexual individuals. In addition, to increase access to LGB people, contact was made with the Federación Estatal de Lesbianas, Gays, Trans, Bisexuales, Intersexuales (FELGTBI+), the most representative association of sexual minority associations in Spain. It is an organization that includes more than 50 LGTBI+ organizations from all over Spain. The purpose of the study was explained and we were put in contact with FELGTBI+ member organizations. This contact allowed the survey to be distributed both by email and WhatsApp to people from different associations in all of Spain’s Autonomous Communities. The only criterion to participate in the study was to be at least 16 years old.



A total of 2420 people responded to the survey. More than half of them (n = 1623; 67.1%) reported being heterosexual, whereas only 29 individuals (1.2%) reported the category “other” (e.g., asexual, pansexual, transsexual, queer, or uncertain). After removing the participants who did not complete the questionnaires and those who responded to the “other” category, the sociodemographic characteristics of the 747 individuals (454 women and 293 men) who reported being homosexual or bisexual were analyzed. Once these characteristics were known, 454 women and 293 men were selected from the sample of 1623 heterosexuals, controlling for the fact that there were no statistically significant differences in age, number of children, marital status, educational level, or occupation with respect to the sexual minority group. The 1975 Declaration of Helsinki, as revised in 2013, was followed in the study. No participant identification data were recorded, and each participant had the right to withdraw from the study at any time. The study received ethical approval from the Research Ethics and Animal Welfare Committee of the University of La Laguna.




2.3. Measures


Psychological distress. The Spanish version of the 12-item Goldberg General Health Questionnaire [25] was used to measure participants’ psychological distress. The GHQ-12 is a brief screening instrument and is a widely used measure of psychological distress [26]. Examples of items include “Felt constantly under strain”, “Been feeling unhappy and depressed”, and “Been able to face up to your problems”. Items were scored using the Likert method, which assigns a weight to each score from 0 to 3 (with 0 indicating no distress or reduced functioning). Higher scores indicate greater psychological distress. For the current sample, the internal consistency (Cronbach’s alpha reliability) was high (α = 0.90).



Self-rated general health. This is a single-item ordinal measure that has been widely used as a marker of general health in the general population and is a valid measure of overall health [27,28,29]. In the present study, the response scale was a 5-point scale: very poor, poor, acceptable, good, or very good. Higher values indicated better health.



Life satisfaction. The Satisfaction with Life Scale (SWLS) [30] was used to assess participants’ satisfaction with life. The SWLS consists of five items designed to assess a person’s overall judgment of his/her life satisfaction, which is considered to be the cognitive component of subjective well-being. Examples of items include “In most ways my life is close to ideal”, “The conditions of my life are excellent”, and “I am satisfied with my life”. The items are scored on a 7-point scale, with higher scores indicating greater life satisfaction. For the current sample, the internal consistency was good (α = 0.88).



Flourishing. We used the Flourishing Scale [31], which assesses important aspects of positive psychosocial functioning across multiple domains. It consists of 8 items that describe aspects of human functioning, including feelings of competence, positive relationships, and having meaning and purpose in life. Also included are items on social relationships such as having comforting relationships, being respected by others, and contributing to their happiness, and an item on feeling competent and capable in activities that are important to the respondent [31]. Examples of items include “I am competent and capable in the activities that are important to me”, “I lead a purposeful and meaningful life”, and “I am a good person and live a good life”. Each item is answered on a 7-point scale ranging from strongly disagree to strongly agree, and high scores indicate that the person views himself or herself positively in several important areas. Internal consistency was good for the current sample (α = 0.89).



Self-esteem. The Rosenberg Self-Esteem Scale (RSES) [32] was used to measure participants’ self-esteem. It consists of ten items designed to assess global self-esteem (e.g., “On the whole, I am satisfied with myself”, “I feel that I have a number of good qualities”). The RSES has been validated in many countries and is a widely used instrument for assessing self-esteem [33]. The response scale is a four-point scale, with higher scores indicating greater self-esteem. Internal consistency was good for the current sample (α = 0.89).



Resilience. The Brief Resilience Scale (BRS) [34] was used to assess participants’ resilience. The BRS consists of six items that assess the ability to recover or bounce back from stress (e.g., “I tend to bounce back quickly after hard times”, “It does not take me long to recover from a stressful event”). The items are answered on a five-point scale from strongly disagree to strongly agree, with higher scores indicating greater resilience. For the current sample, the Cronbach’s alpha coefficient was 0.82.



Social support. The Social Support Scale (AS) [35] was used to measure perceived social support. The AS consists of 12 items measuring perceived emotional (e.g., “Someone who comforts you when you are upset”), instrumental (e.g., “Someone who lends you money when you have economic problems”), and informational (e.g., “Someone that gives you information or advice to resolve a problem”) social support. The response scale is a 4-point scale, and higher scores indicate greater perceived social support. The internal consistency across all the items was very high (α = 0.94).



Fear of negative evaluation. We used the Brief Version of the Fear of Negative Evaluation Scale—Straightforward Items (BFNE-S) [36]. It consists of 8 items that measure the extent to which an individual experiences fear of negative evaluation and an expectation of being negatively evaluated. Examples of items include “I am frequently afraid of other people noticing my shortcomings”, “I am afraid that other people will find fault with me”, and “I am usually worried about what kind of impression I make”. The response scale is a five-point scale ranging from “not at all characteristic of me” to “extremely characteristic of me”. For the current sample, the internal consistency was very high (α = 0.94).



Homonegativity, a construct that refers to negative cognitions, affects, and behaviors toward homosexual persons [37], was assessed using the Homonegativity Short Form (HSF) [38]. The HSF consists of ten items with a five-point response format ranging from “strongly disagree” to “strongly agree”. Example of items include “Gay and lesbian people make me nervous”, “I wouldn’t want to have gay or lesbian friends”, and “I fear homosexual persons will make sexual advances to me”. For the current sample, the Cronbach’s alpha coefficient was 0.82.



Demographics. Participants provided basic demographic information, including their gender, age, sexual orientation, education, marital status, number of children, and occupation.




2.4. Data Analyses


All the statistical analyses were performed using IBM SPSS Statistics for Windows, version 22. General descriptive statistics were calculated to identify the demographic characteristics of the participants. Comparisons between sexual minorities and heterosexuals for age and number of children were calculated using Student’s t-tests, as these were quantitative variables, and Pearson’s chi-square test for education, marital status, and occupation, as these were qualitative variables. To determine the relevance of sexual orientation and gender to the study variables, 2 × 2 between-subjects analyses of variance (ANOVAs) were performed. The independent variables were sexual orientation (homosexual, bisexual, heterosexual) and gender (men, women), and the dependent variables were psychological distress in the first ANOVA, self-rated health in the second, life satisfaction in the third, flourishing in the fourth, self-esteem in the fifth, resilience in the sixth, social support in the seventh, fear of negative evaluation in the eighth, and homonegativity in the ninth ANOVA.



To address the second study aim, hierarchical multiple regression analyses were conducted separately for sexual minorities and heterosexuals, and for women and men. The criterion variable was psychological distress in the first regression analysis group, self-rated health in the second, and well-being in the third. The well-being score was obtained by adding the life satisfaction and flourishing scores. In each regression analysis, age and education were included in the first step (Model 1), homonegativity and fear of negative evaluation were added in the second step (Model 2), and resilience, self-esteem, and social support were added in the third step (Model 3).





3. Results


The analysis of the sexual orientation of the 747 people in the sexual minority group revealed that 200 of the men reported being gay, 93 men reported being bisexual, 137 of the women reported being lesbian, and 317 reported being bisexual. Table 2 shows the results of the ANOVAs in which the factors were sexual orientation and gender, and the dependent variables were the indicators of health and well-being considered in this study. When the dependent variable was psychological distress, the interaction effect of sexual orientation × gender was statistically significant (see Table 2 and Figure 1), although the effect size was small. Post hoc analyses with Bonferroni adjustment revealed statistically significant differences between heterosexual men and heterosexual women (p = 0.02), gay men (p = 0.03), and bisexual women and men (p < 0.001). As shown in Table 2 and Figure 1, heterosexual men had lower levels of psychological distress than the other groups, but the differences were not statistically significant (p = 0.29) with respect to lesbian women. It highlights that although the mean scores for psychological distress were quite similar for homosexual women and men and for bisexual women and men, and were even slightly higher for men than for women, the opposite was true for heterosexuals. Thus, heterosexual women had more psychological distress than heterosexual men, differences that were statistically significant. However, the mean psychological distress scores for heterosexual women were very similar to those for homosexual women and men, and slightly lower than those for bisexual women and men, although the differences were not statistically significant.



When the dependent variable was self-rated health, only the main effect of sexual orientation was statistically significant, the effect size being small. Post hoc analyses with Bonferroni adjustment revealed statistically significant differences between bisexual women and heterosexual men (p = 0.017) and women (p = 0.043), with bisexual women reporting worse self-rated health (see Table 2). Bisexual women and men had the lowest mean self-reported health scores. However, the differences between homosexual women and men were not statistically significant. Homosexual women and men also did not differ statistically significantly from heterosexuals in their mean self-reported health scores.



According to the ANOVA in which the dependent variable was life satisfaction, the sexual orientation × gender interaction was statistically significant (see Table 2 and Figure 2), although the effect size was small. Post hoc analyses with Bonferroni adjustment showed that there were statistically significant differences between gay men and bisexual men and women compared to heterosexual men and women, with gay men and bisexual women and men experiencing lower life satisfaction than heterosexual women and men. In addition, lesbian women had higher life satisfaction than bisexual men (p = 0.001). It highlights that while heterosexual women and men were equally satisfied with their lives, this was not the case for sexual minorities, where women were more satisfied with their lives than men, although the differences were not statistically significant. It also highlights that lesbian women’s life satisfaction was about the same as that of heterosexual women and men.



According to the ANOVA with flourishing as the dependent variable, only the main effect of sexual orientation was statistically significant, with the effect size being small. Post hoc analyses with Bonferroni adjustment revealed that statistically significant differences occurred only between bisexual men and heterosexual women, with bisexual men having lower flourishing than heterosexual women (see Table 2). Although the difference in mean scores was very small, especially among heterosexuals, and not statistically significant, it is noteworthy that flourishing was higher among women than among men in all three sexual orientation groups. Of the six groups studied, heterosexual women had the most flourishing, and bisexual men had the least. When the dependent variable was self-esteem, the interaction effect of sexual orientation × gender was statistically significant (see Table 2 and Figure 3), although the effect size was small. Post hoc analyses with Bonferroni adjustment revealed statistically significant differences between bisexual men and women and the other groups, with bisexual women and men reporting lower self-esteem than gay men, lesbian women, and heterosexual women and men.



According to the ANOVA in which the dependent variable was resilience, the interaction between sexual orientation and gender was statistically significant (see Table 2 and Figure 4), although the effect size was small. Post hoc analyses with Bonferroni adjustment revealed that there were statistically significant differences among all groups with respect to heterosexual men and among gay men with respect to all groups except for lesbian women. Heterosexual men were more resilient than the other groups were. Bisexual men were less resilient than the other two groups of men, and the differences were statistically significant. Although bisexual women had lower levels of resilience than the other women, there were no statistically significant differences in resilience among the three groups of women. The resilience of heterosexual and bisexual women was lower than that of heterosexual and homosexual men, but the resilience of lesbian women was lower only relative to heterosexual men.



According to the ANOVA, when the dependent variable was perceived social support, the main effects of gender (p < 0.001) and sexual orientation (p = 0.001) were statistically significant (see Table 2). The effect sizes for both variables were small. However, the effect size for sexual orientation was much smaller than that for gender. Post hoc analyses with Bonferroni adjustment revealed statistically significant differences between heterosexual women and the three groups of men, between bisexual women and bisexual and gay men, and between lesbian women and bisexual men. Heterosexual women had greater social support than heterosexual, homosexual, and gay men; bisexual women had greater social support than bisexual and gay men; and lesbians had greater social support than bisexual men. Although the differences among women were not statistically significant, heterosexual women had the highest perceived social support, followed by bisexual women and lesbians. And all of the women reported higher levels of social support than the men.



According to the ANOVA in which the dependent variable was fear of negative evaluation, the interaction effect of sexual orientation × gender was statistically significant (see Table 2 and Figure 5), although the effect size was small. Post hoc analyses with Bonferroni adjustment revealed that there were statistically significant differences between heterosexual men and all the other groups except for lesbian women, and between lesbian women and bisexual women. Bisexual women and men, gay men, and heterosexual women had a greater fear of negative evaluation than heterosexual men did. In addition, lesbian women had less fear of negative evaluation than did bisexual women. There were no statistically significant differences in fear of negative evaluation between lesbian women and heterosexual men.



According to the ANOVA where the dependent variable was homonegativity, the interaction effect of sexual orientation × gender was statistically significant (see Table 2 and Figure 6), although the effect size was small. Post hoc analyses with Bonferroni adjustment revealed that there were statistically significant differences (p < 0.001) between heterosexual men and the other groups and between heterosexual women and bisexual women. Heterosexual men had greater homonegativity than did bisexual women and men, gay men, lesbian women, and heterosexual women. Although the homonegativity scores of heterosexual women were much lower than those of heterosexual men, their mean scores were somewhat higher than those of the other groups, although the differences were statistically significant only for bisexual women. It highlights that there were no statistically significant differences in homonegativity between homosexuals and bisexuals, although the mean scores of homosexual and bisexual men were slightly higher than those of homosexual and bisexual women.



Table 3 presents the main results of the regression analyses predicting psychological distress in women and men of different sexual orientations. As can be observed in the men’s sample, although younger age was associated with lower psychological distress in bisexual and heterosexual men, age was no longer statistically significant when homonegativity and fear of negative evaluation were added to the equation in Model 2. Adding resilience, self-esteem, and social support to the equation in the third step (Model 3) resulted in an important and statistically significant increase in R2 for all three groups of men. According to the final model, with all the variables in the equation, 46% (44% adjusted) of the variability in psychological distress for gay men was predicted, and only two predictors were statistically significant: self-esteem and fear of negative evaluation, with greater psychological distress for gay men with lower self-esteem and greater fear of negative evaluation. For bisexual men, the percentage of variability predicted was 59.4% (56% adjusted), with greater psychological distress for bisexual men with lower self-esteem, lower resilience, and lower homonegativity. For heterosexual men, the percentage of variability predicted was 54.7% (53.5% adjusted), with greater psychological distress for heterosexual men with lower self-esteem, lower resilience, greater fear of negative evaluation, and lower social support.



For the three groups of women, although fear of negative evaluation was statistically significant in Model 2, it was no longer significant when resilience, self-esteem, and social support were added to the equation. According to the final model, with all the variables in the equation, 60% (57.8% adjusted) of the variability in psychological distress was predicted for lesbian women, with those with lower self-esteem and older age experiencing greater psychological distress. The percentage of variability predicted for bisexual women was 46% (44.8% adjusted), with greater psychological distress for those with lower self-esteem and less social support. For heterosexual women, the percentage of variability predicted was 49.3% (48.5% adjusted), with those with lower self-esteem, lower resilience, and lower social support experiencing greater psychological distress.



Table 4 presents the main results of the regression analyses predicting the self-rated health for women and men of different sexual orientations. As can be seen in the men’s sample, although less fear of negative evaluation was a statistically significant predictor of better self-rated health for gay men and heterosexual men, it was no longer statistically significant in Model 3 when resilience, self-esteem, and social support were added to the equation. According to the final model, with all the variables included in the equation, self-esteem was the only statistically significant predictor for gay and bisexual men, with better self-rated health for those with higher self-esteem. For heterosexual men, higher self-esteem also predicted better self-rated health, although to a lesser extent than for the other two groups of men. Other important predictors of better self-rated health for heterosexual men were greater social support, younger age, and greater resilience. The adjusted R2 value of 25% indicated that a quarter of the variability in self-rated health was predicted for gay men, a percentage that was lower for heterosexual men (adjusted R2 = 19.4%) and for bisexual men (adjusted R2 = 14.6%).



In the women’s groups, it is noteworthy that for lesbians and heterosexual women, the sociodemographic variables were statistically significant predictors of better self-rated health in Model 1, although in the final model, with all the variables in the equation, only the beta weight of age was statistically significant. For lesbian women, 29.1% of the variability in self-rated health was predicted, which was greater for those with higher self-esteem, more resilience, and younger age. For bisexual women, the percentage of variability in self-rated health that was predicted was 16.8%, with better self-rated health among those with higher self-esteem. For heterosexual women, the percentage of predicted variability was 18.1%, with better self-rated health among those with higher self-esteem, greater resilience, and younger age.



Table 5 presents the main results of the regression analyses predicting the well-being of women and men of different sexual orientations. As can be observed for gay men, although a higher education and lower homonegativity and fear of negative evaluation predicted greater well-being in Model 2, these variables were no longer statistically significant in Model 3 when resilience, self-esteem, and social support were added to the regression equation. Similarly, for bisexual men, higher education and lower fear of negative evaluation predicted greater well-being in Model 2, but these variables were no longer statistically significant in Model 3 when resilience, self-esteem, and social support were added to the regression equation. The final model showed that gay and bisexual men with higher well-being had higher self-esteem and social support. The percentage of variability in well-being predicted was 62.2% for gay men and 56.2% for bisexual men. For heterosexual men, in addition to higher self-esteem and social support, greater resilience and more education were also statistically significant predictors of greater well-being, predicting 58.5% of the variability in well-being.



In the three groups of women, the R2 change values were statistically significant in all three models, although in the final model, the sociodemographic variables were only statistically significant in the group of heterosexual women. Fear of negative evaluation was also statistically significant in all three groups of women in Model 2, although it was no longer significant in Model 3 when resilience, self-esteem, and social support were added to the regression equation. According to the final regression model, with all the variables in the regression equation, greater well-being was associated with greater self-esteem and social support in the three groups of women; in addition, greater well-being was also associated with less homonegativity for lesbian women and with younger age and higher education for heterosexual women. The percentage of predicted variability in well-being predicted was 70.6% for lesbian women, 54.5% for bisexual women, and 53.7% for heterosexual women.




4. Discussion


The results of the present study showed the relevance of sexual orientation for the health and well-being of the Spanish general population, in line with findings from other countries [4,5,11,14,39,40,41]. However, although sexual orientation was relevant for all the variables analyzed, the differences depended on the health and well-being indicators considered and, for some of them, on gender. These findings are in line with those of previous research [9,10,29,41,42]. One of the indicators for which fewer differences were found was flourishing, where the effect size of sexual orientation was small, and statistically significant differences were only found between heterosexual women and bisexual men, with greater flourishing among heterosexual women. For self-rated health, the effect size of sexual orientation was small, and statistically significant differences were found only between heterosexual men and women and bisexual women, with bisexual women having worse self-rated health. Although no statistically significant differences in self-rated health were found between heterosexual and bisexual men, this may be due to the fact that the number of bisexual men participating in the study was much lower than that of bisexual women; the mean self-rated health score of bisexual men was slightly lower than that of bisexual women, although their standard deviation was also lower. These findings are only partially consistent with those from other countries where LGB people have been found to be slightly more likely to self-report poorer general health than heterosexual people [3,7,39].



For perceived social support, the effect of gender was larger than that of sexual orientation, although the effect size was small for both variables. Heterosexual women were those who reported the highest social support, which was significantly higher than the social support of men in other groups. The group with the second highest social support was bisexual women, a group with greater social support than bisexual and gay men. In addition, lesbian women reported greater social support than did bisexual men. Statistically significant interactions between sexual orientation and gender were found for the remaining study variables.



Compared to all the other groups, heterosexual men had lower levels of psychological distress, although the differences with lesbian women were not statistically significant. There were also no statistically significant differences in psychological distress between heterosexual women and sexual minorities or between homosexuals and bisexuals. These findings are only partially consistent with those of Liu & Reczek [3], where LGB individuals reported greater psychological distress than heterosexual individuals. In the present study, the lower distress of heterosexual individuals was limited to men. Therefore, the first study hypothesis proposing that LGB individuals would have poorer self-rated health and greater psychological distress than heterosexuals was only partially supported.



There were also no statistically significant differences in fear of negative evaluation between lesbian women and heterosexual men, although heterosexual men was the group with the lowest fear of negative evaluation. In addition, lesbian women had a lower fear of negative evaluation than other women, although the differences were statistically significant only for bisexual women. The fear of negative evaluation of homosexual and bisexual men was very similar and slightly lower than that of bisexual women, although the differences among these three groups were not statistically significant. Although the fear of negative evaluation of heterosexual women was slightly lower than that of these three groups, the differences were not statistically significant. Bisexual men and women and gay men had lower life satisfaction than heterosexual women and men. However, there were no differences in life satisfaction between heterosexuals and lesbian women, who had higher life satisfaction than did bisexual men. Heterosexual men had greater resilience to stress than did the other groups. Gay men had greater resilience than heterosexual women and bisexual men and women. In addition, the self-esteem of bisexual women and men was lower than that of lesbian women, gay men, and heterosexual women and men. Overall, the differential analyses revealed that bisexual individuals have poorer health and less well-being than heterosexual and homosexual individuals, confirming the second study hypothesis. These findings are consistent with those of previous research showing that bisexual individuals report poorer health outcomes in all groups [2,3,5,7,10,22].



The second aim of the current study was to determine the relevance of age, educational level, homonegativity, fear of negative evaluation, resilience, self-esteem and social support for psychological distress, self-rated health, and well-being in gay men, lesbian women, bisexual women and men, and heterosexual women and men. Regression analyses showed that, in all groups, high self-esteem was a factor that protected against psychological distress and promoted health and well-being. Thus, the fourth hypothesis was supported. These results are consistent with those of previous studies that have recognized the relevance of self-esteem for health and well-being [21,43]. Although its relevance was lower, higher social support was also associated with higher well-being in all groups. In addition, higher social support was associated with lower psychological distress in bisexual women, heterosexual men, and heterosexual women and with higher self-rated health in heterosexual men. Thus, the fifth hypothesis was supported, although not fully. These results are consistent with those of previous studies that found better psychological functioning in individuals with greater social support [19,44,45].



Although greater fear of negative evaluation was a statistically significant predictor of greater psychological distress, poorer self-rated health, and lower well-being, its predictive power was no longer statistically significant when resilience, self-esteem, and social support were included in the regression equation. Only in the final model predicting psychological distress for gay men and heterosexual men did greater fear of negative evaluation predict greater psychological distress. The predictive power of resilience also varied by sexual orientation and gender. Greater resilience was associated with lower psychological distress for bisexual men and heterosexual men and women. Greater resilience was also associated with better self-rated health for lesbian women and heterosexual men and women, and with greater well-being for heterosexual men. Therefore, the study’s third hypothesis, which proposed that resilience protects against psychological distress and is associated with greater self-rated health and well-being in LGB and heterosexual individuals, was only partially supported.



The predictive power of homonegativity was quite limited, but greater homonegativity was associated with lower well-being for lesbian women. Although the reason for the low predictive power of homonegativity in the present study is unknown, it may be a consequence of the fact that homonegativity scores in the sample studied were very low, especially among sexual minorities. More than half of the sample (56%) scored 0 for homonegativity, the median was also 0, and the scores of 83.3% of the sample were less than 4. The maximum score on the scale used was 40 points, but in the sample of the present study the maximum score obtained was 24, which occurred in only three cases. These low levels of homonegativity may be due to the fact that in recent years Spain has made important legislative progress in recognizing the rights of LGBTI people. For example, same-sex marriage was legalized in Spain almost 20 years ago (in July 2005), and Spain is currently one of the leading countries in the recognition of the LGBTI citizens’ rights [46]. Although homophobia persists, its level is low [47]. It has also been shown that Spaniards maintain less social distance and have more contact with homosexuals in terms of quality and quantity than citizens of other countries such as Italy [47]. Nevertheless, LGTBI people in Spain continue to experience discrimination in some areas [46], and homophobia persists. In the present study, heterosexual men reported greater homonegativity than the other groups did, findings that are consistent with those of previous studies [48,49]. However, although the homonegativity of heterosexual women was lower than that of heterosexual men, it was higher than that of bisexual and homosexual women. And although there were no statistically significant differences in homonegativity among sexual minorities, it was higher among men than among women.



The predictive power of age and, especially, educational level for health and well-being was very limited. Nevertheless, it is noteworthy that older age was associated with greater psychological distress for lesbian women, poorer self-rated health for lesbian women and heterosexual women and men, and lower well-being for heterosexual women.



While the current study represents a rigorous investigation in which it is noteworthy that the sociodemographic characteristics of LGB and heterosexual individuals were controlled to be similar, there are limitations that must be considered. First, all of the data were obtained through self-reporting, so there may be biases, particularly social desirability bias. Second, this is a convenience sample, which limits the generalizability of the findings. In addition, the data are cross-sectional, so causal relationships cannot be inferred. Moreover, although the number of women and men in the heterosexual and LGB groups was the same, the results showed that bisexual women were more common in the LGB groups, while the group of bisexual men was significantly smaller. Such differences in group size may affect the finding of statistically significant differences between some groups in the ANOVAs and in the significance of the beta weights in the regression analyses. Finally, other variables that may be relevant, such as cognitive styles or personality variables, were not considered in the prediction of psychological distress and the self-reported health and well-being of LGB and heterosexual individuals.



Despite these limitations, the results of the present study represent an advance in knowledge of the relevance of sexual orientation and gender to the health of the population. They also represent an advance in the knowledge of the most relevant variables to the health and well-being of women and men of different sexual orientations. These results are useful both for the design of public policies aimed at eradicating homophobia and increasing gender equality, and for educators, psychologists, and other professionals, including those in the media, involved in the design and implementation of educational and psychological intervention programs.




5. Conclusions


Although sexual orientation is relevant to the health and well-being of individuals, so is gender, with statistically significant interaction effects between sexual orientation and gender on psychological distress, life satisfaction, self-esteem, resilience, fear of negative evaluation, and homonegativity. Thus, although heterosexual women had greater psychological distress than heterosexual men, there was no difference in psychological distress between LGB women and LGB men. Furthermore, the differences depend on the type of health and well-being indicators involved. Although heterosexual men have lower levels of distress, greater resilience, and less fear of negative evaluation than do the other groups, their homonegativity is also the highest, and on some indicators, they do not differ significantly from lesbian women or gay men. Overall, bisexual women and men have poorer health and self-esteem than heterosexuals and homosexuals. In all groups, self-esteem was a protective factor, reducing the likelihood of psychological distress and being associated with better health and well-being. To a lesser extent, social support served as a protective factor against psychological distress and was associated with greater well-being in all groups. The results of this study have implications for the design of policies and programs to improve the health and well-being of sexual minorities and to improve the health of the general population. The finding that sexual orientation interacts with gender in most of the health and well-being indicators used suggests the relevance of psychosocial factors in population differences to health and well-being. This should be considered in educational programs and public policies aimed at achieving greater equality and well-being for all, especially sexual minorities and women. The relevance of self-esteem as a protective factor against psychological distress and as a factor promoting health and well-being suggests that it is a key variable to be considered in programs and strategies aimed at increasing the well-being of the population, both for sexual minorities and for heterosexuals.







Author Contributions


Conceptualization, R.M. and M.P.M. Methodology, M.P.M.; formal analysis, M.P.M.; data curation, R.M. and M.P.M.; writing—original draft preparation, M.P.M.; writing—review and editing, M.P.M. All authors have read and agreed to the published version of the manuscript.




Funding


This research received no external funding.




Institutional Review Board Statement


The study was conducted in accordance with the Declaration of Helsinki, and approved by the Committee on Research Ethics and Animal Welfare of the University of La Laguna (registration number: CEIBA2022-3206, date of approval on 25 November 2022).




Informed Consent Statement


Informed consent was obtained from all subjects involved in the study.




Data Availability Statement


Data supporting the conclusions drawn in this study are available from the corresponding author if requested.




Conflicts of Interest


The authors declare no conflicts of interest.




References


	



American Psychological Association. Guidelines for psychological practice with lesbian, gay, and bisexual clients. Am. Psychol. 2012, 67, 10–42. [Google Scholar] [CrossRef]

	



Dulai, J.J.S.; Salway, T.; Ablona, A. Strong community belonging moderates poor mental health in lesbian, gay, and bisexual individuals living in Canada: An intersectional analysis of a national population-based survey. Can. J. Public Health 2023, 114, 916–927. [Google Scholar] [CrossRef] [PubMed]

	



Liu, H.; Reczek, R. Birth cohort trends in health disparities by sexual orientation. Demography 2021, 58, 1445–1472. [Google Scholar] [CrossRef]

	



Pitman, A.; Marston, L.; Lewis, G.; Semlyen, J.; McManus, S.; King, M. The mental health of lesbian, gay, and bisexual adults compared with heterosexual adults: Results of two nationally representative English household probability samples. Psychol. Med. 2022, 52, 3402–3411. [Google Scholar] [CrossRef] [PubMed]

	



Cross, H.; Bremner, S.; Meads, C.; Pollard, A.; Llewellyn, C. Bisexual people experience worse health outcomes in England: Evidence from a cross-sectional survey in primary care. J. Sex Res. 2023. [Google Scholar] [CrossRef]

	



Kneale, D.; Thomas, J.; French, R. Inequalities in health and care among lesbian, gay, and bisexual people aged 50 and older in the United Kingdom: A systematic review and meta-analysis of sources of individual participant data. J. Gerontol. B Psychol. Sci. Soc. Sci. 2020, 75, 1758–1771. [Google Scholar] [CrossRef]

	



Elliott, M.N.; Kanouse, D.E.; Burkhart, Q.; Abel, G.A.; Lyratzopoulos, G.; Beckett, M.K.; Schuster, M.A.; Roland, N. Sexual minorities in England have poorer health and worse health care experiences: A national survey. J. Gen. Intern. Med. 2015, 30, 9–16. [Google Scholar] [CrossRef] [PubMed]

	



Gonzales, G.; Ehrenfeld, J.M. The Association between state policy environments and self-rated health disparities for sexual minorities in the United States. Int. J. Environ. Res. Public Health 2018, 5, 1136. [Google Scholar] [CrossRef]

	



Hsieh, N.; Ruther, M. Sexual minority health and health risk factors: Intersection effects of gender, race, and sexual identity. Am. J. Prev. Med. 2016, 50, 746–755. [Google Scholar] [CrossRef]

	



Sivakumaran, G.; Margolis, R. Self-rated health by sexual orientation among middle-aged and older adults in Canada. J. Gerontol. B Psychol. Sci. Soc. Sci. 2020, 75, 747–1757. [Google Scholar] [CrossRef]

	



Wittgens, C.; Fischer, M.M.; Buspavanich, P.; Theobald, S.; Schweizer, K.; Trautmann, S. Mental health in people with minority sexual orientations: A meta-analysis of population-based studies. Acta Psychiatr. Scand. 2022, 145, 357–372. [Google Scholar] [CrossRef]

	



Feinstein, B.A.; Dyar, C. Bisexuality, minority stress, and health. Curr. Sex Health Rep. 2017, 9, 42–49. [Google Scholar] [CrossRef] [PubMed]

	



Meyer, I.H. Minority stress and mental health in gay men. J. Health Soc. Behav. 1995, 36, 38–56. [Google Scholar] [CrossRef] [PubMed]

	



Meyer, I.H. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: Conceptual issues and research evidence. Psychol. Bull. 2003, 129, 674–697. [Google Scholar] [CrossRef]

	



Cooper, C.L.; Quick, J.C. Introduction. In The Handbook of Stress and Health: A Guide to Research and Practice; Cooper, C.L., Quick, J.C., Eds.; John Wiley & Sons: Hoboken, NJ, USA, 2017; pp. 1–3. [Google Scholar]

	



Russell, G.; Lightma, S. The human stress response. Nat. Rev. Endocrinol. 2019, 15, 525–534. [Google Scholar] [CrossRef] [PubMed]

	



Schneiderman, N.; Ironson, G.; Siegel, S.D. Stress and health: Psychological, behavioral, and biological determinants. Annu. Rev. Clin. Psychol. 2005, 1, 607–628. [Google Scholar] [CrossRef] [PubMed]

	



Lin, N.; Ensel, W.M. Life stress and health: Stressors and resources. Am. Sociol. Rev. 1989, 54, 382–399. [Google Scholar] [CrossRef]

	



Kwon, P. Resilience in lesbian, gay, and bisexual individuals. Pers. Soc. Psychol. Rev. 2013, 17, 371–383. [Google Scholar] [CrossRef]

	



Krueger, E.A.; Upchurch, D.M. Sexual orientation, social support, and mental health resilience in a U.S. national sample of adults. Behav. Med. 2022, 48, 207–215. [Google Scholar] [CrossRef] [PubMed]

	



Orth, U.; Robins, R.W. Is high self-esteem beneficial? Revisiting a classic question. Am. Psychol. 2022, 77, 5–17. [Google Scholar] [CrossRef]

	



Bridge, L.; Smith, P.; Rimes, K.A. Sexual orientation differences in the self-esteem of men and women: A systematic review and meta-analysis. Psychol. Sex Orientat. Gend. Divers. 2019, 6, 433–446. [Google Scholar] [CrossRef]

	



Bränström, R.; Hatzenbuehler, M.L.; Pachankis, J.E. Sexual orientation disparities in physical health: Age and gender effects in a population-based study. Soc. Psychiatry Psychiatr. Epidemiol. 2016, 51, 289–301. [Google Scholar] [CrossRef] [PubMed]

	



Assari, S.; Bazargan, M. Educational attainment and subjective health and well-being; diminished returns of lesbian, gay, and bisexual individuals. Behav. Sci. 2019, 9, 90. [Google Scholar] [CrossRef] [PubMed]

	



Goldberg, D.P.; Williams, P.; Lobo, A.; Muñoz, P.E. Cuestionario de Salud General GHQ (General Health Questionnaire). Guía Para el Usuario de las Distintas Versiones; Masson: Barcelona, Spain, 1996. [Google Scholar]

	



Gnambs, T.; Staufenbiel, T. The structure of the General Health Questionnaire (GHQ-12): Two meta-analytic factor analyses. Health Psychol. Rev. 2018, 12, 179–194. [Google Scholar] [CrossRef] [PubMed]

	



El-Ansari, W.; Stock, C. Gender differences in self-rated health among university students in England, Wales and Northern Ireland: Do confounding variables matter? Glob. J. Health Sci. 2016, 8, 168–177. [Google Scholar] [CrossRef]

	



Kapadia, F.; D’Avanzo, P.A.; Cook, S.H.; Barton, S.; Halkitis, S.N.; Halkitis, P.N. Positive development and changes in self-rated health among young sexual minority males: The p18 cohort study. Behav. Med. 2019, 45, 304–313. [Google Scholar] [CrossRef] [PubMed]

	



Thomeer, M.B. Sexual minority status and self-rated health: The importance of socioeconomic status, age, and sex. Am. J. Public Health 2013, 103, 881–888. [Google Scholar] [CrossRef]

	



Diener, E.; Emmons, R.A.; Larsen, R.J.; Griffin, S. The Satisfaction with Life Scale. J. Pers. Assess 1985, 49, 71–75. [Google Scholar] [CrossRef] [PubMed]

	



Diener, E.; Wirtz, D.; Tov, W.; Kim-Prieto, C.; Choi, D.; Oishi, S.; Biswas-Diener, R. New well-being measures: Short scales to assess flourishing and positive and negative feelings. Soc. Indic. Res. 2010, 97, 143–156. [Google Scholar] [CrossRef]

	



Rosenberg, M. Society and the Adolescent Self-Image; Princeton University Press: Princeton, NJ, USA, 1965. [Google Scholar]

	



Monteiro, R.P.; Coelho, G.L.D.; Hanel, P.H.P.; Medeiros, E.D.; da Silva, P.D.G. The efficient assessment of self-esteem: Proposing the Brief Rosenberg Self-Esteem Scale. Appl. Res. Qual. Life 2022, 17, 931–947. [Google Scholar] [CrossRef]

	



Smith, B.W.; Dalen, J.; Wiggins, K.; Tooley, E.; Christopher, P.; Bernard, J. The brief resilience scale: Assessing the ability to bounce back. Int. J. Behav. Med. 2008, 15, 194–200. [Google Scholar] [CrossRef]

	



Matud, M.P. Social Support Scale [Database record]. PsycTESTS 1998. [Google Scholar] [CrossRef]

	



Rodebaugh, T.L.; Woods, C.M.; Thissen, D.M.; Heimberg, R.G.; Chambless, D.L.; Rapee, R.M. More information from fewer questions: The factor structure and item properties of the original and brief fear of negative evaluation scale. Psychol. Assess 2004, 16, 169–181. [Google Scholar] [CrossRef] [PubMed]

	



Hudson, W.W.; Ricketts, W.A. A strategy for the measurement of homophobia. J. Homosex. 1980, 5, 357–372. [Google Scholar] [CrossRef]

	



Wrench, J. Development and validity testing of the Homonegativity short form. J. Intercult. Commun. Res. 2005, 34, 152–165. [Google Scholar]

	



Dinos, S.; Tay, N.; Shipsey, F.; Neave, A. Health and Health-Related Behaviours of Lesbian, Gay and Bisexual Adults; NHS Digital, Government Statistical Service: Newport, UK, 2021.

	



Ross, L.E.; Salway, T.; Tarasoff, L.A.; MacKay, J.M.; Hawkins, B.W.; Fehr, C.P. Prevalence of depression and anxiety among bisexual people compared to gay, lesbian, and heterosexual individuals: A systematic review and meta-analysis. J. Sex Res. 2018, 55, 435–456. [Google Scholar] [CrossRef]

	



Yi, H.; Lee, H.; Park, J.; Choi, B.; Kim, S.S. Health disparities between lesbian, gay, and bisexual adults and the general population in South Korea: Rainbow Connection Project I. Epidemiol. Health 2017, 39, e2017046. [Google Scholar] [CrossRef] [PubMed]

	



Matías, R.; Matud, M.P. Mental symptoms, life satisfaction and sexual orientation: A gender analysis. J. Clin. Med. 2023, 12, 6366. [Google Scholar] [CrossRef]

	



Douglass, R.P.; Conlin, S.E.; Duffy, R.D.; Allan, B.A. Examining moderators of discrimination and subjective well-being among LGB individuals. J. Couns. Psychol. 2017, 64, 1–11. [Google Scholar] [CrossRef]

	



Cohen, S. Social relationships and health. Am. Psychol. 2004, 59, 676–684. [Google Scholar] [CrossRef]

	



Lyons, A.; Hosking, W.; Rozbroj, T. Rural-urban differences in mental health, resilience, stigma, and social support among young Australian gay men. J. Rural Health 2015, 31, 89–97. [Google Scholar] [CrossRef]

	



Moya, M.; Moya-Garófano, A. Discrimination, work stress, and psychological well-being in LGBTI workers in Spain. Psychosoc. Interv. 2020, 29, 93–101. [Google Scholar] [CrossRef]

	



Perilli, E.; Scosta, E.; Perazzini, M.; Di Giacomo, D.; Ciuffini, R.; Bontempo, D.; Marcotullio, S.; Cobianchi, S. Cross-cultural correlates of homophobia: Comparison of Italian and Spanish attitudes towards homosexuals. Mediterr. J. Clin. Psychol. 2021, 9, 3. [Google Scholar]

	



López-Sáez, M.Á.; García-Dauder, D.; Montero, I. Correlate attitudes toward LGBT and sexism in Spanish psychology students. Front. Psychol. 2020, 11, 2063. [Google Scholar] [CrossRef] [PubMed]

	



Watt, L.; Elliot, M. Homonegativity in Britain: Changing attitudes towards same-sex relationships. J. Sex Res. 2019, 56, 1101–1114. [Google Scholar] [CrossRef] [PubMed]








[image: Healthcare 12 00924 g001] 





Figure 1. Changes in psychological distress as a function of sexual orientation and gender. 






Figure 1. Changes in psychological distress as a function of sexual orientation and gender.



[image: Healthcare 12 00924 g001]







[image: Healthcare 12 00924 g002] 





Figure 2. Changes in life satisfaction as a function of sexual orientation and gender. 






Figure 2. Changes in life satisfaction as a function of sexual orientation and gender.



[image: Healthcare 12 00924 g002]







[image: Healthcare 12 00924 g003] 





Figure 3. Changes in self-esteem as a function of sexual orientation and gender. 
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Figure 4. Changes in resilience as a function of sexual orientation and gender. 
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Figure 5. Changes in fear of negative evaluation as a function of sexual orientation and gender. 
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Figure 6. Changes in homonegativity as a function of sexual orientation and gender. 
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Table 1. Demographic characteristics of the lesbian, gay, and bisexual (LGB) and heterosexual people.
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LGB

(n = 747)

	
Heterosexual

(n = 747)

	
χ2




	
n

	
%

	
n

	
%






	
Education:




	
Elementary

	
37

	
5

	
49

	
6.6

	
3.05




	
Secondary

	
425

	
57

	
439

	
58.8




	
University

	
284

	
38.1

	
259

	
34.7




	
No data

	
1

	

	

	




	
Occupation:




	
Student

	
354

	
47.8

	
356

	
47.7

	
1.79




	
Working

	
294

	
39.7

	
307

	
41.2




	
Unemployed

	
79

	
10.7

	
69

	
9.2




	
Retired

	
10

	
1.3

	
12

	
1.6




	
Other

	
4

	
0.5

	
2

	
0.3




	
No data

	
6

	

	
1

	




	
Marital status:




	
Never married

	
513

	
69.4

	
524

	
70.1

	
0.95




	
Married/partnered

	
212

	
28.7

	
209

	
28.0




	
Separated/divorced

	
14

	
1.9

	
14

	
1.9




	
No data

	
8

	

	

	




	

	
M

	
SD

	
M

	
SD

	
t




	
Age

	
28.96

	
10.66

	
28.28

	
10.60

	
1.24




	
Number of children

	
0.11

	
0.44

	
0.12

	
0.43

	
−0.95











 





Table 2. Means (M), standard deviations (SD), and two-way ANOVA statistics for the study variables.
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Variable

	
Men

	
Women

	
ANOVA




	
M

	
SD

	
M

	
SD

	
Effect

	
F Ratio

	
η2p






	
Psychological distress




	
Homosexual

	
14.73

	
6.74

	
14.45

	
7.43

	
SO

	
12.44 ***

	
0.016




	
Bisexual

	
16.35

	
7.23

	
15.65

	
7.31

	
G

	
0.31

	
0.000




	
Heterosexual

	
12.77

	
6.64

	
14.44

	
6.69

	
SO × G

	
4.03 *

	
0.005




	
Self-rated health




	
Homosexual

	
2.93

	
0.82

	
2.89

	
0.84

	
SO

	
7.15 **

	
0.010




	
Bisexual

	
2.81

	
0.73

	
2.83

	
0.79

	
G

	
0.13

	
0.000




	
Heterosexual

	
3.03

	
0.76

	
3.00

	
0.77

	
SO × G

	
0.14

	
0.000




	
Life satisfaction




	
Homosexual

	
21.09

	
7.59

	
23.27

	
6.90

	
SO

	
18.42 ***

	
0.024




	
Bisexual

	
19.52

	
7.03

	
21.41

	
6.99

	
G

	
10.85 **

	
0.007




	
Heterosexual

	
23.39

	
6.54

	
23.38

	
6.87

	
SO × G

	
3.64 *

	
0.005




	
Flourishing




	
Homosexual

	
43.37

	
8.48

	
44.03

	
8.38

	
SO

	
6.95 **

	
0.009




	
Bisexual

	
41.99

	
8.63

	
43.57

	
7.57

	
G

	
3.24

	
0.002




	
Heterosexual

	
44.61

	
7.80

	
44.92

	
7.66

	
SO × G

	
0.66

	
0.001




	
Self-esteem




	
Homosexual

	
20.03

	
5.80

	
20.29

	
5.23

	
SO

	
24.74 ***

	
0.032




	
Bisexual

	
17.41

	
6.01

	
18.36

	
5.60

	
G

	
0.03

	
0.000




	
Heterosexual

	
21.12

	
5.36

	
20.09

	
5.62

	
SO × G

	
3.73 *

	
0.005




	
Resilience




	
Homosexual

	
12.78

	
4.81

	
12.35

	
4.14

	
SO

	
17.32 ***

	
0.023




	
Bisexual

	
10.69

	
4.28

	
11.30

	
4.61

	
G

	
7.61 **

	
0.005




	
Heterosexual

	
14.05

	
4.62

	
11.63

	
4.50

	
SO × G

	
13.23 ***

	
0.017




	
Social support




	
Homosexual

	
24.36

	
8.71

	
26.50

	
8.12

	
SO

	
6.96 **

	
0.009




	
Bisexual

	
23.27

	
8.34

	
26.89

	
7.97

	
G

	
29.91 ***

	
0.020




	
Heterosexual

	
25.89

	
7.53

	
27.85

	
7.59

	
SO × G

	
1.18

	
0.002




	
Fear of negative evaluation




	
Homosexual

	
13.26

	
8.20

	
10.79

	
8.15

	
SO

	
7.97 ***

	
0.011




	
Bisexual

	
13.48

	
8.21

	
13.93

	
8.85

	
G

	
0.15

	
0.004




	
Heterosexual

	
10.07

	
7.76

	
12.67

	
8.60

	
SO × G

	
10.39 ***

	
0.014




	
Homonegativity




	
Homosexual

	
2.03

	
3.72

	
1.29

	
2.67

	
SO

	
36.77 ***

	
0.047




	
Bisexual

	
1.90

	
3.70

	
1.05

	
2.15

	
G

	
32.82 ***

	
0.022




	
Heterosexual

	
4.70

	
5.84

	
2.22

	
4.02

	
SO × G

	
7.39 ***

	
0.010








Note. ANOVA = analysis of variance; SO = sexual orientation; G = gender. * p < 0.05; ** p < 0.01; *** p < 0.001.













 





Table 3. Summary of the results of the hierarchical regression for psychological distress for the groups of women and men.
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Variable

	
Gay Men

	
Bisexual Men

	
Heterosexual Men




	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3




	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β






	
Age

	
−0.08

	
0.01

	
0.10

	
−0.29 **

	
−0.17

	
0.01

	
−0.12 *

	
0.05

	
−0.00




	
Education

	
−0.11

	
−0.13 *

	
−0.02

	
−0.15

	
−0.17

	
−0.04

	
−0.05

	
−0.06

	
0.06




	
Homonegativity

	

	
0.11

	
0.03

	

	
−0.16

	
−0.20 *

	

	
−0.01

	
−0.07




	
Fear of negative evaluation

	

	
0.42 ***

	
0.14 *

	

	
0.35 **

	
−0.07

	

	
0.52 ***

	
0.17 **




	
Resilience

	

	

	
−0.05

	

	

	
−0.29 **

	

	

	
−0.27 ***




	
Self-esteem

	

	

	
−0.54 ***

	

	

	
−0.55 ***

	

	

	
−0.40 ***




	
Social support

	

	

	
−0.09

	

	

	
−0.08

	

	

	
−0.15 **




	
R2

	
0.018

	
0.204

	
0.460

	
0.116

	
0.239

	
0.594

	
0.018

	
0.261

	
0.547




	
R2 Change

	
0.018

	
0.186 ***

	
0.256 ***

	
0.116 **

	
0.124 **

	
0.355 ***

	
0.018

	
0.243 ***

	
0.286 ***




	

	
Lesbian women

	
Bisexual women

	
Heterosexual women




	

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3




	

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β




	
Age

	
0.04

	
0.19 *

	
0.16 *

	
−0.13 *

	
−0.03

	
0.03

	
−0.05

	
0.04

	
0.07




	
Education

	
−0.20 *

	
−0.21 *

	
0.04

	
0.01

	
0.01

	
0.07

	
−0.10 *

	
−0.06

	
0.01




	
Homonegativity

	

	
−0.11

	
−0.09

	

	
0.03

	
0.01

	

	
0.01

	
−0.03




	
Fear of negative evaluation

	

	
0.38 ***

	
0.08

	

	
0.42 ***

	
0.03

	

	
0.40 ***

	
0.04




	
Resilience

	

	

	
−0.06

	

	

	
−0.05

	

	

	
−0.21 ***




	
Self-esteem

	

	

	
−0.67 ***

	

	

	
−0.55 ***

	

	

	
−0.53 ***




	
Social support

	

	

	
−0.13

	

	

	
−0.18 ***

	

	

	
−0.09 *




	
R2

	
0.040

	
0.183

	
0.600

	
0.016

	
0.179

	
0.460

	
0.014

	
0.167

	
0.493




	
R2 Change

	
0.040

	
0.143 ***

	
0.417 ***

	
0.016

	
0.163 ***

	
0.281 ***

	
0.014 *

	
0.153 ***

	
0.326 ***








Note. β = standardized regression coefficient; R2 = percentage of explained variance; statistically significant β coefficients are shown in bold; * p < 0.05; ** p < 0.01; *** p < 0.001.













 





Table 4. Summary of the results of the hierarchical regression for self-rated health for the groups of women and men.
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Variable

	
Gay Men

	
Bisexual Men

	
Heterosexual Men




	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3




	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β






	
Age

	
−0.04

	
−0.06

	
−0.12

	
0.16

	
0.10

	
0.04

	
−0.13 *

	
−0.23 ***

	
−0.17 **




	
Education

	
−0.02

	
−0.02

	
−0.12

	
0.12

	
0.12

	
0.04

	
0.16 **

	
0.17 **

	
0.08




	
Homonegativity

	

	
−0.09

	
−0.02

	

	
0.09

	
0.13

	

	
0.08

	
0.12 *




	
Fear of negative evaluation

	

	
−0.16 *

	
0.13

	

	
−0.15

	
0.10

	

	
−0.23 ***

	
−0.01




	
Resilience

	

	

	
0.11

	

	

	
−0.04

	

	

	
0.14 *




	
Self-esteem

	

	

	
0.47 ***

	

	

	
0.43 ***

	

	

	
0.22 **




	
Social support

	

	

	
0.12

	

	

	
0.11

	

	

	
0.17 **




	
R2

	
0.002

	
0.036

	
0.277

	
0.042

	
0.067

	
0.213

	
0.041

	
0.098

	
0.214




	
R2 Change

	
0.002

	
0.034 *

	
0.240 ***

	
0.042

	
0.025

	
0.146 **

	
0.041

	
0.056 ***

	
0.116 ***




	

	
Lesbian women

	
Bisexual women

	
Heterosexual women




	

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3




	

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β




	
Age

	
−0.22 *

	
−0.29 **

	
−0.26 **

	
0.00

	
−0.05

	
−0.10

	
−0.14 **

	
−0.18 **

	
−0.19 ***




	
Education

	
0.18 *

	
0.18 *

	
−0.00

	
0.11

	
0.11

	
0.07

	
0.11 *

	
0.08

	
0.03




	
Homonegativity

	

	
0.04

	
0.01

	

	
−0.00

	
0.01

	

	
−0.05

	
−0.03




	
Fear of negative evaluation

	

	
−0.18 *

	
0.06

	

	
−0.21 ***

	
0.06

	

	
−0.24 ***

	
−0.02




	
Resilience

	

	

	
0.20 *

	

	

	
0.03

	

	

	
0.12 *




	
Self-esteem

	

	

	
0.38 ***

	

	

	
0.41 ***

	

	

	
0.31 ***




	
Social support

	

	

	
0.13

	

	

	
0.07

	

	

	
0.05




	
R2

	
0.071

	
0.101

	
0.328

	
0.013

	
0.055

	
0.186

	
0.029

	
0.085

	
0.194




	
R2 Change

	
0.071 *

	
0.030

	
0.227 ***

	
0.013

	
0.042 **

	
0.131 ***

	
0.029 **

	
0.056 ***

	
0.109 ***








Note. β = standardized regression coefficient; R2 = percentage of explained variance; statistically significant β coefficients are shown in bold; * p < 0.05; ** p < 0.01; *** p < 0.001.













 





Table 5. Summary of the results of the hierarchical regression for well-being for the groups of women and men.
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Variable

	
Gay Men

	
Bisexual Men

	
Heterosexual Men




	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3




	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β






	
Age

	
0.07

	
0.02

	
−0.03

	
0.24 *

	
0.16

	
0.07

	
0.11

	
0.00

	
0.07




	
Education

	
0.14 *

	
0.15 *

	
−0.01

	
0.16

	
0.21 *

	
0.10

	
0.25 ***

	
0.25 ***

	
0.09 *




	
Homonegativity

	

	
−0.21 **

	
−0.09

	

	
−0.13

	
−0.05

	

	
−0.08

	
−0.02




	
Fear of negative evaluation

	

	
−0.33 ***

	
0.03

	

	
−0.36 ***

	
0.01

	

	
−0.39 ***

	
0.02




	
Resilience

	

	

	
0.02

	

	

	
−0.03

	

	

	
0.13 **




	
Self-esteem

	

	

	
0.59 ***

	

	

	
0.60 ***

	

	

	
0.56 ***




	
Social support

	

	

	
0.34 ***

	

	

	
0.24 **

	

	

	
0.23 ***




	
R2

	
0.026

	
0.181

	
0.635

	
0.091

	
0.242

	
0.596

	
0.078

	
0.215

	
0.595




	
R2 Change

	
0.026

	
0.155 ***

	
0.454 ***

	
0.091 *

	
0.151 ***

	
0.354 ***

	
0.078 ***

	
0.137 ***

	
0.381 ***




	

	
Lesbian women

	
Bisexual women

	
Heterosexual women




	

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3

	
Model 1

	
Model 2

	
Model 3




	

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β

	
β




	
Age

	
0.02

	
−0.09

	
−0.01

	
0.09

	
−0.02

	
−0.08

	
−0.01

	
−0.09

	
−0.11 **




	
Education

	
0.38 ***

	
0.35 ***

	
0