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Abstract
Objectives: Sexual minority older adults are a health disparate group with disproportionate rates of subjective cognitive
impairment (SCI) and psychological distress. This study estimated risks of SCI by sexual orientation and gender, accounting for
variations in psychological distress.Methods:We aggregated National Health Interview Survey data (2013–2018) of adults aged
45 and older and implemented logistic regressions of SCI indicators on sexual orientation and psychological distress, adjusting
for covariates. Results: Sexual minority adults showed higher likelihoods of SCI in terms of status, severity, frequency, extent,
and activity limitations than heterosexuals, even after controlling for psychological distress. SCI risk was significantly higher
among sexual minority vs. heterosexual women, with no significant difference among men. Conclusions: Public health in-
itiatives should address this health disparity in SCI and support informal care networks for sexual minorities. Future research is
needed that further investigates SCI at-risk groups, with attention to sexual minority women.
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Introduction

Psychological distress has been found to have a strong re-
lationship with cognitive impairment (Hendrie et al., 2006),
dementia, and Alzheimer’s disease (Wilson & Bennett, 2017).
In a recent national study, sexual minority (those not hetero-
sexual or straight) older adults had higher levels of subjective
cognitive impairment (SCI), defined as “self-reported confu-
sion or memory loss that is getting worse” (Alzheimer’s
Association & CDC, 2018; CDC, 2019), compared to heter-
osexuals of similar age (Fredriksen-Goldsen et al., 2021).
Another study using data across multiple states also docu-
mented higher levels of SCI (Flatt et al., 2018) compared to
heterosexuals of similar age. Depression has been widely
examined as a covariate of subjective cognitive function and
impairment in the general population, and there is evidence
that a history and symptoms of depression increases risk for
cognitive impairment and dementia (Ownby et al., 2006). The
CDC found 33.7% of adults with SCI reported frequent mental
distress, with higher risk among those 45–64 (42.0%) (Centers
for Disease Control and Prevention, 2019), which suggested
confounding risks as people age.

Theoretical explanations regarding to what extent, how,
and why psychological distress is correlated with cognitive

impairment remain debatable and inconclusive (Lee et al.,
2012). Experiencing a compromised ability to concentrate,
one of the key symptoms of emotional and psychological
disorders, may negatively affect the development of cognitive
reserve (Steffens & Potter, 2008), which may operate as
a protective mechanism against SCI. Depressive symptoms
and feelings may disrupt large portions of cognitive resources
and interfere with cognitive performance (Gerstorf et al.,
2009). Alternatively, researchers have speculated long-term
psychological distress can affect cardiovascular and immune
functioning, which may negatively affect the brain, cognitive
functioning (Danner et al., 2001; Kiecolt-Glaser et al., 2002),
and SCI.

Such explanations presume the emergence of psycho-
logical distress prior to experiences of SCI. In fact, there is
evidence that depression is a prodromal symptom of dementia
(Singh-Manoux et al., 2017). However, while that temporal
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ordering may be the experience for some, the explanation
does not fully account for the association between psycho-
logical distress and SCI. It is plausible the relationship be-
tween psychological distress and SCI is bidirectional, or both
are associated with other confounding underlying factors
(Hendrie et al., 2006). Moreover, psychological distress and
SCI are not fully related to one another. Although psycho-
logical distress has been identified as a predictor of cognitive
impairment, it does not necessarily precede nor lead to
cognitive impairment. The investigation of cognitive im-
pairment should, therefore, consider psychological distress as
an important associated factor and incorporate it in study
models; yet, at the same time, it is important to consider the
potentially independent status of cognitive impairment to
holistically understand SCI among older adults.

Research suggests that sexual minorities experience
disproportionately high levels of psychological distress
compared with heterosexual peers of similar age
(Fredriksen-Goldsen, Kim, et al., 2013b; Fredriksen-
Goldsen, Kim, Shui, et al., 2017b). To the best of our
knowledge, no study to date of sexual minority older adults
has considered psychological distress when examining
disparities in SCI among sexual minority older adults.
Particularly because SCI and psychological distress are
both elevated for sexual minority older adults compared to
heterosexual peers, this research sought to investigate the
relationship and degree of independence of SCI and
psychological distress for sexual minority older adults,
using a comprehensive, culturally specified model. The
Health Equity Promotion Model (HEPM) posits that health
outcomes, such as SCI, are associated with multiple health-
promoting and risk factors including structural and envi-
ronmental factors as well as psychological, social, be-
havioral, and biological processes (Fredriksen-Goldsen
et al., 2014). For example, the elevated risk of psycho-
logical distress among sexual minorities is associated with
higher rates of victimization and stigmatization, identity
stigma, and lack of social resources (Fredriksen-Goldsen
et al., 2013a; Fredriksen-Goldsen et al., 2017b). The
HEPM highlights the importance of recognizing within-
group heterogeneity by social locations, such as gender.
Almost two thirds of Americans living with Alzheimer’s
(65 and older) are women (Hebert et al., 2013). Extant
national research suggests that not only do sexual mi-
norities in general experience greater degrees of subjective
cognitive impairment than heterosexuals but also the
disparity is more pronounced for sexual minority women
compared to sexual minority men (Fredriksen-Goldsen
et al., 2021).

Guided by the HEPM as a conceptual framework, we sought
to investigate whether the disparity in subjective cognitive
impairment for sexual minorities remains after controlling for
psychological distress and background demographic factors,
and whether there are significant differences based on gender.

Methods

Sample

We analyzed the National Health Interview Survey (NHIS)
data aggregated from 2013 to 2018, the same represen-
tative data analyzed in a first national study of SCI among
sexual minorities (Fredriksen-Goldsen et al., 2021). The
NHIS, conducted under the auspice of the CDC, is a na-
tionally representative, in-person interview survey moni-
toring the health of the U.S. population at large (National
Center for Health Statistics, 2019). For this analysis, we
utilized variables from the Family Core and Sample Adult
battery and the Adult Functioning and Disability (AFD)
supplement. Data on all family members is included in the
Family Core whereas data on one adult aged 18 and older
randomly selected from each family is in the Sample Adult
battery to which a sexual orientation question was added in
2013. The study sample consisted of individuals aged 45
and older in the Sample Adult file who reported their sexual
orientation (N = 108,152). The questions of the AFD
supplement were asked of approximately one half of all
sample adults prior to 2018 and all sample adults in 2018
(N = 61,441). The cutoff of 45 years of age was used
because chronic conditions, disability, and disease rates are
known to increase, and immunity to begin to decline, in
middle-age (i.e., 45–65) (Mitchell et al., 2005). According
to weighted estimation, 53% were women (unweighted n =
60,365), and 47% were men (unweighted n = 47,787).
Whereas there were more heterosexual women (52%) than
heterosexual men (46%; p < .001), the population estimates
for sexual minority women (1%; unweighted n = 1,147)
and men (1%; unweighted n = 1,274) were equivalent to
each other. Women were less likely to identify as sexual
minorities (1.8%) than men (2.3%; p<.001).

The sample demographics by sexual orientation were
reported in a previous study (See Fredriksen-Goldsen et al.,
2021); sexual minority adults were significantly younger (58
vs. 62) and had higher education (81% vs. 72% with some
college or more education) than heterosexual counterparts.
No significant differences were found in terms of race/
ethnicity or the rates of living at or below 200% of the
federal poverty guidelines.

Measures

Measures of Subjective Cognitive Impairment. Clinical exami-
nations and cognitive tests of objective cognitive impairment
can be time-consuming and resource prohibitive. However,
familial- and self-reports of cognitive impairment have been
found to provide reliable data in large scale surveys, closely
reflecting results from clinical examinations and tests
(Bernstein & Remsburg, 2007; Luo et al., 2018). We utilized
six measures from the NHIS.

2 Journal of Aging and Health 0(0)



In the AFD supplement, the status of SCI was assessed by
asking “Do you have difficulty remembering or concen-
trating?” and responses were dichotomized into no difficulty
and some or more difficulty. Respondents affirming SCI by
reporting some or more difficulty were asked about its se-
verity (some vs. a lot of difficulty or inability), frequency
(sometimes vs. often or all the time), and extent (difficulty
with a few things vs. a lot of things or almost everything).
Self-reported cognitive impairment limitations were di-
chotomously assessed in the Family Core by asking if re-
spondents were limited in any way because of difficulty
remembering or because they experienced periods of con-
fusion. Self-reported dementia or “senility” limitations were
assessed with two questions in the Sample Adult. Re-
spondents were asked whether they had any limitations in
physical functioning, social activities, and indoor leisure
activities, and those who answered affirmatively were further
asked what health conditions were associated with the lim-
itation. Respondents who selected the NHIS category of
dementia or “senility” were coded Yes vs. those who selected
No.

Psychological Distress. Psychological distress was measured
with the 6-item Kessler Psychological Distress Scale (Kessler
et al., 2003) that assessed depressive and anxiety symp-
tomatology for the past 4 weeks. The Cronbach’s alpha was
.86. The unweighted summed score ranged from 0 to 24, and
the unweighted mean was 2.6 with SD of 4.1.

Sexual Orientation and Other Sociodemographic
Characteristics. Sexual orientation was determined by asking
which best represented how they thought of themselves.
Responses were dichotomized to indicate heterosexuals
(unweighted n = 105,731) vs. sexual minorities (unweighted
n = 2,421), including gay/lesbian (unweighted n = 1,634),
bisexual (unweighted n = 475), and something else (un-
weighted n = 312). Age was measured in years with its
unweighted mean of 63.1 (SD = 11.4; range = 45–85). Income
indicated family income at or below vs. above 200% of the
federal poverty level calculated and adjusted for each survey
year (unweighted n = 33,013 and 71,460). Education in-
dicated high school diploma or less vs. higher education
(unweighted n = 36,806 and 75,080). Race/ethnicity was
dichotomized into people of color (Hispanic, Black, Amer-
ican Indian or Alaskan Native, Asian, other, and multiple
races) vs. non-Hispanic Whites (unweighted n = 32,893 and
79,262).

Statistical Analysis

Using StataSE 14.2, we conducted all analyses for the total
sample and by gender, applying pooled weights to adjust for
any sampling bias and nonresponse. First, we estimated and
compared the distributions of sociodemographic character-
istics and psychological distress by SCI status (weighted

means and 95% CI for age and psychological distress, and
weighted prevalence and 95% CI for the other covariates).
The statistical comparisons were made using logistic or linear
regressions, as appropriate, controlling for survey years by
including them as a categorical covariate to account for any
bias associated with differences in data collection years.
Differences in psychological distress between sexual mi-
norities and heterosexuals were further examined after ad-
justing for sociodemographic characteristics. Second, we
tested whether sexual orientation was associated with each
SCI indicator by conducting a series of logistic regressions of
SCI on sexual orientation and psychological distress, con-
trolling for covariates including income, education, race/
ethnicity, and age.

Results

Sociodemographic Characteristics and
Psychological Distress

Table 1 presents findings on associations of SCI with so-
ciodemographic characteristics, the study covariates, and
psychological distress. People who reported SCI were older
than those who did not, with an average age of 64.6 and
60.8, respectively, were more likely to have income at or
below 200% of federal poverty level (38.1% vs. 22.4%), and
less likely to have post-secondary education (66.2% vs.
74.6%). These differences in age, income, and education by
SCI status were found invariantly for women and men.
There were no significant racial/ethnic differences among
women between people with and without SCI whereas there
were less people of color among men with SCI (25.7%) than
among men without SCI (28.2%). Psychological distress
was significantly higher among women (5.7 vs. 2.1) and
men (5.2 vs. 1.6) with SCI than their counterparts without
SCI. Psychological distress was also significantly higher
among sexual minorities than heterosexuals for both women
(3.7 vs. 2.8, p < .001) and men (3.6 vs. 2.1, p < .001). These
differences were maintained even after adjusting for age,
income, education, and race/ethnicity (b = .7, SE = .2, p <
.001 for women; b = 1.3, SE = .2, p < .001 for men) (Results
not shown in tables).

Subjective Cognitive Impairment

Table 2 presents the results of the weighted logistic regression
of Subjective Cognitive Impairment(SCI) status and the se-
verity, frequency, and extent of SCI on sexual orientation,
psychological distress, and the covariates including age,
income, education, and race/ethnicity. First, psychological
distress had significant positive associations with the odds of
SCI regardless of gender. Higher scores of psychological
distress were associated with increased odds of not only SCI
but also reporting greater severity, frequency, and extent.
After accounting for psychological distress and the
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covariates, sexual minorities had higher odds of SCI than
heterosexuals (AOR = 1.27; 95% CI = 1.05, 1.53) and were
more likely to report greater severity (AOR = 1.78; 95% CI =
1.14, 2.79) and extent (AOR = 1.67; 95% CI = 1.15, 2.43).
However, the difference by sexual orientation in SCI fre-
quency was not statistically significant.

There were important differences by gender. Among
women, sexual minorities were more likely to report SCI
than heterosexuals after adjusting for psychological dis-
tress and the covariates (AOR = 1.31; 95% CI = 1.01,
1.70). Compared to heterosexual women, sexual minority
women were at greater risk of SCI severity (AOR = 2.46;
95% CI = 1.40, 4.34), frequency (AOR = 1.75; 95% CI =
1.08, 2.84), and extent (AOR = 2.01; 95% CI = 1.16, 3.46).
Among men, however, sexual orientation was not asso-
ciated with SCI status and its severity, frequency, and
extent when adjusting for psychological distress along
with the other covariates.

Self-reported Cognitive Impairment Limitations

Regarding reporting limited activities due to cognitive
impairment, sexual minorities had higher odds than heter-
osexuals, after adjusting for psychological distress and the
covariates (AOR = 1.43; 95% CI = 1.15, 1.79). When
analyzed separately by gender, sexual minority women
showed increased odds of cognitive impairment limitations
(AOR = 1.51; 95% CI = 1.08, 2.11) while sexual minority
men did not as compared to their heterosexual counterparts.
Psychological distress was significantly associated with
self-reported cognitive impairment limitations for both
women and men.

Self-reported Dementia/“Senility” Limitations

No differences in the odds of reporting activity limitations
due to dementia or “senility” were found according to sexual
orientation in any groups (i.e., all, women, and men) after
adjusting for psychological distress and the covariates.
Psychological distress was significantly associated with ac-
tivity limitations due to dementia or “senility” and self-
reported cognitive impairment limitations for both women
and men.

Discussion

Utilizing a national representative sample, this study is the
first to investigate the disparity in subjective cognitive im-
pairment among sexual minorities, taking into consideration
psychological distress. This study found sexual minority
women and men compared to heterosexuals reported higher
rates of psychological distress, which was found to be as-
sociated with SCI, even after taking into account de-
mographic covariates. These findings are concerning. Given
the empirical (Hendrie et al., 2006; Wilson & Bennett, 2017)
and conceptual (Gerstorf et al., 2009; Kiecolt-Glaser et al.,
2002; Steffens & Potter, 2008) evidence of the relationship
between psychological distress and SCI, it is expected that if
one construct is disproportionately present, the other is likely
as well. The disproportionate prevalence of psychological
distress for sexual minorities has been well documented (e.g.,
see Fredriksen-Goldsen, Kim, et al., 2013b; Fredriksen-
Goldsen, Kim, Shui, et al., 2017b), and it may be directly
related (Singh-Manoux et al., 2017) to the disproportionate
prevalence of SCI. Further longitudinal and biomedical

Table 1. Weighted Estimates of Sociodemographic Characteristics and Psychological Distress According to Subjective Cognitive
Impairment (SCI): National Health Interview Survey, Ages 45 and Older (N = 108,152).

All Women Men

No SCI SCI No SCI SCI No SCI SCI

Age in years
(45–85), M

60.8 (60.6, 60.9) 64.6��� (64.3, 64.9) 61.2 (61.0, 61.4) 64.6��� (64.3, 65.0) 60.3 (60.1, 60.5) 64.5��� (64.0, 65.0)

Income ≤ 200%
FPL, %

22.4 (21.7, 23.1) 38.1��� (36.9, 39.4) 24.6 (23.7, 25.5) 39.3��� (37.7, 40.8) 20.1 (19.3, 21.0) 36.5��� (34.7, 38.4)

High school
diploma or
less, %

25.4 (24.7, 26.0) 33.8��� (32.6, 34.9) 25.9 (25.2, 26.7) 33.3��� (31.9, 34.7) 24.8 (24.0, 25.7) 34.5��� (32.7, 36.3)

People of colora,
%

28.9 (27.8, 30.0) 27.3� (25.9, 28.8) 29.5 (28.4, 30.7) 28.4 (26.8, 30.1) 28.2 (27.0, 29.4) 25.7�� (23.9, 27.6)

Psychological
distress (0–
24), M

1.9 (1.8, 1.9) 5.5��� (5.4, 5.6) 2.1 (2.1, 2.2) 5.7��� (5.6, 5.9) 1.6 (1.6, 1.7) 5.2��� (5.0, 5.4)

Note. In parentheses are 95% confidence intervals. Logistic or linear regressions were conducted adjusting for survey years.
aPeople of color include Hispanic, Black, American Indian or Alaskan native, Asian, other, and multiple races. SCI = subjective cognitive impairment. FPL = federal
poverty level.�p < .05, ��p < .01, ���p < .001.
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research is needed to understand if, and the degree to which,
there is temporal ordering or a causal relationship between
psychological distress and SCI.

It would be important to note that sexual minorities were
also more likely to report SCI, when controlling for psy-
chological distress and the other covariates in the model.
Furthermore, sexual minorities with SCI reported greater
severity, frequency, and extent of impairment than hetero-
sexuals, even when adjusting for psychological distress and
other covariates. These findings suggest that psychological
distress is not a proximal prodromal symptom of SCI but
rather that the relationship is bidirectional and/or related to
additional underlying factors that independently act upon
cognitive health.

One possible explanation for the semi-independence of
SCI from psychological distress for sexual minorities but
not for heterosexuals is that sexual minorities are a health
disparate group with disproportionate rates of chronic
conditions (Fredriksen-Goldsen, Kim, Shui, et al., 2017b),
some of which tend to co-occur with SCI (Alzheimer’s
Disease International, 2009). The confounding impact of
disparities among sexual minorities of both cognitive
impairment and other chronic health conditions (Kantarci
et al., 2009) underscores the importance of further research
to understand the relationship between chronic health
conditions and cognitive impairment for this population as
well as efficacious, culturally responsive interventions.
The risks of psychological distress might not only be
higher among sexual minorities than heterosexuals but it
might also have more detrimental effects on their cognitive
impairment.

Unexpectedly, when we examined women and men
separately, the disparity in status, severity, frequency, and
extent of SCI and cognitive impairment limitations when
controlling for psychological distress remained for sexual
minority women but not for sexual minority men. There are
several possible explanations for this. Sexual minority
women, but not sexual minority men, are more likely than
heterosexual peers to experience multiple chronic health
comorbidities, particularly higher rates of heart attack, stroke,
and multiple comorbid chronic conditions (Fredriksen-
Goldsen et al., 2017b). Cognitive impairment is associated
with cardiovascular disease, and more advanced cognitive
decline is associated with higher number of chronic health
comorbidities (Alzheimer’s Disease International, 2009).
Disparate underlying biological contributions of cardiovas-
cular disease and chronic health conditions for sexual mi-
nority women may contribute to a higher risk for developing
cognitive impairment.

There is some evidence to suggest that depression
symptoms increase the risk for cognitive impairment, but
only in individuals with higher levels of education (Hendrie
et al., 2006). Sexual minority adults had higher levels of
education (Fredriksen-Goldsen et al., 2021) than hetero-
sexuals in the sample, so it is possible the relationship

between psychological distress and SCI was so strong that
for men, the residual independence of SCI was eclipsed,
while the strength and quality of that relationship for sexual
minority women may be more complicated. Some evidence
suggest that women are more likely than men to experience
psychological distress as they age, and people with chronic
health conditions and stress are also more likely to expe-
rience psychological distress (Hendrie et al., 2006). Given
that sexual minority women were more likely than het-
erosexual women to experience SCI with greater severity,
frequency, and extent, the stress combined with chronic
health conditions and higher levels of education may mean
some sexual minority women are at especially high risk for
psychological distress. Further research is warranted to
investigate a possible moderating effect of psychological
distress for this group. Moreover, varied experiences by
sexual minority subgroups ought to be further investigated
given known differences in education level and life expe-
riences including identity management, visibility, and in-
come (Fredriksen-Goldsen et al., 2017a, 2021). In future
research, a latent class analysis may be helpful to examine
varied patterns and combinations of protective and risk
factors that buffer against or exacerbate psychological
distress but not SCI.

More strikingly, the SCI disparity among women re-
mained even after taking important factors into consider-
ation, including sociodemographic characteristics (age,
income, education, and race/ethnicity) and psychological
distress. Thus, it is possible that findings from this study
underscore underlying disparities in SCI for women com-
pared to men. As noted, existing research has shown that
sexual minority women, compared to heterosexual women,
are more likely to have a disability, chronic health con-
ditions, and comorbidities (Fredriksen-Goldsen et al.,
2017b), which could be associated with SCI (Alzheimer’s
Disease International, 2009). This finding illustrates the
importance of conducting additional analyses to better
understand the gender differences in the underlying
mechanisms at play.

The data from this study are population-based, which is
a strength of the research. Interestingly, the population es-
timates for sexual minority women and men were equivalent
to each other whereas there were more heterosexual women
compared to heterosexual men. This could be due to a variety
of factors. For example, sexual minority men may be more
likely to participate in national health surveys than sexual
minority women (Lee et al., 2018). Existing research has
shown higher rates of cardiovascular disease and obesity
among sexual minority women, which could be associated
with premature mortality (Fredriksen-Goldsen et al., 2013b).
While more research is needed to understand the factors
accounting for the gender composition of the sexual minority
sample, these findings also underscore the critical importance
of conducting separate analyses by gender in sexual minority
health research.
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Public Health Implications

Dementia and caregiving are expensive, with informal
caregiving burden both disproportionate and complex. The
Alzheimer’s Association (2016) estimated the 2020 annual
cost of care and treatment of adults with Alzheimer’s Disease
and other dementias to be approximately $305 billion,
making it the most expensive disease in America. Among
sexual minorities, both men and women provide high levels
of care (Fredriksen-Goldsen et al., 2018), relying heavily on
peers of the same age, unmarried partners, and ex-partners for
caregiving as they age (Fredriksen-Goldsen et al., 2021). It
has been found that 31% of sexual minority older adults
provide informal caregiving assistance (Fredriksen-Goldsen
et al., 2021). Given prevailing community norms, and the
additional prevalence of SCI, sexual minorities may serve as
care providers for others even while they themselves may also
need some degree of care. More research is needed to identify
contributing causal factors to reduce the disease burden for
this population and reduce public health expenditures.

An important consideration for researchers is that the
social networks of sexual minority adults may constrict
rapidly as they age, as they have fewer children, are less likely
to have a married partner, and more likely to live alone
(Fredriksen-Goldsen et al., 2021). Because they are more
likely to rely on informal social networks to meet care needs
(Fredriksen-Goldsen, 2007; Fredriksen-Goldsen et al., 2021),
reductions in social networks may make it more difficult to
meet personal care needs independently in the community
and may exacerbate chronic health conditions that contribute
to SCI. Thus, beyond the mere presence of chronic health
conditions, social factors associated with the contraction of
social networks may help to explain some of the disparity in
SCI and its partial independence from psychological distress.
Research with this population is needed to understand how
the contraction of social networks, and potential for social
isolation and loneliness, may ameliorate or exacerbate the
functional impacts of SCI, and to assess the quality and
availability of care.

Research suggests that compared to non-caregiving sexual
minorities, those who provide care to others experience
significantly higher levels of disability themselves as well as
depression and stress (Fredriksen-Goldsen et al., 2018),
putting them at further risk of negative health outcomes.
Providing support to sexual minority caregivers may prolong
their ability to provide care to others while also coping with
their own cognitive, psychological, and emotional needs.
Such support could reduce disease burden for this community
while also reducing the financial costs of formal care services.
Further research is needed to identify and understand the
specific types of support most helpful for this population.

Despite the semi-independence of SCI and psychological
distress for sexual minority women, in this study both sexual
minority men and women experienced higher total levels of SCI
and psychological distress compared to their heterosexual

counterparts. Findings about increased levels of psychological
distress comport with other population-based studies, which
found that sexual minorities have high rates of depression and
loneliness (Fredriksen-Goldsen et al., 2013a; Fredriksen-
Goldsen et al., 2011). Particularly given the tendency for sex-
ual minorities to rely on informal networks of care, high rates of
psychological distress and loneliness may, in part, result in
insufficient networks to meet increasing care needs associated
with SCI. To identify possible unmet care needs, it is essential
for formal systems of care to assess for the presence and severity
of both SCI and psychological distress as well as care support
needs.

Limitations

There were several limitations to this study. First, data used
for analysis were cross-sectional, and we were unable to
examine a possible causal relationship between SCI and
psychological distress. Longitudinal research is needed to
further investigate the temporal nature of the relationship
between the two constructs. Second, data were self-report and
not objective measures of cognitive decline. As such, it is
possible that norms within heterosexual and/or sexual mi-
nority communities encourage over- or under-reporting of
SCI. It is also possible that asking proxies, such as support
persons, may provide a differing assessment of SCI limi-
tations (Edwards et al., 2015). Relatedly, we are unable to
determine whether respondents were experiencing dementia
or had received a diagnosis. Further research is also needed to
investigate possible subgroup differences within sexual mi-
nority communities, including subgroup differences by race
and ethnicity, age and gender identity, to name a few.

Conclusion

Consistent with previous research, the study documented
higher rates of SCI and psychological distress among sexual
minority adults compared to heterosexuals of similar age,
with greater severity, frequency, and extent of SCI. In future
SCI and dementia research with sexual minorities, it is im-
perative that covariates, such as psychological distress, are
considered. These findings suggest the importance of re-
search to develop culturally responsive interventions ad-
dressing both SCI and psychological distress in our
increasingly diverse, and often underserved older adult
population.
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