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ABSTRACT

OBJECTIVE: To expose visibility of the health concerns of sexual and gender minority groups
in Chile, as well as to provide a platform to advocate for policies that support the health and
well-being of sexual and gender minority people in the country.

METHODS: The health conditions and risk factors of participants identified as sexual and
gender minority were compared to those identified as cisgender heterosexual using data from
the 2016-2017 National Health Survey.

RESULTS: Despite reporting higher self-rated health than heterosexual men, gay men had a
higher risk of lifetime diagnosis of sexually transmitted infections. Compared to heterosexual
women, the prevalence of depression was higher among bisexual women, who were also less
likely to have been tested for HIV. Moreover, transgender participants were more likely to report
depression and worse self-rated health than cisgender heterosexual participants.

CONCLUSION: Small sample sizes of sexual and gender minority subgroups might have
obscured some differences that would have been observable in larger samples. Despite this, we
found statistically significant sexual and/or gender identity differences in several health areas,
especially mental, sexual, and overall health.

DESCRIPTORS: Sexual and Gender Minorities. Gender and Health. Risk Factors. Health Surveys.
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INTRODUCTION

Over the past 10 years, global health organizations' have begun to promote the health of
sexual (e.g., lesbian, gay, and bisexual people) and gender (e.g., transgender and non-binary)
minorities in an effort to reduce health disparities — that is, differences in health and
healthcare provided for different population groups. Disparities vary based on a number
of demographic factors, including race/ethnicity, socioeconomic status, age, sex, sexual
orientation and gender identity.

The term LGBT - which refers to lesbian, gay, bisexual, and transgender people - has been
used almost exclusively as an umbrella term to describe the larger population of sexual and
gender minority (SGM) people. The newer term, SGM, includes LGBT people as well as those
who do not identify as heterosexual, lesbian, gay, or bisexual; those whose gender identity
differs from their assigned sex at birth; and those who reject traditional conceptualizations
of gender in terms of the male-female dichotomy, thus being increasingly used, including
by the United States (US) National Institutes of Health. Thus, we adopted the use of SGM
to acknowledge and be inclusive of a wide variety of population subgroups®.

Multiple studies have documented significant health disparities among SGM populations
in high-income countries. Sexually transmitted infections (STIs), including human
immunodeficiency virus (HIV)?, are more prevalent among SGM individuals — especially
gay and bisexual men and transgender women, who likewise report lower use of preventive
services that can potentially impair their wellbeing. Studies have found that, when compared
with heterosexual adults, sexual minority adults are more likely to report a number of health
risk behaviors and health problems such as tobacco use®, obesity®, cardiovascular disease’,
asthma®, and hyperglycemia’.

Gender minority individuals experience many of the same health disparities, with
HIV/Aids being particularly prevalent among transgender women'. Previous work has
shown that, compared to cisgender individuals, gender minorities are more likely to
present with mood disorders (such as depression and anxiety), suicidal and nonsuicidal
self-injury, physical inactivity, and tobacco use'. Studies have also indicated that
gender minority adults, particular transgender women, may be at increased risk for
cardiovascular disease compared to both cisgender men and women'.

SGM people are at higher risk of violence and victimization than their heterosexual
counterparts®. A pervasive pattern of hate-motivated violence and sexual assault continues
to be reported by SGM people worldwide' despite an urgent call from the United Nations
(UN) to end violence and discrimination against SGM people. According to the World
Health Organization (WHO), violence, abuse, discrimination, and social isolation are
strongly associated with suicidal behavior, and global suicide rates are substantially higher
among vulnerable groups such as SGM people'.

Studies addressing the health of SGM people in Chile are still scarce in the literature. A recent
scoping review on the health of sexual minority women (SMW) in Latin America and the
Caribbean' found only two papers published in Chile. Although additional research has
likely been published, these articles are not easy to find as they are often not indexed in the
most common bibliographic databases — and thus not readily accessible to researchers and
policy makers. Despite limited available literature, evidence indicates that Chilean SGM
people may be at even higher risk for poor health outcomes when compared with other
regions of the world. Such an assumption is based on the fact that homophobic and sexist
attitudes appear to be more prominent in Latin America'®. Gender ideology, or societal
beliefs that legitimize gender inequality, has been much more widespread in the region and
is believed to exacerbate such attitudes.

SGM people in Chile have been mostly invisible in health care settings and in public health
policies, largely because sexual orientation and gender identity are viewed as binary.
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However, as a result of several social movements over the past two decades, authorities
have implemented policies to promote respect for transgender and intersex people®.
Despite increased visibility of SGM people in Latin American, health care models generally
fail to recognize these population groups®. Heteronormativity and lack of knowledge
about sexuality and gender on the part of health professionals is believed to be a primary
reason for inadequate care provided to Chilean SGM people?'. Gender ideology has been
increasingly used worldwide to both describe and promote a movement against gender
equality, the legal right to abortion, same-sex marriage and adoption, comprehensive
sexuality education, and transgender rights. For instance, hours after taking office in
January 2019, the Brazilian President Jair Bolsonaro removed SGM issues from the agenda
of the Ministry of Human Rights — headed by Damares Alves, an ultraconservative
evangelical pastor who claimed diversity policies have “threatened” the traditional
Brazilian family*.

Since the creation of the human rights organization Movimiento de Integracién y Liberacion
Homosexual (Homosexual Integration and Liberation Movement - MOVILH) in June 1991,
agood deal of progress has been made in advancing the visibility and rights of SGM people
in Chile®. In 2012, for example, the government passed a robust anti-discrimination bill
that outlaws any discrimination that threatens the legitimate exercise of fundamental
rights. Despite making no specific reference to sexual orientation or gender identity,
such a bill was a major step in acknowledging SGM people as a social group worthy of
protection. Chile has also allowed the civil union of same-sex couples since October 2015,
providing these couples with many of the rights currently held by heterosexual couples.
In December 2021 President Pifiera signed legislation legalizing same-sex marriage.
This law also permits same-sex couples to adopt children. In 2018, the Chilean Supreme
Court issued the decision that transgender men and women could legally change their
name and gender marker. In spite of these important social advances, SGM stigma and
discrimination is still commonplace in Chile.

Studies on SGM health in Latin America are primarily focused on sexual health,
particularly HIV/Aids**#. Tat et al.** conducted a systematic review on the sexual health
of Brazilian SMW, verifying that increased risk for HIV and other STIs is primarily related
to engaging in unsafe sexual activity with men. Research with sexual minority men
(SMM) is also limited in the Latin American context; however, this group has received
much more attention than SMW?. In a systematic review of 14 studies conducted by
Albuquerque et al.*" to investigate barriers to healthcare access among SGM people, the
authors found most of the studies were conducted in the US, with limited representation
in Latin America. Similarly, a systematic review investigating suicide risk among SGM
people identified 45 relevant studies, most of which were conducted in the US, Canada,
the United Kingdom, and Australia, with only two studies in Latin America. The authors
also verified a disproportional representation of SMM in the study samples®. Transgender
people in Latin America are at increased risk of exposure to verbal, emotional, and
physical violence, including hate crimes. A study conducted with transgender people in
Latin America hypothesized that these negative experiences contribute to higher rates
of anxiety, depression, suicidal ideation, HIV, and STIs among this group®. Other health
risks among transgender adults are related to side effects of self-administered hormones,
complications due to physical interventions and reproductive decisions made without
adequate medical supervision and support®.

This study consists of a secondary data analysis of the most recent Chile National Health
Survey®® - which was the first to include questions about sexual and gender identity — aiming
to better understand the health concerns of SGM adults in Chile. We hypothesized that
SGMs who participated in the survey would have poorer health outcomes than cisgender
heterosexual participants. This study was reviewed and approved by the ethics committee
of the Pontificia Universidad Catdlica de Chile.
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METHODS
Study Population

Conducted between August 2016 and March 2017, the third Chile National Health Survey
used a cross-sectional design and multistage stratified random sampling, resultingin a final
sample of 6,233 participants aged 15 years or older, with national, regional, and urban/rural
representativeness®. The main survey included 576 questions covering 40 health conditions,
35risk and protective factors, and nine additional health problems. In addition, 25 biological
measures were collected from 5,520 participants. Data were collected by means of four home
visits, with the first, third, and fourth visits conducted by trained interviewers, whereas
the second visit - when data on sexual orientation and gender identity was assessed for the
first time — was conducted by a nurse®.

Measures

Sexual orientation: was assessed by means of a single item measuring sexual attraction,
which stated: “Sexual orientation is understood as the attraction that a person may have
towards people of the opposite sex (heterosexual), same sex (homosexual), or towards both
men and women (bisexual).” Then, participants were asked to select one of the following
responses: (1) heterosexual (attraction towards people of the opposite sex); (2) gay/lesbian
(attraction to people of the same sex); (3) bisexual (attraction to people of both sexes);
(4) don’t know; or (5) no answer®,

Gender identity: was explained through the following statement: “Gender identity refers
to the way a person feels or identifies with respect to their gender.” Then, participants
were asked to select one of the following responses: (1) male, (2) female, or (3) other. This
question was combined with yet another addressing sex assigned at birth, whereby
individuals whose gender identity did not match their sex assigned at birth were classified
as transgender.

Sexual health: questions about sexual health included lifetime diagnosis of HIV and other
STIs (e.g., gonorrhea, syphilis), HIV/STI testing in the past 12 months, number of sexual
partners in lifetime, and age at first sexual intercourse.

Depression: depressive symptoms and depression prevalence were assessed using the
Composite International Diagnostic Interview — Short Form (CIDI-SF), which covers the
frequency of depressive symptoms experienced for at least two weeks in a row over the past
12 months, including dysphoria, anhedonia, fatigue, weight change, trouble sleeping, trouble
concentrating, feelings worthlessness, and thoughts of death®. Scores were summed in a
range of 0-8 using previously described methods, and participants reporting dysphoria
or anhedonia with a CIDI-SF score greater than or equal to 5 met the criteria for probable
depression (1 = “Probable depression”; 0 = “No depression”)*.

Self-rated health: was assessed using the 12-item Short-Form Health Survey (SF-12),
a widely used measure of well-being and functional capacity of people over the age of 14.
The SF-12 consists of eight domains, including limitations in physical activity because of
health problems, bodily pain, general mental health, and vitality. The cumulative score
(range 0-100) was obtained by summing scores across each domain, whereby higher scores
represent better self-rated health.

Statistical Analyses
All analyses were performed using Stata version 15.

Descriptive analyses: the overall study sample and each subgroup (i.e., heterosexual
women, heterosexual men, lesbian women, gay men, bisexual women and men, questioning
individuals, and transgender individuals) were described using frequencies, means, and
standard deviations. The prevalence of probable depression, lifetime diagnosis of HIV and
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other STIs,and HIV/STI testing in the past 12 months were estimated within each subgroup,
as well as the mean number of sexual partners in lifetime, age at first sexual intercourse,
depressive symptoms, and self-rated health score.

Regression analyses: health outcomes of SGM and cisgender heterosexual participants
were compared in a series of analyses. Differences in means of number of sexual partners,
age at first sexual intercourse, number of depressive symptoms, and self-rated health
scores among sexual and gender identity were assessed using age-adjusted linear
regression models stratified by sex. Age-adjusted logistic regression models were used to
examine sexual and gender identity differences in the odds of lifetime diagnosis of HIV
and other ST1Is, HIV/STI testing in the past 12 months, and probable depression. Models
comparing sexual minorities to cisgender heterosexual (reference group) adults were
stratified by sex. Transgender adults were separately compared to cisgender heterosexual
men and women. The frequencies, means, and standard deviations for all study variables
are presented in Tables. The p-values from linear and logistic regressions were used to
determine statistical significance across all analyses, whereby p-value less than 0.05 was
considered significant.

RESULTS

The number of participants decreased from 6,233 in the first visit (questionnaire 1) to 5,520
in the second visit (questionnaire 2)* due to refusal to participate, inability to locate the
participant, and no one being at home at the time of data collection. Upon refusal, a new
interviewer was sent for a second and third attempt in hopes of gaining participation.
Absolute sampling error was 2.6% nationwide and the root of the design effect was 1,797
- an estimate with 95% confidence and a relative error of less than 30%. The household
response rate (number of complete interviews divided by the number of complete and partial
interviews plus the number of non-interviews, such as refusals and unknown eligibility)
was equal to 66% (67% of those eligible), and the participation rate was 90.2%.

Female participants (62.9%) were more prevalent in the study sample in relation to male
participants (37.1%). Regarding education, nearly one-fourth of participants (23.7%) had
fewer than eight years of formal education, 53.3% had between 8 and 12 years, and 22%
had 12 years or more. Among men, 96.7% identified themselves as heterosexual, 2.3% as
gay, 0.7% as bisexual, 0.2% responded “T don’t know,” and 0.1% did not answer the question
on sexual orientation. Among women, 98.5% identified themselves as heterosexual, 0.6%
as gay/lesbian, 0.2% as bisexual, 0.5% responded “I don't know,” and 0.2% did not answer.
Only 0.3% of participants were transgender.

Table 1 summarizes results for men by sexual identity. Compared to heterosexual men,
gay men were more likely to report having had HIV or other STIs in their lifetime (12.7%
versus 1.1%.,; p < 0.05) and to have been tested for HIV/STI in the past 12 months (45.3%
versus 12.5%; p < 0.01). Men who did not respond to the question on sexual identity reported
fewer sexual partners in their lifetime than heterosexual men (1.0 versus 1.2; p < 0.05).
Moreover, gay men reported better self-rated health than heterosexual men (81.4 versus
64.6; p < 0.05). We found no statistically significant differences across study variables
when comparing heterosexual to bisexual men, individuals who replied “T don’t know”
and those who did not respond.

Table 2 summarizes results for women by sexual identity. Bisexual women were less
likely to have been tested for HIV/STIs in the past 12 months than heterosexual women
(3.5% versus 21.4%; p < 0.01). Similar to men, women who did not respond to the sexual
identity question reported and a lower mean of depressive symptoms in relation to
heterosexual women (0.5 versus 1.5; p = 0.05). Although not statistically significant
(p = 0.630), probable depression was more prevalent among bisexual women than
heterosexual women (29.1% versus 21.6%).
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Table 1. Comparison between sexual minority men and cisgender heterosexual men.

Sexual health Depression Self-rated health
Sexual identity Lifetime feated for el - Age at Depressive Depression
di A HIV/STIs in the  sexual partners first sexual SF-12 score
iagnosis of STIs 1 h in lifeti . symptoms prevalence % Cl
% (95%Cl) past 12 months in lifetime intercourse m 95%Cl) % (95%Cl) m (95%Cl)
% (95%Cl) m (95 %CI) m (95%Cl)
Cisgender 1.1 12.5 1.2 16.6 0.7 10.2 64.6
heterosexual (0.5t02.3) (9.9 to 15.5) (1.1t0 1.3) (16.4t0 16.8) (0.6t00.9) (7.9t0 12.8) (61.7 10 67.6)
Cisgender 12.72 45.3b 2.5 15.7 0.7 13.8 81.4
homosexual (0.5 to 49.3) (15.0to 78.6) (0.9 to 4.2) (14.1to 17.4) (-0.4 t0 1.8) (0.7 to 50.9) (68.0 to 94.9)
Cisgender bisexual 1.1 31.4 3.9 17.6 0.4 7.6 61.7
& (0.0t0 6.3) (6.5 to 68.6) (0.9 to0 6.8) (14.1 t0 21.0) (-0.2t0 1.0) (0.6 to 28.1) (36.9 to 86.4)
, 32.1 7.0 17.5 73.0
| don’tknow 0 (1.11087.5)  (461018.6)  (16.5t018.5) 0 0 (56.0 0 90.0)
NG answer 0 22.2 1.0 16.7 0.7 9.2 54.3
(1.3 to 68.5) (1.0to 1.0) (159t0 17.5) (-0.3t0 1.7) (0.2 to 43.0) (32.4 10 76.2)
m: mean; 95%Cl: 95% confidence interval; STls: sexually transmitted infections; SF-12: 12-item short-form health survey (0-worst to 100-best).
ap < 0.05.
®p<0.01.

Table 2. Comparison between sexual minority women and cisgender heterosexual women.

Sexual health Depression Self-rated health
Sexual identity Lifetime sted for N LT - Age at Depressive Depression
di . HIV/STIs in the  sexual partners first sexual SF-12 score
iagnosis of STIs h in lifeti g symptoms prevalence % Cl
% (95%Cl) past 12 months in lifetime intercourse m (95%Cl) % (95%Cl) m (95%Cl)
% (95 %Cl) m (95%Cl) m (95%Cl)
Cisgender 1.2 21.4 0.9 18.5 1.5 21.6 59.4
heterosexual (0.5102.6) (18.7 to 24.3) (0.8 to 0.9) (18.2 to 18.8) (1.3to 1.7) (18.4 to 25.1) (57.0to 61.7)
Cisgender ) 14.4 0.9 17.2 1.7 13.8 52.5
homosexual (2.2 to 40.7) (0.4 to 1.4) (14.3 t0 20.1) (0.3 to 3.1) (1.5 to 43.0) (28.5t0 76.6)
Cisgender bisexual ) 3.5° 1.2 16.8 2.3 29.1 58.8
(0.5t0 11.4) (0.8t0 1.5) (15.410 18.2) (0.8t03.7) (4.7 to 68.8) (35.2t0 82.3)
I don’t know ) _ 0.7 20.8 1.4 15.9 63.7
(0.4t0 1.1) (17.5t0 24.2) (-0.2 t0 3.0) (0.9 to 55.5) (50.4 to 77.0)
No answer ) ) 0.7 17.7 0.5 5.6 54.8
(0.2t01.3) (13.0t0 22.3) (-0.3t0 1.4) (0.1 t0 28.6) (44.7 t0 64.9)

m: mean; 95%Cl: 95% confidence interval; STls: sexually transmitted infections; SF-12: 12-item short-form health survey (0-worst to 100-best).

4p < 0.05.

Table 3. Comparison between transgender participants, cisgender heterosexual men, and cisgender heterosexual women.

Sexual health Depression Self-rated health
. . e . Tested for Number of Age at . .
Sexual identit 8
B n L|fe.t ‘me HIV/STIs in the  sexual partners first sexual Depressive Depression SF-12 score
diagnosis of STIs h in lifeti . symptoms prevalence %C
% (95%Cl) past 12 months in lifetime intercourse m (95%Cl) % (95%Cl) m (95%ClI)
% (95%Cl) m (95%Cl) m (95%Cl)
Cisgender 1.1 12.5 1.2 16.6 0.7 10.2° 64.6"
heterosexual men (0.5 t0 2.3) (9.9to 15.5) (1.1to0 1.3) (16.4 to 16.8) (0.6 to 0.9) (7.9t0 12.9) (61.7 to 67.6)
Cisgender 1.2 21.5 0.9 18.5 1.5 21.5 59.52
heterosexual women (0.5 to 2.6) (18.7 to 24.4) (0.8 t0 0.9) (18.2 to 18.8) (1.3t0 1.7) (18.3 to 25.0) (57.1t0 61.8)
Transgender 0.6 8.8 1.6 18.1 2.1 42.3 36.7
5 (0.0 to 3.7) (0.8 to 30.6) (-0.4 to 3.5) (16.9to0 19.4) (0.4 t0 3.9) (10.4 to 80.1) (18.1 to 55.3)
m: mean; 95%Cl: 95% confidence interval; STls: sexually transmitted infections; SF-12: 12-item short-form health survey (0-worst to 100-best).
*p <0.05.
bp <0.01.
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Table 3 summarizes results for cisgender heterosexual and transgender participants.
When compared with cisgender heterosexual men and women, transgender participants
were more likely to meet criteria for probable depression, was only significant among men:
transgender participants were at substantially greater risk than cisgender heterosexual
(42.3% versus 10.2%; p = 0.01). Transgender participants reported worse self-rated health
than both cisgender heterosexual.

DISCUSSION

This is the first study to use nationally representative data to examine health disparities
related to SGM health in Chile. Unfortunately, we were unable to corroborate differences in
many comparisons with cisgender heterosexual men and women that have been described
in the US and other high-income countries due to the small number of participants who
self-identified as SGM.

Chile has made few attempts to estimate the size of its SGM population. According to
2019 World Bank, the country has around 19 million inhabitants* - less than 2% of which
identified themselves as being as lesbian, gay, or bisexual in a National Household Survey
conducted by the Ministry of Social Development in 2015%. However, SGM organizations
such as the MOVILH and Fundacidn Iguales believe this rate to be underestimated,
because SGM people are often unwilling to identify themselves on national surveys.
Of the 9,393 individuals between 15 and 29 years old who participated in the 8" National
Youth Survey published in 2015 by the National Institute of Youth of Chile, 82.9% identified
themselves as heterosexual, 2.2% as homosexual, and 1.6% as bisexual, whereas 11.3% did
not answer the question about sexual identity®. Studies conducted in the US have shown
that participants who choose “I don't know,” “I prefer not to answer,” or those who refuse
to answer questions about sexual orientation present significantly poorer health outcomes
and higher behavioral risks than heterosexual participants®.

Despite the low representativeness of SGM participants within our study sample, we found
evidence of health disparities in several important areas. Higher risk of HIV and other
STIs among gay men and lower HIV/STIs testing among bisexual women were the most
robust findings. Other studies conducted in Chile have found sexual minorities to present
worse mental health and higher perceived discrimination rates'. In our study, transgender
participants were more likely to meet the criteria for probable depression than cisgender
heterosexual men, as well as to report lower self-rated health than cisgender heterosexual
men and women.

Our findings indicate that gay men were more likely to be unemployed than heterosexual
men, which is consistent with international data. According to the Williams Institute,
one tenth of the SGM population in the US were unemployed in 2014-2017 and were
more likely to live in poverty than cisgender heterosexual men®!. This may be due to
non-traditional gender roles and overall appearance, which makes some employers
less likely to hire gay men. To better understand the employment conditions and
socioeconomic status of Chilean SGM population, further studies with larger samples
are required.

Corroborating studies conducted in other regions of the world, our results indicate that
SGM people are more likely to report depression, which may be due primarily to the chronic
stress associated with higher rates of stigma, discrimination, and victimization faced by
these groups®.

Although limited, findings from the first national health survey to assess sexual
orientation and gender identity in Chile suggest that Chilean SGM populations have
poorer health than heterosexual cisgender individuals. However, we found fewer
statistically significant differences than have been reported in most studies from other
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countries. As aforementioned, having a very small sample of SGM people and even smaller
subsamples available for comparison likely obscured differences that would have been
apparent in larger samples.

Aspects of data collection may have influenced the willingness of SGM participants to
report their sexual and/or gender minority status. The means through which gender
identity was assessed, for example, was particularly problematic: rather than including
options for transgender man, woman, and non-binary, transgender participants were
identified as those whose gender identity differs from their reported sex at birth. These
factors indicate the persistent challenges in deepening knowledge about SGM health in
Chile. Reliable estimates about the health of Chilean SGM people in relation to that of their
cisgender, heterosexual counterparts will only be possible when more Chileans are willing
to accurately report their SGM status in large-scale studies using probability samples,
or upon the availability of methods to produce oversamples of SGM. In the meantime,
studies using snowball or other social network-based sampling techniques and including
specific questions about the lives and experiences of SGM people can provide valuable
information on the topic. Information from both probability and non-probability samples
are needed to better understand the health concerns of Chilean SGM people, as well as to
support the development of guidelines and policies aimed at reducing health disparities
related to sexual-orientation and gender-identity.

REFERENCES

1. Thomas R, Pega F, Khosla R, Verster A, Hana T, Say L. Ensuring an inclusive global
health agenda for transgender people. Bull World Health Organ. 2017;95(2):154-6.
https://doi.org/10.2471/BLT.16.183913

2. National Institutes of Health, NIH Sexual and Gender Minority Research
Coordinating Committee. NIH FY 2016-2020 strategic plan to advance research on
the health and well-being of sexual and gender minorities. Bethesda, MD: National Institutes
of Health; 2015. Available from: https://www.edi.nih.gov/sites/default/files/EDI_Public_files/sgm-
strategic-plan.pdf

3. Seekaew P, Pengnonyang S, Jantarapakde J, Sungsing T, Rodbumrung P, Trachunthong D,
et al. Characteristics and HIV epidemiologic profiles of men who have sex with men and
transgender women in key population-led test and treat cohorts in Thailand. PLoS One.
2018;13(8):e0203294. https://doi.org/10.1371/journal.pone.0203294

4. Qureshi RI, Zha P, Kim S, Hindin P, Naqvi Z, Holly C, et al. Health care needs and care
utilization among lesbian, gay, bisexual, and transgender populations in New Jersey. ] Homosex.
2018;65(2):167-80. https://doi.org/10.1080/00918369.2017.1311555

5. McCabe SE, Hughes TL, Matthews AK, Lee JGL, West BT, Boyd CJ, et al. Sexual orientation
discrimination and tobacco use disparities in the United States. Nicotine Tob Res.
2019;21(4):523-31. https://doi.org/10.1093/ntr/ntx283

6. Caceres BA, Brody A, Luscombe RE, Primiano JE, Marusca P, Sitts EM, et al. A systematic
review of cardiovascular disease in sexual minorities. Am J Public Health. 2017;107(4):e13-21.
https://doi.org/10.2105/AJPH.2016.303630

7. Caceres BA, Makarem N, Hickey KT, Hughes TL. Cardiovascular disease disparities in sexual
minority adults: an examination of the Behavioral Risk Factor Surveillance System (2014-2016).
Am ] Health Promot. 2019;33(4):576-85. https://doi.org/10.1177/0890117118810246

8. Veldhuis CB, Bruzzese JM, Hughes TL, George M. Asthma status and risks among lesbian,
gay, and bisexual adults in the United States: a scoping review. Ann Allergy Asthma Immunol.
2019;122(5):535-6.€1. https://doi.org/10.1016/j.anai.2019.01.021

9. Caceres BA, Brody AA, Halkitis PN, Dorsen C, Yu G, Chyun DA. Cardiovascular disease
risk in sexual minority women (18-59 years old): findings from the National Health and
Nutrition Examination Survey (2001-2012). Womens Health Issues. 2018;28(4):333-41.
https://doi.org/10.1016/j.whi.2018.03.004

10. Becasen JS, Denard CL, Mullins MM, Higa DH, Sipe TA. Estimating the prevalence of HIV and
sexual behaviors among the US transgender population: a systematic review and meta-analysis,
2006-2017. Am ] Public Health. 2019;109(1):e1-8. https://doi.org/10.2105/AJPH.2018.304727

https:/doi.org/10.11606/s1518-8787.2022056004086 n



https://doi.org/10.2471/blt.16.183913
https://www.edi.nih.gov/sites/default/files/EDI_Public_files/sgm-strategic-plan.pdf
https://www.edi.nih.gov/sites/default/files/EDI_Public_files/sgm-strategic-plan.pdf
https://doi.org/10.1371/journal.pone.0203294
https://doi.org/10.1080/00918369.2017.1311555
https://dx.doi.org/10.1093%2Fntr%2Fntx283
https://dx.doi.org/10.2105%2FAJPH.2016.303630
https://doi.org/10.1177/0890117118810246
https://doi.org/10.1016/j.anai.2019.01.021
https://doi.org/10.1016/j.whi.2018.03.004
https://doi.org/10.2105/ajph.2018.304727

RSP

Sexual and gender minority health in Chile  Ferrer L et al.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Jackman KB, Caceres BA, Kreuze EJ, Bockting WO. Suicidality among gender minority youth:
analysis of 2017 Youth Risk Behavior Survey Data. Arch Suicide Res. 2021;25(2):208-23.
https://doi.org/10.1080/13811118.2019.1678539. Epub 2019.

Caceres BA, Jackman KB, Edmondson D, Bockting WO. Assessing gender identity differences
in cardiovascular disease in US adults: an analysis of data from the 2014-2017 BRFSS. J Behav
Med. 2020;43(2):329-38. https://doi.org/10.1007/s10865-019-00102-8

Blondeel K, Vasconcelos S, Garcia-Moreno C, Stephenson R, Temmerman M, Toskin I. Violence
motivated by perception of sexual orientation and gender identity: a systematic review. Bull
World Health Organ. 2018;96(1):29-41L. https://doi.org/10.2471/BLT.17.197251

United Nations Human Rights, Human Rights Council. Resolutions - Sexual orientation
and gender identity. Geneva (CH): United Nations Human Rights Office of the High
Commissioner; 2016. Available from: https://www.ohchr.org/en/issues/discrimination/pages/
Igbtunresolutions.aspx

Ritterbusch AE, Correa Salazar C, Correa A. Stigma-related access barriers and violence against
trans women in the Colombian healthcare system. Glob Public Health. 2018;13(12):1831-45.
https://doi.org/10.1080/17441692.2018.1455887

World Health Organization. Suicide 2018. Geneva (CG): WHO; 2021 [cited 2021 Jun 17].
Available from: http://www.who.int/mediacentre/factsheets/fs398/en/

Caceres BA, Jackman KB, Ferrer L, Cato KD, Hughes TL. A scoping review of sexual minority
women’s health in Latin America and the Caribbean. Int J Nurs Stud. 2019;94:85-97.
https://doi.org/10.1016/j.ijnurstu.2019.01.016

Barrientos J, Nardi HC. Introduction: sexual minorities’ discrimination in Iberian and Latin American
countries. ] Homosex. 2016;63(11):1443-5. https://doi.org/10.1080/00918369.2016.1222823

Galaz C, Martinez Conde CA, Morrison R. Salud y poblacién LGBTI+ en Chile:
desde la invisibilidad a un enfoque identitario. Exaequo. 2021;43:149-64.
https://doi.org/10.22355/exaequo.2021.43.10

Caceres CF, Talavera VA, Mazin Reynoso R. Diversidad sexual, salud y ciudadania. Rev Peru
Med Exp Salud Publica. 2013;30(4):698-704. Available from: http://www.scielo.org.pe/scielo.
php?script=sci_arttext&pid=51726-46342013000400026&Ing=es

Estay-G F, Valenzuela-V A, Cartes-V R. Atencion en salud de personas LGBT+: perspectivas
desde la comunidad local penquista. Rev Chil Obstet Ginecol. 2020;85(4):351-7.
https://doi.org/10.4067 / S0717-75262020000400351

Gstalter M. Brazil’s new president removes LGBT concerns from human rights ministry.
The Hill. 2019 Feb 1. Available from: https://thehill.com/policy/international/human-
rights/423594-brazils-new-president-removes-Igbt-concerns-from-human

Movimiento de Liberacion Homosexual. Presentacién. Santiago (CL): Movilh; 2020.
Available from: https://www.movilh.cl/quienes-somos/presentacion/

Tat SA, Marrazzo JM, Graham SM. Women who have sex with women living in low- and
middle-income countries: a systematic review of sexual health and risk behaviors. LGBT Health.
2015;2(2):91-104. https://doi.org/10.1089/Igbt.2014.0124

Tomicic A, Gélvez C, Quiroz C, Martinez C, Fontbona J, Rodriguez J, et al.
[Suicide in lesbian, gay, bisexual and trans populations: systematic review of a
decade of research (2004-2014)]. Rev Med Chile. 2016;144(6):723-33. Spanish.
https://doi.org/10.4067/50034-98872016000600006

Serra MAAO, Milhomem AB, Oliveira SB, Santos FAAS, Silva RA, Costa ACPJ, et al.
Sociodemographic and behavioral factors associated with HIV vulnerability according to sexual
orientation. AIDS Res Treat. 2020: 5619315. https://doi.org/10.1155/2020/5619315

Albuquerque GA, Garcia CL, Quirino GS, Alves MJH, Belém JM, Figueiredo FWS, et al.
Access to health services by lesbian, gay, bisexual, and transgender persons: systematic literature
review. BMC Int Health Hum Rights. 2016;16:2. https://doi.org/10.1186/s12914-015-0072-9

Guzmian-Gonzalez M, Barrientos J, Saiz JL, Gomez F, Cardenas M, Espinoza-Tapia R, et al.
[Mental health in a sample of transgender people]. Rev Med Chile. 2020;148(8):1113-20.
Spanish. https://doi.org/10.4067/50034-98872020000801113

Organizacién Panamericana de la Salud. Por la salud de las personas trans: elementos
para el desarrollo de la atencion integral de personas trans y sus comunidades en
Latinoamerica y el Caribe. Washington, DC: OPS; USAID; 2013. Available from:
https://pdf.usaid.gov/pdf_docs/PA00JQ81.pdf

https:/doi.org/10.11606/s1518-8787.2022056004086 H



https://doi.org/10.1080/13811118.2019.1678539
https://doi.org/10.1007/s10865-019-00102-8
https://dx.doi.org/10.2471%2FBLT.17.197251
https://doi.org/10.1080/17441692.2018.1455887
http://www.who.int/mediacentre/factsheets/fs398/en/
https://doi.org/10.1016/j.ijnurstu.2019.01.016
https://doi.org/10.1080/00918369.2016.1222823
https://doi.org/10.22355/exaequo.2021.43.10
https://doi.org/10.1089/lgbt.2014.0124
https://doi.org/10.4067/s0034-98872016000600006
https://doi.org/10.1155/2020/5619315
https://doi.org/10.1186/s12914-015-0072-9
https://doi.org/10.4067/s0034-98872020000801113
https://pdf.usaid.gov/pdf_docs/PA00JQ81.pdf

RSP Sexual and gender minority health in Chile  Ferrer L et al.

30. Ministerio de Salud (CL), Departamento de Epidemiologia. Encuesta Nacional de Salud - ENS:
contenido informativo descargable. Santiago, CL; 2016-2017 [2022 Jan 21]. Available from:
http://epi.minsal.cl/encuesta-ens-descargable/

31. Markkula N, Zitko P, Pefa S, Margozzini P, Retamal-C P. Prevalence, trends, correlates
and treatment of depression in Chile in 2003 to 2010. Soc Psychiatry Psychiatr Epidemiol.
2017;52(4):399-409. https://doi.org/10.1007/s00127-017-1346-4

32. The World Bank Group. Population, total - Chile. Washington, DC; 2019. Available from:
https://data.worldbank.org/indicator/SP.POP.TOTL?locations=CL

33. Ministerio de Desarrollo Social (CL). 8. Encuesta Nacional de Juventud 2015. Santiago (CL):
Instituto Nacional de la Juventud; 2017. Available from: https://www.injuv.gob.cl/sites/default/
files/8va_enj_2015.pdf

34. UCLA School of Law Williams Institute. LGBT demographic data interactive. Los Angeles, CA:
The Williams Institute; 2019. Available from: https://williamsinstitute.law.ucla.edu/visualization/
Igbt-stats/?topic=LGBT&area=9#density

35. Russell ST, Fish JN. Mental health in lesbian, gay, bisexual, and transgender (LGBT) youth. Annu
Rev Clin Psychol. 2016;12:465-87. https://doi.org/10.1146/annurev-clinpsy-021815-093153

Funding: Columbia University - President’s Global Innovation Fund.

Authors’ Contribution: Study design and planning: LF, BC, MB, JB, TH. Data collection, analysis and interpretation:
LE, BC, MB, AP, JB, TH. Manuscript drafting or review: LF, BC, MB, AP, FL, JB, RS, TH. Approval of the final version:
LF, BC, MB, AP, FL, TH. Public responsibility for the content of the article: LF, BC, MB, FL, TH.

Conflict of Interest: The authors declare no conflict of interest.

https://doi.org/10.11606/s1518-8787.2022056004086 H



http://epi.minsal.cl/encuesta-ens-descargable
https://urldefense.proofpoint.com/v2/url?u=https-3A__doi.org_10.1007_s00127-2D017-2D1346-2D4&d=DwMFaQ&c=G2MiLlal7SXE3PeSnG8W6_JBU6FcdVjSsBSbw6gcR0U&r=zAjhOHbCRoo6NbssUf246Dr6u6KtgMqgQo0htaIgcL0&m=ueHj8RoHOR4S7ZfWiB2J506ffevlSh_Y8L2tLu6YWtc&s=r5KLc_jsY6DcB-0mfuAxseB5jKAYytkexpMDf5p65DU&e=
https://dx.doi.org/10.1146%2Fannurev-clinpsy-021815-093153

