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Context 
 

• The political environment of 2SLGBTQI+ 
(Two-Spirit, lesbian, gay, bisexual, 
transgender, queer or questioning, intersex) 
legislation has direct impacts on health 
outcomes in this population, such as 
anxiety, depression, and suicidality 
associated with sexual orientation, gender 
identity and gender expression change efforts. 

• Over the last 25 years, affirmative 
2SLGBTQI+ social policies (e.g., reversing 
certain blood donation restrictions, amending 
the Criminal Code to prohibit certain activities 
that relate to so-called “conversion therapy,” 
the legalization of same-sex marriage) have 
been implemented in Canada, but restrictive 
policies have also been on the rise in recent 
years.(1-4) 

• Because interlocking systems of power—such 
as colonialism, racism, ableism, classism, 
xenophobia, cisheterosexism and 
transphobia—create inequitable access to 
opportunities and distribution of resources 
among social groups, policies that aim to 
improve the health of 2SLGBTQI+ 
communities must be informed by an 
intersectional lens to ensure that they take into 
account the unique and collective impact of these systems.(5) 

• This rapid synthesis assesses the best-available evidence on the health impacts of social policies and practices directed 
towards 2SLGBTQI+ populations and the changes in health outcomes of these populations as a result of rights-affirming 
or restrictive policies over time. 

• Note that we use the acronym ‘2SLGBTQI+’ to align with the terminology used in the Government of Canada’s federal 
2SLGBTQI+ Action Plan launched in 2022, but also acknowledge that: 1) terminology is evolving and may change over 
time to represent other sexual minority populations; and 2) the evidence documents cited in this rapid synthesis use 
different acronyms as they capture varying populations across studies. 
o Given this, when referencing specific studies, we use the acronym used in the original source. 

 

Question 
 
This rapid synthesis sought to address three related questions: 
1) What are the health impacts of social policies and practices directed towards 2SLGBTQI+ populations? 
2) Do population-level 2SLGBTQI+ health outcomes differ in jurisdictions where 2SLGBTQI+ rights-affirming policies have 

been adopted as compared to jurisdictions that have fewer/less robust 2SLGBTQI+ rights-affirming policies? 
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3) What are the changes in population-level 
2SLGBTQI+ health outcomes, if any, as a 
result of incremental adoption of 
2SLGBTQI+ rights-affirming policies over 
time (e.g., pre- and post-adoption of same 
sex marriage legislation)?  

 

High-level summary of key 
findings 
 

• We identified 40 evidence documents (three 
evidence syntheses and 37 single studies) 
relevant to the question, of which we 
deemed 33 to be highly relevant and seven 
to be of medium relevance. 

• Highly relevant evidence suggests that 
protective human-rights legislation at the 
national, provincial/state, and municipal 
levels can have positive impacts on health 
outcomes of 2SLGBTQI+ populations, but 
can also contribute to worsening population 
health outcomes if they are not fully 
inclusive of 2SLGBTQ+ individuals. 

• According to the evidence, legalization of 
same-sex marriage has had positive 
impacts on LGBTQ+ people in Australia and 
ethnic minority LGB+ individuals in the 
United Kingdom.  
o It has also led to significant reductions in 

suicide attempts in United States high 
school students and rates of syphilis, 
HIV, and AIDS among sexual minorities 
in the U.S., driven by increased 
relationship commitment, greater societal 
tolerance, reduced risky behaviours, and 
expanded access to antiretroviral 
therapies. 

• Countries with more supportive sexual and 
gender minority policies, such as explicit 
anti-bullying and anti-discrimination 
guidance that protect 2SLGBTQI+ students 
and athletes, reported fewer mental health 
concerns and substance-use issues.  

• Evidence also showed that legal and 
medical gender-affirming legislation was 
associated with reduced discrimination, 
social rejection, depressive symptoms, and 
social anxiety among gender-diverse 

At the beginning of each rapid synthesis and through its development, 
we engage subject-matter experts who help us to scope the question 
and ensure relevant context is taken into account in the summary of 
the evidence. 
 
We identified evidence addressing the question by searching PubMed, 
Web of Science, and BioRxiv to identify evidence syntheses, protocols 
for evidence syntheses and single studies. All searches were 
conducted on 11 November 2024. The search strategies used are 
included in Appendix 1. In contrast to our rapid evidence profile, which 
provides an overview and insights from relevant documents, this rapid 
synthesis provides an in-depth understanding of the evidence. 
 
Some important methodological considerations are worth noting. The 
first is the potential that Western-based knowledge that focuses on 
queer health or 2SLGBTQI+ health, either for Indigenous people or 
First Nations, Inuit, and Métis in Canada, was missed. However, it is 
unclear if the lack of evidence that we have noted in this area in the 
report is a limitation from our process or in the availability of such 
evidence more generally. The other important consideration is that this 
evidence synthesis does not focus on identifying evidence based on 
Indigenous ways of knowing, which would require a separate 
complementary process that could meaningfully fill some of the 
knowledge gaps that we have identified in the report. 
 

We appraised the methodological quality of evidence syntheses that 
were deemed to be highly relevant using the first version of the 
AMSTAR tool. AMSTAR rates overall quality on a scale of 0 to 11, 
where 11/11 represents a review of the highest quality, medium-quality 
evidence syntheses are those with scores between four and seven, 
and low-quality evidence syntheses are those with scores less than 
four. The AMSTAR tool was developed to assess reviews focused on 
clinical interventions, so not all criteria apply to evidence syntheses 
pertaining to delivery, financial, or governance arrangements within 
health systems or implementation strategies.  
 
This rapid synthesis was prepared in a 30-business-day timeline. 
 
A separate appendix document includes:  
1) methodological details (Appendix 1) 
2) a summary table of key findings from highly relevant documents 

(Appendix 2) 
3) details about each identified evidence synthesis (Appendix 3) 
4) details about each identified single study (Appendix 4) 
5) documents excluded at the final stages of reviewing (Appendix 5). 

Box 2: Approach and supporting materials 

https://pubmed.ncbi.nlm.nih.gov/
https://www.webofscience.com/wos/woscc/basic-search
https://www.biorxiv.org/
https://amstar.ca/
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individuals when mediated by programs and initiatives (e.g., government-funded assistance) that support them in 
gender-affirming processes.  

• Implementation of 2SLGBTQI+-focused strategic policy directions or action plans were difficult to directly associate with 
health outcomes, especially in the long-term, but a positive or neutral impact was observed in most evidence documents. 

• Several evidence documents explored the association between the health of 2SLGBTQI+ individuals and structural 
stigma (e.g., institutional policies, societal conditions and cultural norms that constrain the opportunities, well-being and 
resources available to stigmatized populations), and while addressing stigmatizing and restrictive policies may have 
some positive impact on the health of 2SLGBTQI+ populations, changing policies alone may not be enough to improve 
health outcomes among sexual minorities who have experienced structural stigma. 

• There were several types of social policy interventions that we did not identify evidence documents for, indicating gaps in 
the literature and a need for more exploration of the health impacts and outcomes of policies that are directed towards 
2SLGBTQI+ populations. 

 

Framework to organize what we looked for 
 

• Key social policy interventions  
o Human rights legislation 
o Criminal code legislation amendments (e.g., laws focused on decriminalization, conversion therapy, and hate crime) 
o Same-sex marriage legislation 
o Changes to discriminatory policies (e.g., blood donation policies) 
o Gender-affirming legislation 
o Lifting of bans of 2SLGBTQI+ people in military service 
o Legal right to adopt children 
o Tax or employment benefits for same-sex partners 
o Development and implementation of 2SLGBTQI+-focused strategic policy directions or action plans 
o Access to/restrictions on gender-affirming procedures or therapies 
o Government apologies 
o Establishment of governance structures with a mandate to protect the health and well-being of 2SLGBTQI+ people 
o Funding programs that offer grants/contributions to 2SLGBTQI+ organizations and projects 
o Multiple or cross-cutting social policies that affect structural stigma towards 2SLGBTQI+ groups 
o Other 

• Level of policy intervention 
o Municipal 
o Provincial/state 
o Federal/national 

• 2SLGBTQI+ group(s) affected 
o Two-Spirit 
o Lesbian 
o Gay 
o Bisexual 
o Transgender 
o Queer/questioning 
o Intersex 
o Asexual 
o Non-binary 
o Gender fluid 

• Other priority groups affected 
o Gender modality 

▪ Cisgender men 
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▪ Cisgender women 
▪ Transgender men and women  
▪ Non-binary 

o Immigrants and refugees 
o Indigenous peoples 
o Racialized communities 
o Age groups/generations 

▪ Elder adults (75+) 
▪ Older adults (60–75) 
▪ Ages 30–59 
▪ Young adults (18–29) 
▪ Under 18 

o People living in rural/remote communities 

• Health-related outcomes 
o Access to health services 

▪ Primary care 
▪ Mental health care  

o Unmet healthcare needs 
o Food insecurity 
o Anxiety or severe psychological distress 
o Depression 
o Self-reported mental and physical health 
o Alcohol use disorder/heavy drinking 
o Substance use 
o Suicide ideation attempt 
o Death by suicide 
o Self-harm 
o Exposure to family- and gender-based violence 
o Obesity 
o Unintended pregnancies 
o Sexually transmitted and blood-borne infections (STBBI) 

 

What we found 
 

We identified 40 evidence documents (three evidence syntheses and 37 single studies) relevant to the question, of which 
we deemed 33 to be highly relevant and seven to be of medium relevance. Please see Box 1 about important 
methodological considerations about the inclusion of evidence about Indigenous people or First Nations, Inuit, and Métis in 
Canada. 
 
We outline in narrative form below our key findings related to the question from highly relevant evidence documents (see 
Box 1 for more details).  
 
A summary table of the key findings from highly relevant evidence documents is provided in Appendix 2, while detailed data 
extractions from each identified evidence synthesis is provided in Appendix 3 and each identified single study is provided in 
Appendix 4. Hyperlinks for documents excluded at the final stage of reviewing is provided in Appendix 5. 
 
In addition, our searches identified a number of grey literature sources that did not meet the inclusion criteria but still provide 
helpful resources. These are also provided in Appendix 5. A noteworthy Canadian resource is a database that tracks news 
and legislation updates for many countries related to 2SLGBTQI+ issues, which includes a section specific to Canada. 

https://database.ilga.org/canada-lgbti
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Coverage by and gaps in existing evidence documents 
 
In this rapid synthesis, we identified evidence documents that addressed most of the social policy interventions listed in the 
organizing framework. We summarize our findings from the identified evidence syntheses and single studies in the section 
below. 
 
We did not identify evidence documents that addressed the health impacts of 2SLGBTQI+ populations from several social 
policy interventions, namely:  

• legal right to adopt children 

• tax or employment benefits for same-sex partners 

• government apologies 

• establishment of governance structures with a mandate to protect the health and well-being of 2SLGBTQI+ people 

• funding programs that offer grants/contributions to 2SLGBTQI+ organizations and projects. 
 
We also found that most of the evidence documents were conducted within the ‘Five Eyes’ countries (Australia, Canada, 
New Zealand, U.K., and U.S.), indicating a gap in published evidence on 2SLGBTQI+-focused social policy interventions 
that have been implemented in other international jurisdictions (e.g., the Global South). There was also a gap in the 
available evidence on the health impacts of social policies and/or interventions on Two-Spirit or Indigenous groups within 
the 2SLGBTQI+ community, as all of the included studies indicated a focus on LGBTQ+ people without a specific 
acknowledgement or recognition of Indigenous peoples or specifically for First Nations, Inuit, and Métis in Canada.  
 
Given the landscape of social policies over the last 25 years that have impacted the 2SLGBTQI+ population and the lack of 
evidence identified on several types of social policies, the Two-Spirit community within the 2SLGBTQI+ population, and 
jurisdictions outside of the ‘Five Eyes’ countries, there is an apparent need to increase research efforts that explore the 
health impacts and outcomes of policies that focus on 2SLGBTQI+ populations. 
 
Key findings from highly relevant evidence sources  
 
Below we summarize the key findings from the 33 evidence documents deemed highly relevant to the research question. 
Based on the content and volume of the evidence, we chose to summarize the findings by social policy intervention based 
on the organizing framework. We have also added a section that captures the significant number of evidence documents 
that addressed structural stigma involving multiple social policies and practices and its impacts on the health outcomes of 
2SLGBTQI+ people. Details about the findings from all evidence syntheses and single studies can be found in Appendix 3 
and Appendix 4, respectively. 
 
Human rights legislation 
 
Two single studies of high relevance were identified that examine the relationship between human rights legislation and 
2SLGBTQI+ health outcomes. The first study investigated the impact of the 2024 policy landscape on transgender 
individuals in Washington State (United States) where protective policies have been implemented, such as the Washington 
Law Against Discrimination for human rights legislation.(6) The study found that awareness of protective state-level 
legislation decreased the likelihood of depression and anxiety symptoms, with the lowest likelihood being experienced by 
individuals who were not concerned about losing their rights. However, for those who were concerned about losing their 
rights and were not aware of the protective policies, depression and anxiety symptomology were found to persist. As a 
result, the authors recommend additional longitudinal research on the association between legislation and adverse mental 
health outcomes. The second study, based in the prison setting, suggested that human rights standards in corrections 
policies in both Australia and New Zealand have not adequately accounted for gender-based discrimination and human 
rights violations.(7) The gender-based discrimination was then linked to increased risks of mental illness, self-harm, and 
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suicide among incarcerated transgender people. The findings suggest that protective human rights legislation at the 
national, provincial/state, and municipal levels can positively regulate health outcomes, but also contribute to worsening 
population health outcomes if the policies are not inclusive of 2SLGBTQ+ individuals. 
 
Same-sex marriage legislation  
 
We identified one evidence synthesis and six single studies that addressed the health impacts of same-sex marriage 
legislation on 2SLGBTQI+ populations. The one low-quality evidence synthesis we identified found that the social stigma 
associated with a lack of marriage equality in New Zealand and Australia had detrimental health impacts on lesbian, gay, 
bisexual, transgender, and intersex (LGBTI) people, including higher rates of depression, anxiety, and suicide among LGBTI 
adolescents and reduced mental health in LGBTI adults.(8) After same-sex marriage was legalized in Australia through the 
2017 Marriage Law, one single study from 2020 exploring the effects of the law highlighted the significant improvement in 
mental health outcomes in LGBTQ+ people following approval of the legislation when compared to the mental distress 
observed while the legislation was being debated.(9) According to a more recent study, the legalization of same-sex 
marriage in the U.K. in 2014 appeared to improve the physical functioning (e.g., reduce limitations to daily activities, reduce 
pain and fatigue) of ethnic minority LGB+ individuals relative to ethnic heterosexual and British white LGB+ individuals over 
the span of five years.(10) This finding indicates that same-sex marriage legislation can have positive health impacts on 
ethnic LGB+ individuals and address some  racial health inequalities within this population. 
 
Several studies assessed the impact of same-sex marriage legalization in the United States (U.S.). After same-sex marriage 
was legalized in all U.S. states by a 2015 Supreme Court ruling, one study from 2021 found that while stigma-related 
concerns among sexual minority women were common across participants, they were significantly higher among 
participants who identified as single and as queer/something else (compared to lesbian and bisexual women), and 
significantly lower among married participants (compared to single or cohabiting participants).(11) Family support, which 
differed by race and ethnicity, was predictive of positive self-perceived health and lower odds of depression. Same-sex 
marriage legislation was also associated with a statistically significant decline in suicide attempts in high school students in 
the U.S. identifying as sexual minorities, according to a 2017 study.(12) Another more recent study found that legal access 
to same-sex marriage in the U.S. significantly reduced rates of syphilis, HIV, and AIDS, with the reductions driven by 
increased relationship commitment, greater societal tolerance, reduced risky behaviours, and expanded access to 
antiretroviral therapies for same-sex couples that gain access to health insurance. As emphasized in a 2017 study, and 
supported by the studies described above, measures that assess the personal and LGBTQ community impact, stigma-
related concerns, and political and social environment resulting from legalized same-sex marriage can be useful for tracking 
changes in health behaviours and perceptions related to same-sex marriage.(13) 
 
Criminal code legislation amendments/Changes to discriminatory policies  
 
During our analysis of the findings, we found a consistent overlap between the social policy intervention categories of 
criminal code legislation amendments and changes to discriminatory policies. We have, therefore, summarized relevant 
evidence documents for these policy intervention categories together.  
 
One low-quality evidence synthesis exploring the factors that contribute to sexual and gender minority (SGM) mental health 
concerns and substance use found that SGM people in the Netherlands, a country with more supportive SGM policies, 
reported fewer mental health concerns and substance-use issues than SGM people in other, less progressive countries.(14) 
Similarly in the U.S., affirming transgender-specific policies, such as explicit anti-bullying and anti-discrimination guidance 
and positive (e.g., inclusion of transgender athletes) or neutral (e.g., either no existing policy or transgender guidance not 
specified) athlete guidance, as compared to guidance that has restrictions in place for transgender student athletes, were 
associated with reduced depressive symptoms and cigarette use among transgender adolescents, according to a recent 
study.(15) Conversely, a 2022 study found that more protective state-level policy environments in the U.S. were linked to 
higher reports of past-year discrimination among cisgender sexual minority people and gender-expansive gender minority 
people, suggesting that protective policies alone do not eliminate discrimination or victimization for sexual and gender 
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minority individuals and that these individuals may feel more comfortable reporting discrimination or victimization in states 
where their individual experiences are validated by policy protections.(16)  
 
Gender-affirming legislation  

 
We identified six single studies that were relevant to gender-affirming legislation. Gender-affirming legislation can be 
categorized by the systems it applies to, including legal (e.g., gender markers on government documents, name change) 
and medical (e.g., surgery, hormonal therapy, lack of discrimination in healthcare settings), as well as variables such as 
familial support.(17) The included studies investigated different components.  

 
One study created a latent gender affirmation variable that aims to represent all components, reporting that as a whole, 
gender affirmation can mitigate the association between discrimination and suicide/psychological distress, as well as 
encourage healthcare engagement (e.g., HIV testing).(17)  

 
Four studies investigated the impact of legal gender affirmation on health. The first study associated changed gender 
markers with reduced gender-based mistreatment, anxiety, depression, and psychiatric distress.(18) It was noted that 
education-level, completion of gender-affirming procedures (medical component), and transgender or non-binary identity 
impacted the likelihood of having changed gender markers. Another legal gender affirmation study investigated the impact 
of name changes on psychological distress and physical health for transgender and gender diverse people, suggesting that 
a legal name change reduces discrimination, social rejection, depressive symptoms, and social anxiety, but is also mediated 
by socio-demographic factors, such as income.(19) Gender-affirming medical care as an adolescent was found in a 2024 
U.S.-based study to reduce the risk of severe psychological distress among transgender and non-binary adults.(20) 
Additionally, transgender and non-binary adults who received gender-affirming medical care as an adolescent in states with 
supportive legislation were less likely to avoid medical care because of fear of mistreatment. Finally, in a 2023 study that 
observed changes in the health outcomes of LGBTQIAPK+ (P for pansexual, K for kink) individuals in Italy pre- and post-
rejection of the 2020 Zan Bill that aimed to combat discrimination based on sex, gender, sexual orientation, gender identity, 
and disability, researchers found that the rejection of the bill by the Senate in October 2021 triggered feelings of fear, 
anxiety, and depression among LGBTQIAPK+ individuals, leading to worsened overall health outcomes.(21) There were 
also reports of increased levels of discrimination experienced after the bill was rejected, highlighting the sensitivity of health 
outcomes among the LGBTQIAPK+ population to changes in discriminatory policies. 
 
The last study focused on the medical component of gender-affirmation following the implementation of a gender identity 
non-discrimination law in Massachusetts, considering that the policy did not apply to public accommodations (e.g., 
healthcare settings, transportation, and retail establishments).(22) Those with high or moderate levels of visual gender non-
conformity had a higher probability of experiencing public accommodations discrimination in the past 12 months compared 
to those with low visual non-conformity. In other words, those who were more easily identifiable as being transgender were 
at a greater risk of experiencing discrimination in public places. The study also found that experiencing public 
accommodations discrimination in the past 12 months was significantly associated with negative emotional (e.g. depression) 
and physical symptoms, as well as increased difficulty receiving medical diagnoses and a decrease in healthcare utilization 
linked to fear and anxiety. Long-term health effects from postponing care due to public accommodation discrimination were 
noted as a concern for transgender, intersex, non-binary, and gender fluid individuals.  
 
In summary, legal and medical gender-affirming legislation support improved health outcomes amongst 2SLGBTQI+ 
individuals. However, intersectionality with education and income levels must be considered in the accessibility of gender-
affirmation services, including gender markers, name changes, and gender-affirming medical care. 
Access to/restrictions on gender-affirming procedures or therapies  
 
One single study was identified to be of high relevance to the accessibility of gender-affirming procedures or therapies.(23) 
It investigated the specific context of Veterans navigating gender-affirming surgery in the U.S. Access to care was hindered 
by both structural and personal barriers, including limited availability of surgeons and gaps in mental health/post-operative 
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care (structural), as well as lack of caregiving support and insufficient awareness of resources (personal). Updates to the 
medical benefits package for Veterans were recommended to increase accessibility of gender-affirming 
procedures/therapies. 

 
Development and implementation of 2SLGBTQI+-focused strategic policy directions or action plans  
 
Three single studies conducted in the U.S. investigated health outcomes after the implementation of 2SLGBTQI+-focused 
policies. Two were state-level and one investigated school-level policies in 16 schools across the U.S.  
 
School practices and policies were defined in a 2022 study as identifying safe spaces, prohibiting harassment based on 
gender or sexual identity, encouraging staff to attend professional development, facilitating access to health and service 
providers, and providing LGBTQ-relevant curricula.(24) This could also include after-school programs, such as a gay-
straight alliance (GSA) club. Encouraging staff to attend professional development courses was linked with reduced suicide 
related behaviours, and GSA programming reduced the likelihood of physical threats and illicit substance use for all 
students (heterosexual individuals and people with diverse sexual orientations). Additionally, suicide behaviours were 
reduced with an increase in LGBTQ-supportive policies. In summary, supportive 2SLGBTQI+ school policies appear to have 
psychosocial benefits for students and staff of all gender and sexual identities. 
 
At the state level, one study investigated the association between supportive policies and HIV outcomes.(25) Free 
expression of sexual identity was connected to increased healthcare utilization for HIV testing, which may explain the lower 
HIV diagnoses, late diagnoses, and AIDS-related mortality in states with historical legal protection for sexual minorities. This 
study investigated the combined effects of all 2SLGBTQI+-related policies (supportive or restrictive) across 94 metropolitan 
statistical areas and 38 states and found an association between reduced HIV outcomes, including diagnoses, late 
diagnoses, and AIDS-related mortality, and states with historically greater legal protection for 2SLGBTQI+ individuals. The 
second state-level policy study investigated states that implemented supportive policies to ban discrimination based on 
gender identity between 2013 and 2016.(26) The first year after policy implementation had the most noticeable effect on 
mental health hospitalizations for gender minority individuals, with less significant change in hospitalizations across the full 
post-implementation timeline (four years). Hospitalizations were either reduced or remained stable in states with non-
discrimination policies compared to states without protective legislation. Thus, state-level policies may reduce negative 
health outcomes and barriers to healthcare access, but with limited confidence due to the broad groupings of legislation that 
were investigated in these studies. 
 
Overall, the implementation of 2SLGBTQI+-focused strategic policy directions or action plans was difficult to directly 
associate with health outcomes, especially in the long-term. However, a positive or neutral impact was observed in most 
cases, including psychosocial benefits, and reductions in negative HIV outcomes and mental health hospitalizations. 
 
Lifting of bans on 2SLGBTQI+ people in the military 
 
While we did not identify any evidence documents that specifically assessed the impacts of lifting bans on 2SLGBTQI+ 
people in the military, one single study explored the health impacts of restrictive policies for sexual minorities in the 
Canadian military on women who identified as lesbian.(27) Prior to 1992 when the discrimination of sexual minorities was no 
longer legally sanctioned in the Canadian military, women in the military who identified as lesbian were forced to adopt 
cognitive and behavioural coping strategies (e.g., presenting themselves as heterosexual, numbing themselves with 
alcohol) after being subject to relentless military surveillance and interrogations. Based on interviews with 13 lesbian women 
who served in the military prior to 1992, these coping strategies had short- and long-term effects on their health, including 
high levels of stress, depression, physical exhaustion, substance abuse, and social isolation. Although persecution of sexual 
minorities in Canadian military personnel has since ceased officially, this study highlights the way such persecution can 
impact the physical and mental health of 2SLGBTQI+ people long after it was first experienced.     
 
Structural stigma involving multiple social policies and practices  
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Several of the evidence documents we identified explored the association between structural stigma and the health 
outcomes of 2SLGBTQI+ individuals. Structural stigma can be defined as institutional policies, societal conditions, and 
cultural norms that constrain the opportunities, well-being, and resources available to stigmatized populations.(28) In our 
summary of the relevant evidence on the impacts of structural stigma, we focused on describing specific associations 
between institutional policies and health impacts whenever possible.  
 
We identified one evidence synthesis and 10 single studies that addressed the impact of structural stigma on the health 
outcomes of 2SLGBTQI+ people. According to a medium-quality evidence synthesis, national- and state-level policies 
affecting religious practices, healthcare, employment, media, and the judicial system can have a direct and significant 
impact on the physical and mental health outcomes of 2SLGBTQI+ populations.(28) The evidence synthesis identified 
several associations between objective measures of structural stigma (primarily at the national or state level) and mental, 
behavioural and physical health outcomes. The authors of the synthesis recommended that further research is needed to 
explore how structural stigma at all levels, including within local institutions and organisations, shapes LGBTQ+ health and 
develop measures of structural stigma specific for LGBTQ+ subgroups. Several U.S.-based single studies reported on 
negative health effects of higher levels of structural stigma and restrictive policies on the 2SLGBTQI+ population, including 
greater strain in friendships and family relationships, higher levels of loneliness when facing discrimination, significantly 
higher physiological stress levels, higher levels of internalized (e.g., feelings of self-consciousness or embarrassment) and 
externalized (e.g., rule- breaking or aggressive behaviour) stigma symptoms for LGB youth, increased problematic alcohol 
use, and more suicide attempts in transgender adults.(29-33) However, in U.S. states with more supportive social policies 
for 2SLGBTQI+ people, these negative effects were significantly reduced.(29-31) One single study emphasized that in 
addition to reducing discriminatory laws and policies, interventions that strengthen community resilience may help mitigate 
adverse mental health impacts of structural stigma in SGM populations in the U.S.(34) 
 
Two studies investigated the effects of structural stigma within European countries. One study from 2021 recognized that 
European countries with lower structural stigma (e.g., supportive country-level attitudes toward sexual minorities, protective 
human rights legislation, and/or a lack of discriminatory legislation) were associated with better 2SLGBTQI+ mental health 
outcomes, such as lower reported rates of depression and suicidality.(35) Larger effects were observed with longer 
exposure to these low-stigma environments, even with previous exposure to high-stigma countries. The other Europe-based 
study found that improvements in country-level structural stigma in 28 European countries over seven years were 
associated with increased life satisfaction among sexual minority individuals (especially in countries with higher initial 
stigma), with those in relationships reporting greater improvements in life satisfaction.(36) 
 
While addressing restrictive policies may have some impact on the health of 2SLGBTQI+ populations, changing policies 
alone may not be enough to improve mental health outcomes among sexual minorities who have experienced structural 
stigma.(37) Findings from two studies suggest that a combination of legal protections and social support may be most 
effective at shaping mental health outcomes of 2SLGBTQI+ populations.(16; 37) 
 
Next steps based on identified evidence 
 
Based on the coverage and gaps in evidence identified, next steps for enhancing the evidence on the health effects of 
social policies and practices directed towards 2SLGBTQI+ populations can include: 

• expanding research internationally on all types of 2SLGBTQI+-related social policies and policy interventions 

• addressing gaps in the collection of 2SLGBTQI+ variables when conducting population-level disease surveillance and 
national census surveys  

• ensuring 2SLGBTQI+ policy changes are evidence-informed and considerate of intersectional identities 

• increasing awareness of existing protective policies 

• standardizing validated indicators of structural stigma and/or increasing clarity of the specific policies under investigation 
in future studies 
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• incorporating 2SLGBTQI+ individuals in the co-design of research and policy recommendations that impact them and 
their communities.  

 
 

  



 
 
 

 11 

References 
 

1. Community-based Research Centre. Sex Now survey. 2024. https://www.cbrc.net/sex_now (accessed 17 December 
2024). 

2. Canada Research Chairs. Legislation map of conversion therapy laws in Canada. 2024. 
https://www.noconversioncanada.com/legislation-map (accessed 17 December 2024). 

3. Daniel Grace SA, Audrey L. Advancing 2S/LGBTQ+ health equity: A call for structural action. HealthcarePapers 2024; 
22(1): 5-7. 

4. Hannah Kia MREOJLTS, Lori ER. Beyond the rainbow: Advancing 2S/LGBTQ+ health equity at a time of political 
volatility. HealthcarePapers 2024; 22(1): 9-25. 

5. David J. Kinitz NKT, Kinnon RM. Expanding policy and programming to address conversion therapy and 2SLGBTQ+ 
health inequity: A discussion of challenges. HealthcarePapers 2024;2 2(1): 46-54. 

6. Restar A, Layland EK, Hughes L, et al. Antitrans policy environment and depression and anxiety symptoms in 
transgender and nonbinary adults. JAMA Network Open 2024; 7(8): e2431306. 

7. Dalzell LG, Pang SC, Brömdal A. Gender affirmation and mental health in prison: A critical review of current corrections 
policy for trans people in Australia and New Zealand. Australian & New Zealand Journal of Psychiatry 2024; 58(1): 21-
36. 

8. Kealy-Bateman W, Pryor L. Marriage equality is a mental health issue. Australasian Psychiatry 2015; 23(5): 540-543. 

9. Casey LJ, Wootton BM, McAloon J. Mental health, minority stress, and the Australian marriage law postal survey: A 
longitudinal study. American Journal of Orthopsychiatry 2020; 90(5): 546-556. 

10. Bai Y, Kim C, Chum A. Effect of same-sex marriage legalisation on the health of ethnic minority lesbian, gay and 
bisexual people: A quasi-experimental study. Journal of Epidemiology & Community Health 2024; 79(2): 117-123. 

11. Drabble LA, Mericle AA, Munroe C, Wootton AR, Trocki KF, Hughes TL. Examining perceived effects of same-sex 
marriage legalization among sexual minority women: Identifying demographic differences and factors related to alcohol 
use disorder, depression, and self-perceived health. Sexuality Research and Social Policy 2022; 19(3): 1285-1299. 

12. Raifman J, Moscoe E, Austin SB, McConnell M. Difference-in-differences analysis of the association between state 
same-sex marriage policies and adolescent suicide attempts. JAMA Pediatrics 2017; 171(4): 350-356. 

13. Drabble LA, Mericle AA, Wootton AR, et al. Measuring the impact of legal recognition of same-sex marriage among 
sexual minority women. Journal of GLBT Family Studies 2021; 17(4): 371-392. 

14. Hughes TL, Bochicchio L, Drabble L, et al. Health disparities in one of the world’s most progressive countries: A 
scoping review of mental health and substance use among sexual and gender minority people in the Netherlands. 
BMC Public Health 2023; 23(1): 2533. 

15. Miller-Jacobs C, Operario D, Hughto JMW. State-level policies and health outcomes in U.S. transgender adolescents: 
Findings from the 2019 youth risk behavior survey. LGBT Health 2023; 10(6): 447-455. 

16. Clark KD, Lunn MR, Lev EM, et al. State-level policy environments, discrimination, and victimization among sexual and 
gender minority people. International Journal of Environmental Research and Public Health 2022; 19(16): 9916. 

17. Lelutiu-Weinberger C, English D, Sandanapitchai P. The roles of gender affirmation and discrimination in the resilience 
of transgender individuals in the US. Behavioral Medicine 2020; 46(3-4): 175-188. 

18. Restar A, Jin H, Breslow A, et al. Legal gender marker and name change is associated with lower negative emotional 
response to gender-based mistreatment and improve mental health outcomes among trans populations. SSM 
Population Health 2020; 11: 100595. 

https://www.cbrc.net/sex_now
https://www.noconversioncanada.com/legislation-map


 
 
 

 12 

19. Puckett JA, Price S, Dunn T, et al. Legal gender affirmation, psychological distress, and physical health issues: Indirect 
effects via enacted stigma. Sexuality Research and Social Policy 2024; 21(3): 1112-1122. 

20. Lee MK, Yih Y, Willis DR, Fogel JM, Fortenberry JD. The Impact of gender affirming medical care during Adolescence 
on adult health outcomes among transgender and gender diverse individuals in the United States: The role of state-
level policy stigma. LGBT Health 2024; 11(2): 111-121. 

21. Rucco D, Anzani A, Scandurra C, Pennasilico A, Prunas A. Structural stigma and bisexual + people: Effects of the 
rejection of the Zan Bill in Italy on minority stress and mental health. Journal of Bisexuality 2023; 23(1): 27-49. 

22. Reisner SL, Hughto JM, Dunham EE, et al. Legal protections in public accommodations settings: A critical public health 
issue for transgender and gender-nonconforming people. Milbank Quarterly 2015; 93(3): 484-515. 

23. Boyer TL, Wolfe HL, Littman AJ, Shipherd JC, Kauth MR, Blosnich JR. Patient experiences and provider perspectives 
on accessing gender-affirming surgical services in the Veterans Health Administration. Journal of General Internal 
Medicine 2023;38 (16): 3549-3557. 

24. Kaczkowski W, Li J, Cooper AC, Robin L. Examining the relationship between LGBTQ-supportive school health 
policies and practices and psychosocial health outcomes of lesbian, gay, bisexual, and heterosexual students. LGBT 
Health 2022; 9(1): 43-53. 

25. Hatzenbuehler ML, McKetta S, Goldberg N, et al. Trends in state policy support for sexual minorities and HIV-related 
outcomes among men who have sex with men in the United States, 2008-2014. Journal of Acquired Immune 
Deficiency Syndrome 2020; 85(1): 39-45. 

26. McDowell A, Raifman J, Progovac AM, Rose S. Association of nondiscrimination policies with mental health among 
gender minority individuals. JAMA Psychiatry 2020; 77(9): 952-958. 

27. Poulin C, Gouliquer L, Moore J. Discharged for homosexuality from the Canadian military: Health implications for 
lesbians. Feminism & Psychology 2009; 19(4): 496-516. 

28. Hatzenbuehler ML, Lattanner MR, McKetta S, Pachankis JE. Structural stigma and LGBTQ+ health: A narrative review 
of quantitative studies. Lancet Public Health 2024; 9(2): e109-e127. 

29. Doyle DM, Molix L. Perceived discrimination and social relationship functioning among sexual minorities: Structural 
stigma as a moderating factor. Analysis of Social Issues and Public Policy 2015; 15(1): 357-381. 

30. Juster R-P, Rutherford C, Keyes K, Hatzenbuehler ML. Associations between structural stigma and allostatic load 
among sexual minorities: Results from a population-based study. Psychosomatic Medicine 2024; 86(3): 157-168. 

31. Martino RM, Weissman DG, McLaughlin KA, Hatzenbuehler ML. Associations between structural stigma and 
psychopathology among early adolescents. Journal of Clinical Child & Adolescent Psycholog 2025; 54(4): 473-483. 

32. Robles G, Lee JJ, Yu M, Starks TJ. Multilevel analysis of sociopolitical contexts, social support, mental health, and 
alcohol use among partnered sexual minority Latino men in the U.S. Journal of Racial and Ethnic Health Disparities 
2024; 11(3): 1618-1627. 

33. Price MA, Hollinsaid NL, McKetta S, Mellen EJ, Rakhilin M. Structural transphobia is associated with psychological 
distress and suicidality in a large national sample of transgender adults. Social Psychiatry and Psychiatric 
Epidemiology 2024; 59(2): 285-294. 

34. Pharr JR, Chien LC, Gakh M, Flatt JD, Kittle K, Terry E. Moderating effect of community and individual resilience on 
structural stigma and suicidal ideation among sexual and gender minority adults in the United States. International 
Journal of Environmental Research and Public Health 2022; 19(21): 14526. 

35. Pachankis JE, Hatzenbuehler ML, Bränström R, et al. Structural stigma and sexual minority men's depression and 
suicidality: A multilevel examination of mechanisms and mobility across 48 countries. Journal of Abnormal Psychology 
2021; 130(7): 713-726. 



 
 
 

 13 

36. Bränström R, Pachankis JE. Structural stigma and 7-year improvement in life satisfaction among diverse groups of 
sexual minority individuals: A repeated cross-sectional study across 28 Countries. Social Problems 2023: spad029. 

37. Passell E, Rutter LA, Turban JL, Scheuer L, Wright N, Germine L. Generalized anxiety disorder symptoms are higher 
among same- and both-sex attracted individuals in a large, international sample. Sexuality Research and Social Policy 
2022; 19(4): 1440-1451. 

 

 

 

 

 

 

 

 

 

 

Bain T, Goodale G, DeMaio P, Dass R, Grewal E, Ali A, Whitelaw H, Phelps A, Grace D, Woodward K, Mushquash C, Wilson MG. Rapid synthesis: 
Health impacts of 2SLGBTQI+ social policies and practices. Hamilton: McMaster Health Forum, 18 December 2024. 
 
The rapid-response program through which this synthesis was prepared is funded by the Public Health Agency of Canada. The McMaster Health 
Forum receives both financial and in-kind support from McMaster University. The views expressed in the rapid synthesis are the views of the authors 
and should not be taken to represent the views of the Public Health Agency of Canada or McMaster University. The authors wish to Russell Beltran 
and Sana Khan for conducting the AMSTAR appraisals.  
 
ISSN 2292-7999 (online) 

 This work is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International license.    

 
 

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/

	Context
	Question
	Box 1: Evidence and other types of information
	High-level summary of key findings
	Box 2: Approach and supporting materials
	Framework to organize what we looked for
	What we found
	Coverage by and gaps in existing evidence documents
	Key findings from highly relevant evidence sources
	Next steps based on identified evidence

	References

