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Abstract
Background Evidence from many parts of the world shows that sexual and gender minority (SGM) people 
have poorer health than their cisgender heterosexual counterparts. Minority stressors, particularly stigma and 
discrimination, have been identified as major contributors to sexual orientation- and gender identity-related health 
disparities, particularly negative mental health and behavioral health outcomes. To better understand factors that 
contribute to these disparities, we conducted a scoping review of SGM mental health and substance use research in 
the Netherlands—a country with a long-standing reputation as a pioneer in SGM equality.

Methods Using Joanna Briggs Institute guidelines and the PRISMA-ScR protocol, we searched seven databases to 
identify studies published between 2010 and 2022 that focused on substance use and/or mental health of SGM youth 
and adults in the Netherlands.

Results Although there was some evidence that SGM people in the Netherlands report fewer substance use and 
mental health concerns than those in less progressive countries, with very few exceptions studies found poorer 
outcomes among SGM participants than cisgender, heterosexual participants. However, this observation must 
be considered cautiously given major gaps in the literature. For example, only one study focused exclusively on 
adult sexual minority women, two focused on older SGM adults, and very little attention was given to nonbinary 
individuals. Most studies used non-probability samples that were quite homogenous. Many studies, especially those 
with youth, assessed sexual orientation based on sexual attraction; some studies of adults operationalized SGM status 
as having a same-sex partner. Importantly, we found no studies that directly assessed associations between structural-
level stigma and health outcomes. Studies were mostly focused at the individual level and on health problems; very 
little attention was given to strengths or resilience.
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According to the World Health Organization (WHO) “the 
enjoyment of the highest attainable standard of health is 
one of the fundamental rights of every human being with-
out distinction of race, religion, political belief, economic 
or social condition” [1]. Further, the adoption of the 
United Nations 2030 agenda for sustainable development 
and its pledge to “leave no one behind” [2], based on the 
normative framework of international human rights law, 
reinforces the need to understand and improve the health 
and wellbeing of sexual and gender minority (SGM) pop-
ulations. SGM populations include, but are not limited to, 
individuals who identify as lesbian, gay, bisexual, asexual, 
transgender, queer, and/or intersex, as well as those with 
same-sex or -gender attractions or behaviors [3].

Growing evidence from many parts of the world shows 
that compared to their cisgender heterosexual coun-
terparts, SGM people have substantially poorer health 
[4–8]. Even in countries that have high levels of inclu-
sive policies and more progressive attitudes toward SGM 
people, health outcomes appear to be worse than those 
of heterosexual people [9, 10]. Research on SGM health 
over the past few decades has consistently documented 
SGM-related health disparities, particularly in the areas 
of substance use and mental health. For example, SGM 
people are at disproportionately higher risk of harm-
ful alcohol use and other substance use [11–14]; mental 
health concerns such as anxiety, depression and other 
forms of psychological distress [15–18], and suicidal 
thoughts and behaviors [19–26].

Minority stress
In research across the globe, the most widely cited expla-
nation for sexual and gender identity-related mental 
health disparities is minority stress [27, 28]. This theo-
retical perspective has expanded over time from its focus 
on sexual minority individuals to include gender minori-
ties [29, 30], with a focus on the role of gender non-
affirmation as a stressor for transgender and nonbinary 
people [31]. The minority stress model holds that preju-
dice, stigma, and cis/heteronormativity (the assumption 
that everyone is by nature heterosexual, and that every-
one’s gender aligns with their birth-assigned sex) con-
tribute to disparities via several primary mechanisms: (1) 
external, objective stressful events (e.g., discrimination, 

harassment, violence); (2) the expectation of such events 
and the vigilance that requires; (3) internalization of 
negative societal attitudes; and (4) rejection sensitivity, 
which often results in concealment of SGM status.

A particularly potent form of minority stress is struc-
tural stigma [9, 32, 33], defined as “societal-level con-
ditions, cultural norms, and institutional policies that 
constrain opportunities, resources, well-being, and 
health of the stigmatized” [34] (p. 742). For example, 
Pachankis and colleagues [35] conducted a study using 
data from the 2017/18 European Men Who Have Sex 
with Men Internet Survey (N = 123,428), which assessed 
mental health and psychosocial mediators (sexual ori-
entation concealment, internalized homonegativity, 
social isolation). These researchers linked data with an 
objective indicator of structural stigma related to sexual 
orientation (15 laws and policies and social attitudes). 
Among MSM who still lived in their country of birth, 
higher structural stigma was related to depression and 
suicidality via internalized homonegativity and social iso-
lation. Among those who moved from higher-to-lower 
structural stigma countries, longer exposure to the lower 
structural stigma environments of their receiving coun-
tries was associated with lower risk of depression and 
suicidality as well as lower odds of concealment, internal-
ized homonegativity, and social isolation. Further, stud-
ies of policies restricting same-sex marriage in the United 
States (U.S.) and Australia provide strong evidence of the 
negative impact of structural stigma on SGM people’s 
mental health [36–40].

The Dutch context
To better understand how societal conditions, policies, 
and cultural norms impact of the health of SGM people, 
we conducted a scoping review of research related to the 
health of SGM people in the Netherlands. When con-
sidering social equality and acceptance of SGM people, 
the Netherlands is an interesting and somewhat complex 
case. It was trailblazer of anti-discrimination laws and the 
first country in the world to legalize same-sex marriage 
in 2001. These and its many other policies and laws that 
are supportive of SGM individuals and families place the 
Netherlands among the most SGM-friendly countries in 
the world. However, the Netherlands no longer leads in 

Conclusions Findings of persistent health disparities—despite the relatively long history of SGM supportive policies 
in the Netherlands—highlight the need for more research and greater attention to population groups that have 
been underrepresented. Such research would not only provide guidance on strategies to improve the health of SGM 
people in the Netherlands, but also in other countries that are seeking to reduce health inequities. Addressing SGM 
health disparities in the Netherlands and elsewhere is complex and requires a multifaceted approach that addresses 
individual, interpersonal and structural factors.
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SGM equality. The International Lesbian, Gay, Bisexual, 
Trans and Intersex Association’s Europe Rainbow Index, 
most recently ranked it as 14th in Europe on measures 
of human rights and equality [41]. This compares to its 
ranking of 3rd in 2010 [42]. Nonetheless, other repu-
table sources continue to rank the Netherlands among 
the leaders in SGM equality. For example, based on the 
Global Acceptance Index which assesses acceptance of 
SGM individuals in 175 countries, the Netherlands is one 
of the most accepting countries in the world; in 2020, it 
was ranked, along with Canada, Iceland, Norway and 
Sweden, as one of the top five countries most accepting of 
SGM people [43]. Further, studies comparing the impacts 
of structural stigma in 28 countries European coun-
tries (see for example Pachankis, Hatzenbuehler [44], 
Bränström, Fellman [45], Bränström and Pachankis [46] 
report that the Netherlands has among the lowest levels 
of structural stigma based on an index score compris-
ing measures of supportive and discriminatory laws and 
policies as well as country-level attitudes towards SGM 
people. These findings suggest that better understanding 
of the health and wellbeing of SGM people living in the 
Netherlands may help advance knowledge of factors that 
contribute to SGM health inequities.

Because a preliminary search found relatively few stud-
ies on the physical health of SGM Dutch people, and 
because evidence on the links between minority stress 
and substance use and mental health is much stronger 
[47], the following question guided this search: “What 
is known about mental health and substance use among 
SGM people in the Netherlands and how do findings 
compare with those of their cisgender, heterosexual 
counterparts?”.

Methods
Protocol and eligibility criteria
This study followed Joanna Briggs Institute guidelines 
for conducting scoping reviews [48]. We used the Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses Extension for Scoping Reviews (PRISMA-ScR) 
protocol to report eligibility for study inclusion. Study 
inclusion criteria included empirical (both quantitative 
and qualitative) peer-reviewed articles published in Eng-
lish or Dutch from 2010 to 2022 that reported findings 
related to substance use and/or mental health among 
SGM individuals in the Netherlands. Studies including 
(presumably) heterosexual or cisgender individuals in 
the broader population were included if separate analyses 
of SGM people ages 12 and older were reported. Studies 
were excluded if they focused on individuals outside the 
SGM umbrella, or if they included children under age 12 
and did not separately report outcomes for children older 
than 12.

Search strategy and study selection
In June 2022, we searched seven databases to identify 
relevant studies. These included PubMed (pubmed.gov), 
PsycInfo (EBSCO), CINAHL (EBSCO), Embase (embase.
com), Scopus (scopus.com), Gender Studies Database 
(EBSCO), and GenderWatch (ProQuest). Search terms 
were entered into the advanced search field in each data-
base. The search resulted in 15,548 records. Duplicate 
records (n = 855) were removed in the citation manager, 
EndNote (version X9), prior to exporting the remain-
ing 14,693 studies into Covidence, an online production 
tool, for a second duplicate record removal, title/abstract 
screening, full-text screening, and data abstraction.

Once exported into Covidence, 412 additional dupli-
cate records were identified and removed. This resulted 
in 14,281 unique records that were screened for possible 
inclusion. All authors were involved in the screening pro-
cess. At least two authors independently screened the 
title and abstract of each article and removed those that 
did not meet inclusion criteria. A total of 14,065 articles 
were removed during this stage, leaving 211. Two authors 
reviewed each full-text article. At this stage, 140 studies 
were excluded for one or more of the following reasons: 
wrong country (or no separate analysis of data from the 
Netherlands), wrong outcome (mental health or sub-
stance use were not a key outcome), not peer-reviewed 
(e.g., dissertations), wrong study population (not SGM 
or SGM participants were not analyzed separately), 
wrong study design (i.e., case study or review), wrong 
age group (i.e., participants were younger than age 12), or 
wrong language (article not written in Dutch or English). 
When discrepancies between authors arose at any stage, 
we consulted a third author to resolve the disagreement 
through a consensus-based process. A total of 71 studies 
were included in the final review. See Prisma flowchart in 
Fig. 1 for summary of the screening process [49].

Data extraction, analysis, and synthesis
We extracted key study data from each of the 71 studies 
into a data extraction table. Although all authors inde-
pendently contributed to data extraction, the first and 
second authors separately reviewed 25–30% of articles 
and extracted data as a quality check of consistency and 
accuracy of that data. The following categories were 
included in the data extraction table: study location, 
language (Dutch or English), study design, sample size, 
participant demographics, dependent variable(s), inde-
pendent variable(s), and main outcomes. Table 1 provides 
a summary of key characteristics of the 71 studies. Data 
were then assessed on the aggregate level and are pre-
sented here using a descriptive synthesis of results. Given 
important developmental differences and differences in 
health concerns we chose to present results separately 
for youth (children/adolescents) and for adults. Like 
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most research that includes findings for sexual minori-
ties and gender minorities separately, we separated these 
two population groups; this is particularly important 
given differences in some key health concerns of the two 
groups. Summarizing results in this manner is intended 
to facilitate understanding of available evidence and 
identification of gaps in the literature.

Results
Mental health - sexual and gender minority youth
Sexual minority youth (SMY)
Fourteen studies examined mental health among SMY. 
Seven of these focused on psychological distress and 
wellbeing [50–56], five on mental health outcomes such 
as anxiety and depressive symptoms [16, 57–60], and two 
focused on suicidality. Only one study used qualitative 
methods [55].

Of the 14 studies, two used data from the TRacking 
Adolescents’ Individual Lives Survey (TRAILS), a pop-
ulation-based cohort study of youth who were followed 
from early adolescence (age 10–12 in 2000) into young 
adulthood [16, 60]. The other studies collected primary 
data, and all drew on the minority stress model for their 
theoretical framework, solely or in combination with 
other theoretical perspectives (e.g., interpersonal-psy-
chological theory, psychological mediation).

Studies comparing SMY and heterosexual youth
Five studies investigated factors contributing to dif-
ferences in psychological wellbeing between sexual 
minority youth/emerging adults and their heterosex-
ual counterparts [16, 50–52, 60]. Overall, these studies 
found that SMY reported greater psychological distress 
than heterosexual youth. For example, disparities in 
mental health outcomes were documented in the two 

Fig. 1 Prisma-ScR Diagram
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longitudinal studies using data from the TRAILS study 
[16, 60]. Kaufman, Baams [60], drawing on five waves of 
data from both adolescent and parent reports, found that 
lesbian, gay and bisexual (LGB) adolescents were more 
likely than their heterosexual peers to be victimized and 
to be victimized over a long period of time. LGB adoles-
cents who were persistently victimized reported higher 
levels of internalizing problems, mainly anxiety, than het-
erosexual youth. la Roi, Kretschmer [16] examined the 
developmental period in which disparities in depressive 
symptoms between heterosexual and LGB youth start to 
occur, how these disparities develop over time, and fac-
tors contributing to them. LGB youth showed an overall 
higher risk of depressive symptoms than heterosexual 
youth. Discrepancies between LGB and heterosexual 
youth were larger for LB girls than for GB boys, and for 
bisexual than gay and lesbian youth, perhaps because 
most bisexual-identified study participants were girls. In 
addition, the development of depressive symptoms fol-
lowed a different pattern for boys and for girls. By age 11, 
LB girls were at higher risk of depressive symptoms than 
heterosexual girls, and these differences increased over 
time. Sexual identity differences in depressive symptoms 
were partially mediated by peer victimization and paren-
tal rejection.

Several researchers recruited samples from schools. 
Bos, van Beusekom [50] recruited participants (N = 1,546) 
from 12 secondary schools in the Netherlands. They 
found that the relationships between same-sex attraction 
(SSA) and low self-esteem, and between SSA and psycho-
logical distress, were partially mediated by passive cop-
ing style. This mediation effect was similar for male and 
female youth [50]. In a study of students in eight Dutch 
secondary schools, Sandfort, Bos [51] found that stu-
dents with and without SSA did not differ in regard to 
their psychological distress in schools that had consistent 
and clear rules and expectations about behavior toward 
others. The school context appears to be an important 
factor in mental health and wellbeing among SMY. Using 
the same dataset as Bos, van Beusekom [50], researchers 
found that nearly half (47.2%) of all student participants 
reported having been called homophobic names by at 
least one person, such as a classmate, in the past month; 
male adolescents and SSA adolescents reported this more 
often than female adolescents [52]. Each of these stud-
ies used same-sex attraction, rather than identity, as the 
indicator for sexual minority status and each found dis-
parities in mental health outcomes among SSA youth.

Studies focusing on within group differences
Several studies examined correlates of mental health 
among SGM youth using cross-sectional designs. Baams 
[57] and Kaufman, Baams [59] investigated whether the 
feeling of being a burden to others (burdensomeness) 

[57] and rumination (repetitive thinking about nega-
tive feelings or events) [59] helped explain associations 
between sexual minority stressors and depressive symp-
toms. Both studies focused on sexual minority youth and 
emerging adults (16–22 years old). Baams [57] found 
that sexual orientation–based victimization and inter-
nalized homophobia were indirectly related to depres-
sive symptoms through perceived burdensomeness, but 
not through thwarted belongingness. Furthermore, indi-
rect associations between minority stress and depres-
sive symptoms were not dependent on problem-solving 
coping. Kaufman, Baams [59] found that the association 
between microaggressions and depressive symptoms was 
mediated by rumination. Youth who experienced micro-
aggressions were more likely to use ruminative emotion 
regulation in response, which was linked to higher levels 
of depressive symptoms. Sexual minority-specific sup-
port did not buffer the relationship between microag-
gressions and depressive symptoms. In another study, 
Baams [57] examined associations between sexual minor-
ity stressors and psychological wellbeing. Expected rejec-
tion, feeling that most heterosexual people have negative 
attitudes toward homosexuality (meta-stereotyping), 
and internalized homophobia were significant predic-
tors of lower levels of wellbeing. The negative impact of 
expected rejection (but not other minority stressors) was 
buffered by being in a romantic relationship [53].

In a study of 106 female and 86 male same-sex attracted 
(SSA) youth (16–24 years old), Baams, Beek [54] found 
that participants with high levels of gender non-confor-
mity reported higher levels of perceived stigmatization 
due to their sexual orientation, which was in turn asso-
ciated with lower levels of wellbeing. These associations 
did not differ between male and female study participants 
[54]. van Beusekom, Baams [56] explored gender non-
conformity, homophobic peer victimization and mental 
health among a sample of 1,026 Dutch adolescents aged 
11–16 years. Mediation analyses revealed that homo-
phobic name-calling mediated the associations between 
gender non-conformity and both social anxiety and psy-
chological distress. Additionally, the researchers found a 
moderated mediation effect: the effect of mediation was 
greater when the level of SSA was higher.

Two studies, Parra, van Bergen [22] and Van Ber-
gen, Bos [26], used cross-sectional designs to examine 
the association between victimization and suicidality 
among SMY. The prevalence of lifetime suicidal ideation 
was high in both studies (56.7% and 63.9%). Van Ber-
gen, Bos [26] found that 12.8% of the sample had previ-
ously attempted suicide and the relationship between 
victimization and suicidality varied based on the con-
text in which the victimization took place. For example, 
school-based victimization was significantly associated 
with suicidal ideation and suicide attempts; however, 
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family-based victimization was associated only with sui-
cide attempts, and neighborhood victimization was asso-
ciated only with suicidal ideation. Parra, van Bergen [22] 
found that homophobic violence, entrapment (extent 
to which participants experience cognitions of feeling 
trapped in their lives and current situations or circum-
stances) and family belongingness were associated with 
suicidal ideation. Additionally, family support moderated 
the relationship between entrapment and suicidal ide-
ation, such that the effect of entrapment on suicidal ide-
ation was lower among sexual minority emerging adults 
who reported familial support.

In the only qualitative study of mental health among 
SMY, van Bergen and Spiegel [55] examined coping 
responses to stigma in a sample of 30 SSA youth (15 
girls and 15 boys) ages 16–26 years. Study findings high-
lighted four distinct patterns of coping: avoidant coping, 
moving beyond avoidant coping (initially anxious and 
avoidant but moving toward healthier coping), healthy 
emotional coping, and direct problem-solving. Patterns 
of coping with stigma varied, as did the ability to critique 
“heteronormativity,” based on social resources and social 
networks (especially from family, peers, and LGB organi-
zations), and personal strengths.

Transgender and gender diverse (TGD) youth
Fourteen studies addressed mental health of Dutch TGD 
youth: most focused on clinic-referred children/adoles-
cents, and several compared clinical samples with non-
clinical samples of cisgender peers, non-Dutch clinical 
samples, or both. Five studies included a comparison 
group from another country (i.e., Canada, the United 
Kingdom, Switzerland, Belgium). All except one of the 
studies used quantitative methods; Steensma, Biemond 
[61] conducted a qualitative study using biographi-
cal interviews to describe changes in gender dysphoria 
among adolescents.

In one of the few studies to draw on non-clinical sam-
ples, Ghassabian, Suleri [62] used data from Generation 
R, a Rotterdam population-based cohort of children born 
between 2002 and 2006 (N = 5727). Mental health was 
assessed at ages 13–15 years. Youth with gender-variant 
experiences (defined as wishing to be the opposite sex 
and/or to be treated as someone of the opposite sex) were 
more likely to report adverse mental health outcomes, 
such as anxiety and depression. Ghassabian, Suleri [62] 
found that parent reports of their child’s gender vari-
ant experiences increased as children aged. For children 
ages 9–11, 1% of parents reported gender-variant experi-
ences, and this number increased to 4% among children 
who were 13–15 years. The authors also found that ado-
lescents assigned female at birth (AFAB) reported more 
gender-variant experiences than those assigned male at 
birth (AMAB).

Gender affirming treatment and psychological wellbeing
Several studies examined the impact of gender-affirming 
medical treatment on psychological wellbeing. De Vries, 
Steensma [63] compared functioning of 70 TGD ado-
lescents with gender dysphoria, before and after start-
ing puberty blocking medication. Although participants’ 
reports of gender dysphoria did not change after the start 
of puberty suppression, there were significant reduc-
tions in reports of behavioral and emotional problems 
and symptoms of depression. Further, although general 
functioning improved significantly, there were no signifi-
cant changes in overall reports of anxiety or anger. Biggs 
[64] compared the Dutch sample used in the De Vries, 
Steensma [63] study with a UK sample of TGD adoles-
cents, and the improvement in psychological functioning 
after treatment observed in the Dutch sample was not 
replicated in the UK sample. van der Miesen, Steensma 
[65] compared clinic-referred adolescents who received 
puberty suppression with two groups: clinic-referred 
adolescents who had not yet started this treatment and 
cisgender peers. The pre-treatment group reported a 
higher number of internalizing problems, self-harm and 
suicidal ideation, and poorer peer relations than their 
non-referred peers. In contrast, adolescents who had 
started puberty suppression had fewer emotional and 
behavioral problems than adolescents who had not yet 
started treatment, and similar or fewer problems than 
their cisgender peers [65].

Studies that compared Dutch clinic-referred samples 
to similar samples outside the Netherlands generally 
found that TGD adolescents in the Netherlands experi-
enced fewer mental health problems than TGD adoles-
cents in other countries [64, 66–68]. For example, in a 
cross-national study of clinic-referred adolescents in the 
Netherlands, UK, Switzerland and Belgium, those from 
the Netherlands reported the lowest number of behav-
ioral, emotional, and peer relationship problems [69]. In 
a study that compared suicidality across Dutch, UK and 
Canadian samples, de Graaf, Steensma [70] found that 
clinic-referred adolescents had higher rates of suicidal-
ity than the comparison samples. Adolescents from the 
Amsterdam clinic had lower suicidality scores than ado-
lescents referred to the Toronto and London clinics, and 
AFAB adolescents were more likely to report suicidality 
[70].

Alberse, de Vries [71] found that children and adoles-
cents referred to a transgender clinic in Amsterdam had 
lower self-perception related to their bodies and lower 
self-worth than a comparison group of cisgender (non-
referred) children and adolescents. AFAB children and 
adolescents were more self-satisfied than AMAB peers, 
but only in childhood did they think themselves to be 
superior to non-referred peers in the domains of sport, 
school, and social acceptance. Steensma, McGuire [72] 
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observed a link between the intensity of early dysphoria 
and its persistence over time. AFAB children and those 
who were older at initial assessment were more likely 
to report persistent gender dysphoria. Other predictors 
of persistent gender dysphoria included cognitive and/
or affective cross-gender identification, as well as social 
role transition in childhood. These factors varied among 
AFAB and AMAB children. Reporting on the relationship 
between nonbinary identity and mental health outcomes 
among clinic-referred adolescents, de Graaf, Huisman 
[73] found that nonbinary identity was associated with 
psychological problems such as anxiety, agoraphobia, 
depression, interpersonal sensitivity, hostility, and sleep 
deprivation.

Arnoldussen, Steensma [74] examined trends in gen-
der dysphoria and gender-affirming care among TGD 
adolescents referred to a clinic in Amsterdam between 
2000 and 2016. They found no change in the percentage 
of clinic adolescents diagnosed with gender dysphoria 
(75–95% of all referrals) or in those receiving gender-
affirming medical care (54–95%).

Substance use – sexual and gender minority youth
Four studies examined substance use among SGM youth 
[75–78]. Overall, findings point to greater substance use 
among SMY than heterosexual youth, and findings var-
ied based on sex/gender and how SGM status was opera-
tionalized. Bos, van Beusekom [76] compared any alcohol 
use, quantity of alcohol consumed, and drinking motives 
in SMY and heterosexual youth 14 to 20 years old. SMY 
were more likely than heterosexual youth to drink alco-
hol on weekdays, and to use alcohol to cope with wor-
ries and to conform to group social norms. Using alcohol 
to cope with worries mediated the relationship between 
sexual orientation and drinking during the week and was 
stronger for boys than for girls. Kiekens, Baams [75] used 
a daily diary method to examine alcohol use and minority 
stress in a sample of 409 SGM youth (mean age 18.36). 
Youth completed a daily online survey about their alco-
hol use, experiences of prejudicial events, expectations of 
rejection, concealment of their identity, and experience 
of internalized homophobia. Findings showed few signifi-
cant associations between minority stressors and alcohol 
use, but daily experiences of concealment and prejudice 
events were associated with daily alcohol use and these 
associations varied by sex assigned at birth and gender 
identity, respectively.

Two studies [78, 79] included substance use outcomes 
and psychological health measures, such as psychoso-
matic complaints, emotional problems, and internalizing 
problems. In a cross-sectional study using data from the 
HSCB study, Kuyper and Bos [79] examined differences 
between adolescents who reported SSA and those who 
did not (non-SSA), as well as those who reported not 

knowing who they felt attracted to (NYA). Compared to 
the non-SSA adolescents, those with SSA reported more 
frequent substance use (e.g., alcohol, tobacco, and can-
nabis), lower levels of life satisfaction, and higher levels 
of psychosomatic complaints and emotional problems. 
Findings from the NYA group were inconsistent.

In a longitudinal study using data from the first five 
waves of TRAILS, Kiekens, la Roi [78] examined the links 
between LGB identity and internalizing problems and 
substance use through a serial mediation process. They 
hypothesized LBG identity would be associated with peer 
victimization and negative relationships with parents, 
which, in turn, would be associated with fear of negative 
social evaluation and lack of social support. Those fac-
tors, then, would lead to increases in internalizing prob-
lems and substance use. LGB youth had higher scores on 
internalizing problems and reported more smoking and 
marijuana use than heterosexual youth. Unexpectedly, 
being victimized was associated with lower likelihood 
of substance use. The association between sexual iden-
tity and externalizing problems (e.g., substance use) was 
mediated by peer victimization and parental rejection 
[78].

Mental health – sexual and gender minority adults
Sexual minority adults
Of the 19 studies that examined mental health among 
sexual minority adults, four focused exclusively on men 
who have sex with men (MSM) [80–83], two on sexual 
minority women (SMW) [84, 85], and 13 on LGB adults 
more broadly [66, 86–98]. Most studies found that com-
pared to their heterosexual counterparts, LGB adults 
reported poorer mental health and quality of life.

Several studies using large general population samples 
documented disparities in mental health by sexual orien-
tation. Sandfort, de Graaf [86] used data from the Neth-
erlands Mental Health Survey and Incidence Study-2 
(NEMESIS-2), a prospective study among Dutch-speak-
ing subjects aged 18–64 years (N = 6646) from the gen-
eral Dutch population, to examine associations between 
same-sex sexuality (i.e., same-sex attraction or behavior) 
and psychiatric disorders. Participants reporting same-
sex sexuality were more likely than those reporting only 
opposite-sex sexuality to meet criteria for DSM-IV psy-
chiatric disorders. Moreover, disparities in psychiatric 
disorder prevalence were greater in studies that com-
pared same-sex and opposite-sex attraction than those 
comparing same-sex and opposite-sex behavior [86]. 
Gevonden, Selten [87] used cross-sectional data from 
NEMESIS-1 and NEMESIS-2 to examine the associations 
between sexual minority status and psychotic symptoms. 
LGB participants (defined as having sexual relations 
with at least one same-sex partner during the past year) 
were more likely to report childhood trauma, childhood 
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bullying, past-year discrimination, and psychosis-related 
symptoms than their counterparts who reported only 
different-sex partner. Past year discrimination mediated 
34% of the association between LGB status and psycho-
sis-related symptoms, bullying mediated 7%, childhood 
trauma mediated 5%, substance use mediated 3%, and 
living without a partner mediated 11% [87]. Similarly, 
Baams, Ten Have [58] used data from NEMESIS-2 to 
explore adverse childhood experiences and DSM-IV dis-
orders between same-sex attracted participants (report-
ing exclusive or predominant attraction to people of the 
same sex or attraction to both sexes) and exclusively 
other-sex attracted individuals. Same/both-sex attracted 
individuals were more likely than those with only other 
sex-attraction to report every type of childhood trauma 
and bullying victimization assessed, and more likely 
to report severe childhood trauma. Childhood trauma 
severity and bullying victimization partly explained dif-
ferences in mental health for same/both-sex attracted 
individuals.

Two panel sample studies also identified dispari-
ties using different measures of sexual orientation. In 
a large (N = 3054) panel sample of adults who reported 
any same-gender attraction [66], participants who fit a 
solely same-gender attracted and early minority sexual 
identity trajectory, and who reported no different-gender 
sexual experiences, had higher levels of psychological 
wellbeing than those in the same-gender attracted, but 
different-gender sexual experiences trajectory. In the first 
wave of the Netherlands Kinship Panel Study (N = 5857), 
Tornello, Ivanova [89] found that participants in same-
gender relationships reported somewhat lower life satis-
faction than their peers in different-gender relationships, 
but were no differences in reports of partner support or 
couple conflict. Higher partner support was associated 
with higher life satisfaction and higher relationship con-
flict was associated with lower life satisfaction. However, 
whereas couple conflict was negatively associated with 
life satisfaction among different-gender couples, this was 
not the case among same-gender couples.

Only one study focused explicitly on mental health out-
comes in relation to gender non-conformity. In a conve-
nience sample of 724 LGB adults, van Beusekom, Baams 
[56] found that participants who reported higher levels 
of gender nonconformity showed overall poorer men-
tal health than those who reported lower levels of gen-
der nonconformity. Although internalized homophobia 
mediated the relationship between gender nonconfor-
mity and mental health for both men and women, homo-
phobic stigmatization was a significant mediator among 
men only. Gender nonconformity was not significantly 
related to homophobic stigmatization for lesbian and 
bisexual women, suggesting differences in the level of 

stigmatization of gender nonconformity between men 
and women.

Two cross-cultural studies examined mental health 
outcomes by sexual identity. Jafary and Ashrafi [80] 
examined adult attachment and emotion regulation strat-
egies (i.e., cognitive reappraisal and expressive suppres-
sion) among Iranian gay men (40 Iranians residing in Iran 
and 41 Iranians who had immigrated to the Netherlands) 
and 43 Dutch gay men. Compared to both groups of Ira-
nian gay men, Dutch gay men reported more confidence 
in their relationships and were more likely to use cogni-
tive reappraisal than emotional suppression to regulate 
their emotions. Iranian participants residing in the Neth-
erlands reported higher levels of emotional suppression 
than Dutch participants, but lower levels than Iranian 
men living in Iran. Additionally, compared to Dutch 
men, gay Iranian immigrants in the Netherlands reported 
higher levels of anxiety in situations in which they felt 
rejected or used—but again, they had lower levels of 
anxiety than Iranian gay men living in Iran. In another 
cross-cultural study, Schouten, Knipscheer [92] com-
pared the mental health of 57 Islamic immigrants and 
61 indigenous Dutch homosexual [sic] identified adults 
in the Netherlands to 1,009 Dutch adults in the general 
population. Islamic and indigenous Dutch sexual minori-
ties reported significantly more symptoms of anxiety and 
depression than heterosexual adults. Analyses compar-
ing Islamic and indigenous sexual minority participants 
found no significant differences.

Only two mental health studies focused specifically on 
SMW. Stoffelen, Schaafsma [84] explored experiences of 
coming out, sexuality, mental health, and discrimination 
among 10 lesbian and bisexual women with mild intellec-
tual disabilities. Most study participants reported inse-
curity, extreme loneliness, depression, alcohol addiction, 
and anxiety. Additionally, several participants reported 
experiences of bullying and discrimination across social 
contexts. Schrijvers, van Rooij [85] found that among 
women seeking fertility counseling (N = 95), those in 
lesbian relationships (n = 10) were most likely (40%) 
to report unmet needs. In general, women in the study 
had good mental health, but 14% met criteria for clini-
cally significant mental health problems. Across groups, 
women with more unmet counselling needs also had 
higher levels of internalizing and externalizing problems 
than women without unmet needs.

In a five-wave prospective study (2002 to 2010; 
N = 82,797) that focused on the health of LGB people 
living in nine European countries characterized by high 
levels of support and favorable opinions of LGB peo-
ple, including the Netherlands, van den Akker, Blaauw 
[90] found that compared to people in different-gen-
der relationships, those in same-gender relationships 
reported poorer health and lower happiness, and this 
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was particularly the case for those who also reported 
experiencing discrimination. LGB people who reported 
discrimination also reported significantly worse health 
and lower happiness than their LGB counterparts who 
reported no discrimination. Feddes and Jonas [91] exam-
ined associations among experiencing LGBT hate crimes, 
intentions to report future experiences of hate crimes, 
and psychological wellbeing in a sample of 319 LGB 
adults. 16% of participants reported having experienced a 
hate crime in the 12 months preceding the survey. Expe-
riences of victimization and stigma among LGB individu-
als were associated with lower trust in police as well as 
lower intention to report future hate crimes. Psychologi-
cal wellbeing partially mediated this relationship: indi-
viduals with higher psychological wellbeing had higher 
trust in police and greater intentions to report future hate 
crimes.

Some studies focused broadly on mental health in spe-
cific contexts such as work, school, and family. In a cross-
sectional study of workplace experiences among 9,417 
employees, Kuyper [94] found no differences between 
lesbian/gay and heterosexual participants on measures of 
bullying, unequal treatment, job satisfaction, and burn-
out. However, bisexual women reported higher levels of 
bullying, unequal treatment, and burnout than lesbian 
or heterosexual women. Similarly, bisexual men reported 
higher levels of burnout than gay and heterosexual men. 
An ethnographic study of 12 gay men in the Netherlands 
[81] found that gay men reported feeling the need to cen-
sure their identity and gender expression at work, with 
family, and when participating in team sports. Addition-
ally, gay men reported struggling with feelings of loneli-
ness and a degraded sense of self-worth from an early age 
due to experiences of rejection. Bos [83] studied experi-
ences of fathers by sexual identity, finding no differences 
in emotional involvement, parental burden, or child 
wellbeing; however, gay fathers experienced more rejec-
tion and feelings that they had to defend their status as 
fathers.

In the only study that focused on a mental health 
intervention, Achterbergh, van Rooijen [82]) tested a 
syndemic based intervention with 115 MSM. The study 
assessed the effectiveness of providing screening for 
mental health-related problems and tailored feedback 
aimed at increasing help-seeking behavior and decreas-
ing sexually transmitted infection (STI) risk among 
MSM. At baseline, almost all participants reported at 
least one mental health problem; 20% reported four men-
tal health problems. Screening for mental health-related 
issues, providing tailored advice, and referrals to mental 
health and addiction treatment services did not increase 
help-seeking behavior among study participants.

Only two studies examined mental health among older 
LGBT adults. Leyerzapf, Visse [97] examined experiences 

and needs of LGBT older people concerning their inclu-
sion and participation in care settings. The researchers 
used multi-stakeholder interviews, participant observa-
tion and focus groups in three elderly care homes in the 
Netherlands that had been recognized for their efforts in 
creating a gay-friendly climate. Despite this, participants 
in the study reported feeling categorized as “different” 
from other residents and feeling either socially invis-
ible or hyper visible. They felt the need to stay secretive 
about their LGBT identity, partner status, and to try to 
pass as “normal” heterosexual people. Participants who 
were more open about their sexual identity reported 
experiencing discrimination (e.g., being called a “dyke”) 
and social exclusion. In a quantitative cross-sectional 
study, Kuyper and Fokkema [96] examined associations 
between loneliness and minority stress in a sample of 161 
older LGB adults. The researchers found that loneliness 
was positively associated with experiences of prejudice 
and expectations of prejudice. Further, participants with 
fewer LGB social connections reported greater loneli-
ness than those with a larger LGB social network. LGB 
older adults who reported negative reactions or dis-
crimination also reported higher levels of loneliness than 
younger LGB people and those with stronger LGB social 
networks.

Mental health - transgender and gender diverse (TGD) 
adults
Ten studies focused on mental health among TGD adults. 
These studies generally found that TGD adults suffered 
from poorer mental health and that gender affirmation 
treatment was associated with improvements in mental 
health and wellbeing. For example, Motmans, Meier [99] 
found that compared to men in the Dutch general popu-
lation, transgender men had significantly lower quality of 
life. However, there were no differences between trans-
gender women and Dutch women in the general popu-
lation. In the qualitative portion of a study by Cense, de 
Haas [100], transgender participants reported experienc-
ing PTSD, depression, dissociation, negative self-image, 
and low self-confidence.

Kuyper and Wijsen [101] explored gender identity and 
gender dysphoria in a Dutch general population sample 
(N = 8,064, ages 15–70 years old). Results were that 4.6% 
of AMAB participants and 3.2% of AFAB participants 
reported feeling bigender (i.e., both male and female) 
while 1.1% of the AMAB participants and 0.8% AFAB 
participants reported identifying with the opposite gen-
der. Among participants who expressed a bigender or 
transgender identity, only 0.6% of AMAB participants 
and 0.2% reported disliking their natal body and/or wish-
ing for hormones/surgery.

Heylens, Elaut [102] found that affective and anxi-
ety disorders were more common in adults applying for 
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gender affirmation treatment than among the general 
Dutch population; no differences were found between 
the two groups in terms of personality disorders or intel-
lectual developmental disorders. In a qualitative study 
of 20 Dutch TGD adults in Northern Netherlands, Ver-
beek, Hommes [103] found that transgender individuals 
reported improved psychological wellbeing since transi-
tioning, and findings emphasized the value of social and 
peer support in this regard. Similarly, both van de Grift, 
Pigot [104] and Nikkelen and Kreukels [105] found a pos-
itive association between sexual activity/feelings and use 
of genitals following completion of genital-gender confir-
mation surgery.

Two studies examined rates of suicide among TGD 
adults. Wiepjes, den Heijer [106] found that between 
1972 and 2017, rates of completed suicide among trans-
gender women decreased, whereas no change was 
observed in the rate of suicide among transgender men. 
Additionally, the average number of suicides between 
2013 and 2017 was higher in the transgender sample than 
in the general population. Asscheman, Giltay [107] exam-
ined rates of suicidal behavior and other factors linked 
to premature mortality among transgender individuals. 
Compared to cisgender men in the general population, 
transgender women showed a 51% higher mortality rate. 
This difference was primarily attributed to higher rates 
of suicide, illicit drug use, and AIDS among transgen-
der women. There was no significant difference in rates 
of mortality between transgender men and cisgender 
women.

Finally, in a cross-cultural study of transgender indi-
viduals in Iran and the Netherlands, Shirdel-Havar, 
Steensma [108] compared the two groups on several 
mental health indicators. Participants in Iran scored 
higher than Dutch participants on measures of most 
mental health disorders (e.g.,, anxiety, agoraphobia, 
depression, sleeping problems). In addition, transgender 
women in Iran reported significantly higher dissatisfac-
tion with primary and secondary sex characteristics, 
whereas transgender women in Netherlands reported 
higher dissatisfaction with gender neutral characteristics 
(e.g., feet, nose). Irrespective of country of origin, trans-
gender women scored significantly higher than transgen-
der men on anxiety and agoraphobia.

Intersex individuals
de Neve-Enthoven, Callens [109] investigated psycho-
social wellbeing among 120 participants aged 14–60 
years from three medical centers in the Netherlands 
who were diagnosed with disorders of sex development. 
They assigned study participants to one of three groups: 
(1) 46 XY and female genitalia, (2) 46 XY or 46 XX, and 
atypical genitalia, and (3) men with 46 XY and atypical 
genitalia). Data from the three groups were compared to 

data from Dutch patient groups with chronic conditions 
that impede independent daily functioning and self-care. 
Individuals with 46 XY reported good health-related 
quality of life, no serious emotional problems, a high self-
esteem, and seemed to cope well compared to the Dutch 
reference groups [109].

Substance use – sexual and gender minority (SGM) adults
Sexual minority adults
Nine studies focused on substance use among sexual 
minority adults. Seven of these collected data primar-
ily or solely from MSM [110–117]; two of these stud-
ies included non-MSM comparison groups [115, 117]. 
Another study collected data from sex workers who were 
MSM, transgender, or men who had sex with women 
[114]. One study focused on comparisons of study par-
ticipants who identified as lesbian or gay with those who 
identified as “mostly heterosexual” [79].

Most studies in this section used cross-sectional sur-
vey designs [79, 111, 113–117]; two used a prospective 
cohort study design [110, 112]. Most (n = 6) were con-
ducted in Amsterdam [110, 112–115, 117]. One study 
collected data from multiple sexually transmitted infec-
tion (STI) clinics in the Netherlands [116], another from 
a commercial panel sample [79], and one combined sec-
ondary data from four different datasets [111].

All except one of the studies [79] focused on MSM who 
engage in chemsex (i.e., sexual activity while under the 
influence of drugs) [111, 115–117] and/or understand-
ing the relationship between drug use and risk of HIV or 
STIs [110, 112–114]. In general, studies found high rates 
of chemsex among MSM, with even higher rates among 
HIV-positive MSM compared to HIV-negative and non-
MSM populations [117], and among MSM who visited 
STI clinics compared to those who did not [115]. Coyer, 
Boyd [110] found that recreational drug use, specifically 
chemsex, increased over time in their prospective cohort 
study. MSM who were polydrug users reported more sex-
ual partners than those who used no drugs, fewer drugs, 
or only used alcohol [111, 113]. A prospective study of 
mental health and drug use among MSM who use PrEP 
found lower rates of sexual compulsivity and drug use 
disorders, but no changes in mood disorders or alcohol 
use disorders over time [112]. Sex workers who identi-
fied as MSM or transgender had similarly high rates of 
using illicit drugs while engaged in sex work (approxi-
mately 40%), with “sex work becomes physically easier” 
as the most commonly reported reason for substance use 
[114]. Approximately 25% of MSM who participated in 
chemsex reported a need for counseling about chemsex-
related issues [116]. A study of psychological distress, 
minority stress and substance use among mostly het-
erosexual and lesbian/gay individuals [79] found no dif-
ferences in binge drinking but higher levels of drug use, 
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smoking, psychological distress, and suicidality among 
mostly heterosexual participants compared to lesbian/
gay participants. They also found that higher levels of 
internalized negativity related to SSA mediated the rela-
tionship between psychological distress and substance 
use. These researchers combined women and men in 
their analyses, making it difficult to understand possible 
sex/gender differences.

Discussion
We reviewed available peer-reviewed research published 
between 2010 and 2022 that focused on mental health 
and/or substance use among SGM youth and adults in 
the Netherlands. There was some evidence that SGM 
people in the Netherlands report fewer substance use 
and mental health concerns than SGM people in other, 
less progressive countries—in line with the assumption 
that supportive polices and environments are important 
to the mental health and wellbeing of SGM individu-
als. At the same time, with very few exceptions, studies 
included in the review reported more mental health con-
cerns and more substance use among SGM participants 
than among their cisgender, heterosexual counterparts.

SGM people in the Netherlands, particularly youth, gay 
men, and TGD people, reported experiencing minority 
stress in multiple contexts (e.g., school, work, older adult 
care settings); findings related to SMW and to bisexual 
men were too limited to draw conclusions. Evidence 
suggests that despite relatively low levels of structural 
stigma in the Netherlands, many Dutch SGM people 
feel the need to censor their identity and gender expres-
sion in many contexts. Findings from Dutch gay men in 
the Aggarwal and Gerrets [81] study and older Dutch 
SGM adults in the Leyerzapf, Visse [97] study indicate 
that such censoring is linked to experiences (or fear) of 
rejection. Social rejection and social isolation are pow-
erful determinants of health outcomes [118], and older 
SGM adults are especially vulnerable to social isolation 
[119]. Findings such as these raise the question: Given 
the broad range of supportive policies aimed at protect-
ing the rights of SGM people in the Netherlands, what 
factors are associated with persistent SGM-related health 
disparities?

Unfortunately, the results of this review shed limited 
light on this question. Compared to some other west-
ern countries, such as Australia, Canada, and the U.S., 
where research on SGM health is rapidly growing, Dutch 
research on SGM health is quite limited. It is possible 
that researchers and funders have not seen the need for 
such research, given that SGM people are perceived to 
be widely accepted in the country [120], whereas accep-
tance in the U.S. and in other countries that are major 
producers of SGM research is more mixed. Research in 
these countries tends to focus primarily on problems (i.e., 

negative health behaviors and poor health outcomes) 
at the individual level rather than on resilience (posi-
tive health behaviors and outcomes). Perhaps because of 
this tendency, most SGM-related research draws on the 
minority stress model. This theoretical perspective pos-
its that sexual- and gender-related health disparities are 
largely caused by unique stressors (e.g., stigma, harass-
ment) that SGM people experience, in addition to every-
day stressors experienced by individuals in the general 
population. The Dutch studies reviewed in this project 
also mostly focused primarily on problems and gave very 
little attention to resilience. Further, we found no stud-
ies that directly assessed links between structural stigma 
and health outcomes. Attention was primarily given to 
individual-level stressors (e.g., stigma consciousness 
[vigilance regarding expectations of stigma and rejec-
tion], internalized stigma/homophobia [negative feel-
ings about one’s own sexual or gender minority status]); 
or to interpersonal stigma [e.g., discrimination, bullying 
and other forms of violence and trauma]). Given findings 
of persistent health disparities—despite the high level of 
SGM supportive policies in the Netherlands—research is 
needed to better understand the different levels of stigma 
(structural, interpersonal, individual) and how they inter-
act to impact health among SGM people [34].

A particularly important area for structural-level 
research not addressed in the studies we reviewed is 
healthcare. Healthcare providers’ cis/heteronormative 
biases, stereotyping, prejudice, and clinical uncertainty 
have been shown to contribute to health disparities in 
other countries [121–124]. To avoid discriminatory or 
stigmatizing treatment, SGM people often postpone 
healthcare or conceal their sexual or gender identity 
when seeking care [122], thereby reducing providers’ 
ability to understand and address their health needs. 
This is particularly the case for transgender people who 
report the greatest levels of dissatisfaction and reluc-
tance to seek healthcare and medical treatment among 
all SGM population groups [125–128]. A growing body 
of evidence points to deficiencies in health professionals’ 
education as a major reason for physicians’ and nurses’ 
lack of knowledge, biases and stereotypes regarding 
SGM people and their health [129–134]. Recent studies 
evaluating SGM health content in medical and health 
professions curricula have found major gaps and unmet 
learning needs among both students and educators [134, 
135], despite the international availability of educational 
frameworks and materials [136, 137]. Currently, most 
education on SGM health is informal and supported by 
organizations such as the ‘Alliantie Gezondheidszorg op 
Maat’ (an alliance of several non-governmental organiza-
tions that provide educational material for the health and 
care sector), Roze in Wit (Pink in White, a national orga-
nization of SGM physicians who push for change at the 
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policy and institutional levels) and “Treat it Queer” (an 
advocacy group of young physicians who teach clinical 
workshops and develop educational materials) [138]. The 
lack of inclusion of SGM related information in health 
professional training is likely linked to limited research 
and information about the health of SGM population 
groups. Strategies to improve access to knowledgeable 
and sensitive healthcare are essential.

Gaps in the literature
Findings from this review point to many gaps in SGM 
research on substance use and mental health in the Neth-
erlands. For example, only one study focused exclusively 
on adult SMW; this study consisted of a qualitative explo-
ration of coming out, sexuality, mental health, and dis-
crimination among 10 lesbian and bisexual women with 
mild intellectual disabilities. More attention was given to 
sexual minority girls, but mostly in the context of exam-
ining sex/gender differences in mental health or sub-
stance use outcomes among SGM adolescents and young 
adults. The lack of attention to sexual minority girls and 
women is important given that research in other parts 
of the world consistently finds sex/gender differences in 
health outcomes. Indeed, several studies (e.g., Bos, van 
Beusekom [76], la Roi, Kretschmer [16]) in this review 
found such differences. There was some evidence that 
bisexual girls and women are at greater risk for substance 
use and poor mental health than lesbian girls and women, 
but more research is needed, both to replicate these find-
ings and to understand what factors may contribute to 
this heightened risk. Moreover, as noted above, only two 
studies focused on older SGM adults, and few studies 
focused on the experiences of non-binary individuals.

In addition to the paucity of studies on SM girls and 
women, bisexual men, older SGM adults, and nonbi-
nary people, nearly all study samples were quite homog-
enous; race or ethnicity was rarely reported. Exceptions 
include a study of gay Iranian men [80] and another of 
transgender Iranian people [108]. The growing emphasis 
on intersectionality in the literature from other countries 
highlights the importance of factors such as race/ethnic-
ity, gender, socioeconomic status, and other marginalized 
statuses in studies of SGM health [139–144]. These fac-
tors may interact to mediate or to moderate the impact of 
stigma on health status differently across groups within 
the SGM population.

Although some studies had large sample sizes, primar-
ily those that conducted secondary analyses of existing 
data sets, most samples were small and used non-prob-
ability sampling methods. Only 11 of the included stud-
ies (six of LGB adults, four of LGB youth, and one of 
TGD youth) used nationally representative probability 
samples. This limitation makes it difficult to compare the 
Netherlands with other countries and may contribute to 

over or under estimation of mental health and substance 
use disparities.

Additionally, many studies, especially those focused 
on youth, assessed sexual orientation based on sexual 
attraction. Studies of SGM adults sometimes used hav-
ing a same-sex partner as a proxy for SGM status. Previ-
ous research has found that health concerns and health 
disparities vary based on how sexual minority status is 
assessed [145]. Further, as is the case in literature about 
transgender health more generally, terms referring to 
assigned sex at birth (“male” and “female”) and gender 
(“men” and “women”) in the Dutch studies we reviewed 
were sometimes used interchangeably. This contributes 
to confusion about whether health differences are due to 
sex, gender, both, or neither and complicates understand-
ing of health disparities overall.

It was notable that most studies on substance use in 
the current review focused primarily on drug use dur-
ing sexual activities among men who have sex with men 
and rarely used measures of substance use disorders. 
Although one study used alcohol and drug use disor-
der measures [106], these were used in association with 
changes during PrEP use. Studies that assess disparities 
in substance use disorders by sexual identity and gender 
identity using probability samples, or large nonprobabil-
ity samples, are important to evaluate potential need for 
culturally appropriate treatment or other interventions 
designed to address hazardous alcohol or drug use.

Perhaps one reason for the somewhat narrow focus of 
SGM studies conducted in the Netherlands is the fact 
that a relatively small number of authors conducted many 
of the studies included in this review, particularly those 
with SGM youth. These authors work in departments and 
research groups that focus on youth and families more 
generally; to our knowledge, none of these departments 
or groups focus specifically on SGM youth.

Limitations of our methods
Given the nature of scoping reviews—which aim to syn-
thesize an existing and evolving body of literature to 
determine knowledge gaps and identify areas for future 
empirical work—we may have missed studies or other lit-
erature that could have provided a more complete under-
standing of SGM health in the Netherlands. In keeping 
with scoping review methodology, we did not address 
risk of bias or evaluate other limitations of individual 
studies. In addition, we made the decision to limit the 
time frame for included studies to 2010–2022. By doing 
so, we may have missed studies with useful findings that 
were published before 2010.
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Major recommendations
The Netherlands may need to examine its stance on equality
The paradox of persistent SGM health disparities despite 
the Netherlands’s strong history of supportive policies 
highlights the importance of recognizing that health 
inequalities have multiple root causes and that reduc-
ing these inequalities is complex. Ironically, the Neth-
erlands’s strong reputation as a progressive and tolerant 
country, and its stance on equality, may inadvertently 
contribute to the problem. As noted by a United Nations 
Special Rapporteur on racism, racial discrimination, and 
related intolerance: “The paradox in the Netherlands is 
that insistence that equality and tolerance already exist 
actually operates as a barrier to achieving this equality 
and tolerance in fact.” Thus, “this insistence makes it dif-
ficult to mobilize the resources and action necessary to 
ensure equality, non-discrimination and inclusion for 
all” [146]. If the Dutch believe that the goal of creating 
a completely equal society has been achieved, explicit 
attention to the health and welfare of SGM people and 
other marginalized populations may be perceived as no 
longer necessary.

Further, drawing on Butler’s [147] theory of normaliza-
tion and Goffman’s [148] theories of stigmatization, Rob-
inson [149] conducted in-depth interviews with SGM 
people in the Netherlands to explore how the country’s 
social acceptance and legal protections impact their lives. 
Based on information gleaned from these interviews Rob-
inson argues that the danger of acceptance is invisibility, 
shame, and fear for those who assimilate, and marginal-
ization for those who do not conform to assimilationist 
discourses, including transgender individuals and oth-
ers who do not conform to traditional gender roles or 
expression. Robinson concludes that new approaches to 
dismantling heteronormativity are necessary to achieve 
genuine acceptance for SGM people in the Netherlands.

Need for theoretical perspectives other than minority stress 
and for structured programs of research and research 
funding
Other than frequent use of the minority stress theoreti-
cal framework, studies included in this review had little 
in common. For example, research questions, definitions 
of measures, and outcomes were often quite disparate, 
making comparisons across study findings difficult, if not 
impossible. The almost exclusive reliance on the minority 
stress model is also a limitation. Models and frameworks 
that incorporate a broader range of social determinants 
of health, interpersonal relationships, and life course 
perspectives are needed to guide a more cohesive body 
of research about SGM health in the Netherlands. For 
example, Diamond and Alley [47] argue that the nar-
row focus on minority stress in SGM health research 
has likely obscured important information about factors 

underlying sexual- and gender-related health disparities. 
In particular, they assert that the lack of sufficient social 
safety is a primary cause of stigma-related health dis-
parities and an important target for intervention. Social 
Safety refers to “social connection, social inclusion, social 
protection, social recognition, and social acceptance” 
(p. 5), which, based on limited findings in this review, 
appears to be a key factor contributing to heightened 
risk for substance use and poor mental health among 
SGM people living in the Netherlands. For example, a 
number of study findings highlighted the negative effects 
of rejection, social isolation and lack of social recogni-
tion on SGM adults’ mental health [81, 97] and on SGM 
youth’s mental health [16, 53, 57, 59, 71, 75]. The impact 
of structural factors (e.g., socioeconomic status, geogra-
phy, healthcare contexts and experiences) are also impor-
tant social and contextual determinants of SGM health 
outcomes that need to be better understood. According 
to Fundamental Cause Theory, health inequalities per-
sist even when risk factors change over time because, for 
example, individuals who are part of lower-status groups 
have less access than those of higher-status groups to 
health promoting or protecting resources, such as knowl-
edge, prestige, power, and supportive social connec-
tions [9]. Alternative theories such as Social Safety and 
Fundamental Cause Theory hold promise for deepening 
understanding of mechanisms underlying SGM health 
disparities and factors other than minority stress that 
contribute to poorer health among SGM people and may 
help explain the disconnect between the high level of 
SGM supportive laws and policies and persistent health 
disparities in the Netherlands. With this information, 
tailored interventions for SGM people of various ages, 
genders, and socioeconomic status can be developed. 
Longitudinal cohort studies using representative samples 
are the gold standard and could greatly facilitate under-
standing of the impact of historical changes and age-
varying developmental factors.

Published reports of the studies included in this review 
rarely mentioned funding and we are aware of no funding 
sources specifically for SGM health research in the Neth-
erlands. Lack of funding may reflect the lack of recogni-
tion among funding bodies that SGM people experience 
poorer health than heterosexual people. This, in turn, 
may help explain why sexual orientation and gender iden-
tity data have not been systematically assessed in national 
health and epidemiological surveys in the Netherlands—
and contributes to the major gaps in knowledge observed 
in our review. Funding for and dissemination of research 
regarding antiretroviral treatments greatly reduced SGM 
disparities related to HIV/AIDS in the Netherlands [150], 
but other major health concerns among SGM people, 
such as those arising from stigma, trauma, stress, and 
violence, remain understudied.
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To move toward a more comprehensive, health justice 
driven SGM research landscape it is important that indi-
vidual researchers in the Netherlands (and Flanders) join 
forces [151]. Practically, this would mean active involve-
ment in shaping research programs of the major funding 
bodies (e.g., NWO and ZonMW). In addition, it would 
entail a commitment to interdisciplinary and cross disci-
plinary research. Health research priorities in the Neth-
erlands are linked to societal challenges defined by the 
Dutch government; these challenges inform how research 
funding is allocated. Recently, socioeconomic inequality 
has been prioritized as an important research and policy 
target. To maximize SGM research funding opportuni-
ties efforts might be framed to focus on understand-
ing the interplay among socioeconomic status or class, 
SGM status, and health. The Social and Cultural Planning 
office has argued that target group approaches—such as 
research focused on SGM health—will have negligible 
impact because such groups include people of diverse 
socioeconomic backgrounds [151, 152]. Consequently, 
the current emphasis on class-based disparities and the 
ensuing need for national remediation strategies in which 
class relationships are explicitly recognized has implica-
tions for SGM research agendas. For instance, it implies 
that investigations into how socioeconomic status 
impacts the health of SGM subgroups—drawing on theo-
retical perspectives such as the Fundamental Cause The-
ory [153]—are more closely aligned with current research 
priorities. In addition, given the emphasis on community 
participation in research, SGM studies that incorporate 
these methods may be attractive to Dutch funding agen-
cies (see, e.g., Ünsal, Demetrovics [151]).

Conclusion
To address and eliminate SGM health disparities, greater 
understanding of the mechanisms underlying these dis-
parities is essential. Our findings point to major gaps 
in the literature related to Dutch SGM people’s health 
regarding the sub-populations studied, the theoretical 
perspectives used, and the overall limited research on 
the topic. Findings also point to the need for resources 
that support collaborative SGM health focused research 
teams in the Netherlands and the need for research-
ers in the Netherlands and elsewhere to move beyond 
the current narrow focus on minority stress to under-
stand causes of sexual and gender identity related health 
disparities. Remediating SGM health disparities in the 
Netherlands and in other countries requires a multifac-
eted approach that addresses the fundamental causes of 
inequalities, focuses on preventing harmful wider social 
influences, and works to mitigate the negative effects of 
inequalities on individuals.

Acknowledgements
N/A.

Author contributions
All authors participated in the conceptualization of the scoping review. TLH, 
LB, and LD led the development of the study protocol. All authors contributed 
to data analysis, interpretation, and writing the manuscript. All team members 
participated in the review of the manuscript and approved its final version.

Funding
Drs. Hughes’ (R01AA12228-14), Bochicchio’s (F32AA029957), and Veldhuis’ 
(R00AA028049) time was partially supported by grants from the National 
Institutes of Health/National Institute on Alcohol Abuse and Alcoholism.

Data Availability
N/A.

Declarations

Ethics approval and consent to participate
IRB approval was not required for this project because the scoping review 
examined and summarized publicly available data.

Consent for publication
N/A.

Competing interests
The authors declare no competing interests.

Author details
1School of Nursing, Department of Psychiatry, Columbia University Irving 
Medical School, Center for Sexual and Gender Minority Health Research, 
560 West 168 Street, New York, NY, USA
2Columbia University School of Nursing Center for Sexual and Gender 
Minority Health Research, 560 West 168th Street, New York, NY, USA
3College of Health and Human Sciences, San Jose State University, One 
Washington Square, San Jose, CA, USA
4Department of Ethics, Law and Humanities, Amsterdam UMC location 
VUmc, De Boelelaan 1118, Amsterdam 1081 HZ, Netherlands
5School of Health, Saxion University of Applied Sciences, M. H. Tromplaan 
28, Enschede 7513 AB, Netherlands
6Departments of Medical Social Sciences, Psychology, Psychiatry, and 
Obstetrics & Gynecology, Northwestern University, 625 N. Michigan Ave., 
14th Floor, Chicago, IL, USA
7Present address: Kohnstamm Instituut, Keizer Karelplein 1,  
Amstelveen 1185 HL, Netherlands
8Research Institute Child Development and Education, Faculty of Social 
and Behavioural Sciences, University of Amsterdam, Amsterdam  
1012 WX, Netherlands

Received: 28 June 2023 / Accepted: 12 December 2023

References
1. World Health Organization. Constitution. World Health Organization. 

924160252X; 1989. Report No.
2. United Nations General Assembly. Transforming our world: the 2030 agenda 

for Sustainable Development. New York, NY, USA: United Nations; 2015.
3. National Institutes of Health Sexual &. Gender Minority Research Office. 

About SGMRO n.d.
4. Hughes T, Sommers L. Health disparities among sexual minority women. In: 

Langer A, Meleis A, Knaul FM, Atun R, Aran M, Arreola-Ornelas H, Frenk J, edi-
tors. Women and health: the key for sustainable development. Volume 386. 
The Lancet; 2015. pp. 1165–210.

5. Rosa W, Moreland P, Hughes T. Global Health Equity for LGBTQ people and 
populations. In: Moss M, Phillips J, editors. Health Equity and nursing: Achiev-
ing Health Equity through Policy, Population Health, and interprofessional 
collaboration. New York: Springer; 2020. pp. 159–80.



Page 21 of 24Hughes et al. BMC Public Health         (2023) 23:2533 

6. Reisner SL, Poteat T, Keatley J, Cabral M, Mothopeng T, Dunham E, et al. 
Global health burden and needs of transgender populations: a review. The 
Lancet. 2016;388(10042):412–36.

7. Zeeman L, Sherriff N, Browne K, McGlynn N, Mirandola M, Gios L, et al. A 
review of lesbian, gay, bisexual, trans and intersex (LGBTI) health and health-
care inequalities. Eur J Pub Health. 2019;29(5):974–80.

8. Lo S, Horton R. Transgender health: an opportunity for global health equity. 
The Lancet. 2016;388(10042):316–8.

9. Bränström R, Hatzenbuehler ML, Pachankis JE. Sexual orientation disparities 
in physical health: age and gender effects in a population-based study. Soc 
Psychiatry Psychiatr Epidemiol. 2016;51:289–301.

10. Poteat TC, van der Logie CH. Advancing LGBTQI health research. The Lancet. 
2021;397(10289):2031–3.

11. Hughes T, Veldhuis C, Drabble L, Wilsnack S. Research on alcohol and other 
drug (AOD) use among sexual minority women: a global scoping review. 
PLoS ONE. 2020;15(3):e0229869.

12. Barger BT, Obedin-Maliver J, Capriotti MR, Lunn MR, Flentje A. Characteriza-
tion of substance use among underrepresented sexual and gender minority 
participants in the Population Research in Identity and disparities for Equality 
(PRIDE) study. Substance Abuse. 2021;42(1):104–15.

13. Kidd JD, Jackman KB, Wolff M, Veldhuis CB, Hughes TL. Risk and protective 
factors for substance use among sexual and gender minority youth: a scop-
ing review. Curr Addict Rep. 2018;5:158–73.

14. Schuler MS, Collins RL. Sexual minority substance use disparities: bisexual 
women at elevated risk relative to other sexual minority groups. Drug Alco-
hol Depend. 2020;206:107755.

15. Hughes T, Szalacha LA, McNair R. Substance abuse and mental health dispari-
ties: comparisons across sexual identity groups in a national sample of young 
Australian women. Soc Sci Med. 2010;71(4):824–31.

16. la Roi C, Kretschmer T, Dijkstra JK, Veenstra R, Oldehinkel AJ. Disparities 
in depressive symptoms between heterosexual and lesbian, gay, and 
bisexual youth in a Dutch cohort: the TRAILS Study. J Youth Adolesc. 
2016;45(3):440–56.

17. Skerrett DM, Mars M. Addressing the social determinants of suicidal behav-
iors and poor mental health in LGBTI populations in Australia. LGBT Health. 
2014;1(3):212–7.

18. Schulz CT, Glatt EM, Stamates AL. Risk factors associated with alcohol and 
drug use among bisexual women: a literature review. Exp Clin Psychophar-
macol. 2022;30(5):740.

19. di Giacomo E, Krausz M, Colmegna F, Aspesi F, Clerici M. Estimating the risk of 
attempted Suicide among sexual minority youths: a systematic review and 
meta-analysis. JAMA Pediatr. 2018;172(12):1145–52.

20. de Graaf R, Sandfort TG, ten Have M. Suicidality and sexual orientation: differ-
ences between men and women in a general population-based sample from 
the Netherlands. Arch Sex Behav. 2006;35(3):253–62.

21. Miranda-Mendizabal A, Castellvi P, Pares-Badell O, Almenara J, Alonso I, 
Blasco MJ, et al. Sexual orientation and suicidal behaviour in adolescents 
and young adults: systematic review and meta-analysis. Br J Psychiatry. 
2017;211(2):77–87.

22. Parra LA, van Bergen DD, Dumon E, Kretschmer T, La Roi C, Portzky G, et al. 
Family belongingness attenuates entrapment and buffers its association with 
suicidal ideation in a sample of Dutch sexual minority emerging adults. Arch 
Sex Behav. 2021;50(3):983–1001.

23. Skerrett DM, Kõlves K, De Leo D. Are LGBT populations at a higher risk for sui-
cidal behaviors in Australia? Research findings and implications. J Homosex. 
2015;62(7):883–901.

24. Williams AJ, Jones C, Arcelus J, Townsend E, Lazaridou A, Michail M. A system-
atic review and meta-analysis of victimisation and mental health prevalence 
among LGBTQ + young people with experiences of self-harm and Suicide. 
PLoS ONE. 2021;16(1):e0245268.

25. Hatchel T, Polanin JR, Espelage DL. Suicidal thoughts and behaviors among 
LGBTQ youth: Meta-analyses and a systematic review. Archives of Suicide 
Research. 2021;25(1):1–37.

26. Van Bergen DD, Bos HM, van Lisdonk J, Keuzenkamp S, Sandfort TG. Victimiza-
tion and suicidality among Dutch lesbian, gay, and bisexual youths. Am J 
Public Health. 2013;103(1):70–2.

27. Meyer IH. Prejudice, social stress, and mental health in lesbian, gay, and 
bisexual populations: conceptual issues and research evidence. Psychol Bull. 
2003;129(5):674–97.

28. Brooks VR. Minority stress and lesbian women. Free Press; 1981.

29. Hendricks ML, Testa RJ. A conceptual framework for clinical work with trans-
gender and gender nonconforming clients: an adaptation of the minority 
stress model. Prof Psychology: Res Pract. 2012;43(5):460.

30. Hughto JMW, Reisner SL, Pachankis JE. Transgender stigma and health: a criti-
cal review of stigma determinants, mechanisms, and interventions. Soc Sci 
Med. 2015;147:222–31.

31. Sevelius J, Chakravarty D, Neilands TB, Keatley J, Shade SB, Johnson MO, et al. 
Evidence for the model of gender affirmation: the role of gender affirma-
tion and healthcare empowerment in viral suppression among transgender 
women of color living with HIV. AIDS Behav. 2021;25:64–71.

32. Layland EK, Carter JA, Perry NS, Cienfuegos-Szalay J, Nelson KM, Bonner CP, 
et al. A systematic review of stigma in sexual and gender minority health 
interventions. Translational Behav Med. 2020;10(5):1200–10.

33. Pachankis JE, Bränström R. Hidden from happiness: structural stigma, sexual 
orientation concealment, and life satisfaction across 28 countries. J Consult 
Clin Psychol. 2018;86(5):403.

34. Hatzenbuehler ML. Structural stigma: Research evidence and implications for 
psychological science. Am Psychol. 2016;71(8):742.

35. Pachankis JE, Hatzenbuehler ML, Bränström R, Schmidt AJ, Berg RC, Jonas K, 
et al. Structural stigma and sexual minority men’s depression and suicidality: 
a multilevel examination of mechanisms and mobility across 48 countries. J 
Abnorm Psychol. 2021;130(7):713.

36. Drabble LA, Wootton AR, Veldhuis CB, Riggle EDB, Rostosky SS, Lannutti PJ, et 
al. Perceived psychosocial impacts of legalized same-sex marriage: a scoping 
review of sexual minority adults’ experiences. PLoS ONE. 2021;16(5):e0249125.

37. Ecker S, Rostosky SS, Riggle EDB, Riley EA, Byrnes JM. The Australian marriage 
equality debate: a qualitative analysis of the self-reported lived experience of 
lesbian, gay, bisexual, transgender, intersex, and queer (LGBTIQ) people. Int 
Perspect Psychology: Res Pract Consultation. 2019;8(4):212–26.

38. Everett BG, Hatzenbuehler ML, Hughes TL. The impact of civil union legisla-
tion on minority stress, depression, and hazardous drinking in a diverse 
sample of sexual-minority women: a quasi-natural experiment. Soc Sci Med. 
2016;169:180–90.

39. Hatzenbuehler ML. The influence of state laws on the mental health of sexual 
minority youth. JAMA Pediatr. 2017;171(4):322–4.

40. Saxby K, de New SC, Petrie D. Structural stigma and sexual orientation dispari-
ties in healthcare use: evidence from Australian census-linked-administrative 
data. Soc Sci Med. 2020;255:113027.

41. ILGA-Europe. Rainbow Europe Map and Index 2023. 2023.
42. ILGA-Europe. Rainbow Europe Map and Index 2010. 2010.
43. Flores AR. Social acceptance of LGBTI people in 175 countries and locations: 

1981–2020. UCLA School of Law, The Williams Institute; 2021.
44. Pachankis JE, Hatzenbuehler ML, Hickson F, Weatherburn P, Berg RC, Marcus 

U, et al. Hidden from health: structural stigma, sexual orientation conceal-
ment, and HIV across 38 countries in the European MSM Internet Survey. 
AIDS. 2015;29(10):1239.

45. Bränström R, Fellman D, Pachankis J. Structural stigma and sexual minor-
ity victimization across 28 countries: the moderating role of gender, 
gender nonconformity, and socioeconomic status. J Interpers Violence. 
2023;38(3–4):3563–85.

46. 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. Soc Probl. 2023:spad029.

47. Diamond LM, Alley J. Rethinking minority stress: a social safety perspective 
on the health effects of stigma in sexually-diverse and gender-diverse popu-
lation. Neurosci Biobehavioral Reviews. 2022:104720.

48. Peters MD, Marnie C, Tricco AC, Pollock D, Munn Z, Alexander L, et al. Updated 
methodological guidance for the conduct of scoping reviews. JBI Evid Syn-
thesis. 2020;18(10):2119–26.

49. Page MJ, Moher D, McKenzie JE. Introduction to PRISMA 2020 and implica-
tions for research synthesis methodologists. Res Synthesis Methods. 
2022;13(2):156–63.

50. Bos H, van Beusekom G, Sandfort T. Sexual attraction and psychological 
adjustment in Dutch adolescents: coping style as a mediator. Arch Sex Behav. 
2014;43:1579–88.

51. Sandfort TG, Bos HM, Collier KL, Metselaar M. School environment and the 
mental health of sexual minority youths: a study among Dutch young ado-
lescents. Am J Public Health. 2010;100(9):1696–700.

52. Collier KL, Bos HM, Sandfort TG. Homophobic name-calling among second-
ary school students and its implications for mental health. J Youth Adolesc. 
2013;42:363–75.



Page 22 of 24Hughes et al. BMC Public Health         (2023) 23:2533 

53. Baams L, Bos HM, Jonas KJ. How a romantic relationship can protect same-
sex attracted youth and young adults from the impact of expected rejection. 
J Adolesc. 2014;37(8):1293–302.

54. Baams L, Beek T, Hille H, Zevenbergen FC, Bos HM. Gender nonconformity, 
perceived stigmatization, and psychological well-being in Dutch sexual 
minority youth and young adults: a mediation analysis. Arch Sex Behav. 
2013;42:765–73.

55. van Bergen DD, Spiegel T. Their words cut me like a Knife’: coping 
responses of Dutch lesbian, gay and bisexual youth to stigma. J Youth Stud. 
2014;17(10):1346–61.

56. van Beusekom G, Baams L, Bos HM, Overbeek G, Sandfort TG. Gender 
nonconformity, homophobic peer victimization, and mental health: how 
same-sex attraction and biological sex matter. J Sex Res. 2016;53(1):98–108.

57. Baams L. Disparities for LGBTQ and gender nonconforming adolescents. 
Pediatrics. 2018;141(5):1–10.

58. Baams L, Ten Have M, de Graaf R, de Jonge P. Childhood trauma and bullying-
victimization as an explanation for differences in mental disorders by sexual 
orientation. J Psychiatr Res. 2021;137:225–31.

59. Kaufman TM, Baams L, Dubas JS. Microaggressions and depressive symptoms 
in sexual minority youth: the roles of rumination and social support. Psychol 
Sex Orientat Gend Divers. 2017;4(2):184–92.

60. Kaufman TM, Baams L, Veenstra R. Disparities in persistent victimization and 
associated internalizing symptoms for heterosexual versus sexual minority 
youth. J Res Adolescence. 2020;30:516–31.

61. Steensma TD, Biemond R, de Boer F, Cohen-Kettenis PT. Desisting and persist-
ing gender dysphoria after childhood: a qualitative follow-up study. Clin 
Child Psychol Psychiatry. 2011;16(4):499–516.

62. Ghassabian A, Suleri A, Blok E, Franch B, Hillegers MH, White T. Adolescent 
gender diversity: sociodemographic correlates and mental health outcomes 
in the general population. J Child Psychol Psychiatry. 2022;63(11):1415–22.

63. De Vries AL, Steensma TD, Doreleijers TA, Cohen-Kettenis PT. Puberty suppres-
sion in adolescents with gender identity disorder: a prospective follow‐up 
study. J Sex Med. 2011;8(8):2276–83.

64. Biggs M. Gender dysphoria and psychological functioning in adolescents 
treated with GnRHa: comparing Dutch and English prospective studies. Arch 
Sex Behav. 2020;49(7):2231–6.

65. n der Miesen AI, Steensma TD, de Vries AL, Bos H, Popma A. Psychological 
functioning in transgender adolescents before and after gender-affirmative 
care compared with cisgender general population peers. J Adolesc Health. 
2020;66(6):699–704.

66. de Graaf H, Picavet C. Sexual trajectories of lesbian, gay, and bisexual adults in 
the Netherlands. Arch Sex Behav. 2018;47(4):1209–19.

67. Steensma TD, Zucker KJ, Kreukels BP, VanderLaan DP, Wood H, Fuentes A, et 
al. Behavioral and emotional problems on the teacher’s report form: a cross-
national, cross-clinic comparative analysis of gender dysphoric children and 
adolescents. J Abnorm Child Psychol. 2014;42:635–47.

68. de Vries AL, Steensma TD, Cohen-Kettenis PT, VanderLaan DP, Zucker KJ. Poor 
peer relations predict parent-and self-reported behavioral and emotional 
problems of adolescents with gender dysphoria: a cross-national, cross-clinic 
comparative analysis. Eur Child Adolesc Psychiatry. 2016;25:579–88.

69. de Graaf NM, Cohen-Kettenis PT, Carmichael P, de Vries AL, Dhondt K, Lari-
daen J, et al. Psychological functioning in adolescents referred to specialist 
gender identity clinics across Europe: a clinical comparison study between 
four clinics. Eur Child Adolesc Psychiatry. 2018;27:909–19.

70. de Graaf NM, Steensma TD, Carmichael P, VanderLaan DP, Aitken M, Cohen-
Kettenis PT et al. Suicidality in clinic-referred transgender adolescents. Eur 
Child Adolesc Psychiatry. 2020:1–17.

71. Alberse A-ME, de Vries AL, Elzinga WS, Steensma TD. Self-perception of trans-
gender clinic referred gender diverse children and adolescents. Clin Child 
Psychol Psychiatry. 2019;24(2):388–401.

72. Steensma TD, McGuire JK, Kreukels BP, Beekman AJ, Cohen-Kettenis PT. 
Factors associated with desistence and persistence of childhood gender dys-
phoria: a quantitative follow-up study. J Am Acad Child Adolesc Psychiatry. 
2013;52(6):582–90.

73. de Graaf NM, Huisman B, Cohen-Kettenis PT, Twist J, Hage K, Carmichael P, 
et al. Psychological functioning in non-binary identifying adolescents and 
adults. J Sex Marital Ther. 2021;47(8):773–84.

74. Arnoldussen M, Steensma TD, van der Popma A, Twisk JW, de Vries AL. 
Re-evaluation of the Dutch approach: are recently referred transgender 
youth different compared to earlier referrals? Eur Child Adolesc Psychiatry. 
2020;29(6):803–11.

75. Kiekens W, Baams L, Veenstra R. Differences by sex and gender in the associa-
tion between minority stress and alcohol use among sexual and gender 
minority youth: a daily diary study. Soc Sci Med. 2022;294:114679.

76. Bos H, van Beusekom G, Sandfort T. Drinking motives, alcohol use, and sexual 
attraction in youth. J Sex Res. 2016;53(3):309–12.

77. Kuyper L, de Roos S, Iedema J, Stevens G. Growing up with the right to marry: 
sexual attraction, substance use, and well-being of Dutch adolescents. J 
Adolesc Health. 2016;59(3):276–82.

78. Kiekens W, la Roi C, Bos HM, Kretschmer T, van Bergen DD, Veenstra R. Explain-
ing health disparities between heterosexual and LGB adolescents by integrat-
ing the minority stress and psychological mediation frameworks: findings 
from the TRAILS study. J Youth Adolesc. 2020;49:1767–82.

79. Kuyper L, Bos H. Mostly heterosexual and lesbian/gay young adults: differ-
ences in mental health and substance use and the role of minority stress. J 
Sex Res. 2016;53(7):731–41.

80. Jafary H, Ashrafi E. Attachment and emotion regulation: a cross-cultural 
comparative study of Iranian and Dutch gay men. J Homosex. 2022:1–16.

81. Aggarwal S, Gerrets R. Exploring a Dutch paradox: an ethnographic 
investigation of gay men’s mental health. Culture. Health & Sexuality. 
2014;16(2):105–19.

82. Achterbergh RCA, van Rooijen MS, Boyd A, de Vries HJC. Enhancing help-
seeking behaviour among men who have sex with men at risk for sexually 
transmitted Infections: the syn. Bas. In randomised controlled trial. Sex 
Transm Infect. 2021;97(1):11–7.

83. Bos HH. Planned gay father families in kinship arrangements. Australian and 
New Zealand Journal of Family Therapy. 2010;31(4):356–71.

84. Stoffelen JM, Schaafsma D, Kok G, Curfs LM. Women who love: an explorative 
study on experiences of lesbian and bisexual women with a mild intellectual 
disability in the Netherlands. Sex Disabil. 2018;36:249–64.

85. Schrijvers AM, van Rooij FB, de Reus E, van der Schoonenberg M, Visser M, 
et al. Psychosocial counselling in donor sperm treatment: unmet needs 
and mental health among heterosexual, lesbian and single women. Reprod 
Biomed Online. 2020;41(5):885–91.

86. Sandfort TG, de Graaf R, Ten Have M, Ransome Y, Schnabel P. Same-sex sexual-
ity and psychiatric disorders in the second Netherlands Mental Health Survey 
and Incidence Study (NEMESIS-2). LGBT Health. 2014;1(4):292–301.

87. Gevonden M, Selten J, Myin-Germeys I, De Graaf R, Ten Have M, Van Dors-
selaer S, et al. Sexual minority status and psychotic symptoms: findings from 
the Netherlands Mental Health Survey and Incidence studies (NEMESIS). 
Psychol Med. 2014;44(2):421–33.

88. Kuyper L, Fernee H, Keuzenkamp S. A comparative analysis of a community 
and general sample of lesbian, gay, and bisexual individuals. Arch Sex Behav. 
2016;45:683–93.

89. Tornello SL, Ivanova K, Bos H. Same-sex and mixed-sex couples in the Neth-
erlands: the association between life satisfaction and relationship dynamics. J 
Fam Issues. 2018;39(6):1443–64.

90. n den Akker H, Blaauw J, van der Lubbers M, Scheepers P, Verbakel E. Health 
and happiness among homosexual couples in Europe. Int Psychiatry. 
2013;10(2):31–3.

91. Feddes AR, Jonas KJ. Associations between Dutch LGBT hate crime experi-
ence, well-being, trust in the police and future hate crime reporting. Social 
Psychol. 2020;51(3):171–82.

92. Schouten A, van de Knipscheer J, Woertman L. Islamic and homosexual 
in the Netherlands-a double mental burden? Psychologie & Gezondehid. 
2011;39(3):138–44.

93. Van Beusekom G, Bos HM, Kuyper L, Overbeek G, Sandfort TG. Gender 
nonconformity and mental health among lesbian, gay, and bisexual adults: 
homophobic stigmatization and internalized homophobia as mediators. J 
Health Psychol. 2018;23(9):1211–22.

94. Kuyper L. Differences in workplace experiences between lesbian, gay, 
bisexual, and heterosexual employees in a representative population study. 
Psychol Sex Orientat Gend Divers. 2015;2(1):1–11.

95. Dewinter J, De Graaf H, Begeer S. Sexual orientation, gender identity, and 
romantic relationships in adolescents and adults with autism spectrum 
disorder. J Autism Dev Disord. 2017;47:2927–34.

96. Kuyper L, Fokkema T. Loneliness among older lesbian, gay, and bisexual 
adults: the role of minority stress. Arch Sex Behav. 2010;39:1171–80.

97. Leyerzapf H, Visse M, De Beer A, Abma TA. Gay-friendly elderly care: creating 
space for sexual diversity in residential care by challenging the hetero norm. 
Ageing Soc. 2018;38(2):352–77.

98. Bos HM, Boschloo L, Schoevers RA, Sandfort TG. Depression and anxiety 
in patients with and without same-sex attraction: differences in clinical 



Page 23 of 24Hughes et al. BMC Public Health         (2023) 23:2533 

expression, lifestyle factors, and vulnerability indicators. Brain and Behavior. 
2015;5(9):e00363.

99. Motmans J, Meier P, Ponnet K, T’Sjoen G. Female and male transgen-
der quality of life: socioeconomic and medical differences. J Sex Med. 
2012;9(3):743–50.

100. Cense M, de Haas S, Doorduin T. Sexual victimisation of transgender people 
in the Netherlands: prevalence, risk factors and health consequences. J 
Gender-Based Violence. 2017;1(2):235–52.

101. Kuyper L, Wijsen C. Gender identities and gender dysphoria in the Nether-
lands. Arch Sex Behav. 2014;43:377–85.

102. Heylens G, Elaut E, Kreukels BP, Paap MC, Cerwenka S, Richter-Appelt H, et al. 
Psychiatric characteristics in transsexual individuals: multicentre study in four 
European countries. Br J Psychiatry. 2014;204(2):151–6.

103. Verbeek MJ, Hommes MA, Stutterheim SE, van Lankveld JJ, Bos AE. 
Experiences with stigmatization among transgender individuals after 
transition: a qualitative study in the Netherlands. Int J Transgender Health. 
2020;21(2):220–33.

104. an de Grift TC, Pigot GL, Boudhan S, Elfering L, Kreukels BP, Gijs LA, et al. A lon-
gitudinal study of motivations before and psychosexual outcomes after geni-
tal gender-confirming Surgery in transmen. J Sex Med. 2017;14(12):1621–8.

105. Nikkelen SW, Kreukels BP. Sexual experiences in transgender people: the role 
of desire for gender-confirming interventions, psychological well-being, and 
body satisfaction. J Sex Marital Ther. 2018;44(4):370–81.

106. Wiepjes CM, den Heijer M, Bremmer MA, Nota NM, de Blok CJ, Coumou BJ, 
et al. Trends in Suicide death risk in transgender people: results from the 
Amsterdam cohort of gender Dysphoria study (1972–2017). Acta Psychiatrica 
Scandinavica. 2020;141(6):486–91.

107. Asscheman H, Giltay EJ, Megens JA, De Ronde W, van Trotsenburg MA, 
Gooren LJ. A long-term follow-up study of mortality in transsexuals receiving 
treatment with cross-sex hormones. Eur J Endocrinol. 2011;164(4):635–42.

108. Shirdel-Havar E, Steensma TD, Cohen-Kettenis PT, Kreukels BP. Psychologi-
cal symptoms and body image in individuals with gender dysphoria: a 
comparison between Iranian and Dutch clinics. Int J Transgenderism. 
2019;20(1):108–17.

109. de Neve-Enthoven NG, Callens N, van Kuyk M, van Kuppenveld JH, Drop 
SL, Cohen-Kettenis PT, et al. Psychosocial well-being in Dutch adults with 
disorders of sex development. J Psychosom Res. 2016;83:57–64.

110. Coyer L, Boyd A, Davidovich U, van Bilsen WP, Prins M, Matser A. Increase in 
recreational drug use between 2008 and 2018: results from a prospective 
cohort study among HIV-negative men who have sex with men. Addiction. 
2022;117(3):656–65.

111. Achterbergh RC, de Vries HJ, Boyd A, Davidovich U, Drückler S, Hoornenborg 
E, et al. Identification and characterization of latent classes based on drug use 
among men who have sex with men at risk of sexually transmitted Infections 
in Amsterdam, the Netherlands. Addiction. 2020;115(1):121–33.

112. Achterbergh R, Hoornenborg E, Boyd A, Coyer L, Meuzelaar S, Hogewoning 
A, et al. Changes in mental health and drug use among men who have sex 
with men using daily and event-driven pre-exposure prophylaxis: results 
from a prospective demonstration project in Amsterdam, the Netherlands. 
EClinicalMedicine. 2020;26:100505.

113. Achterbergh R, Drückler S, Van Rooijen M, Van Aar F, Slurink I, De Vries H, et al. 
Sex, Drugs, and sexually transmitted Infections: a latent class analysis among 
men who have sex with men in Amsterdam and surrounding urban regions, 
the Netherlands. Drug Alcohol Depend. 2020;206:107526.

114. Drückler S, van Rooijen MS, de Vries HJ. Substance use and sexual risk 
behavior among male and transgender women sex workers at the Prostitu-
tion outreach center in Amsterdam, the Netherlands. Sex Transm Dis. 
2020;47(2):114–21.

115. Drückler S, van Rooijen MS, de Vries HJ. Chemsex among men who have 
sex with men: a sexualized drug use survey among clients of the sexually 
transmitted Infection outpatient clinic and users of a gay dating app in 
Amsterdam, the Netherlands. Sex Transm Dis. 2018;45(5):325.

116. Evers YJ, Hoebe CJ, Dukers-Muijrers NH, Kampman CJ, Kuizenga-Wessel S, 
Shilue D, et al. Sexual, addiction and mental health care needs among men 
who have sex with men practicing chemsex–a cross-sectional study in the 
Netherlands. Prev Med Rep. 2020;18:101074.

117. Heiligenberg M, Wermeling PR, van Rooijen MS, Urbanus AT, Speksnijder AG, 
Heijman T et al. Recreational drug use during sex and sexually transmitted 
infections among clients of a city sexually transmitted infections clinic in 
Amsterdam, the Netherlands. Sexually Transmitted Diseases. 2012:518 – 27.

118. Plöderl M, Tremblay P. Mental health of sexual minorities. A systematic review. 
Int Rev Psychiatry. 2015;27(5):367–85.

119. Goldsen KF. Shifting social context in the lives of LGBTQ older adults. Public 
Policy & Aging Report. 2018;28(1):24–8.

120. Flores AR. Social acceptance of LGBT people in 174 countries: 1981 to 2017. 
UCLA School of Law, The Williams Institute; 2019.

121. Ayhan CHB, Bilgin H, Uluman OT, Sukut O, Yilmaz S, Buzlu S. A systematic 
review of the discrimination against sexual and gender minority in health 
care settings. Int J Health Serv. 2020;50(1):44–61.

122. Brooks H, Llewellyn CD, Nadarzynski T, Pelloso FC, Guilherme FDS, Pollard A, 
et al. Sexual orientation disclosure in health care: a systematic review. Br J 
Gen Pract. 2018;68(668):e187–e96.

123. European Union Agency for Fundamental Rights. European Union Lesbian, 
Gay, Bisexual and Transgender Survey. 2013.

124. Casey LS, Reisner SL, Findling MG, Blendon RJ, Benson JM, Sayde JM, et al. 
Discrimination in the United States: experiences of lesbian, gay, bisexual, 
transgender, and Queer americans. Health Serv Res. 2019;54:1454–66.

125. Phillips G, Neray B, Janulis P, Felt D, Mustanski B, Birkett M. Utilization and 
avoidance of sexual health services and providers by YMSM and transgender 
youth assigned male at birth in Chicago. AIDS Care. 2019;31(10):1282–9.

126. Harb CY, Pass LE, De Soriano IC, Zwick A, Gilbert PA. Motivators and barriers to 
accessing sexual health care services for transgender/genderqueer individu-
als assigned female sex at birth. Transgender Health. 2019;4(1):58–67.

127. Wingo E, Ingraham N, Roberts SC. Reproductive health care priorities and 
barriers to effective care for LGBTQ people assigned female at birth: a qualita-
tive study. Women’s Health Issues. 2018;28(4):350–7.

128. Bauer GR, Scheim AI, Deutsch MB, Massarella C. Reported emergency depart-
ment avoidance, use, and experiences of transgender persons in Ontario, 
Canada: results from a respondent-driven sampling survey. Ann Emerg Med. 
2014;63(6):713–20. e1.

129. Baiocco R, Pezzella A, Pistella J, Kouta C, Rousou E, Rocamora-Perez P et al. 
LGBT + training needs for health and social care professionals: a cross-cultural 
comparison among seven European countries. Sexuality Res Social Policy 
2021:1–15.

130. Morris M, Cooper RL, Ramesh A, Tabatabai M, Arcury TA, Shinn M, et al. 
Training to reduce LGBTQ-related bias among medical, nursing, and dental 
students and providers: a systematic review. BMC Med Educ. 2019;19:1–13.

131. Muntinga M, Krajenbrink V, Peerdeman S, Croiset G, Verdonk P. Toward 
diversity-responsive medical education: taking an intersectionality-based 
approach to a curriculum evaluation. Adv Health Sci Educ. 2016;21:541–59.

132. Nguyen TP, Sanchez AYA. Increasing trans and gender diverse education for 
Australian medical students: an opportunity to improve access and mental 
health care. Aust N Z J Psychiatry. 2021;55(11):1110–1.

133. Muntinga M, Beuken J, Gijs L, Verdonk P. Are all LGBTQI + patients white and 
male? Good practices and curriculum gaps in sexual and gender minority 
health issues in a Dutch medical curriculum. GMS J Med Educ. 2020;37(2).

134. van Heesewijk J, van de Kent A, Harleman A, Muntinga M. Transgender health 
content in medical education: a theory-guided systematic review of current 
training practices and implementation barriers & facilitators. Adv Health Sci 
Educ. 2022;27(3):817–46.

135. Willey K, Fortuna JK, Guerra J, Gross A, Turner S, Grant T, et al. Inclusion of 
sexual orientation and gender identity (SOGI) cultural competence in higher 
education healthcare programs: a scoping review. Internet J Allied Health Sci 
Pract. 2023;21(2):17.

136. Obedin-Maliver J, Goldsmith ES, Stewart L, White W, Tran E, Brenman S, et al. 
Lesbian, gay, bisexual, and transgender–related content in undergraduate 
medical education. JAMA. 2011;306(9):971–7.

137. Hollenbach AD, Eckstrand KL, Dreger AD. Implementing curricular and insti-
tutional climate changes to improve health care for individuals who are LGBT, 
gender nonconforming, or born with DSD: a resource for medical educators. 
Washington D.C.: Association of American Medical Colleges; 2014.

138. Roze in Wit. Treat it Queer. n.d.
139. Standley CJ, Foster-Fishman P. Intersectionality, social support, and youth 

suicidality: a socioecological approach to prevention. Suicide and Life‐Threat-
ening Behavior. 2021;51(2):203–11.

140. McConnell EA, Tull P, Birkett M. Embodied, situated, and Co-constructed: 
Young sexual minority men’s experiences of intersectional identity and 
minority stress. Sex Roles. 2021;85:606–24.

141. Donaldson CD, Stupplebeen DA, Wilkinson ML, Zhang X, Williams RJ. 
Intersectional disparities in youth Tobacco use by sexual and/or gender 
minority status and race and/or ethnicity. Nicotine and Tobacco Research. 
2023;25(5):898–907.

142. Rhead RD, Woodhead C, Ahmad G, Das-Munshi J, McManus S, Hatch SL. A 
comparison of single and intersectional social identities associated with 



Page 24 of 24Hughes et al. BMC Public Health         (2023) 23:2533 

discrimination and mental health service use: data from the 2014 Adult 
Psychiatric Morbidity Survey in England. Soc Psychiatry Psychiatr Epidemiol. 
2022;57(10):2049–63.

143. Demant D, Oviedo-Trespalacios O, Carroll J-A, Ferris JA, Maier L, Barratt MJ, et 
al. Do people with intersecting identities report more high-risk alcohol use 
and lifetime substance use? Int J Public Health. 2018;63:621–30.

144. Veldhuis CB, Hughes TL, Drabble LA, Wilsnack SC, Matthews AK. Do relation-
ships provide the same levels of protection against heavy drinking for lesbian 
and bisexual women? An intersectional approach. Psychol Sex Orientat Gend 
Divers. 2020;7(3):337.

145. Bostwick WB, Boyd CJ, Hughes TL, McCabe SE. Dimensions of sexual orienta-
tion and the prevalence of mood and anxiety disorders in the United States. 
Am J Public Health. 2010;100(3):468–75.

146. United Nations. The Netherlands: UN expert calls for 
greater equality and tolerance 2019 [Available from: 
https://www.ohchr.org/en/press-releases/2019/10/
netherlands-un-expert-calls-greater-equality-and-tolerance.).

147. Butler J. Undoing gender. New York and London: Routledge; 2004.
148. Goffman E. Stigma: notes on the Management of Spoiled Identity (kindle 

edition). Touchstone. 1963.

149. Robinson BA. Is this what equality looks like? How assimilation marginalizes 
the Dutch LGBT community. Sexuality Res Social Policy. 2012;9:327–36.

150. UNAIDS. UNAIDS Data 2022. 2023.
151. Ünsal BC, Demetrovics Z, Reinhardt M. Stronger together: Community 

participation, structural stigma, and depression among sexual and gender 
minority adults in 28 European countries. Soc Psychiatry Psychiatr Epidemiol. 
2023;58(4):657–69.

152. The Netherlands Institute. for Social Research. Summary contemporary 
inequality. 2023.

153. Link BG, Phelan J. Social conditions as fundamental causes of Disease. J 
Health Soc Behav. 1995:80–94.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://www.ohchr.org/en/press-releases/2019/10/netherlands-un-expert-calls-greater-equality-and-tolerance
https://www.ohchr.org/en/press-releases/2019/10/netherlands-un-expert-calls-greater-equality-and-tolerance

	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
	Abstract
	Minority stress
	The Dutch context
	Methods
	Protocol and eligibility criteria
	Search strategy and study selection
	Data extraction, analysis, and synthesis

	Results
	Mental health - sexual and gender minority youth
	Sexual minority youth (SMY)
	Studies comparing SMY and heterosexual youth
	Studies focusing on within group differences
	Transgender and gender diverse (TGD) youth
	Gender affirming treatment and psychological wellbeing


	Substance use – sexual and gender minority youth
	Mental health – sexual and gender minority adults
	Sexual minority adults

	Mental health - transgender and gender diverse (TGD) adults
	Intersex individuals
	Substance use – sexual and gender minority (SGM) adults
	Discussion
	Gaps in the literature
	Limitations of our methods
	Major recommendations
	The Netherlands may need to examine its stance on equality
	Need for theoretical perspectives other than minority stress and for structured programs of research and research funding


	Conclusion
	References


