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Abstract

INTRODUCTION: This study examines the associations of caregiver role with lesbian,
gay, bisexual, transgender, and queer (LGBTQ+) identity social support, relationships,
and care outcomes among LGBTQ+ older adults.

METHODS: We use LGBTQ+ Social Networks, Aging, and Policy Study Wave 3 data
(QSNAPS; N = 982). Descriptive and logistic regression analyses were conducted to
examine associations between caregiver role and outcomes.

RESULTS: Eighty respondents (8.1%) care for 90 individuals with neurocognitive disor-
ders, amajority of whom are parents of the respondent. LGBTQ+ older adult caregivers
were half as likely to have family support (p < 0.05); 40.6% less likely to have coworker
support (p < 0.1); and 45.6% less likely to have neighbor support (p < 0.05) for LGBTQ+
identities. Caregivers were more likely to receive practical help from others (p < 0.01),
but experienced issues related to their own access to health care.

DISCUSSION: Understanding LGBTQ-identity social support and care access can
inform targeted interventions to reduce LGBTQ+ caregiver health disparities.

KEYWORDS
Alzheimer’s disease and related dementias, care, caregiver, LGBTQ+, sexual and gender minority,
social support

Highlights

* Transgender and gender diverse adults were more likely to be mild cognitive
impairment/Alzheimer’s disease and related dementias (MCI/ADRD) caregivers.

* LGBTQ+ MCI/ADRD caregivers primarily provide care to parents and familial
relatives.

* MCI/ADRD care recipients hold differing political views than LGBTQ+ caregivers.

* LGBTQ+ caregivers were less likely to have family, coworker, and neighbor support.

* LGBTQ+ caregivers were less likely to receive LGBTQ-affirming care communica-

tion.
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1 | BACKGROUND

Prior research has increasingly recognized lesbian, gay, bisexual, trans-
gender, and queer (LGBTQ+) older adult caregivers of individuals
living with mild cognitive impairment, Alzheimer’s disease, and related
dementias (MCI/ADRD) as an understudied and medically vulnerable
population.?=2 Due to policy barriers and negative societal attitudes
limiting access to marriage and family formation, LGBTQ+ older adults
in the United States are significantly more likely to be unmarried or
single, childfree, and live alone compared to their heterosexual and
cisgender peers.3# The long-standing culture of mutual care within
LGBTQ+ communities increases the likelihood that an LGBTQ+ person
with MCI/ADRD is receiving care from an LGBTQ+ friend or com-
munity member rather than a family relative or spouse.>~’ Because
informal caregiver services are often designed for legal and biological
family members or spouses, LGBTQ+ caregivers face additional struc-
tural barriers in accessing necessary caregiver services, support, and
resources.?

Prior research indicates that LGBTQ+ older adult caregivers fre-
quently encounter unavailable or low-quality family support, hold
feelings of social isolation and loneliness, and have limited social
networks.10-12 Such disparities are often attributed to LGBTQ+ stigma
and exclusion from immediate family members'3 or community net-
works (e.g., faith communities),’* and lack of access to LGBTQ+
community support and resources,'® leading many LGBTQ+ care-
givers to report greater levels of caregiver burden and poor social
connections.'® Despite these challenges, many LGBTQ+ older adult
caregivers demonstrate resilience by maintaining LGBTQ+ support-
ive social networks and relationships.” However, prior research is
mixed regarding the network compositions of relationships between
LGBTQ+ caregivers and their care recipients. Some studies, for exam-
ple, explain how LGBTQ+ older adult caregivers mostly provide care to
chosen family members—supportive individuals who are not legally or
biologically related to them, whom they consider to be family.'6:17

LGBTQ+ older adult caregivers of individuals with MCI/ADRD face
significant obstacles in accessing quality care for themselves due
to caregiving demands and barriers to obtaining LGBTQ-affirming
care.218 MCI/ADRD caregivers often prioritize the needs of care recip-
ients over their own, thereby reducing the time, energy, and resources
available for managing their own health.!? LGBTQ+ older adult care-
givers often report navigating care settings that are unwelcoming
or discriminatory toward LGBTQ+ patients,2® further hindering their
access to LGBTQ-affirming care. Despite these challenges, research
on LGBTQ-affirming care access and utilization for this population
remains limited.

Conceptual frameworks relevant to these issues include minor-

2122 and caregiver stress process models.2®> Minority stress

ity stress
model posits that LGBTQ+ individuals face unique stressors related
to their LGBTQ+ identities, leading to poor health and social sup-

port outcomes.2122.24

LGBTQ+ older adult caregivers report facing
LGBTQ-+ stigmatization and discrimination in care settings, which can
heighten their risk of caregiver burden.l” Caregiver stress process

model posits how caregiving stress manifests through primary (e.g.,

RESEARCH IN CONTEXT

1. Systematic review: We reviewed the nascent literature
using traditional scholarly databases. Although research
on social support and care outcomes for LGBTQ+ older
adults is expanding, there remains limited knowledge
on the unique needs, relationships, and experiences of
LGBTQ+ older adult caregivers for individuals living with
MCI/ADRD.

2. Interpretation: This study utilized Wave 3 data from
the LGBTQ+ Social Networks, Aging, and Policy Study
(QSNAPS; N = 982), focusing on a cohort of LGBTQ+
older adults in the Southern United States. Our findings
demonstrate that LGBTQ+ caregivers often confront sig-
nificant challenges, including lack of support from family,
coworkers, and neighbors, as well as difficulty receiving
LGBTQ-affirming care communication.

3. Future directions: Future research should investigate
the effectiveness of interventions and policy changes
aimed at reducing and eliminating the challenges iden-
tified in this study. For instance, studies could examine
how different health care or community organizations are
structured such that they provide LGBTQ+ MCI/ADRD
caregivers with adequate support.

care demands) and secondary (e.g., social, financial) stressors. LGBTQ+
caregivers may face heightened caregiver stress when care recipients
lack LGBTQ-identity social support for their care partners.2% We define
LGBTQ-identity social support as the emotional, logistical, financial,
and/or affirmational assistance LGBTQ-+ individuals receive from their
social networks in ways that affirm and respect their LGBTQ+ identi-
ties, relationships, and/or experiences. Understanding these stressors
through these frameworks can inform efforts to improve the social
support and care outcomes for LGBTQ+ older adult caregivers of
individuals living with MCI/ADRD.

In this study, we examine how LGBTQ+ MCI/ADRD caregiver role
impacts levels of LGBTQ-identity social support and care outcomes
among LGBTQ+ older adults by considering factors related to social,
cultural, and systemic influences on caregiver health disparities. Using
Wave 3 data (N = 982) of the LGBTQ+ Social Networks, Aging, and
Policy Study (QSNAPS), we first conducted descriptive analyses to esti-
mate caregiver sample characteristics and the network compositions
of relationships with care recipients. We then employed chi-square
tests and logistic regressions to examine the associations between
MCI/ADRD caregiver role and outcomes related to LGBTQ-identity
social support from family, friends, coworkers, and neighbors, along
with LGBTQ-affirming care practices. Examining how LGBTQ-identity
social support and care access impacts LGBTQ+ MCI/ADRD caregivers

is essential for reducing LGBTQ+ caregiver health disparities.
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2 | METHODS
2.1 | Sample and study design

For this study, we utilized Wave 3 data from the QSNAPS (N = 982).
Funded by the National Institute on Aging, QSNAPS is an innova-
tive panel study examining LGBTQ+ older adults in the Southern
United States. QSNAPS gathered longitudinal data on participants’
personal networks, caregiving experiences, life events, chronic stres-
sors, health behaviors, health care utilization, social support, and health
outcomes. To meet eligibility criteria, QSNAPS respondents had to:
(1) self-identify as lesbian, gay, bisexual, transgender, gender diverse,
and/or queer; (2) be 50 years or older at the time of Wave 1 enroll-
ment; (3) reside in Alabama, Georgia, North Carolina, or Tennessee
at the time of Wave 1 enrollment; and (4) provide informed con-
sent for study participation. Wave 1 data (N = 1256) were collected
from April 2020 through September 2021; Wave 2 data (N = 1138)
were collected from December 2021 thru September 2022; and Wave
3 data (N = 982) were collected from March 2023 thru December
2023. QSNAPS respondents were recruited through targeted online
and venue-based sampling, linked referrals, and community outreach
to organizations that serve LGBTQ+ and older adult populations in
each Southern U.S. state.

The Wave 1 QSNAPS sample is broadly representative of the
LGBTQ+ population aged 50 to 76 years in the sample states and
the Southern United States as compared to the U.S. Census Bureau’s
Household Pulse Survey (HPS), Phase 3.2, weeks 34-39.2> Compared
to weighted HPS estimates of demographic characteristics of LGBTQ+
residents in the U.S. South census region, QSNAPS respondents report
higher levels of formal education, are less likely to identify as bisex-
ual, and are less likely to identify as Hispanic/Latino.2® Vanderbilt
University Institutional Review Board approved this study, and the sec-
ondary analysis of de-identified QSNAPS Wave 3 data was classified
as exempt from human subjects research by the University of South
Florida Institutional Review Board.

2.2 | Measures

2.2.1 | Caregiving measures

To assess whether respondents hold an MCI/ADRD caregiver role,
QSNAPS Wave 3 respondents were asked whether they “currently
help take care of an adult with memory problems such as dementia,
Alzheimer’s, or another cognitive impairment?” (1 = “Yes”; 0 = “No”).
We also assess whether respondents hold a non-MCI/ADRD age-
related caregiver role by asking the following: “Are you currently
assisting an adult who needs help with daily activities due to age or
disability?” (1 =“Yes”; 0 = “No”). We combined these responses to cre-
ate a trichotomous variable: 1 “MCI/ADRD Caregiver” for those who
answered “Yes” to the first question; 2 “Age-Related Caregiver” for
those who answered “No” to the first question but “Yes” to the second;

and 3 “Non-Caregiver.”
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Following both caregiver-related questions, QSNAPS Wave 3
respondents were asked to provide the name, initials, or some other
information that identifies individuals for whom they provided care.
These questions aimed to capture caregiving ties in their broader social
networks that may not have been identified by other role-related name
generator questions used in egocentric social network data collection.
If new individuals were identified that had not been named by the
respondent previously, QSNAPS respondents were asked to identify
their relationship to the care recipient (e.g., parent, spouse, unmar-
ried partner, friend, neighbor, or other family member) and respond to
several measures assessing homophily between respondent and care
recipient, including whether the recipient was the same age or older,
the same gender, the same race, held the same political views, and so

forth, compared to the respondent.

2.2.2 | Social support measures

LGBTQ-identity social support was assessed across four domains: fam-
ily, friends, coworkers, and neighbors. To assess LGBTQ-identity social
support from family, respondents were asked, “On average, how sup-
portive are members of your immediate family (mother, father, sisters,
brothers, etc.) of your sexual orientation or gender identity?” To exam-
ine LGBTQ-identity social support from friends, respondents were
asked, “On average, how supportive are your friends of your sexual ori-
entation or gender identity?” To assess LGBTQ-identity social support
from coworkers, respondents were asked, “In general, how support-
ive are/were your co-workers of your sexual orientation or gender
identity?” To examine LGBTQ-identity social support from neighbors,
respondents were asked, “In general, how supportive are your neigh-
bors of your sexual orientation or gender identity?” Responses for
each measure were recorded on a Likert scale ranging from 1 “Very
unsupportive” to 5 “Very supportive,” with an additional option of
6 “[Group] does not know about my sexual orientation or gender
identity.” Those who selected “Very supportive” or “Supportive” were
categorized as 1, indicating “[Group] supportive of my sexual orienta-
tion or gender identity,” whereas all other responses were coded as O,
representing “[Group] unsupportive of my sexual orientation or gender
identity.”

Social support during a serious event was assessed in two domains:
family and friends. To assess whether respondents could rely on fam-
ily members in the event of a serious issue, they were asked, “If you
had a serious problem, like a life-threatening illness or possibly losing
your home, do you feel that you have some relatives that you can rely
on to help?” To examine whether respondents could depend on friends
in a serious situation, they were asked, “If you had a serious problem,
like a life-threatening illness or possibly losing your home, do you feel
that you have some friends that you can rely on to help?” QSNAPS
respondents were given four response options for both measures: 1
“Probably don’t have,” 2 “Might have,” 3 “Probably have,” and 4 “Def-
initely have.” Those who selected “Probably have” or “Definitely have”
were coded as 1, indicating “Definitely or probably have some [famil-

ial relatives/friends] to rely on if a serious problem occurs,” whereas all
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other responses were coded as 0, indicating “Probably don’t or might
have some [familial relatives/friends] to rely on.”

To assess whether QSNAPS respondents had received any practi-
cal help, they were asked, “In the last few months, have any friends,
relatives, or acquaintances (who do not live with you) given you any
practical help, such as moving furniture, doing repairs, picking up some-
thing at the store, looking after a child, giving you a ride, or similar
tasks?” with yes/no responses.

2.2.3 | LGBTQ+ affirming care measures

To examine whether respondents had an LGBTQ-affirming health care
provider, they were asked, “Do you have an LGBTQ-affirming health
care provider? “LGBTQ-affirming” refers to a health care provider
(such as a doctor, physician assistant, or nurse practitioner) who treats
you with respect and dignity regarding your LGBTQ identity and can
address LGBTQ-specific health needs.” Respondents were presented
with the following responses: 1 “Yes, they are my primary health
care provider,” 2 “Yes, | see them in addition to another health care
provider,” 3 “No, | don’t need or want an LGBTQ-affirming health care
provider,” 4 “No, | cannot find an LGBTQ-affirming health care provider
inmy area,” 5 “l don’t know,” and 6 “No answer.” Those who responded
with “Yes, they are my primary health care provider” or “Yes, | see them
in addition to another health care provider” were coded as 1 “Yes, | have
an LGBTQ-affirming health care provider,” whereas all other responses
were coded as 0, “No, | do not have an LGBTQ-affirming health care
provider.”

To assess whether respondents observed LGBTQ-friendly materi-
als in their health care providers’ offices, they were asked, “My doctor
or other health care provider had materials in their office that let me
know they were LGBTQ+ friendly.” Respondents were presented with
a Likert scale with the following responses: 1 “Always,” 2 “Often,” 3
“Sometimes,” 4 “Rarely,” 5 “Never,” 6 “Not applicable, | did not have
any healthcare appointments since the last survey,” and 9 “Prefer not
to answer.” Responses “Always” or “Often” were coded as 1, indicat-
ing “Yes, my doctor or other health care provider had materials in
their office that let me know they were LGBTQ+ friendly.” All other
responses were coded as 0, indicating “No, my doctor or other health
care provider did not have materials in their office that let me know
they were LGBTQ+ friendly.”

To assess whether respondents felt comfortable asking their care
providers about their health and health care, they were asked, “I felt
comfortable asking my doctor or other health care provider about
all aspects of my health or care.” Respondents were presented with
a Likert scale with the following responses: 1 “Always,” 2 “Often,” 3
“Sometimes,” 4 “Rarely,” 5 “Never,” 6 “Not applicable, | did not have
any health care appointments since the last survey,” and 9 “Prefer not
to answer.” Responses “Always” or “Often” were coded as 1, indicating
“Yes, | felt comfortable asking my doctor or other health care provider
about all aspects of my health or care.” All other responses were coded
as 0, indicating “No, | did not feel comfortable asking my doctor or other

healthcare provider about all aspects of my health or care.”

To examine whether respondents observed their health care
providers using LGBTQ-affirming language in-person or on patient
intake forms, they were asked, “My doctor or other health care
provider used inclusive language in-person or on forms that let me
know they were LGBTQ+ friendly.” Respondents were presented with
a Likert scale with the following responses: 1 “Always,” 2 “Often,” 3
“Sometimes,” 4 “Rarely,” 5 “Never,” 6 “Not applicable, | did not have
any health care appointments since the last survey,” and 9 “Prefer not
to answer.” Responses “Always” or “Often” were coded as 1, indicating
“Yes, my doctor or other health care provider used inclusive language
in-person or on forms that let me know they were LGBTQ+ friendly.”
All other responses were coded as 0, indicating “No, my doctor or other
health care provider have not used inclusive language in-person or on
forms that let me know they were LGBTQ+ friendly.”

To assess whether respondents observed their health care providers
using gender-affirming language when discussing their health, they
were asked, “My doctor or other health care provider used inclusive
and gender-neutral or gender-affirming language when discussing my
health. That is, they ask and use your pronouns, they may say spouse
instead of husband or wife, or otherwise reflect the language that you
use to describe yourself and others involved with your care.” Respon-
dents were presented with a Likert scale with the following responses:
1 “Always,” 2 “Often,” 3 “Sometimes,” 4 “Rarely,” 5 “Never,” 6 “Not
applicable, | did not have any health care appointments since the last
survey,” and 9 “Prefer not to answer.” Responses “Always” or “Often”
were coded as 1, indicating “Yes, my health care provider has used
inclusive and gender-neutral or gender-affirming language when dis-
cussing my health.” All other responses were coded as 0, indicating “No,
my health care provider has not used inclusive and gender-neutral or
gender-affirming language when discussing my health.”

224 | Covariates
For covariates, we included a variety of respondent sociode-

mographic characteristics including gender identity, sexual

orientation, race/ethnicity (Black, non-Hispanic/Latino; White,
non-Hispanic/Latino; and Other Race/Ethnicity or Multiracial),
education (less than bachelor’s degree; bachelor’s degree; and grad-
uate or professional degree), personal income, household income,
married/partnered status, and employment status.

We measured race and ethnicity using a two-step process. First,
respondents were asked, “What is your race?” with the options:
“White,” “Black/African American,” “American Indian/Alaska Native,”
“Asian,” and “Other.” Second, to assess Hispanic/Latino ethnicity,
respondents were asked, “Are you of Hispanic, Latino, or Spanish ori-
gin?” with a yes/no response. We incorporated race/ethnicity as a
two-step measure in this study to account for the well-documented
experiences of interpersonal and structural racism faced by racial
and ethnic minority LGBTQ+ communities, particularly among Black
LGBTQ+ older adults.

In the QSNAPS Wave 3 sample, 5.8% of respondents self-identified

as Black, non-Hispanic/Latino; 2.7% as Multiracial; 0.6% as American
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Indian or Alaska Native; 0.1% as Asian; 4.7% as White, Hispanic/Latino;
1.9% as other race; and 84.2% as White, non-Hispanic/Latino. Due
to the small sample sizes of QSNAPS participants identified as
Asian, Hispanic/Latino, American Indian or Alaska Native, Multira-
cial, or Other Race, we combined these groups to enhance sta-
tistical power. Therefore, race/ethnicity was categorized into three
groups: “White, non-Hispanic/Latino,” “
and “Other Race/Ethnicity or Multiracial.”

Black, non-Hispanic/Latino,”

2.2.5 | Analysis

All statistical analyses were performed using Stata 18.5. Descrip-
tive statistics were utilized to examine sample characteristics and
the composition of LGBTQ+ older adult caregivers’ social networks,
detailing the frequencies and percentages of various types of rela-
tionships with care recipients. We used chi-square tests and logistic
and Poisson regressions to examine relationships between caregiver
role and levels of LGBTQ+ identity social support from family, friends,
coworkers, and neighbors, as well as relevant LGBTQ-affirming care
outcomes. We assessed differences in care recipient relationship
(e.g., parental, spousal/partner) and homophily characteristics using
chi-square tests by caregiver role (any vs none; MCI/ADRD vs age-
related care). Adjusted analyses controlled for factors identified in
prior research that predict social support and health outcomes among
LGBTQ+ older adults,” including age, gender identity, sexual orienta-
tion, race/ethnicity, marital or partnered status, education, personal
income, and employment status.

3 | RESULTS

Among the QSNAPS Wave 3 sample, 1 of 12 LGBTQ+ older adult
respondents (8.1%) care for individuals living with MCI/ADRD, 1 of 8
respondents (12.6%) care for individuals living with age-related con-
ditions (i.e., age-related caregivers), and 79.3% of respondents are
non-caregivers. Table 1 displays the demographic characteristics of the
QSNAPS Wave 3 sample categorized by caregiver role.

Regarding sample characteristics by caregiver role, transgender and
gender diverse (TGD) older adults reported caring for an adult with
MCI/ADRD more frequently compared to TGD age-related caregivers
(10.0% vs 9.7%, p < 0.1) and TGD non-caregivers (10.0% vs 5.4%,
p <0.1). LGBTQ+ older adults caring for an adult with MCI/ADRD more
frequently reported earning less than $45,000 in annual household
income compared to age-related caregivers (16.3% vs 13.5%, p < 0.05)
and non-caregivers (16.3% vs 7.6%, p < 0.05). LGBTQ+ older adults
with full-time employment more often identified as non-caregivers
than age-related caregivers (46.3% vs 35.5%, p < 0.05) and MCI/ADRD
caregivers (46.3% vs 42.0%, p < 0.05).

QSNAPS respondents reported ties to over 13,173 individuals at
Wave 3. Of these, LGBTQ+ older adult caregivers reported a total of 80
individuals to whom they provided MCI/ADRD care and 204 individu-
als to whom they provided age-related care (see Table 2 for network
composition).

THE JOURNAL OF THE ALZHEIMER’'S ASSOCIATION

Although parents constitute 3.6% of all network ties reported by
QSNAPS respondents, they make up nearly half of MCI/ADRD care
recipients (50.0%) and over one-third of those receiving age-related
care (37.7%) from LGBTQ+ older adult caregivers. Spouses and part-
ners account for 9% of individuals who receive MCI/ADRD care
and about one-fifth (17.3%) of those receiving age-related care from
LGBTQ+ older adult caregivers. Other caregivers’ familial relation-
ships with care recipients include those who are other familial relatives
(14.4% for MCI/ADRD care and 12.6% for age-related care); siblings
(3.3% and 2.3%); children (1.1% and 2.3%); and chosen family members
(6.7% and 5.6%). Caregivers' relationships with non-familial care recip-
ients include those who are roommates (0.0% for MCI/ADRD care and
3.3% for age-related care); friends (3.3% and 2.8%); neighbors (3.3%
and 7.9%); and individuals who respondents know another way (8.9%
and 8.4%).

Consistent with this focus on parents as MCI/ADRD care recipients,
we find that MCI/ADRD care recipients are less likely to be identified as
“also LGBTQ+" by LGBTQ+ older adult caregivers in the QSNAPS sam-
ple compared to those to whom caregivers provide age-related care
(16.7% vs 29.6%, p < 0.05), a category that includes more spouses, cho-
sen family, and nonkin. LGBTQ+ older adult caregivers were also more
likely to report that individuals to whom they provided MCI/ADRD or
age-related care held political opinions that were different from their
own (30.1% vs 11.0%, p < 0.001). Despite differences in political opin-
ion and less LGBTQ-identity support from family, LGBTQ+ older adult
caregivers were more likely to be out as LGBTQ+ to relationship ties
that involved any MCI/ADRD or age-related care compared to other
ties that did not involve a caregiving relationship (85.1% vs 60.5%,
p < 0.001).

Regarding social support and care mechanisms by caregiver role,
we find that LGBTQ+ older adult caregivers for individuals living with
MCI/ADRD more frequently reported having LGBTQ+ unsupportive
family members compared to age-related caregivers (44.3% vs 28.5%,
p < 0.1) and non-caregivers (44.3% vs 33.1%, p < 0.1). In addition,
MCI/ADRD caregivers reported having LGBTQ+ unsupportive neigh-
bors more often than age-related caregivers (63.3% vs 46.3%, p < 0.1)
and non-caregivers (63.3% vs 53.4%, p < 0.1). And finally, MCI/ADRD
caregivers reported receiving practical help from others more often
than non-caregivers (65.0% vs 52.6%, p < 0.01), but less frequently
than age-related caregivers (65.0% vs 66.9%, p < 0.01).

Regarding respondent’s own access to health care, LGBTQ+ older
adult caregivers for individuals living with MCI/ADRD more frequently
reported that they received health care in settings that did not dis-
play LGBTQ-affirming materials (86.3% vs 77.2%, p < 0.1); they did not
feel comfortable discussing aspects of their health and care (25.0% vs
11.3% vs 18.9%, p < 0.05); and did not use gender-inclusive or affirm-
ing language when discussing their health (51.3% vs 41.7, p < 0.1)
compared to other groups.

After controlling for demographic characteristics, LGBTQ+ older
adult caregivers for individuals living with MCI/ADRD were 52.3%
(95% confidence interval [Cl]: 27.7,82.2; p < 0.01) less likely to receive
LGBTQ-identity social support from family; 41.7% (95% Cl: 33.4, 101.6;
p < 0.1) less likely to receive LGBTQ-identity social support from
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TABLE 1 Sample demographic characteristics by MCI/ADRD and age-related caregiver status.
By MCI/ADRD and age-related caregiver status
Overall
number Non-caregiver Age-related MCI/ADRD
Demographic characteristic (column %) (row %) caregiver (row %) caregiver (row %) p-value
Gender identity <01
Cisgender man 535 (54.5) 438(81.9) 58(10.8) 39(7.3)
Cisgender woman 385(39.2) 298 (77.4) 54(14.0) 33(8.6)
Transgender or gender diverse® 62(6.3) 42(67.8) 12(19.4) 8(12.9)
Sexual orientation <0.8
Lesbian or gay 836(85.1) 665 (79.5) 106 (12.7) 65(7.8)
Bisexual 94 (9.6) 72(76.6) 13(13.8) 9(9.6)
Not lesbian, gay, or bisexual 52(5.3) 41(78.8) 5(9.6) 6(11.6)
Race and ethnicity <0.6
White, non-Hispanic/Latino 827(84.2) 659(79.7) 102 (12.3) 66(8.0)
Black, non-Hispanic/Latino 50(5.1) 42 (84.0) 5(10.0) 3(6.0)
Asian, Hispanic/Latino, 105(10.7) 77 (73.3) 17 (16.2) 11(10.5)
Multiracial, or Other
Education <0.2
Less than a bachelor’s degree 245 (25.8) 197 (80.4) 24(9.8) 24(9.8)
Bachelor’s degree 294 (30.9) 237 (80.6) 41(13.9) 16 (5.4)
Grad or professional degree 411 (43.3) 323(78.6) 55(13.4) 33(8.0)
Personal income <0.2
< $45,000 389 (40.3) 299(76.9) 50(12.9) 40(10.2)
$45,000-$74,999 270(28.0) 220(81.5) 37(13.7) 13(4.8)
>$75,000 307(31.7) 247 (80.5) 35(11.4) 25(8.1)
Household income <0.05
<$45,000 49(9.1) 32(65.3) 10(20.4) 7(14.3)
$45,000-$74,999 92(17.0) 67(72.8) 13(14.1) 12(13.1)
>$75,000 400(73.9) 325(81.2) 51(12.8) 24 (6.0)
Employment status <0.05
Full time 408 (44.7) 341(83.6) 38(9.3) 29(7.1)
Part time 85(9.3) 71(83.5) 5(5.9) 9(10.6)
Unemployed 38(4.2) 25(65.8) 9(23.7) 4(10.5)
Retired 381(41.8) 299(78.5) 55(14.4) 27(7.1)
Married/partnered status <0.6
Not married/partnered 534 (54.4) 427 (80.0) 62 (11.6) 45 (8.4)
Married/partnered 448 (45.6) 351(78.3) 62(13.8) 35(7.9)
Total 982 (100.0) 778(79.3) 124 (12.6) 80(8.1)

Note: Boldface indicates statistical significance; “ns” indicates nonsignificance.

aGender identity was assessed using multiple measures, including current gender identity (multiple selection allowed), sex assigned at birth, a direct “are you
transgender?” item, and, for transgender and other gender diverse respondents, daily gender presentation (i.e., man, woman, both, neither).

coworkers; and 47.0% (95% Cl: 29.7, 94.3; p < 0.05) less likely to
receive LGBTQ-identity social support from neighbors compared to
non-MCI/ADRD caregivers. No significant associations were observed
between MCI/ADRD caregiver role and other social support or care

outcomes in the QSNAPS Wave 3 sample (see Figure 1).

Table 3 presents adjusted odds ratios for MCI/ADRD and age-
related caregiver role and social support and care outcomes. After
controlling for demographic characteristics, LGBTQ+ older adult
caregivers for individuals living with MCI/ADRD were 50.9% (95%
Cl = 28.4,84.8; p < 0.05) less likely to receive LGBTQ-identity social
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TABLE 2 LGBTQ+ older adult caregiver’s relationship to named network members receiving MCI/ADRD and age-related care.
Relationship MCI/ADRD Age-related care
type care (Freq.) MCI/ADRD care (%) (Freq.) Age-related care (%)
Parent 45 50.0% 81 37.7%
Spouse/partner 8 9.0% 37 17.3%
Sibling 3 3.3% 5 2.3%
Child 1 1.1% 5 2.3%
Other relative 13 14.4% 27 12.6%
Chosen family 6 6.7% 12 5.6%
Roommate 0 0.0% 7 3.3%
Friend 8 3.3% 6 2.8%
Neighbor 3 3.3% 17 7.9%
Know another 8 8.9% 18 8.4%
way
Total 90 100.0% 215 100.0%
LGBTQ+-identity social support from family** 0477
. e
LGBTQ+-identity social support from friends ~ 0.643 °
LGBTQ+-identity social support from coworkers+ 0.583 ———&——
LGBTQ+-identity social support from neighbors* 0530 °
Family support if a serious problem occurs 0.890 °
Friend support if a serious problem occurs 0.727 + L
Receive practical help from others 1.303 ¢ °
Have an LGBTQ+-affirming provider 1.154 ®
Providers’ offices had LGBTQ+-friendly materials  (.606 °
Provider used LGBTQ+-inclusive language 0.947 hd
0.716 °
Provider used gender inclusive or affirming language
0.000 0.500 1.000 1.500 2.000 2.500

FIGURE 1 Adjusted odds ratios of social support and care outcomes (reference is non-caregiver role). +p < 0.10, *p < 0.05, **p < 0.01.
QSNAPS, The LGBTQ+ Social Networks, Aging, and Policy Study. Source: QSNAPS, Wave 3 Sample (N = 982). LGBTQ-+, lesbian, gay, bisexual,

transgender, and queer.

support from family; 40.6% (95% Cl: 33.9, 103.8; p < 0.1) less likely
to receive LGBTQ-identity social support from coworkers; and 45.6%
(95% Cl: 30.5, 97.1; p < 0.05) less likely to receive LGBTQ-identity
social support from neighbors compared to non-caregivers. After
controlling for demographic characteristics, LGBTQ+ older adult care-
givers for individuals living with age-related conditions were 86.2%
(95% Cl = 1.183, 2.933; p < 0.01) more likely to receive practical help
from others; 75.2% (95% Cl = 1.031, 2.979; p < 0.05) more likely to
have LGBTQ-affirming health care provider; 69.4% (95% Cl = 1.043,
2.752; p < 0.05) more likely to be in health care settings that display
LGBTQ-affirming materials; and 80.0% (95% Cl =0.925, 3.504; p < 0.1)
more likely to feel comfortable asking their care providers about their
health and health care compared to non-caregivers. No significant

associations were found between MCI/ADRD and age-related care-
giver role and other social support and care outcomes among LGBTQ+
older adults in the QSNAPS Wave 3 sample (see Figure 2).

4 | DISCUSSION

This study is among the first to examine the associations of MCI/ADRD
caregiver role with LGBTQ-identity social support and care outcomes
among LGBTQ+ older adults. Nearly 1 of 12 respondents (8.1%)
reported providing care for an adult with MCI/ADRD. Our findings
indicate that TGD older adults, as well as those with lower household
annual incomes, are more likely to identify as MCI/ADRD care-
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TABLE 3 Unadjusted and adjusted social support and care outcomes by MCI/ADRD and age-related caregiver role.

Caregiver role

Non- Age-related MCI/ADRD Adjusted oddsratio  Adjusted odds ratio

caregiver caregiver  caregiver for MCI/ADRD for age-related Sample
Outcomes of interest OveralIN(%) (N=778) (N=124) (N =80) caregiver (95% Cl) caregiver (95% Cl) size
Social support
Has LGBTQ-identity social support 651 (66.6%) 66.9% 71.5% 55.7% 0.491(0.284,0.848)* 1.261(0.777,2.048) 978
from family
Has LGBTQ-identity social support 892(91.2%) 91.2% 91.9% 89.9% 0.656(0.274,1.571)  1.191(0.499,2.841) 978
from friends
Has LGBTQ-identity social support 618 (63.3%) 63.5% 66.7% 55.7% 0.594(0.339,1.038)+ 1.163(0.724,1.869) 977
from coworkers
Has LGBTQ-identity social support 457 (46.7%)  46.7% 53.7% 36.7% 0.544(0.305,0.971)* 1.232(0.789,1.924) 978
from neighbors
Has family support if a serious 697 (71.0%) 72.4% 65.3% 66.3% 0.857(0.477,1.540) 0.753(0.472,1.202) 982
problem occurs
Has friend support if a serious 755(76.9%) 76.9% 79.8% 72.5% 0.737(0.402,1.349) 1.123(0.657,1.919) 982
problem occurs
Receives practical help from others 544 (55.4%) 52.6% 66.9% 65.0% 1.404 (0.809,2.436) 1.862(1.183,2.933)** 982
Care access
Has an LGBTQ+-affirming provider 674 (68.7%)  67.8% 75.8% 66.3% 1.229(0.663,2.279) 1.752(1.031,2.979)* 981
Providers’ offices had 216(22.0%) 21.9% 28.2% 13.8% 0.650(0.307,1.376)  1.694(1.043,2.752)* 980
LGBTQ-friendly materials
Felt comfortable asking provider 800(81.6%) 81.1% 88.7% 75.0% 0.921(0.469,1.810) 1.800(0.925,3.504)+ 981
about health or care
Provider used LGBTQ-inclusive 444 (45.3%) 44.9% 50.0% 42.5% 0.982(0.571,1.689) 1.328(0.863,2.041) 980
language
Provider used gender-affirming 564 (57.5%) 57.5% 62.9% 48.8% 0.749(0.435,1.289)  1.442(0.913,2.279) 981

language

Note: Data derived from the QSNAPS Wave 3 sample (RO1AG063771). Boldface indicates statistical significance (+p < 0.1; *p < 0.05; **p < 0.01). Number
is the raw count and % is the raw proportion. Adjusted odds ratio adjusts for age, gender identity, sexual orientation, race and ethnicity, education, personal

income, married/partnered status, and employment status.

givers than age-related caregivers and non-caregivers. Notably, most
LGBTQ+ older adult caregivers reported parent-child relationships
with their care recipients. Recipients of MCI/ADRD care were more
likely to be heterosexual and cisgender, aware of the caregiver’s sexual
orientation and gender identity, and hold political views that were dif-
ferent from that of caregivers. Overall, this study contributes a deeper
understanding of the unique challenges that LGBTQ+ older adults
may encounter while caring for people living with neurocognitive

disorders.

4.1 | Associations of caregiver role with sample
demographics

Our findings reveal significant patterns in the sample demographic
characteristics. TGD older adults were more likely to identify as
MCI/ADRD caregivers compared to both TGD caregivers of individuals
with age-related conditions and TGD non-caregivers. TGD individu-
als encounter distinct minority stressors and caregiver stressors in

MCI/ADRD caregiving, such as transphobia, TGD-specific discrimina-

tion, and systemic barriers like financial insecurity and limited access
to TGD-affirming caregiver resources.’2” Despite these barriers, we
find that TGD respondents in QSNAPS Wave 3 are more likely to
be MCI/ADRD caregivers, which raises critical questions about their
unigue needs, experiences, and relationships with care recipients.
Future work should adapt and enhance existing MCI/ADRD research,
interventions, and resources to effectively address the distinct chal-
lenges faced by TGD older adult caregivers.

Financial and employment insecurities are associated with the
MCI/ADRD caregiver role as well. LGBTQ+ older adults with an
annual household income of less than $45,000 were more likely to
report being an MCI/ADRD caregiver compared to other groups. Those
engaged in full-time employment were also less likely to identify as
caregivers for individuals with MCI/ADRD or age-related conditions.
In fact, previous studies note that ADRD caregivers often experience
financial hardships because of lost wages and reduced work hours
related to their caregiving obligations.282? Financial strain thus, as
suggested by the caregiver stress process model,2® operates as a sec-
ondary stressor, emerging from caregiving responsibilities that disrupt
economic stability and planning.
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FIGURE 2 Adjusted odds ratios of LGBTQ-identity social support and care outcomes (reference is non-caregiver role). +p < 0.10, *p < 0.05,
**p < 0.01. QSNAPS, The LGBTQ+ Social Networks, Aging, and Policy Study. Source: QSNAPS, Wave 3 Sample (N = 982). LGBTQ+, lesbian, gay,

bisexual, transgender, and queer.

In addition, some LGBTQ+ older adult caregivers, particularly those
caring for their parents, may receive financial compensation for their
caregiving responsibilities.! However, access to such compensation is
often challenging, as payment programs for family caregivers are sub-
ject to strict eligibility criteria, vary widely across states, and may not
fully alleviate financial stress for LGBTQ+ caregivers.2® These find-
ings underscore the need for enhanced policy initiatives that deliver
targeted financial and logistical support for this medically vulnerable

population.

4.2 | Network composition of caregivers’
relationships with care recipients

Regarding network compositions of LGBTQ+ older adult caregivers’
relationships with individuals who receive MCI/ADRD and age-related
care, parental relationships constituted the largest segment of these
networks. Among relationship types, half of caregiver relationships
with individuals receiving MCI/ADRD care were parental relationships.
This unique finding differs from prior research that emphasizes care-
givers’ relationships with care recipients from their chosen families—
supportive individuals outside of biological or legal family networks.>-”
Such finding underscores the need to further examine caregivers’ rela-
tionships with MCI/ADRD care recipients who are familial relatives
and how these relationships may differ compared to care recipients
from chosen family networks, particularly as it relates to the impact of
familial acceptance or rejection on LGBTQ+ caregiver health.
Examining sample characteristics of care recipients, we find

that LGBTQ+ older adult caregivers were more likely to provide

MCI/ADRD care to heterosexual, cisgender individuals. In addition,
care recipients were more likely to be aware of the caregiver’s sex-
ual orientation or gender identity, consistent with a focus on kin
and close nonkin. Although identity awareness can foster deeper
care partnerships,>! LGBTQ+ older adult caregivers also frequently
reported that MCI/ADRD care recipients held differing political opin-
ions, which may introduce anticipatory minority stressors (e.g., LGBTQ-
specific social conflict) into the care partnership. Such findings add
further complexity to LGBTQ+ older adult caregivers’ relationships
with their care recipients, potentially increasing their risk of caregiver
burden.

Interventions tailored to LGBTQ+ caregivers of people living with
ADRD have shown promise in reducing these specific challenges.
The Savvy Caregiver Program, adapted for LGBTQ+ ADRD care-
givers, demonstrated feasibility and acceptability with LGBTQ+ partic-
ipants reporting reductions in ADRD caregiver burden and depressive
symptoms.’® Such interventions demonstrate how LGBTQ+ cultur-
ally tailored strategies and programs can foster a more supportive
care environment for LGBTQ+ older adult caregivers and their care
partners.

4.3 | Associations of caregiver role with social
support and care mechanisms

LGBTQ+ older adult caregivers of individuals living with MCI/ADRD
were significantly more likely to have LGBTQ+ unsupportive fam-
ily members and neighbors compared to age-related caregivers and

non-caregivers. Furthermore, MCI/ADRD caregivers more frequently
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received practical assistance from others. After adjusting for demo-
graphic characteristics, MCI/ADRD caregivers were significantly less
likely to receive LGBTQ-identity social support from family, coworkers,
and neighbors compared to non-MCI/ADRD caregivers.

As a minority stressor, the absence of LGBTQ-identity social sup-
port from family, coworkers, and neighbors can negatively impact the
health of LGBTQ+ MCI/ADRD caregivers and strain their care part-
nerships. In addition, LGBTQ+ older adults face increased feelings
of social isolation and psychological distress stemming from LGBTQ-
related rejection from familial and other domains of social life.31:32
Thus, LGBTQ+ unsupportive social environments can limit access to
essential resources and networks culturally tailored to the needs of
LGBTQ+ older adult caregivers of individuals with MCI/ADRD. 6.7

Regarding caregiver’s own care access, MCI/ADRD caregivers more
frequently reported receiving health care in settings that did not
display LGBTQ-affirming materials and did not use gender-inclusive
or affirming language. This finding suggests that MCI/ADRD care-
givers may have less access to care environments that signal LGBTQ+
affirmation compared to non-caregivers. Southern U.S. states with
anti-LGBTQ+ legislation (e.g., gender-affirming care bans) or a lack
of LGBTQ+ anti-discrimination protections may have fewer LGBTQ-
affirming providers, leading to higher reports of discrimination or
avoidance of care among respondents.? This may explain why QSNAPS
respondents reported not experiencing LGBTQ-affirming care. Espe-
cially among those who are TGD, no or limited gender-affirming
communication in health care settings may disproportionately affect
LGBTQ+ ADRD caregivers.®® Consequently, LGBTQ+ caregivers may
turn away from formal care systems, relying instead on informal care
networks to manage and protect their health. Enhancing LGBTQ+
affirmation in care environments can help reduce the minority stres-
sors faced by LGBTQ+ older adult caregivers of individuals with
MCI/ADRD.

Of interest, no significant associations were found between
MCI/ADRD caregiver role and other care outcomes. This find-
ing suggests that although LGBTQ+ older adults generally benefit
from LGBTQ-affirming social support and care, MCI/ADRD care-
giver responsibilities may hinder their access to such LGBTQ-specific

services, supports, and networks.

44 | Limitations and future directions

This research study has several limitations to consider. First, due to
the limited caregiver sample size, the MCI/ADRD caregiver measure
in QSNAPS Wave 3 captures all respondents who provide care for an
adult with memory issues, such as dementia, AD, or other forms of cog-
nitive impairment. As a result, we cannot determine whether the care
recipients of MCI/ADRD caregivers are specifically managing ADRD
or a milder neurocognitive disorder (e.g., MCI) that may not impair
daily functioning or require as much caregiver assistance. This distinc-
tion could lead to variations in caregiving experiences among QSNAPS
respondents. Future research on LGBTQ+ older populations should

continue to incorporate more detailed survey measures of caregiver

roles and care recipient conditions, differentiating between those who
provide care or live with ADRD, MCI, or other cognitive impairments.

Second, although the study sample broadly reflects LGBTQ+ older
adults in the Southern United States,3* it underrepresents racial/ethnic
minority LGBTQ+ populations, bisexual individuals, and those with
fewer years of formal education. Some of these groups, such as minori-
tized racial and ethnic communities, are more likely to be family
caregivers for individuals with ADRD and face higher risks of caregiver
burden and poor health outcomes.3>3¢ Future research should over-
sample minoritized racial and ethnic communities to better capture the
unigue impacts on LGBTQ+ caregivers from these medically vulnera-
ble populations and to ensure more comprehensive, equitable findings
in ADRD research.

Finally, the MCI/ADRD and age-related caregiver measures were
first collected during Wave 3. Although QSNAPS is a longitudinal
study, the use of cross-sectional analyses to examine associations of
MCI/ADRD and age-related caregiver role with LGBTQ-identity social
support and care restricts our ability to assess changes over time or
establish causal relationships in this study. Future waves of QSNAPS
will incorporate these caregiver measures, which will be vital for
researchers when conducting comprehensive analyses of the needs,
relationships, and experiences of LGBTQ+ older adult caregivers.

Despite these limitations, this study offers valuable insights into
LGBTQ-identity social support, care mechanisms, and relationships of
LGBTQ-+ caregivers who provide care to people living with neurocog-
nitive disorders. Our findings highlight the necessity of addressing
disparities in LGBTQ-identity social support and care mechanisms
among LGBTQ+ older adult caregivers. Future research should con-
tinue informing and developing targeted interventions aimed at reduc-
ing health disparities faced by LGBTQ+ caregivers for individuals living
with ADRD and other cognitive impairments.

5 | CONCLUSION

LGBTQ-identity social support, relationships with care recipients, and
care mechanisms greatly impact the unique needs and experiences
of LGBTQ+ older adult caregivers. Future studies should prioritize
LGBTQ+ inclusion in study samples and diversify existing LGBTQ+
caregiver samples to better capture the varied nuances of ADRD
caregiving experiences. By addressing these gaps and developing tar-
geted interventions that address the challenges identified in this study,
researchers, clinicians, and policymakers can better work toward mit-
igating existing disparities faced by LGBTQ+ older adult caregivers of

individuals living with ADRD and other cognitive impairments.
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