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Abstract
Background: Little population-based work has been published about the mental health
of adolescents with both sexual/gender (SG) and ethnic minority (i.e. double minority)
status. This study aimed to provide an overview on their mental health.
Method: Analysis of data from a total of 17,607 high school students in New Zealand’s
2007 and 2012 cross-sectional nationally representative Adolescent Health Surveys,
including a total of 1,306 (7.4%) SG minority participants, of whom 581 (3.3%) were
also an ethnic minority.
Results: SG minority status, minority ethnicity, and female sex were associated with
higher mental distress and poorer well-being. Generally speaking, double minority
students reported poorer mental health than SG majority students of the same ethnicity,
but reported better mental health than SG minority European students.
Discussion: Explanations and future directions for research were suggested to further
explore how double minority students negotiate mental health in the context of their
communities/cultures in New Zealand.
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Introduction
Depression and other forms of mental distress are common among young people
and are often under-treated

1-3

. Sexual minority young people (i.e. youth who are not

exclusively opposite-sex attracted) form approximately between 2.3% and 15.5% of the
youth population 4. Less is known about gender minority young people. One of the first
population-based studies estimated that 1.2% of high school students identified as
transgender, with 2.5% ‘not sure’ of their gender 5. Sexual and gender minority youth
have been reported to have at least 1.5 times the rates of depression, suicidality and
elevated rates of other mental health problems than their heterosexual or nontransgender (cisgender) peers

5-8

. This phenomenon may be due to disproportionate

‘minority stress’ from heteronormative (i.e. heterosexuality is the only ‘normal’ or
acceptable sexual orientation) and cis-normative (i.e. the assumption that all people are
cisgender and/or should be cisgender) challenging environments and discrimination
4,5,9,10

.

In addition, ethnic minority groups form an important, and often substantial,
population in high-income nations. New Zealand (NZ) is made up people of a European
heritage (referred to as New Zealand Europeans/NZE domestically), forming about
68% of the overall population; as well as indigenous Māori (14.9%); Pacific (6.6%);
Chinese (4.3%); Indian (3.9%) and other (2.3%) ethnicities 11. There are disparities in
rates of mental health needs across specific ethnic groups, depending on age and the
particular measures used. The specific needs of ethnic minority youth are sometimes
overlooked due to racism and other barriers 12,13. Māori and Pacific youth report higher
rates of suicidality, violence, and use of substances than NZ European youth

14,15

.

Chinese and Indian youth are less likely to report behavioural problems, but are more
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likely to show symptoms of depression 16. Notably, despite high rates of distress, Pacific
and Māori youth also demonstrate higher levels of resilience, relative to NZ European
youth 17.
Even less attention is given to understanding the mental well-being of adolescents
who are both an ethnic and SG minority (i.e. ‘double minority1’ youth) 18,19. Based on
the minority stress hypothesis, they would report more compromised mental health,
because of the additional stressors they faced, when compared to those who are only
from a single minority category

20

. However, studies on intersectionality 2 suggest a

more complex interaction than a linear or additive one

19

, and there is considerable

debate regarding the factors associated with double minority populations’ risk and
resilience. We identified only eight quantitative studies (all conducted in the U.S.)
directly focused on double minority adolescents or college students, using either a
convenience or regional sample to compare them with their White counterparts. These
studies yielded mixed and conflicting findings, which are briefly summarized as
follows:
Low self-acceptance for double minorities was reported in a survey of 425 lesbian,
gay, and bisexual (LGB) youth

21

. In contrast, three larger surveys which did not

collapse all minority ethnicities together, reported increased risk for some but not other
ethnic groups. Specifically, one with 6245 LGB sample reported increased risk for
Latino, Native American, Pacific and Multi-cultural but not for Black or Asian youth
22

. Also in a survey of 4321 college students, findings were mixed, with increased risk

of suicide attempts among some ethnic groups (Black and Multi-cultural) but decreased
risk of depression among some (Asian and Black) 23. Other research has identified no

1

Although double minority can refer to anyone with dual-minority status, this term has gradually
evolved to describe people who are an ethnic and sexual/gender minority.
2
Intersectionality addresses an integrated understanding of how multiple social constructs interact.
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additional or even lower risk for double minorities over White counterparts. A survey
of 1596 LGB students in university counseling centers shown that ethnic minority status
was not an added source of distress 24. The same pattern emerged in two other surveys:
one with 246 LGB and Transgender (i.e. LGBT) youth reporting no additive distress 25
and the other with 1106 young LG females reporting lower PTSD severity for Asians
in particular

26

. Surprisingly, a study including 5541 LGB youth, suggested greater

negative impact from victimization among White GB males 27. Another surveyed 4345
university students, indicating greater suicide risk for White LGB peers 28.
In the face of this complexity, we aim to provide a population-based overview of
the mental health and wellbeing of double minority youth from a nationally
representative sample. This adds to the literature in important ways: it avoids the
sampling bias inherent in convenience samples 29; it provides the first analysis of this
population from outside the US. Finally, we aim to consider not only the needs of
double minority youth but also their assets and strengths.
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Methods
Youth2000 is a series of national, cross-sectional, population-based youth health
and well-being surveys, carried out with representative samples (3-4%) of New Zealand
secondary school students in 2001, 2007 and 2012 (Youth’01, ’07, and ’12). Data from
the Youth’07 and Youth’12 were merged to maximize the number of participants, with
a statistical adjustment for the cohort effect. The Youth’01 was excluded as it lacks the
use of the main ethnicity method and the wellbeing measure.

Participants
In 2012, 125 schools were invited to participate and 91 schools (73%) took part.
Of the 12,503 students invited to participate 8,500 (68%) did so. In 2007, 115 schools
were invited, and 96 (84%) of them took part. Of the 12,355 students invited, 9,107
(74%) participated. Ethics approval was obtained from the University of Auckland
Human Subject Ethics Committee, and written consent was also obtained from each
participating school as well as from the students. Their common reasons for nonparticipation included: not attending the school on the day of survey; being unwilling
to participate; or being unavailable when the survey was administered (further details
about the surveys’ methodology can be found at our website 30 or written reports 31,32).
The combination of data from Youth’07 and Youth’12 gave us a total sample of
17,607 participants, including 14,706 sexual and/or gender majority and 1,306 minority
students of various ethnic backgrounds, with a remainder of participants (1,595) who
cannot be placed into either group due to certain responses (e.g. attracted to neither sex).
Approximately 40% of participants could be categorized into more than one ethnicity
32

, so the main ethnicity method 33 was used to allocate each participant into only one
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ethnic group. The characteristics of these participants are displayed in Tables 1 & 2.

Measures
The surveys were anonymous, self-report, branched questionnaires, with a
comprehensive range of questions related to many aspects of health and wellbeing. Core
questions remained the same across both survey waves except for small adjustments.
The questions extracted for this analysis were:
Demographics. Sex (male or female), age (dichotomized into 15 years old or less,
or 16 years old or more) ethnicity and New Zealand Deprivation Index (NZDI) scores.
Participants were asked to choose one ethnicity that they identified with the most, i.e.
“Which is your main ethnic group?” Responses were categorized as: NZ European;
Chinese and other East Asian; Indian and other Asian; Māori; Pacific; and ‘other
ethnicity’. NZDI is an indicator of neighbourhood socioeconomic deprivation derived
from the NZ census, encompassing eight dimensions of deprivation

34

. We grouped

participants into three levels of deprivation: high, medium, and low.
Sexual attractions and gender identity. We dichotomized the students into those
who were sexual minority (i.e. they were sexually attracted to people of the “same sex”,
“both sexes”, or they were “not sure” of their sexual attractions), versus sexual majority
students (i.e. young people who were exclusively sexually attracted to the “opposite
sex”) based on the question “Who are you sexually attracted to?” Students who reported
being attracted to “neither sex” or who did not know how to answer this question were
excluded from this analysis, as prior studies have indicated that they do not appear to
experience the same sort of issues experienced by sexual minority participants

8,35

.

Students in Youth’12 were also asked “Do you think you are transgender. This is a girl
who feels like she should have been a boy, or a boy who feels like he should have been
a girl (e.g., Trans, Queen, Fa’afafine, Whakawahine, Tangata ira Tane, Gender queer)?”
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Those students who reported being transgender, and those not sure about their gender,
were assigned into the ‘sexual and/or gender minority’ category. Students who did not
understand this question were excluded from the analysis. The combined sexual and/or
gender minority category are referred to as ‘SG minority’ for brevity. The remainder of
students were categorized into the ‘sexual and gender majority’ group, referred to as
‘SG majority’ for brevity.
Mental health outcomes. The Reynolds Adolescent Depression Scale-Short Form
(RADS-SF) was used to measure symptoms of depression. Previous studies have
suggested that the RADS-SF has acceptable reliability and validity for NZ adolescents,
and a cut-off score of 28 was used to identify those with clinically significant depressive
symptoms

36,37

. Attempted suicide was identified by an affirmative response to the

question, “During the last 12 months have you tried to kill yourself?” The WHO-5 Wellbeing Index was used to measure the reported general psychological well-being of
participants. This five-item scale has a maximum score of 25, with a cut-off point of 13
or higher used to indicate “good well-being” 38.

Data analyses
All analyses utilized the combined data from Youth’07 and Youth’12. Data were
weighted by the inverse probability of selection and accounted for the clustering of
students from the same schools using survey procedures in SAS 9.4. Sample size,
adjusted percentages, odds ratios, and 95% confidence intervals were reported. Logistic
regressions were conducted to look for significant interactions between sex, ethnicity,
and SG status. A p-value equal or less than 0.01 was considered as an indication of
statistical significance. Odds ratios (OR) were used to determine the comparisons
between SG majority and minority groups, as well as between ethnic majority and
minority participants within the SG minority group, while controlling for age, wave and
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NZDI.

Results
The demographic characteristics are summarized in Tables 1 and 2. Of note, 78.7%
of Pacific and 57.3% of Māori students were living in neighbourhoods with a high level
of deprivation. As shown in Table 3, being a female or SG minority student was
associated with an elevated risk of mental distress. The two-way interactions between
SG status and ethnicity were significantly associated with depression, attempted suicide,
and wellbeing. The two-way interaction between SG status and sex was only significant
for attempted suicide.
Since the interaction terms were statistically significant, further data reports and
interpretations were stratified by sex, SG status, and ethnicity (see Tables 4, 5, & 6).
SG minority students consistently reported higher rates of depressive symptoms,
suicide attempts, and a lower rate of good well-being (although this was far less
pronounced for the Pacific and Māori groups), compared to SG majority students from
the same ethnic group. Unadjusted figures have been used to report the data trends (see
Figures 1, 2, 3, 4, 5, & 6).
Among SG majority students, females consistently reported higher rates of
depressive symptoms, suicide attempts, and lower rates of good well-being than males
across all ethnic groups. However, sex differences for SG minority students were often
less pronounced or did not exist for selected outcomes (e.g. for Chinese and East Asian
SG minority students in relation to suicide attempts). In comparing SG minority
students according to ethnicity, NZ Europeans (both male and female) consistently
reported higher rates of depressive symptoms and suicide attempts, than did their
Chinese and East Asian, Indian and Other Asian, Māori, or Pacific peers. Moreover,
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NZ Europeans also reported low rates of good well-being relative to Chinese and East
Asian (except for male), Indian and Other Asian, Māori, or Pacific peers.

Discussion
Summary of the findings
In this cross sectional, nationally representative survey, we observed a general
trend: 1) SG majority NZ European youth showed the lowest risk of mental problems;
2) SG majority youth who were an ethnic minority had a slightly elevated risk; 3)
Double minority youth reported a moderate risk; and, 4) SG minority NZ European
youth demonstrated the highest risk. Overall, female students reported higher rates of
mental distress, and lower rates of well-being than male students. However, this
distinction was less pronounced amongst SG minority students.
Our findings add to prior research highlighting that having either ethnic or SG
minority status signifies an increased risk of mental ill-health, however dual-minority
status does not further elevate the risk 25,27,39. Resiliency theorists proposed that ethnic
minority youth may develop psychological hardiness by drawing upon appropriate
resources (e.g. social/community support, family traditions, and cultural beliefs/values)
17,40

, to help reduce the negative impact of dominant culture discrimination, racism and

prejudice on mental health 21. Furthermore, social evaluation theory suggests that the
sense of community experienced by belonging to a minority ethnic group may act to
provide a more meaningful and supportive comparison than a dominant culture 41. For
Māori sexual/gender minority communities in New Zealand, identity transcends
traditional Western labels of gender, sexuality and ethnicity “claiming takatāpui enables
us to bring all of the parts of ourselves together – to be all of who we are” 42.
Potential implications
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The present study was a response to the debate over whether students who are
sexuality and gender diverse, as well as being from a non-majority ethnic group, would
experience accumulative mental distress pertinent to their dual-minority status.
Contrary to what was initially speculated, double minority students generally reported
higher rates of good well-being and lower rates of mental distress than their NZ
European peers. According to a resiliency perspective, two possible implications may
be drawn from this:
Tolerance of non-European cultures towards sexual and gender diversity. The
significance of the interaction may indicate that non-European SG minority students’
cultures of origin may act as a buffer against mental health threats in New Zealand.
Chinese and other East Asian cultures are found to be more tolerant of sexual/gender
non-normative behaviours or presentations than Western cultures 43,44. Similarly, Māori
and Pacific cultures in pre-European times were found to be inclusive of the samegender relationships and gender diverse identities 45,46. Some double minority students
may thus have an additional set of culturally anchored resources to draw upon as
protection against a substantial decline of mental well-being, relative to their NZ
European peers.
Enhanced coping linked to challenging environments. The adversity of certain
social environments may sometimes stimulate young people to become resilient in
relation to handling mistreatment

47

. Double minority students may have developed

coping skills for positive adaptation, as many grew up in an environment that was
challenging (e.g. they have had to manage racism and micro-aggressions 3 to do with
their ethnicity from a very young age)

48-50

. Although many may suffer from serious

socioeconomic setbacks, Māori and Pacific students generally reported high rates of

3

Micro-aggression is described as a variety of minor verbal/ non-verbal treatments to ethnic minority
persons delivered by well-intentioned White persons unware of its hidden discriminatory messages.
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good well-being and their SG minority peers did not show a significant decline in
reported rates of good well-being.

Strength and limitations
To the best of our knowledge, the current study is amongst a very small number of
studies to examine ethnic diversity among SG minority youth in terms of their mental
health and well-being, and is the first study to do so in Australasia. However, the study
has some limitations. First of all, the cross-sectional nature of the surveys means that a
causal relationship cannot be drawn. Second, the main ethnicity method may suffer
from criticisms of over-simplifying ethnic complexities, even though this method can
signify which aspect of their cultural heritage a young person felt most strongly
connected with

33

. Third, a potential for bias due to the self-reported nature of the

outcome measures utilized may occur. It may be argued that non-European students are
accustomed to under-reporting their mental distress

51

. Past studies suggested that

Chinese people may be less likely to report severe symptoms of mental distress, and
not to seek professional help as often as Westerners because of certain barriers, such as
the stigma associated with mental disorders, and a limited knowledge of mental health
52-54

. Fourth, the small number of SG minority students in particular ethnic groups

resulted in some small cell sizes for certain analyses. However, we have provided the
95% confidence intervals (CI), so that readers can evaluate the degree to which one can
be confident that differences are meaningful (e.g. for some analyses these 95% CI are
wide ranging). Finally, certain questions were missing between the two surveys. Most
notably, students were not asked if they were transgender in the Youth’07 survey.
Students were also not asked whether they were intersex (i.e. when one’s biological sex
does not fit the male/female sex binary) 55.
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Conclusion
Our study provides a nationally representative and population-based snapshot of
the mental health and wellbeing of double minority youth in New Zealand. Possessing
ethnic or SG minority status is associated with increased risk of compromised mental
health. We found that double minority students generally have increased risk over SG
majority students of their own ethnicity. However, SG minority European students
demonstrate increased risk relative to double minority students. In fact, overall they
appear to report better mental health, relative to their European peers. Further research
is needed to investigate the operation of the intersected identities (i.e. ethnicity,
sexuality, gender diversity, and social class) in young people. In particular, in-depth
qualitative research could be very useful to understand how potentially complex
identities can be construed by young people, so that we can better support and further
bolster them.
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Table
Table 1. Demographics of participants (n,%).
SG majority

SG minority

Sex

p<.0001

Male

7325 (50.14)

530 (40.92)

Female

7380 (49.86)

775 (59.08)

Age

p=0.1671

15 or less

9449 (64.20)

863 (66.07)

16 or more

5249 (35.80)

442 (33.93)

Ethnicity
NZ European

p<.0001
9776 (65.17)

725 (55.47)

Male

4847

278

Female

4929

446

Unidentified

0

1

759 (5.22)

139 (10.89)

Male

435

57

Female

324

82

Unidentified

0

0

779 (5.32)

68 (5.20)

Male

410

28

Female

369

40

Unidentified

0

0

1446 (9.79)

116 (8.73)

Male

726

54

Female

719

62

Unidentified

1

0

1259 (8.54)

181 (13.82)

Male

578

82

Female

681

99

Unidentified

0

0

687 (4.72)

77 (5.90)

Male

329

31

Female

358

46

Unidentified

0

0

Chinese and East Asian

Indian and Other Asian

Māori

Pacific

Other Ethnicity

Chi-Sq
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Table 2.

Socioeconomic Deprivation Level by ethnicity (n,%).

Level of Deprivation

Chi-Sq
p<.0001

Ethnicity

Low

Medium

High

NZ European

4554 (41.68)

4507 (40.94)

1940 (17.38)

Chinese and East Asian

414 (41.56)

415 (41.33)

175 (17.11)

Indian and Other Asian

213 (23.18)

426 (46.13)

286 (30.69)

Māori

187 (10.99)

542 (31.73)

992 (57.28)

Pacific

60 (3.58)

298 (17.72)

1341 (78.70)

Other Ethnicity

254 (30.55)

329 (35.16)

256 (30.29)

Column Total

5682

6517

4990
Missing

418
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Table 3 Testing the main effects and interactions on mental health outcomes
P<0.01
Depressive symptoms
Predictor

P-Value

Attempted Suicide

Significance P-Value

Significance

wave

0.0243 No

0.0171 No

age

0.3299 No

0.0057 Yes

NZDI

0.0003 Yes

0.016 No

sex

<.0001

Yes

ethnicity

<.0001

Yes

SG status 4

<.0001

Yes

<.0001

Yes

P-Value

Significance

0.0287 No
<.0001

Yes

0.001 Yes
<.0001

Yes

<.0001

Yes

Yes

<.0001

Yes

<.0001

Yes

0.0124 No
<.0001

WHO-5 Well-being

SG status*ethnicity

0.0009 Yes

0.0003 Yes

sex*ethnicity

0.3201 No

0.733 No

0.0201 No

SG status*sex

0.3067 No

0.0035 Yes

0.3999 No

SG status*ethnicity*sex

0.4785 No

0.6372 No

0.3315 No

4

Dichotomized into SG majority and minority categories.
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Table 4. Associations between ethnicity and depressive symptoms in New Zealand secondary school students.
Rates of significant depressive symptoms
SG majority
NZ European

Indian and Other Asian

Māori

Pacific

Other Ethnicity

OR (95% CL)

% (n/N)

% (n/N)

SAGI comparison

6.67 (318/4741)

22.93 (62/266)

3.99 (2.95-5.39)

Female 13.40 (659/4873)

35.29 (151/427)

3.54 (2.88-4.35)

Male

16.65 (9/54)

2.09 (1.10-3.97)

0.68 (0.34-1.34)

Female 13.43 (43/320)

21.78 (17/79)

1.61 (0.99-2.62)

0.46 (0.28-0.76)

Male

15.80 (4/26)

3.18 (1.36-7.44)

0.62 (0.20-1.92)

Female 15.16 (55/364)

36.12 (14/39)

2.74 (0.89-8.50)

0.98 (0.43-2.22)

Male

9.95 (5/51)

2.23 (0.87-5.71)

0.35 (0.14-0.89)

Female 15.38 (107/700)

18.31 (11/57)

1.30 (0.63-2.70)

0.37 (0.18-0.76)

Male

18.38 (14/77)

3.49 (1.68-7.27)

0.65 (0.35-1.23)

Female 15.54 (103/664)

16.57 (16/94)

1.04 (0.60-1.79)

0.29 (0.17-0.49)

Male

23.11 (6/27)

3.02 (0.99-9.23)

1.02 (0.35-2.96)

33.28 (15/45)

2.07 (1.05-4.08)

0.84 (0.47-1.50)

Male

Chinese and East Asian

SG minority

8.77 (38/430)

6.64 (26/399)

4.69 (34/693)

5.85 (33/554)

9.25 (29/316)

Female 18.38 (65/354)

Ethnicity comparison

SAGI 5 comparison was for the difference between SG majority and minority students within the same ethnicity.
Reference category (OR=1) was SG majority students in each ethnic grouping, adjusted for wave, age, and NZDI
Ethnicity comparison was for the ethnic difference amongst SG minority students
Reference category (OR=1) was NZ European sexual minority students, adjusted for wave, age, and NZDI
All OR comparisons were matched with sex
(i.e. SAGI comparison: Pacific SG majority female / Pacific SG minority female = 1 : 1.04;
Ethnicity comparison: NZE SG minority male / Māori SG minority male = 1 : 0.35)

5

SAGI stands for sexual attractions and gender identity
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Table 5. Associations between ethnicity and attempted suicide in New Zealand secondary school students.
Rates of attempted suicide
SG majority
NZ European

Indian and Other Asian

Māori

Pacific

Other Ethnicity

OR (95% CL)

___

% (n/N)

% (n/N)

SAGI comparison

1.62 (77/4805)

11.93 (33/272)

8.25 (5.61-12.13)

Female 4.11 (202/4915)

16.45 (74/444)

4.58 (3.41-6.14)

Male

5.68 (3/55)

3.47 (0.93-12.92)

0.46 (0.17-1.30)

Female 3.10 (10/322)

5.19 (4/82)

1.66 (0.50-5.49)

0.29 (0.12-0.70)

Male

11.29 (3/27)

7.46 (1.81-30.77)

0.97 (0.29-3.21)

Female 6.49 (24/367)

10.95 (4/40)

1.75 (0.60-5.16)

0.60 (0.21-1.67)

Male

7.98 (4/52)

2.02 (0.67-6.02)

0.58 (0.20-1.67)

Female 9.94 (70/712)

17.81 (12/62)

1.98 (1.02-3.84)

0.97 (0.47-1.97)

Male

8.99 (7/80)

2.74 (1.23-6.12)

0.62 (0.27-1.42)

Female 12.61 (85/678)

13.31 (13/96)

1.06 (0.57-1.96)

0.65 (0.33-1.28)

Male

20.12 (7/35)

10.16 (2.65-38.94)

1.82 (0.64-5.20)

16.41 (8/51)

3.32 (1.44-7.66)

1.08 (0.52-2.24)

Male

Chinese and East Asian

SG minority

1.94 (9/433)

1.71 (7/407)

4.43 (32/713)

3.40 (19/568)

2.15 (9/399)

Female 5.93 (25/417)

Ethnicity comparison

SAGI 6 comparison was for the difference between SG majority and minority students within the same ethnicity
Reference category (OR=1) was SG majority students in each ethnic grouping, adjusted for wave, age, and NZDI
Ethnicity comparison was for the ethnic difference amongst SG minority students
Reference category (OR=1) was NZ European SG minority students, adjusted for wave, age, and NZDI
All OR comparisons were matched with sex
(i.e. SAGI comparison: Pacific SG majority female / Pacific SG minority female = 1 : 1.06;
Ethnicity comparison: NZE SG minority male / Māori SG minority male = 1 : 0.58)

6

SAGI stands for sexual attractions and gender identity
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Table 6. Associations between ethnicity and well-being in New Zealand secondary school students.
p<.01
Rates of good psychological well-being
SG majority
NZ European

Chinese and East Asian

Indian and other Asian

Māori

Pacific

Other Ethnicity

SG minority

OR (95% CL)

_

% (n/N)

% (n/N)

SAGI comparison

Ethnicity comparison

Male

84.69 (4044/4783)

68.26 (184/269)

0.40 (0.31-0.50)

Female

72.99 (3568/4890)

51.91 (229/440)

0.40 (0.33-0.49)

Male

76.92 (329/428)

68.63 (38/55)

0.61 (0.31-1.19)

0.98 (0.49-1.93)

Female

56.75 (211/321)

67.84 (54/80)

1.12 (0.57-2.18)

2.07 (1.23-3.48)

Male

87.31 (356/407)

78.16 (22/28)

0.51 (0.22-1.18)

1.73 (0.75-3.99)

Female

74.22 (271/365)

52.53 (21/40)

0.38 (0.21-0.67)

1.07 (0.58-1.95)

Male

83.83 (594/710)

81.89 (43/52)

0.83 (0.38-1.80)

2.11 (0.98-4.55)

Female

70.36 (495/706)

70.29 (43/62)

1.02 (0.59-1.77)

2.35 (1.35-4.10)

Male

86.37 (487/564)

87.43 (70/80)

1.05 (0.52-2.11)

3.27 (1.67-6.43)

Female

77.25 (520/673)

71.21 (66/93)

0.72 (0.45-1.15)

2.46 (1.51-4.00)

Male

81.64 (326/399)

55.78 (20/35)

0.30 (0.14-0.67)

0.50 (0.24-1.05)

Female

67.73 (282/418)

60.56 (31/51)

0.74 (0.37-1.47)

1.44 (0.76-2.73)

SAGI 7 comparison was for the difference between SG majority and minority students within the same ethnicity
Reference category (OR=1) was SG majority students in each ethnic grouping, adjusted for wave, age, and NZDI
Ethnicity comparison was for the ethnic difference amongst SG minority students
Reference category (OR=1) was NZ European SG minority students, adjusted for wave, age, and NZDI

7

SAGI stands for sexual attractions and gender identity
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Figure

Figure 1. Reported rates of depressive symptoms in female students.

Figure 2. Reported rates of depressive symptoms in male students.
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Figure 3. Reported rates of attempted suicide in female students.

Figure 4. Reported rates of attempted suicide in male students.
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Figure 5. Reported rates of good well-being in female students.

Figure 6. Reported rates of good well-being in male students.
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