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Gender Composition of the Occupation, Sexual Orientation, and Mental Health in Young 

Adulthood 

 

ABSTRACT 

The gender composition of the occupation has important implications for work conditions, 

rewards, and experiences, but little is known about whether it impacts workers’ mental health.  

The present study seeks to answer this question by focusing on depressive symptoms and drug 

dependence symptoms as mental health outcomes and young adulthood as the life course 

context.  The study further examines whether the association varies by sexual orientation, 

considering that occupational gender composition affects levels of stress exposure and social 

support availability in different ways for heterosexuals and sexual minorities.  The analysis of 

the U.S. data, the  National Longitudinal Study of Adolescent to Adult Health (Add Health), 

shows that among heterosexuals, working in a more female-typical occupation is associated with 

lower levels of drug dependence symptoms for women and higher levels of depressive symptoms 

for men.  Sexual minorities show a diverging pattern—working in a more female-typical 

occupation is associated with worse mental health for sexual minority women and better mental 

health for sexual minority men. 
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Gender Composition of the Occupation, Sexual Orientation, and Mental Health in Young 

Adulthood 

Despite the increasing presence of women in traditionally male-typical occupations, men 

continue to dominate these occupations, and women dominate others (Antecol & Cobb-Clark, 

2013; Cohen, 2013).  To explain the uneven occupational distributions, some scholars have 

proposed supply-side factors such as gendered occupational interests resulting from early 

socialization (Antecol & Cobb-Clark, 2013; Okamoto & England, 1999) and gendered 

specialization in home versus market productions (Becker, 1975; Görlich & de Grip, 2009).  

Other scholars have emphasized demand-side processes such as gender discrimination (Padavic 

& Reskin, 2002; Tomaskovic-Devey et al., 2012) and personnel practices that exacerbate 

employers’ gender biases (Kmec, 2005; Tomaskovic-Devey & Skaggs, 1999). 

Occupational gender composition has extensive career implications including work 

conditions, rewards, and satisfaction (Barnett, Baron, & Stuart, 2000; Bose & Rossi, 1983; 

Petersen & Saporta, 2004).  Little is known about whether it impacts workers’ mental health, 

however.  At the same time, health researchers have reported certain aspects of occupations and 

jobs, such as demands, autonomy, and support, strongly affect mental health (Häusser et al., 

2010; Tausig, 2013), but they have not paid much attention to gender composition.  This study 

seeks to examine the effects of occupational gender composition on depressive symptoms and 

drug dependence symptoms by analyzing young adulthood data collected in the U.S.  Further, we 

investigate whether this association depends on sexual orientation, considering that heterosexuals 

and sexual minorities (those who report non-heterosexual orientation) may respond differently to 

social devaluation of female-typical occupations and that occupational gender composition 
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affects gender identity and the chance of facing discrimination in different ways for the two 

groups. 

Examining the moderating role of sexual orientation is important in the current social 

context.  Although changes in labor laws and institutional practices have helped improve work 

environments for sexual minorities (Human Rights Campaign, 2014; Williams & Giuffre, 2011), 

occupations remain segregated by sexual orientation with sexual minorities concentrated in 

occupations that are atypical for their genders (Baumle, Compton, & Poston, 2009).  Mental 

health consequences of this segregation have not been clear, partly because past research has not 

examined whether the mental health consequences vary by sexual orientation.  As we explain 

below, much of past research was based on implicit heterosexual assumptions, which may not 

explain how occupational gender composition impacts work experiences of sexual minorities.  

Including sexual orientation as a potential moderator in the present investigation helps address 

these issues. 

Although we focus on young adulthood partly because of data availability, this life stage 

has unique importance.  For many people, young adulthood occupations represent an early stage 

of their career trajectories (Lorence & Mortimer, 1985), and this study helps start building 

knowledge about how mental health changes over the course of occupational careers.  Further, 

employment is unstable in this life stage as many people are forced to work for temporary, entry-

level jobs due to a lack of other employment opportunities (Lorence & Mortimer, 1985; 

Rindfuss, Cooksey, & Sutterlin, 1999) and enter occupations that are incompatible with their 

preferences.  In the present study, respondents reported their occupations in 2004, when the U.S. 

was experiencing an economic downturn, which further constrained employment opportunities 

(Tausig & Fenwick, 2014).  These factors may exacerbate mental health consequences of 
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occupational gender composition in young adulthood.  Further, sexual minorities’ mental health 

disadvantages are particularly large in young adulthood (Perales 2016), underscoring the 

importance of testing the moderating role of sexual orientation in this life stage. 

Theoretical Background 

Occupational Gender Composition and Mental Health 

The literature suggests that occupational gender composition has important mental health 

implications.  As many studies reported, workplace gender composition is associated with job 

satisfaction.  This finding suggests that occupational gender composition may impact worker 

mental health because occupational gender composition partly determines workplace gender 

composition and because job satisfaction strongly predicts mental health (Faragher, Cass, & 

Cooper, 2005).  For women, some studies have found that those in female-dominant workplaces 

have higher satisfaction than those in gender-balanced or male-dominant workplaces (e.g., 

Allmendinger & Hackman, 1995; Bender et al., 2005), but other studies reported no association 

(Konrad, Winter, & Gutek, 1992) and non-linear associations between gender composition and 

women’s job satisfaction (Haile, 2012).  Findings are even more mixed for men; although some 

studies showed lower satisfaction in female-dominant workplaces (Bender et al. 2005; Fields & 

Blum, 1997), other studies reported higher satisfaction (Loscocco & Spitze, 1991; Simpson, 

2005) or non-linear associations (Wharton & Baron, 1991).  These mixed findings regarding 

workplace gender composition thus suggest that occupational gender composition may show 

positive, negative, or no association with mental health.  

Thus, past research has focused on workplace gender composition, but we argue that 

occupational gender composition may impact mental health independently of workplace gender 

composition.  For example, occupational gender composition specifies the amount of work 
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rewards, which enhances or undermines financial well-being.  Within a workplace, occupational 

titles vary, and female-typical occupations have many career disadvantages including lower 

salary (Barnett et al., 2000; Shauman, 2006), employment insecurity (Padavic & Reskin, 2002) 

and shorter career ladders (Petersen & Saporta, 2004), and inflexible work schedules (Glass & 

Camarigg, 1992).  These career disadvantages are generally linked to worse mental health 

(Burgard, Brand, & House, 2009; Fenwisk & Tausig, 2001).  Because these disadvantages 

indicate devaluation of women’s labor (England 2005), holding such occupations may 

undermine one’s mental health further through lowering a sense of self worth and mattering. 

Gender identity presents another way in which occupation gender composition may 

impact mental health independently of workplace gender composition.  Scholars argue that 

people sustain their gender identities as they perform gender expectations and receive affirmation 

from others (Padavic 1991; West and Zimmerman 1987).  Men working in female-typical 

occupations face challenges in this task because they are often stereotyped as being feminine 

(e.g., Snyder & Green, 2008; Williams, 1992).  In contrast, not many studies reported such 

challenges for women working in male-typical occupations.  Although some studies have 

documented how women in male-dominant workplaces struggle to sustain their gender identity 

in their interactions with male colleagues (e.g., Kanter 1977), they paid little attention to the 

nature of occupations.  In fact, some studies that looked at gender composition at the 

occupational level suggest that women can successfully integrate male-typical occupations into 

their gender identity (e.g., Rabe-Hemp 2009).  These results suggest that occupational gender 

composition does not affect gender identity as strongly for women as it does for men.  For this 

reason, men may show a stronger association between occupational gender composition and 

mental health. 
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Sexual Orientation and Occupational Gender Composition 

So far we have discussed the overall effect of occupational gender composition, but we 

propose that the effect depends on sexual orientation.  Sexual orientation and occupational 

gender composition are closely linked—sexual minorities are more likely to hold gender-atypical 

occupations, and this pattern is much stronger among men (Baumle et al., 2009; Ueno, Roach, & 

Pena-Talamantes, 2013).  Several factors have been proposed as the possible explanations of this 

pattern such as employer discrimination against sexual minorities in gender-typical occupations 

(Badgett & King, 1997) and their tendency for gender-neutral specialization in home and market 

productions (Berg & Lien, 2002). 

To date, no studies have examined whether sexual orientation moderates the mental 

health consequences of occupational gender composition, but the literature suggests several 

reasons to expect that working in female-typical occupations may be linked to more positive 

mental health outcomes for sexual minority women and men than the heterosexual counterparts.  

Facing marginalization in society, sexual minorities have more progressive political ideologies in 

general (Schaffner & Senic, 2006) and more progressive gender ideologies (Sutfin et al., 2008), 

which may increase their ability to resist the societal devaluation of female-typical occupations.  

Another reason to expect more positive mental health effects of working in female-typical 

occupations for sexual minorities is that those occupations may provide a more supportive 

climate for them because heterosexual women are generally more accepting of non-heterosexual 

orientation than heterosexual men (Herek, 2002).  Women also tend to develop close social 

relationships in workplaces, which in turn help sexual minorities build more supportive networks 

(Schneider, 1986).  Further, female-typical occupations may help sexual minorities utilize their 
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social receptiveness (i.e., ability to correctly anticipate people’s responses, Tilcsik, Anteby, & 

Knight, 2015), which they have developed by interacting with heterosexuals since their youth. 

We expect that this moderating role of sexual orientation operates more strongly among 

men than women for a few reasons.  Sexual minority women may face increased risk of 

discrimination in female-typical occupations because employers are more likely to stereotype 

them as masculine and therefore unfit for those occupations (Weichselbaumer, 2003).  Following 

the same logic, sexual minority men may be less likely to experience work discrimination in 

more female-typical occupations because they are seen as feminine and well suited for those 

occupations (Tilcsik, 2011).  This factor may therefore exacerbate mental health disadvantages 

of working in female-typical occupations for sexual minority women and counteract the 

disadvantages for sexual minority men.  Additionally, heterosexual people, heterosexual men in 

particular, show much stronger hostility toward sexual minority men than sexual minority 

women (Herek, 2002).  Therefore, occupational gender composition may more strongly shift the 

level of collegial support for sexual minority men than sexual minority women, again suggesting 

a stronger moderating effect of sexual orientation for men.  Finally, as mentioned earlier, 

working in female-typical occupations may threaten heterosexual men’s gender identity, but the 

impact may be smaller for sexual minority men because of their more progressive gender 

ideologies (Szymanski 2005).  Those who select themselves into gender-atypical occupations 

may have progressive gender ideologies regardless of sexual orientation, but some people end up 

in occupations that are incompatible with their ideologies because of a lack of employment 

opportunities in preferred occupations.  Further, young workers in particular may not have 

sufficient work experience to enter their preferred occupations.  We argue that such a situation 

may be less stressful to sexual minority men.  This factor would reduce mental health 
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disadvantages of working in female-typical occupations for sexual minority men relative to 

heterosexual men, therefore strengthening the moderating role of sexual orientation among men. 

Hypotheses 

 To our knowledge, this is the first study to systematically test the association between 

occupational gender composition and mental health.  Past studies have examined mental health 

consequences of workplace gender composition, but gender composition at the occupational 

level has received little attention, despite the unique processes in which it may impact mental 

health (threats to gender identity and employer perceptions of workers’ fit with occupations).  

Given the research documenting societal devaluation and deflated rewards in female-typical 

occupations, holding such occupations may be associated with worse mental health (Hypothesis 

1).  In addition, we hypothesize that the association between female-typical occupations and poor 

mental health should be more clearly observed for men than women (Hypothesis 2) because 

working in such occupations threatens men’s gender identity as suggested in the gender 

literature.  Regarding the role of sexual orientation as a moderator, we expect that the negative 

mental health consequences of working in female-typical occupations should be smaller for 

sexual minorities (Hypothesis 3) and that the moderating effect should be more clearly observed 

for men than women (Hypothesis 4). 

The analysis includes two mental health outcomes—depressive symptoms and drug 

dependence symptoms.  Past research on occupations and mental health has focused on 

internalizing outcomes with depression as the most common example (e.g., Fan et al., 2012; 

Sloan, 2012), so the inclusion of drug dependence symptoms as an externalizing outcome 

extends the existing literature.  Furthermore, internalizing stress responses are more common 

among women, and externalizing responses are more common among men (e.g., Aneshensel et 
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al., 1991; Rosenfield, Lennon, & White, 2005).  Including both types of outcomes will therefore 

help detect the mental health consequences of occupational gender composition for both women 

and men.  Non-stress processes also highlight the importance of including both types of outcome 

measures.  Specifically, network processes operate more strongly for drug use—people learn 

about drugs and obtain drugs from network members and sometimes use drugs with them 

(Kandel, 1996).  For this reason, stress exposure in female-typical occupations may not 

necessarily manifest in drug dependence due to women’s lower rate of drug use.  Including drug 

dependence symptoms in the analysis allows us to test this possibility. 

Methods 

Data and Sample 

Add Health is an ongoing survey study that assesses health and attainment outcomes and 

their social antecedents in the U.S. (Harris et al., 2009).  In 1994, 80 high schools were selected 

ensuring that they were representative of U.S. schools with respect to region, urbanicity, size, 

type, and ethnic composition.  The sample also included 52 middle schools that sent their 

graduates to these high schools.  Every student in these schools was eligible for the In-School 

Survey.  Among the In-School respondents, a random sample was drawn for in-depth interviews 

that took place at respondents’ homes in 1995 (Wave 1 In-Home Interviews; N=18,924; response 

rate = 79%).  Follow-up interviews were conducted in 1996 (Wave 2), between 2001 and 2002 

(Wave 3), and between 2008 and 2009 (Wave 4).  The present study focuses on people who 

participated in Wave 4 (80.3% of Wave 1 respondents who were eligible for follow-up 

interviews).  Most respondents were between age 26 and 31 in this wave.  After excluding 1.7% 

of respondents who reported in Wave 4 that they were not currently working and had not 

recently worked, the final operational sample included 7,737 women and 6,822 men. 
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Measures  

Mental health outcomes.  Depressive symptoms was measured by a five-item version of 

the Center for Epidemiologic Studies Depression Scale (CES-D) (Radloff, 1977).  The scale 

asked about physiological and psychological symptoms during past seven days (“You felt 

depressed”; “You felt life was not worth living”; “You were happy”; “You could not shake off 

the blues”; and “It was hard to get started doing things).  Each item had four response categories 

ranging from 0=never or rarely to 3=most of the time or all of the time.  A past study has 

established that this five-item version has good reliability and validity like the original scale 

(Perreira et al., 2005; Cronbach’s g=.80 for women and .77 for men in the current sample). 

For drug dependence symptoms, respondents who reported using illicit drugs (cocaine, 

crystal meth, sedatives, tranquilizers, stimulants, and pain killers) at least one or two days a week 

in the last 12 months were asked a set of seven dichotomous questions based on DSM-IV 

substance dependence criteria (e.g., “spent a lot of time using the drug, getting it, or getting over 

its effects”; “used more drug or used it longer than you intended”; “given up or cut down on 

important activities that would interfere with your drug use”).  The analysis used the sum of 

these items as a dependent variable.  We assigned a value of zero to people who did not use 

drugs or used them less frequently than one or two days per week. 

Although widely used in past research, these self-reported measures of mental health 

symptoms may not be as reliable as clinician diagnoses.  The measurement limitation was a trade 

off for an important feature of the present study—a large, nationally representative sample, 

which assured generalizability and included a sufficient number of sexual minority respondents 

who had occupations with varying gender composition.  Table 1 presents descriptive statistics for 

each variable. 
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Insert Table 1 About Here 

We considered several other variables available in Add Health as alternative 

externalizing outcomes but decided not to include them in the primary analysis.  For example, 

we decided not to use drug use frequency because it did not necessarily indicate the extent to 

which stress interfered respondents’ everyday life partly due to the high frequency of drug use in 

this life stage.  For this reason, the variable was less desirable as a mental health measure.  We 

also considered nicotine, cannabis, alcohol dependency symptoms as alternative outcomes but 

decided not to use them in the end because network mechanisms (access and socialization) 

operate more strongly for these substances due to their wider availability, thus blurring the 

psychological consequences of occupational gender composition that we sought to address.   

Gender composition of the occupation (percentage of female workers).  In Wave 4, 

respondents reported occupations based on their main jobs for which they were currently 

working or had worked at least 10 hours a week for at least 9 weeks since 2001.  Interviewers 

then helped the respondents identify their occupational titles using the 2000 Standard 

Occupational Classification (SOC) (U.S. Department of Labor, 2009).  Over 700 unique 

occupational titles were reported in Wave 4.  For the key independent variable, we identified 

percent female workers in the occupational title using a summary report from the 2000 Census 

(U.S. Census Bureau, 2004).  This measurement strategy provided greater accuracy than 

respondents’ self assessment of occupational gender composition.  Further, using the census 

information had an advantage over computing occupational gender composition within Add 

Health because it reflected gender segregation in the entire U.S. labor market.  Some previous 

studies that examined the association between workplace gender composition and job 

satisfaction have trichotomized their gender composition measures (e.g., Wharton & Baron, 
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1991), but we kept our measure in the continuous form because we hypothesized linear 

associations.  In fact, a supplemental analysis that used square-terms showed no sign of non-

linearity.  Examples of occupations with very high percentages of female workers included 

preschool teachers, nurses, and secretaries, and those of occupations with very low percentages 

of female workers (i.e., very male-typical occupations) included bus and truck mechanics, fire 

fighters, and mechanical engineers. 

Sexual orientation.  Add Health included four different measures of sexual orientation—

attraction, intimate relationships, sexual contact, and sexual identity.  Sexuality researchers 

recommend that these dimensions should be analyzed separately because they are conceptually 

distinct and show only moderate correlations (Badgett, 2009).  Our primary analysis combined 

these measures in one variable for two reasons, however.  First, we argue that heterosexuality is 

taken for granted in workplaces and in broader society (Williams et al., 2009), so deviation from 

heterosexuality in any dimension could impact the ways in which workers view their 

occupational gender composition and the ways in which employers perceive them.  Second, like 

other data sets, Add Health included only a small number of people reporting same-gender 

orientation in each dimension, which raised concerns about statistical power especially for the 

moderation analysis because it required a sufficient number of sexual minority workers across 

the continuum of occupational gender composition.  Nonetheless, we conducted supplemental 

analyses using separate measures of sexual orientation, and they generally showed similar results 

although they did not show some of the significant associations found in the primary analysis 

based on the combined sexuality measure.  Detailed results from these supplemental analyses are 

available from the authors upon request. 
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We first describe each of the four original measures.  Regarding attraction, respondents 

were asked, “Are you romantically attracted to females/males?”  For intimate relationships, 

respondents listed those that involved marriage, cohabitation, pregnancy, or current involvement.  

To identify relationship patterns in young adulthood, we focused on relationships that started on 

or after the respondent’s 18th birthday.  Regarding sexual contact, respondents answered two 

questions: (1) “Considering all types of sexual activity, with how many male/female partners 

have you ever had sex?”; and (2) “With how many male/female partners did you have sex before 

you were 18 years old?”  Taking the difference between the numbers of sexual contacts in these 

questions, we identified whether respondents had same-gender contacts since their 18th birthday.  

Sexual identity was measured using the following question: “Please choose the description that 

best fits how you think about yourself—100% homosexual, mostly homosexual, bisexual, mostly 

heterosexual, 100% heterosexual, or not sexually attracted to either males or females.” 

On each of these dimensions, respondents were classified “heterosexual” or “non-

heterosexual.”  For attraction, intimate relationships, and sexual contact, those who reported 

same-gender attraction target or same-gender partner was coded as non-heterosexual, and others 

were coded as heterosexual.  For sexual identity, those who reported “mostly heterosexual,” 

“bisexual,” “mostly homosexual,” “100% homosexual” were combined as a non-heterosexual 

group, and others were classified as heterosexual.  We treated “mostly heterosexual” identity as 

non-heterosexual orientation because they still deviated from the traditional notion of 

heterosexuality and because some people may underestimate the degree of their non-

heterosexual orientation to avoid stigma. 

Our primary sexual orientation variable combined the four measures and distinguished 

between heterosexuals and non-heterosexuals (those who reported same-gender sexual 
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experience in any of the four dimensions).  Table 2 presents frequency distributions for all 

sexuality measures.  Our initial analysis distinguished between people reporting same-gender 

orientation and those reporting both-gender orientation (i.e., bisexual orientation).  The literature 

provided some reasons to expect that compared to people who report exclusive same-gender 

orientation, those who report bisexual orientation may show smaller differences from 

heterosexuals in the way occupational gender composition impacts their mental health.  For those 

individuals, for example, having an other-gender partner may increase the ability to “pass” as 

heterosexuals (Badgett, 1995).  However, the initial analysis did not show such a clear pattern, 

which may have resulted from small cell sizes.  Rather than attempting to interpret such tentative 

results, we decided to combine people reporting same-gender orientation and those reporting 

both-gender orientation as one “non-heterosexual group” for each dimension of sexual 

orientation. 

Insert Table 2 About Here 

Control variables.  The analysis included several sociodemographic correlates of mental 

health that are also known to select people into occupations of different gender composition 

(Okamoto & England, 1999; Ueno et al., 2013).  Age was measured in years.  Race consisted of 

four dummy variables including non-Hispanic white, non-Hispanic black, Hispanic, and others.  

Highest educational qualification consisted of the following five dummy variables: (1) less than 

high school; (2) high school graduate; (3) associate degree or post-secondary 

vocational/technical certificate; (4) bachelor’s degree; and (5) graduate or professional degree.  

Marital status distinguished between people who were married or cohabitating (coded 1) and 

those who were not (coded 0).  Considering that many states did not allow same-sex marriage at 

the time of data collection, residing partner status was used as an alternative measure to marital 
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status in a supplemental analysis, which provided results similar to the primary analysis.  

Number of children consisted of three dummy variables: no children, one child, two children, 

and three or more children.  Direct measures of work experience were not available in Add 

Health, so we created a proxy variable by subtracting the age of obtaining the first fulltime job 

from the age in Wave 4.  Although imprecise, this proxy measure is common in labor research 

(e.g., Hall, Greenman, & Farkas, 2011).  Those who had not had any fulltime job received a 

value of zero in this variable.  Hours worked for the occupation per week was measured 

continuously.  Annual earnings were, measured in U.S. dollars.  These control variables came 

from Wave 4 except for race, which was based on the Wave 1 data.     

The analysis also controlled for adolescent mental health because it may affect 

occupational choice.  For example, people who express their stress through depressive symptoms 

(a female-typical stress response) may have a greater chance of entering female-typical 

occupations.  The models that predicted depressive symptoms included adolescent depressive 

symptoms as a control variable, which was measured by a sum of 19 CES-D items.  The models 

that predicted drug dependency symptoms included adolescent drug use, which was measured by 

a sum of three questions, “During the past 30 days, how many times did you use 

cocaine/inhalants/other types of illegal drugs?”  Both measures came from Wave 1. 

In addition to these variables, our initial analysis controlled for gender-typed behaviors 

(or masculinity/femininity trait) in adolescence because some scholars have argued that sexual 

minorities’ gender-atypical interests contribute to their concentration in gender-atypical 

occupations (Whitam & Dizon, 1979).  Gender types may also be associated with the way people 

express their stress.  A supplemental analysis was conducted by controlling for a previously 

constructed measure of gender types based on 16 items (Udry & Chantala, 2005; Ueno et al., 
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2013), but it did not change the conclusions about the association between occupational gender 

composition and mental health and the moderating role of sexual orientation.  Therefore, we 

dropped the variable from the present analysis to avoid lengthy explanations of this complex 

measure. 

Analytical Procedure 

For multivariate analyses, we used least square regression models to predict depressive 

symptoms and negative binomial regression models to predict drug dependence symptoms, 

which had extreme, positive skewness in the distribution.  Despite the positive skewness, drug 

dependence symptoms had a fair number of observations toward the higher end of the 

distribution. Considering the unique distribution, we also used two dichotomous measures in 

exploratory analyses (detailed results available upon request from the authors).  One version 

contrasted people who used drugs and those who did not use drugs, and the other version 

distinguished between people who met the DSM drug dependence diagnostic criteria and those 

who did not.  With these variables, the main effect of gender composition and the moderating 

effect of sexual orientation were weaker than they were in the primary analysis, partly due to 

reduced variability. 

In each set of analyses, the first model included the main effect terms of sexual 

orientation and percent female workers as well as control variables.  The second model added 

multiplicative terms between sexual orientation and percent female workers to examine whether 

the association between percent female workers and mental health varied by sexual orientation.  

These two models used gender-stratified samples because we expected different patterns for 

women and men.  The next two models used a combined sample of men and women to directly 
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test Hypotheses 2 and 4 regarding gender differences in the main effect of occupational gender 

composition and in the moderating role of sexual orientation. 

The key variables had some missing cases, with sexual contact and occupation variables 

having more missing cases (3.07% and 2.64% respectively).  To reduce potential biases, missing 

data were imputed from other key variables using Stata’s “impute” command (Stata, 2011).  The 

analyses also corrected standard errors for the nested data structure (students attending same 

schools in adolescence) and weighted estimates for the oversampling of certain 

sociodemographic groups (Chantala, 2006). 

Results 

Depressive Symptoms 

Table 3 summarizes the results from OLS regression models that predicted depressive 

symptoms, and Models 1 and 2 report results from the female sample.  Model 1 entered main 

effect terms of occupational gender composition and sexual orientation as well as control 

variables.  The model showed that occupational gender composition was not associated with 

women’s depressive symptoms after considering the control variables, contrary to Hypothesis 1.  

Model 2 entered an interaction term between occupational gender composition and sexual 

orientation and showed a positive coefficient for the interaction (b=.01, p<.05).  This interaction 

is visually illustrated in Figure 1-a.  In occupations with very small percentages of female 

workers, women reporting non-heterosexual orientation had slightly higher levels of depressive 

symptoms than heterosexual women.  As the percentage increased, however, symptom levels 

went up for this group whereas heterosexual women did not show such a change.  These patterns 

ran counter to Hypothesis 3, which stated that sexual minorities experience smaller mental health 

disadvantages in female-typical occupations than heterosexuals. 
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Insert Table 3 about Here. 

Insert Figure 1 about Here. 

Returning to Table 3, Models 3 and 4 present results for the male sample.  The main 

effect model (Model 3) showed that percent female workers had a positive coefficient (b=.003, 

p<.05), indicating that men working in more female-typical occupations had higher symptom 

scores.  The result was consistent with Hypothesis 1.  In Model 2, the interaction term between 

percent female workers and sexual orientation showed a negative coefficient (b=-.014, p<.01), 

suggesting that working in more female-typical occupations was associated with lower levels of 

depressive symptoms, instead of higher levels, among non-heterosexual men.  Figure 1-b 

demonstrates this result from Model 2.  In occupations with very small percentages of female 

workers, non-heterosexual men had higher levels of depressive symptoms than heterosexual 

men.  As the percentage of female workers increased, depressive symptoms slightly increased 

among heterosexual men, but symptoms decreased among non-heterosexual men.  Overall, the 

results gave support for Hypothesis 3 regarding the moderating effect of sexual orientation. 

Gender differences in the effects of occupational gender composition and sexual 

orientation were tested in the whole sample.  Models 5 and 6 in Table 3 summarize the results.  

In the gender-stratified models, the effect of occupational gender composition was observed only 

for men, but Model 5 showed that this gender difference in the effect of occupational gender 

composition was not significant, as indicated by an insignificant interaction between 

occupational gender composition and gender.  This result was therefore contrary to Hypothesis 2.  

Model 6 tested whether the moderation effect of sexual orientation observed in gender stratified 

models (Model 2 for women and Model 4 for men) differed significantly by gender.  This model 

entered the key three-way interaction among occupational gender composition, sexual 
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orientation, and gender as well as all two-way interactions.  The three-way interaction showed a 

positive coefficient (b=.024, p<.001), indicating that sexual minorities’ tendency to benefit more 

from working in female-typical occupations relative to heterosexuals was stronger for men than 

women.  The result thus provided support for Hypothesis 4. 

Drug Dependence Symptoms 

Table 4 summarizes results for drug dependence symptoms, and Models 1 and 2 present 

results for the female sample.  In Model 1, percent female workers showed a negative main 

effect (b=-.007, p<.05), indicating that women working in more female-typical occupations had 

fewer symptoms, contrary to Hypothesis 1.  We will return to this finding.  Model 2 showed a 

positive interaction between sexual orientation and percent female workers (b=.019, p<.001), and 

this interaction is demonstrated in Figure 2-a.  The nature of this interaction for drug dependence 

symptoms is similar to depressive symptoms previously shown in Figure 1-a—in contrast to 

heterosexual women, whose drug use symptoms slightly declined as percent female workers 

went up, non-heterosexual women showed increases in drug use. 

Insert Table 4 about Here. 

Insert Figure 2 about Here. 

Models 3 and 4 in Table 4 present results for the male sample.  Model 3 showed that 

percent female workers had no main effect, contrary to Hypotheses 1.  Model 4 showed a 

negative interaction between sexual orientation and percent female workers (b=-.025, p<.001), 

consistent with Hypothesis 3.  The nature of interaction depicted in Figure 2-b is similar to the 

interaction observed for depressive symptoms (Figure 1-b).  In the whole sample, Model 5 

showed no gender difference in the main effect of occupational gender composition, therefore 

failing to support Hypothesis 2.  Model 6 showed a positive coefficient for the three way 
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interaction among occupational gender composition, sexual orientation, and gender (b=.046, 

p<.001), indicating that sexual minorities’ tendency to benefit more from working in female-

typical occupations relative to heterosexuals was stronger for men than women.  This result 

provided support for Hypothesis 4. 

Discussion and Conclusions 

This study examined how occupational gender composition is associated with workers’ 

mental health and whether the association varies by sexual orientation.  The analysis of the Add 

Health data showed that among heterosexuals, working in a more female-typical occupation is 

associated with lower levels of drug dependence symptoms for women and higher levels of 

depressive symptoms for men.  Among sexual minorities, however, working in a more female-

typical occupation is associated with worse mental health for women and better mental health for 

men.  These results extended past research by demonstrating mental health implications of 

occupational gender composition, instead of workplace gender composition, and by illustrating 

the moderating roles of gender and sexual orientation.  

The analysis showed several significant associations between occupational gender 

composition and mental health, but they were modest in a practical sense.  For example, the 

strongest association was found for sexual minority men’s drug use symptoms, but even in this 

analysis, a 20 percentage-point increase in female worker composition (from 0 to 20 percent) 

was associated with only a .56-point reduction in symptom scores or a .43 standard deviation 

reduction.  The modest associations are not surprising because occupation is only one of many 

factors that influence mental health and because gender composition is only one aspect of 

occupation.  These associations, however, provide important theoretical insights into how 

gender, sexual orientation, occupation, and mental health are intertwined. 
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Heterosexual men who hold more female-typical occupations tend to experience higher 

levels of depressive symptoms than other heterosexual men.  The result resonates with the 

argument that working in female-typical occupations increases stress by undermining 

heterosexual men’s gender identity.  This effect of gender composition among heterosexual men 

is observed for depressive symptoms, but it does not appear for drug dependence symptoms.  In 

general, men are more likely than women to engage in substance use as a response to stress 

exposure (Aneshensel et al., 1991), and the current result may suggest that working with many 

female colleagues discourages them from responding to stressors in traditionally male-typical 

ways.  This interpretation is consistent with the view that gendered stress responses result partly 

from gendered socialization (Rosenfield et al., 2005).  In addition to socialization, working with 

many female colleagues may discourage drug use by reducing the chance of obtaining drugs 

from colleagues.  Socialization and drug access were not measured in this study, and these 

mediating processes need to be directly tested in future research. 

Among heterosexual women, holding female-typical occupations is not linked to poor 

mental health.  Perhaps for them, female-typical occupations provide unique benefits such as 

fewer physical demands, a more family friendly climate, and a reduced risk of facing gender 

discrimination, and these benefits may counteract the disadvantages of those occupations such as 

lower pay and less flexible work schedules.  In fact, holding a more female-typical occupation is 

associated with lower levels of drug dependence symptoms.  This result may indicate that the 

above mentioned network processes for drug use—gender socialization and limited drug 

availability—operate strongly as counteracting processes among women, who develop strong 

ties in workplaces (Schneider, 1986).  The present study did not include measures of unique 
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benefits of female-typical occupations for women and network processes, but doing so in future 

research will help understand how those and other factors reinforce or can counteract each other. 

Sexual orientation moderates the association between occupational gender composition 

and mental health although the nature of moderation depends on gender.  Among women, sexual 

minority workers experience worse mental health in more female-typical occupations whereas 

heterosexual workers show no or opposite association depending on the outcome.  This 

interaction holds for both depressive and drug dependence symptoms.  These results are contrary 

to the arguments that sexual minority women have a better ability to resist the social devaluation 

of female-typical occupations and that they benefit more from working in closely knit networks 

in female-dominant workplaces than heterosexual women (Schneider, 1986).  Instead, the result 

resonates with the view that working in female-typical occupations increases sexual minority 

women’s chance of facing discrimination (Weichselbaumer, 2003). 

 Among men, sexual minority workers have fewer symptoms when working in female-

typical occupations whereas heterosexual workers show no or opposite association.  This pattern 

appears for both depressive and drug dependence symptoms.  The results may indicate that 

sexual minority men have better abilities to resist the societal devaluation of female-typical 

occupations and manage gender identity in these occupations, or that occupational gender 

composition affects the risk of experiencing discrimination more strongly for sexual minority 

men than heterosexual men.  The interaction may also indicate that selection processes operate.  

For example, sexual minority men select themselves into female-typical occupations due to their 

stronger interest in feminine activities and thus enjoy working in these occupations more than 

heterosexual men.  A previous study based on Add Health shows that although sexual minority 

men in fact have stronger interest in traditionally female-typical activities, it does not account for 
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their concentration in female-typical occupations (Ueno et al., 2013).  Consequently, the factor 

does not account for the greater mental health benefit they receive from working in female-

typical occupations as explained earlier in the methods section.  Other selection processes may 

operate and give rise to this interaction, however.  For example, some sexual minorities may 

enter female-typical occupations to reduce the chance of facing workplace discrimination 

(Hewitt, 1995), and they may maintain better mental health than heterosexual workers, many of 

whom may enter female-typical occupations without such a motivation. 

 The results have important policy implications.  Given that heterosexual men in more 

female-typical occupations tend to have more depressive symptoms, governments and employers 

need to ensure that work organizations and workplaces are welcoming to these men and that the 

men receive any support necessary to sustain stable gender identity.  Further, sexual minorities 

tend to have worse mental health when working in gender-typical occupations, and some of this 

pattern may result from anticipations or experiences of discrimination.  Therefore, the current 

effort to reduce work discrimination against sexual minorities needs to pay special attention to 

strongly gendered occupations and workplaces.  More broadly, social policies are needed to 

eliminate gendered stereotypes about occupations and increase acceptance of sexual diversity, 

which would help reduce gender identity threats among men working in more female-typical 

occupations and employers’ negative evaluations of sexual minority workers in gender-typical 

occupations. 

Several limitations of the present study need to be addressed in future research.  First, the 

present investigation focused on young adulthood, and the results may not apply to later life 

stages.  As people leave temporary entry-level jobs and attain more stable jobs in later life stages, 

the mental health consequences of occupational gender composition may weaken because more 
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people may reach their career goals in the occupations that they hold in later life stages.  It is also 

possible, however, that those who could not enter their preferred occupations may accumulate 

stress over time, which may intensify the impact of occupational gender composition.  Second, 

sexual orientation is not necessarily static, and some people experience changes across life stages 

(Jensen, 1999; Pope & Schulz, 1991).  Sexual fluidity, in turn, is linked to occupational 

characteristics (Ueno et al., 2013).  Therefore, research is needed to examine whether sexual 

fluidity moderates the impact of occupational gender composition on mental health.  Third, we 

argued that although occupational gender composition affects mental health partly through 

specifying gender composition of the workplace, some processes are unique to occupational 

gender composition and independent of workplace gender composition.  Future research needs to 

identify the extent to which occupational gender composition impacts mental health indirectly 

through workplace gender composition.  Fourth, the study did not examine geographic variations 

due to a lack of such information in the data set.  The levels of work discrimination against 

sexual minorities, legal protection, and social support within and outside workplaces vary 

considerably by geographical locations (Tilcsik, 2011), and these factors may in turn specify the 

extent to which sexual orientation moderates the impact of occupational gender composition.  

For the same reason, analyses of non-U.S. would greatly extend the literature. 

 In conclusion, the study demonstrated that occupational gender type is associated with 

worker mental health even after considering several key covariates.  The result thus extended 

past studies that examined mental health consequences of workplace gender composition.  The 

association between occupational gender composition and mental health depends on worker 

gender and sexual orientation, indicating that the meaning of occupational gender composition 
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and the extent to which it causes stress varies across groups of workers with different genders 

and sexual orientations.
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Table 1.  Sample Characteristics by Gender 

    Women  Men 

 Min Max  Mean or 

% 
SD  Mean 

or % 
SD 

Depressive symptoms 0 15  2.84 2.80  2.36 2.30 

Drug dependence symptoms 0 7  .34 1.30  .43 1.31 

Percent female workers 0.96 97.77  62.80 24.08  31.05 23.52 

Age in Wave 4 24 34  28.21 1.89  28.43 1.80 

Race         
   White 0 1  68.4%   68.4%  
   Black 0 1  15.4%   14.8%  
   Hispanic 0 1  11.8%   11.8%  
   Others 0 1  4.4%   5.1%  
Education         
   Less than high school 0 1  5.9%   8.3%  
   High school 0 1  38.0%   48.0%  
   Associate or technical 0 1  22.6%   16.9%  
   Bachelors 0 1  25.1%   21.3%  
   Graduate or professional 0 1  8.5%   5.4%  
Work experience 0 18  7.80 3.72  8.66 3.38 

Hours worked 10 65  38.49 10.27  43.60 10.14 

Have partner 0 1  67.1%   58.8%  
Currently married 0 1  47.0%   38.5%  
Number of children         
   0 0 1  46.1%   67.8%  
   1 0 1  21.9%   17.1%  
   2 0 1  20.3%   10.8%  
   3 or more 0 1  11.8%   4.3%  
Personal earnings 0 999995  28000 37200  40400 45800 

Adolescent depression 0 56  11.80 8.39  10.05 6.43 

Adolescent drug use 0 90  .35 2.62  .60 3.81 

Note: n=7,737 women and 6,822 men.      

 

  



 

 

 
Table 2.  Unweighted Frequency Distributions of Sexual Orientation 

Variables by Gender 

 Women 

 Attraction Relations Contact Identity Combined 

Heterosexual 7,026 7,474 6,784 7,416 6,456 
 (90.81%) (96.60%) (87.68%) (95.85%) (83.44%) 

Non-heterosexual 711 263 953 321 1,281 
 (9.19%) (3.40%) (12.32%) (4.15%) (16.56%) 

Total 7,737 7,737 7,737 7,737 7,737 
 (100%) (100%) (100%) (100%) (100%) 

      

 Men 

 Attraction Relations Contact Identity Combined 

Heterosexual 6,508 6,631 6,445 6,593 6,333 
 (95.40%) (97.20%) (94.47%) (96.64%) (92.83%) 

Non-heterosexual 314 191 377 229 489 
 (4.60%) (2.80%) (5.53%) (3.36%) (7.17%) 

Total 6,822 6,822 6,822 6,822 6,822 
 (100%) (100%) (100%) (100%) (100%) 

 

  



 

 

 
Table 3.  OLS Regression Models Predicting Depressive Symptoms by Sexual Orientation 

(Combined Measure) and Percent Female Workers  

 Women (n=7,737)  Men (n=6,822)  All (n= 14,559) 

Predictors Model 1 Model 2  Model 3 Model 4  Model 5 Model 6 

Female       0.379** 0.484*** 

Non-heterosexual 0.622*** 0.001  0.147 0.730**  0.479*** 0.750** 

% female workers 0.001 -0.001  0.003* 0.005**  0.003* 0.005** 

% females*non-hetero  0.010*   -0.014**   -0.014** 

Female*% female       -0.002 -0.005* 

Female*non-hetero        -0.736* 

Female*% female*non-hetero        0.024*** 

Age at Wave 4 -0.016 -0.014  -0.022 -0.023  -0.018 -0.016 

Race         
   Black 0.345** 0.343**  0.540*** 0.539***  0.458*** 0.459*** 

   Hispanic 0.129 0.129  -0.165 -0.166  -0.018 -0.009 

   Others 0.113 0.119  0.001 0.004  0.070 0.072 

Adolescent Depressive Symp. 0.073*** 0.073***  0.094*** 0.094***  0.082*** 0.082*** 

Education (ref=HS)         
   Less than high school 1.011*** 1.017***  0.673** 0.673**  0.842*** 0.841*** 

   Associate or technical -0.155 -0.153  -0.028 -0.015  -0.092 -0.084 

   Bachelors -0.568*** -0.577***  -0.246** -0.243**  -0.418*** -0.415*** 

   Graduate or professional -0.681*** -0.691***  -0.332* -0.334*  -0.525*** -0.522*** 

Married -0.259** -0.261**  -0.325*** -0.327***  -0.293*** -0.296*** 

# of children (ref=0)         
   1 -0.303** -0.309**  -0.310* -0.309*  -0.301*** -0.309*** 

   2 -0.252* -0.254*  -0.032 -0.028  -0.184 -0.187 

   3 or more -0.215 -0.220  -0.158 -0.159  -0.233* -0.235* 

Work experience 0.009 0.008  0.043** 0.043**  0.024* 0.024* 

Hours worked -0.007 -0.007  -0.000 -0.001  -0.004 -0.004 

Earnings (logged) -0.038** -0.038**  -0.128*** -0.128***  -0.070*** -0.070*** 

Constant 3.149*** 3.228***  2.978*** 2.991***  2.745*** 2.695*** 

R-squared 0.115 0.116  0.142 0.143  0.130 0.132 

Note: *p<.05; **p<.01; ***p<.001.    

 

  



 

 

 
Table 4.  Negative Binomial Regression Models Predicting Drug Dependence Symptoms by Sexual 

Orientation (Combined Measure) and Percent Female Workers 

 Women (N=7,737)  Men (N=6,822)  All (n= 14,559) 

Predictors Model 1 Model 2  Model 3 Model 4  Model 5 Model 6 

Female       0.071 0.313 

Non-heterosexual 1.204*** -0.020  0.149 0.994**  0.909*** 1.019*** 

% female workers -0.007* -0.011**  0.002 0.004  0.002 0.004 

% females*non-hetero  0.019***   -0.025***   -0.026*** 

Female*% female       -0.007 -0.014** 

Female*non-hetero        -1.075* 

Female*% female*non-hetero        0.046*** 

Age at Wave 4 -0.167*** -0.171***  -0.084* -0.084*  -0.122*** -0.120*** 

Race         
   Black -2.114*** -2.110***  -1.939*** -1.945***  -1.967*** -1.997*** 

   Hispanic -0.370 -0.380  -0.532** -0.528**  -0.437** -0.406** 

   Others -0.426 -0.401  -0.236 -0.211  -0.287 -0.248 

Adolescent drug use 0.113*** 0.112***  0.053*** 0.055***  0.075*** 0.073*** 

Education (ref=HS)         
   Less than high school 0.723*** 0.709**  0.250 0.261  0.457** 0.467** 

   Associate or technical 0.109 0.134  0.139 0.160  0.096 0.122 

   Bachelors -0.633** -0.671***  -0.622*** -0.636***  -0.637*** -0.672*** 

   Graduate or professional -0.828* -0.849*  -0.780* -0.796*  -0.847*** -0.870*** 

Married -0.595*** -0.608***  -0.666*** -0.691***  -0.648*** -0.665*** 

# of children (ref=0)         
   1 0.007 0.008  -0.103 -0.113  -0.017 -0.043 

   2 0.081 0.074  -0.027 -0.015  0.020 0.007 

   3 or more -0.107 -0.105  -0.183 -0.195  -0.166 -0.186 

Work experience 0.084*** 0.084***  0.085*** 0.089***  0.081*** 0.083*** 

Hours worked -0.002 -0.001  0.013* 0.012*  0.008 0.007 

Earnings (logged) -0.019 -0.023  -0.097*** -0.096***  -0.051** -0.051** 

Constant 3.668** 4.061***  1.522 1.478  2.310** 2.290** 

F 15.77*** 14.91***  13.65*** 13.91***  27.69*** 24.57*** 

df 18, 128 19, 128  18, 128 19, 128  20, 128 23, 128 

Note: *p<.05; **p<.01; ***p<.001.    
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