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Abstract

Purpose: This study assessed disparities in screener- and provider-identified mental health and substance use di-
agnoses and treatment attendance by sexual orientation and gender in an urban community health center focused
on sexual and gender minority individuals.
Methods: Using an electronic data query (October 2015 to October 2018), computerized screening results assess-
ing likely depression, anxiety, alcohol use disorder (AUD), and substance use disorder (SUDs); provider diag-
noses; and treatment initiation related to mental health and substance use were compared across sexual
orientation (heterosexual, gay/lesbian, bisexual, and other) and gender categories (men and women, inclusive
of cisgender and transgender individuals; N = 24,325).
Results: Bisexual and other-identified individuals were more likely to screen positive for depression and anxiety,
followed by gay/lesbian women, compared with heterosexual individuals and gay men (v2 = 463.22, p < 0.001
and v2 = 263.36, p < 0.001, respectively). Of those who screened positive for AUDs, women were less likely
to be diagnosed by a professional (v2 = 63.79, p < 0.001) and of those who screened positive for either alcohol
or other SUDs, women were less likely to attend one or more substance use-related behavioral health appoint-
ments, regardless of sexual orientation (contingency coefficient = 0.14, p < 0.001).
Conclusion: This community health center study identified a need for increased mental health services for bi-
sexual and other-identified individuals and increased assessment and initiation of substance use treatment for
women, including sexual minority women.
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Introduction

Sexual minority status is consistently associated with
high prevalence of mental health and substance use dis-

orders (SUDs), with particular disparities in rates of depres-
sion and anxiety.1–4 Sexual minority individuals are also at
greater risk for anxiety disorders than their heterosexual
peers.2,5 These disparities have been confirmed by system-
atic and meta-analytic reviews across geographic regions.5,6

Similarly, rates of problematic alcohol and other sub-
stance use are high among sexual minority individuals. Les-
bian, gay, and bisexual (LGB) individuals are more likely to
have alcohol use disorder (AUD) in the past year compared
with their heterosexual counterparts.1 The prevalence of drug
use disorder in the past year is also high among LGB individ-

uals, ranging from 7.1% to 10.3% in men and from 7.9% to
11.3% in women, compared with 4.8% and 2.7% among het-
erosexual men and women, respectively.1 Notably, sexual
minority women, especially bisexual women, are at greatest
risk for alcohol and other SUDs,7,8 placing their level of al-
cohol and drug use within the range of use that has been
reported by heterosexual men.

These disparities have been conceptualized through the
sexual minority stress model.9 This model suggests that
the unique experiences of sexual minority individuals dur-
ing the developmental period and in adulthood (e.g., expe-
rience of prejudice, expectation of interpersonal rejection,
internalized homophobia) contribute to mental health and
SUD disparities in adulthood. Consistent with this develop-
mental model, mental health conditions, SUDs, and other
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vulnerabilities among sexual minority individuals have
been examined within a syndemics framework, which rec-
ognizes that these issues often co-occur and are interrelated.
Co-occurring syndemic, or interrelated, factors have been
linked to multiple sexual minority health disparities for
men10–12 and women.13–15

It is also important to acknowledge the effects of gender
alone on mental health and substance use. Indeed, mental
health disparities by gender are among the best documented
findings in the psychiatric literature, as women generally ex-
perience more psychological distress and greater mental ill-
ness symptom severity compared with men.16–18 For
example, depression and its associated symptoms are ap-
proximately two times more prevalent among women than
among men.16,17 Recent data have also revealed that trans-
gender and gender-diverse (TGD) individuals experience
significantly greater mental health symptom severity and
problematic substance use relative to cisgender individu-
als.19,20 Although not the focus of this article, mental health
disparities in TGD populations are increasingly evident,21

and further study at the subgroup level will identify specific
groups that are in greatest need of targeted interventions.22

Reports on the prevalence of alcohol and other SUDs by
gender are less conclusive, as the effects of gender on the prev-
alence of these disorders are changing over time. Men are more
likely than women to use almost all substances, including alco-
hol, cannabis, tobacco, cocaine, and other stimulants.23,24 His-
torically, the literature has documented disproportionately high
alcohol use among men,25,26 with lifetime and annual preva-
lence rates of AUD at least 1.5–2 times higher than rates
among women.27 However, recent studies have demonstrated
that this gender gap may be narrowing.28

Less is known about sexual orientation- and gender-based
disparities in (1) the documentation of mental health and
substance use diagnoses and (2) linkage to appropriate treat-
ment. Given that women are more likely than men to be di-
agnosed with and treated for depression and anxiety,17,29–32

providers may be more likely to diagnose sexual minority
women than sexual minority men with these disorders re-
gardless of symptom severity. Similarly, men are more likely
than women to receive treatment for AUD and be referred to
residential treatment for SUDs,33,34 which may lead to dis-
parities in diagnoses and linkage to care among sexual mi-
nority women, who actually have greater or equivalent risk
for these disorders relative to heterosexual men.1,7,8

Notably, SUD treatment utilization is low in the general
population. In a large study of over 35,000 participants,
only 19.8% of those who met the criteria for lifetime AUD
were ever treated.27 Although women report more medical
and mental health visits, they are less likely than men to be
assessed for AUD by their physicians.35 As rates of alcohol
use and binge drinking among women continue to rise,28,36

identification and treatment of SUDs are increasingly impor-
tant, particularly as women experience the consequences of
drinking sooner and at lower levels of alcohol exposure than
men.24,37 Assessing and treating SUDs are also highly relevant
for sexual minority individuals, especially sexual minority
women, who have a greater likelihood of lifetime SUDs and
an earlier age of drinking onset than heterosexual women.38

Information on sexual orientation-based differences in as-
sessment, diagnosis, and treatment of mood, anxiety, and
SUDs is limited; therefore, even settings that cater to sexual

minority individuals may face challenges identifying and
treating psychiatric disorders in this population.39 Available
data may be vulnerable to sampling bias (e.g., underreporting
of sexual minority identities in population samples), and few
studies have looked at disparities within clinical samples.
Studies that have assessed disparities in mental health ser-
vice utilization have relied on participant self-report, rather
than assessing disparities using diagnoses, and treatment ini-
tiation or engagement via medical records.38,40 However,
self-report measures may not adequately capture symptom se-
verity. In one study, self-reported depression on the Beck
Depression Inventory-Short Form41 was not associated with
HIV medication adherence, whereas depression severity mea-
sured by two clinician-administered scales (the Montgomery–
Asberg Depression Rating Scale42 and the Clinical Global
Impression Scale43) was strongly associated with adherence,44

reflecting potential reporting bias associated with self-report
methods.45 Diagnoses documented by clinicians in the medi-
cal record may explain additional variance in predicted out-
comes and offer unique information that is prognostically
relevant but not captured by self-report.46,47

Although sexual orientation- and gender-based disparities
in prevalence rates of some mental health disorders have
been identified, particularly among women, it remains un-
clear if sexual minority status and gender together influence
the degree to which individuals meet the criteria for specific
disorders, are appropriately diagnosed, and engage with di-
agnostically relevant services. As such, the current study
had three aims. Our first aim was to compare differences in
the prevalence of screening positive for likely depression,
anxiety, AUD, and other SUDs by sexual orientation and
gender; we hypothesized (1) that women would be more
likely to screen positive for depression and anxiety than
men, with higher rates among sexual minority women than
heterosexual women, and (2) that men, regardless of sexual
orientation, and sexual minority women would be most
likely to screen positive for AUD and SUDs relative to the
other groups.

Our second aim was to assess disparities in the identifica-
tion of these disorders in the medical record; we hypothe-
sized that (1) the proportion of women diagnosed with
depression and anxiety would be greater than the correspond-
ing proportion of men and (2) the percentage of men diag-
nosed with AUD and SUDs would be greater than the rates
among women, even though the likelihood of screening pos-
itive for AUD and other SUDs may be higher among sexual
minority women. Finally, our third aim was to assess dispar-
ities in proportions of behavioral health and substance use
treatment attendance; we hypothesized that behavioral health
appointment attendance would be higher among women than
men, whereas substance use appointment attendance would
be higher among men than women.

Methods

Setting

Data were collected from the electronic medical record
(EMR) of a community health center in Boston that serves
the surrounding community and caters to sexual and gender
minority patients. The majority of patients who receive care
at the community health center identify as White and are pri-
vately insured. Services offered at the health center include
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but are not limited to primary care, family medicine, obstet-
rics and gynecology, hormone therapy and other services for
transgender patients, and behavioral health, including sub-
stance use treatment.

Providers are encouraged to refer patients to behavioral
health and/or substance use services based on their responses
to screening measures that assess for different mental health
conditions administered before scheduled appointments.
Patients may attend behavioral health appointments to ad-
dress a range of psychological concerns, including depres-
sion, anxiety, and trauma, but the EMR does not capture
the details of an individual’s presenting problem or specific
reasons for initiating care. Unlike behavioral health appoint-
ments, which are not categorized in the EMR by diagnosis,
substance use services are identified as such (i.e., they are
not subsumed under the ‘‘behavioral health’’ category) in
the record. After a provider includes an International Classi-
fication of Diseases (ICD)-10 code in a patient’s chart, that
diagnosis is visible to all other providers within the commu-
nity health center.

It is important to note that even though the community
health center has a focus on serving sexual and gender minor-
ity populations, the center serves all patients in the surround-
ing neighborhood, regardless of sexual orientation or gender.
Therefore, although sexual minority patients comprise the
majority of the sample, the sample also includes a fairly
large percentage of heterosexual individuals (43.9%).

Sample and data collection

Study participants were ‡18 years old, identified as male
or female (inclusive of self-reported cisgender and transgen-
der identification; 1191 nonbinary individuals were excluded
due to insufficient power across all analyses as well as being
beyond the scope of the original hypotheses focused on dif-
ferences in diagnoses and treatment between men and
women), and attended a medical visit between October 1,
2015, and October 1, 2018. Medical assistants provided tab-
let PCs to patients (N = 29,988) to collect electronic patient-
reported outcome data during routine clinic visits to screen
for depression, anxiety, as well as problematic alcohol and
other substance use. All patients were asked to complete
these measures while waiting for their medical visits to
start, but patients could choose to opt-out of the assessments.
A total of 28,472 patients answered questions from at least
one of the screeners. The primary reason for not completing
one or more of these screeners was insufficient time before a
patient’s appointment.

Analyses for the current study were restricted to patients
whose medical records indicated male or female sex, indicated
sexual orientation, and who answered questions from at least
one of the following self-report screeners (n = 24,325): the
Patient Health Questionnaire-9 (PHQ-948), an instrument that
measures the severity of depression symptoms over the past
2 weeks (e.g., ‘‘Little interest or pleasure in doing things,’’
‘‘Feeling tired, or having little energy’’); the Generalized Anxi-
ety Disorder 7-item scale (GAD-749), a screening tool and
symptom severity measure of generalized anxiety disorder
over the past 2 weeks (e.g., ‘‘Feeling nervous, anxious, or on
edge,’’ ‘‘Not being able to control or stop worrying’’); the
Alcohol Use Disorders Identification Test (AUDIT50), a mea-
sure that screens for unhealthy alcohol use and risk for devel-

oping an AUD (e.g., ‘‘How often do you have a drink
containing alcohol’’ and ‘‘how many standard drinks contain-
ing alcohol do you have on a typical day when drinking?’’); or
the Drug Abuse Screening Test (DAST51), a brief instrument
that assesses the degree of drug use severity (e.g., ‘‘Are you al-
ways able to stop using drugs when you want to?’’ and ‘‘have
you neglected your family because of your drug use?’’).
Although these measures provide information on symptom se-
verity and likely diagnoses, they are not diagnostic.

Screener answers were collected using web-based soft-
ware52 developed specifically for patient-based measures.
Screener questions were programmed at the University of
Washington; responses were securely stored in patients’
electronic health records. All study data, including demo-
graphics, diagnoses, appointments, and screener answers,
were extracted via Structured Query Language (SQL). All
patients were informed that the screeners were voluntary
and confidential. The Institutional Review Board of Fenway
Health approved all study procedures and granted a waiver of
informed consent.

Data analysis

Descriptive statistics were used to characterize the sample
by eight sexual orientation and gender groups (heterosexual
men, heterosexual women, gay men, gay/lesbian women, bi-
sexual men, bisexual women, other men, and other women).
EMR options for sexual orientation were heterosexual,
gay/lesbian, bisexual, something else, and don’t know. We
combined the ‘‘something else’’ and ‘‘don’t know’’ response
options in the sexual orientation data to create a sexual orien-
tation group that we refer to as ‘‘other’’; this group was large
enough to support subsequent analyses (n = 1318). Gender
was based on sex data in patients’ charts not sex assigned
at birth. Specifically, male and female sex identification in
the medical records was used to identify gender categories
(men and women, respectively), inclusive of cisgender and
transgender identified individuals (i.e., cisgender and trans-
gender females were categorized as women, and cisgender
and transgender males were categorized as men). Notably,
disaggregating the results by cisgender versus transgender
identified individuals across all sexual orientation groups
resulted in cell sizes that were too small to yield interpretable
results (i.e., cells of <10 individuals).

We report the percentage of each identity group’s screen-
ers that met or surpassed cutoff scores indicative of a likely
depressive disorder (PHQ-9 ‡ 10),48 anxiety disorder (GAD-
7 ‡ 8),49 AUD (AUDIT ‡8 for men and ‡6 for women),50 or
another SUD (DAST ‡3),51 subsequently referred to as those
who have ‘‘screened positive.’’ In addition, we report the
percentage of each identity group that screened positive
and had an ICD-10 code in the medical record consistent
with the respective screener. Specifically, for those who
screened positive on the PHQ-9, we report the percentage
that had an ICD-10 code indicating major depressive disor-
der (single or recurrent episode) or dysthymia in their medi-
cal record. For those who screened positive on the GAD-7,
we report the percentage with an ICD-10 code indicating
generalized anxiety disorder. Given the overlap between
trauma symptoms and depression and anxiety, we also report
the percentage of patients who had a trauma diagnosis in
their medical record. Of those who screened positive on
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the AUDIT, we report the percentage with ICD-10 codes in-
dicating an AUD. Finally, for those who screened positive on
the DAST, we report the percentage with opioid; sedative,
hypnotic, or anxiolytic; cocaine; cannabis; hallucinogen; in-
halant; or amphetamine use disorders.

We then report the percentage of those who screened pos-
itive for either a depressive or anxiety disorder or an alcohol
or other SUD and attended at least one behavioral health or
substance use treatment appointment, respectively. To pro-
vide some insight on potential differences in the proportions
of transgender men and women who screened positive for
likely depressive, anxiety, alcohol, and SUDs, we aggregated
the sexual orientation groups to create four categories (trans-
gender men, transgender women, cisgender men, and cisgen-
der women) and then assessed differences in proportions
screening positive across those categories. We then compared
the proportions across identity categories using chi-square sta-
tistics and contingency coefficients and assessed which catego-
ries were significantly different from one another using a z-test
at a Bonferroni-adjusted p-value (p = 0.002).

Results

This analysis involved 24,325 individual patients at Fen-
way Health (see Table 1 for demographics). The largest pro-
portion of the sample identified as gay men (n = 8652),
followed by heterosexual women (n = 6014), heterosexual
men (n = 4663), gay or lesbian women (n = 1718), bisexual
women (n = 1189), bisexual men (n = 771), and a smaller pro-
portion of men and women identified as other (i.e., some-
thing else or don’t know; n = 640 and n = 678, respectively).

Across gender categories, the majority identified as cisgen-
der, except for men with other sexual orientations. Most pa-
tients identified as White (71.0% of the overall sample; see
Table 1 for breakdown by sexual orientation and gender) and
reported having private insurance (81.3% of the overall sample;
see Table 1 for breakdown by sexual orientation and gender).

With respect to demographic variables, race (v2 = 872.88,
p < 0.001), ethnicity (v2 = 23.06, p < 0.05), and insurance type
(v2 = 289.40, p < 0.001) differed by sexual orientation and
gender; however, some cell sizes were small, and so, these
results should be interpreted with caution. Notably, the pro-
portions of patients with private insurance were lowest
among bisexual men and both men and women with other
sexual orientations (Table 1).

In summary, of those who completed the PHQ-9 depres-
sion screener (n = 22,307), 16.2% (n = 3621) screened posi-
tive. Of those who completed the GAD-7 anxiety screener
(n = 17,270), 22.6% (n = 3899) screened positive. Of those
who completed the AUDIT alcohol screener (n = 16,392),
17.8% (n = 2923) screened positive. Of those who completed
the DAST substance use screener (n = 16,143), 4.6%
(n = 741) screened positive. Across the sample, 7.4%
(n = 1802) of participants had a depressive diagnosis in
their medical records, 17.8% (n = 4340) had an anxiety disor-
der diagnosis, 3.4% (n = 837) had a posttraumatic stress dis-
order (PTSD) diagnosis, 3.7% (n = 899) had an AUD
diagnosis, and 3.9% (n = 937) had another SUD diagnosis.
Of the full sample, 19.3% (n = 4686) had attended at least
one nonsubstance use-related behavioral health appointment
and 1.7% (n = 406) had attended at least one substance use-
related behavioral health appointment.

Depression and anxiety results by sexual orientation
and gender categories

Results related to depression and anxiety are presented in
Table 2. The proportion of those who screened positive on
the PHQ-9 differed significantly across identity categories
(v2 = 463.22, p < 0.001), such that bisexual and other-
identified men and women had higher proportions of meeting
the cutoff, followed by gay/lesbian women, compared with
heterosexual men and women and gay men. Of those who
screened positive on the PHQ-9, there was no significant dif-
ference in the likelihood of a depressive diagnosis
(v2 = 12.99, p = 0.072). The proportion of those who screened
positive on the GAD-7 differed significantly across identity
categories (v2 = 263.36, p < 0.001) such that bisexual and
other-identified men and women, followed by gay/lesbian
women, had higher proportions of meeting the cutoff com-
pared with heterosexual men and women or gay men. Of
those who screened positive on the GAD-7, there were sig-
nificant differences in the likelihood of an anxiety diagnosis
across categories (v2 = 16.81, p = 0.019) such that women
were more likely to have an anxiety disorder in their records,
particularly bisexual and other identified women. However, a
z-test at a Bonferroni-adjusted p-value did not identify sig-
nificant differences across categories.

We identified a significant difference in the proportions
with a trauma diagnosis by identity category (v2 = 151.88,
p < 0.001), such that only 1.9% (n = 88) of heterosexual
men had a trauma diagnosis, compared with 2.6% (n = 159)
of heterosexual women, 3.6% (n = 312) of gay men, 5.2%
(n = 89) of gay/lesbian women, 4.9% (n = 38) of bisexual
men, 5.7% (n = 68) of bisexual women, 3.3% (n = 21) of
other-identified men, and 9.1% (n = 62) of other-identified
women. We then assessed those who screened positive on ei-
ther the PHQ-9 or GAD-7 scores, and we identified signifi-
cant differences in proportions across identity categories
(v2 = 340.69, p < 0.001), such that bisexual and other men
and women had higher proportions, followed by gay/lesbian
women, compared with heterosexual men and women and
gay men. Of those who screened positive on either the
PHQ-9 or the GAD-7, we identified significant differences
in the proportions who attended at least one behavioral health
appointment (v2 = 91.79, p < 0.001), such that all sexual mi-
nority categories had higher proportions of attending one
or more appointments compared with heterosexual men or
women.

Alcohol and other substance use results by sexual
orientation and gender categories

Results related to substance use are presented in Table 3.
The proportion of those who screened positive on the AUDIT
differed significantly across identity categories (v2 = 65.02,
p < 0.001), with bisexual women having the highest propor-
tion (24.7%; n = 213). Of those who screened positive on
the AUDIT, we identified a significant difference in the pro-
portion with an AUD diagnosis, such that women had lower
proportions of diagnoses compared with men across sexual
orientation categories (v2 = 63.79, p < 0.001). The proportion
of those who screened positive on the DAST differed signif-
icantly across identity categories (v2 = 161.52, p < 0.001),
such that higher proportions of men (including heterosexual,
gay, bisexual, and other) and bisexual women screened
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positive compared with heterosexual, gay/lesbian, and other-
identified women. Of those who screened positive on the
DAST, there was no significant difference in the proportion
with an SUD diagnosis (v2 = 4.34, p = 0.740).

We identified significant differences in the proportion of
those who screened positive on either the AUDIT or DAST
across identity categories (v2 = 60.73, p < 0.001), such that
bisexual women had the highest proportion. We also identi-
fied significant differences in the proportion who attended at
least one substance use-related behavioral health appoint-
ment (contingency coefficient = 0.14, p < 0.001), such that
sexual minority and heterosexual women whose AUDIT or
DAST scores indicated a likely SUD were less likely to
have attended at least one substance use-related appointment
compared with men across sexual orientation categories.

Transgender versus cisgender comparisons

Although the small number of transgender individuals pre-
cluded detailed analyses of provider-documented diagnoses
and appointment attendance across all of the sexual orienta-
tion categories, we analyzed the relative proportions of trans-
gender men, transgender women, cisgender men, and
cisgender women who screened positive for likely depression,
anxiety, AUD, and other SUDs based on their PHQ-9, GAD-7,
AUDIT, and DAST scores. Significant differences by gender
in the proportions of patients screening positive for depression
(v2 = 394.77, p < 0.001), anxiety (v2 = 166.67, p < 0.001), prob-
lematic alcohol use (v2 = 67.27, p < 0.001), and other SUDs
(v2 = 192.01, p < 0.001) were observed.

Post hoc z-tests at a Bonferroni-adjusted p-value revealed
that transgender women had the highest proportion of posi-
tive screens on the PHQ-9 (34.1%), followed by transgender
men (28.4%). Transgender men and women were signifi-
cantly more likely to screen positive for a likely anxiety dis-
order (33.4% and 34.7%, respectively) than both cisgender
men and women. Cisgender men and women were most
likely to screen positive for a likely AUD based on their
AUDIT scores (17.7% and 18.7%, respectively), followed
by transgender women (13.4%) and transgender men
(7.8%). Finally, transgender women and cisgender men had
the highest proportions of positive screens on the DAST
(5.7% and 6.4%, respectively), followed by transgender
men (2.9%) and cisgender women (1.8%).

Discussion

In this sample of individuals accessing medical care in an
urban community health center focused on sexual and gender
minority populations, our findings detected more nuanced
disparities between specific sexual orientations and gender
identities than have been previously identified. Although
sexual minority individuals have historically been investi-
gated in aggregate53–55 (with more recent studies of LGB
youth examining mental health disparities by subgroup),56,57

our results convey important subgroup differences in rates of
mental health and SUDs, likelihood of provider-identified di-
agnoses, and likelihood of attending treatment.

Although existing literature indicates that sexual minority
individuals are more likely to experience depression and
anxiety compared with heterosexual individuals,1–5 we iden-
tified differences between sexual orientations and genders.
Specifically, bisexual men and women, those who identified

as other sexual orientations, and gay/lesbian women were
more likely to screen positive for depression and anxiety
than gay men, heterosexual men, and heterosexual women.
These findings are consistent with emerging research indicat-
ing that individuals who do not identify as monosexual (ex-
clusively heterosexual or gay) experience more depressive
symptoms than those who identify as monosexual.58 How-
ever, these results provide a more nuanced perspective
from previous findings indicating that women are more likely
to receive a mood disorder diagnosis,59 and are at greater risk
for anxiety disorders.18

Notably, of those who screened positive for depression or
anxiety, significant differences were not identified in the pro-
portion of patients who received diagnoses by identity catego-
ries, indicating that providers diagnosed similar proportions of
patients across identity categories. Furthermore, of those who
screened positive for either depression or anxiety, more sexual
minority than heterosexual patients attended at least one be-
havioral health appointment, likely due to the focus on sexual
and gender minority health care at Fenway Health.

Consistent with existing literature,7 our results indicate
that bisexual women had the highest proportion of positive
AUD screens. Further, women, regardless of sexual orienta-
tion who screened positive for AUD were less likely to be di-
agnosed with AUD compared with men, consistent with
evidence indicating that men are more likely to be treated
for AUD.33 These results are also consistent with a recent
meta-analysis of national surveys, which found significant
increases in the prevalence of alcohol use and binge drinking
episodes from 2000 to 2016 among women, but not men.28

Inconsistent with existing literature indicating that sexual
minority individuals are affected disproportionately by alco-
hol and other SUDs,1,60 the proportion of gay men screening
positive for or being diagnosed with AUD or other SUDs did
not differ significantly from gay, heterosexual men.

Relatedly, and consistent with existing literature,7,8 men
(inclusive of heterosexual, gay, bisexual, and other men)
and bisexual women had higher proportions of positive screens
for other SUDs compared with other identity categories. How-
ever, among those who screened positive, there were no differ-
ences in the proportion who received a diagnosis across
categories. Of those who screened positive for alcohol or
other SUDs, both sexual minority and heterosexual women
were significantly less likely than all men to have attended sub-
stance use treatment. This is consistent with existing literature
indicating that while women are more likely to attend medical
and mental health appointments, they are less likely to be
assessed or treated for alcohol and other SUDs.33,34

Furthermore, although the analyses investigating differences
between transgender and cisgender individuals were prelimi-
nary, our results were both consistent and inconsistent with exist-
ing literature.19,20 Specifically, transgender women were most
likely to screen positive for depression and both transgender
men and women were more likely to screen positive for anxiety
disorders compared with cisgender individuals, consistent with
existing literature.20 However, transgender individuals were
less likely to screen positive for AUD compared with cisgender
individuals. Transgender women were more likely than all but
cisgender men to screen positive for other SUDs. Additional in-
vestigation is needed to better understand differences between
sexual orientation among transgender versus cisgender individ-
uals in relation to mental health and substance use disparities.
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Limitations

Although this study offers nuanced insights into mental
health and substance use treatment disparities by sexual ori-
entation and gender, there are several limitations. First, this
cross-sectional analysis used existing EMR data, which had
limited variables (e.g., no PTSD screener) and limited re-
sponse options (e.g., three gender options [male, female,
nonbinary], five sexual orientation options [heterosexual,
lesbian or gay, bisexual, something else, don’t know]). The
EMR does not include space for patients who selected
‘‘something else,’’ for example, to document their sexual ori-
entations. Relatedly, diagnoses extracted from participants’
charts only included provider-identified ICD-10 codes,
which may have missed indications of diagnoses that were
documented elsewhere (e.g., problem lists, provider notes,
or medications prescribed to treat specific conditions). In ad-
dition, the behavioral health records did not capture external
referrals, potentially resulting in an underestimate of engage-
ment with psychological services, as some patients may have
seen mental health providers at other clinics.

Although this community health center sample was fairly
demographically homogeneous, being predominantly non-
Latinx White and privately insured, the eight identity catego-
ries were not equal in sample size and differed somewhat in
demographic makeup. For example, smaller proportions of
bisexual men and other men and women had private insur-
ance relative to the other groups. It is possible that socioeco-
nomic status may be contributing to the documented
disparities, although these groups did not have particularly
poor outcomes relative to heterosexual and gay/lesbian
men and women and bisexual women.

In addition, given the relatively small proportion of indi-
viduals who identified as transgender, we were unable to
meaningfully disaggregate the results within the sexual ori-
entation categories by cisgender versus transgender-
identified individuals. Because this community health center
is focused on sexual and gender minority individuals, it is
possible that cisgender heterosexual individuals who seek
care at this facility may be qualitatively different than cis-
gender heterosexual individuals who receive services at
other health care facilities. Finally, Fenway Health focuses
on providing care for sexual and gender minority popula-
tions, limiting the generalizability of the findings beyond
similar community health settings. However, if a setting
such as Fenway Health experiences these disparities in rela-
tion to mental health and substance use diagnoses and treat-
ment among women, particularly bisexual women, these
disparities likely exist and perhaps are even more pro-
nounced in other health centers.

Conclusion

In this sample from a community health center focused on
sexual and gender minority populations, we identified dispar-
ities that were both consistent and inconsistent with broader
national samples. Specifically, the proportions of gay men
who met the screening criteria for depression and anxiety
were similar to those of heterosexual men and heterosexual
women compared with bisexual and other-identified men
and women, with gay/lesbian women falling between, indi-
cating differences in mental health disparities across sexual
minority identities. Furthermore, we identified gender-

based disparities in the likelihood of obtaining an AUD diag-
nosis and initiation of substance use treatment, indicating a
need for focused substance use treatment options for
women, including sexual minority women.

Together, this study demonstrates the importance of exam-
ining mental health and substance use disparities by sexual
minority identities separately and by gender to better under-
stand and address unmet clinical needs. These analyses will
inform future studies that can more thoroughly identify the
mechanisms driving these disparities. To build a more holis-
tic understanding of these disparities, future work should as-
sess differential barriers to treatment access by sexual
orientation and gender as well as investigate disparities
across additional intersecting identities (e.g., race, ethnicity,
cisgender vs. transgender identity).
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