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Extended abstract 
 
Background: Mental disorders, which affect approximately one in four adults in the U.S., can 
have significant repercussions on future health, well-being, and social functioning.1–3 Evidence 
suggests that lesbian, gay, and bisexual (LGB) individuals face a disproportionate burden of poor 
mental health compared to heterosexuals.4–9 However, gaps persist in knowledge regarding the 
mental health of various sexual minority (i.e., non-heterosexual) subpopulations, such as sexual 
minority emerging adults (aged 18-25), nearly half of whom are in college. Studies have found 
that sexual minority college students are at increased risk of poor mental health, including 
depression and suicidality,10–12 and of experiencing stressful life events.12 Sexual minority college 
students have also been found to utilize more mental health services than heterosexual 
students.10,12 Poor mental health during college can have serious implications for students’ 
academic achievement.13–15 
 
Purpose: To compare self-reported mental disorder diagnoses, frequent mental distress, and 
stressful life events across five sexual orientation categories, stratified by gender, using a large 
probability sample of college students. It is hypothesized that sexual minority men and women 
are more likely to be diagnosed with a mental disorder, to report frequent mental distress, and to 
experience stressful life events when compared with their heterosexual counterparts. 
 
Data source: Data were from the 2007–2011 College Student Health Survey (CSHS). The CSHS 
is an online health survey administered by University of Minnesota’s Boynton Health Service to 
a random sample of 2- and 4-year college students at Minnesota institutions. Students from 40 
institutions were sampled from enrollment rosters and invited to participate through postcard 
mailings and e-mails. Additional details on the survey have been previously described16,17 and are 
publicly available online (www.bhs.umn.edu/surveys/index.htm). All survey procedures for the 
CSHS were approved by the University of Minnesota IRB. The merged data set had 34,392 
students from 40 institutions with an overall response rate of 42%, similar to response rates 
reported in other studies of college populations.18–22 
 
Measures: Five sexual orientation groups were defined for this study: (1) heterosexual 
(identified as heterosexual and engaged in only different-sex sexual behavior or did not engage 
in sexual behavior in the past year); (2) discordant heterosexual (identified as heterosexual and 
engaged in same-sex or both-sex sexual behavior in the past year); (3) gay or lesbian; (4) 
bisexual; and (5) unsure. Mental health was assessed using self-report of receiving any of 11 
diagnoses in past 12 months (including anxiety, depression, bulimia, panic attacks, and social 
phobia) and frequent mental distress, or FMD (≥14 days of poor mental health in the past 30 
days).  Respondents also reported past year exposure to 11 stressful life events, such as failing a 
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class, parental conflict, and divorce or separation. Sociodemographic covariates included school 
type (2- vs. 4-year), health insurance status, age, relationship status, student status, race/ethnicity, 
having children, international student, living arrangements, hours worked for pay, and credit card 
debt.23 
 
Analysis: The final analytic sample had 34,324 participants. Wald chi-square tests were used to 
assess differences in prevalence of mental health measures and stressful life events across sexual 
orientation groups. Unadjusted and adjusted (including all aforementioned covariates) gender-
stratified logistic regression models were used to assess the relationship between sexual 
orientation and mental health outcomes, and stressful life events. Standard errors were adjusted 
for school clustering. Analyses were conducted using STATA, version 11. 
 
Results: 93.0% of women in the sample were classified as heterosexual, 1.2% as gay or lesbian, 
3.5% as bisexual, 1.6% as unsure, and 0.8% as discordant heterosexual. 93.1% of men were 
classified as heterosexual, 2.9% as gay, 1.6% as bisexual, 1.6% as unsure, and 0.9% as 
discordant heterosexual. Compared to heterosexual women, bisexual women had a significantly 
higher prevalence of diagnoses across all 11 disorders; gay or lesbian women were significantly 
higher for seven of 11 disorders. Similarly, compared to heterosexual men, gay and bisexual men 
had significantly higher proportions for the majority of mental disorder diagnoses, ten and eight, 
respectively. Unsure individuals had a higher prevalence anorexia and bulimia than heterosexual 
individuals. Discordant heterosexual men had higher prevalence of anorexia, bulimia, 
depression, panic attacks, and post-traumatic stress diagnoses than heterosexual men. In terms of 
stressful life events, there were significant differences among women across sexual orientation 
groups for all 11 events, whereas significant differences were observed among men for five of 11 
events. In adjusted models and compared to their heterosexual counterparts, LGB men and 
women had significantly higher odds of receiving a mental health diagnosis, of reporting FMD, 
and of experiencing stressful life events; unsure men and women had higher odds of FMD.  
 
Conclusion: Sexual minority college students in this study were more likely than heterosexual 
students to experience mental health problems. In addition to previously documented disparities 
in depression and anxiety, 24,25 there was evidence of sexual orientation disparities across a 
number of additional mental disorders, including attention deficit, bipolar, bulimia, panic attacks, 
and obsessive compulsive disorders. Findings also suggest differences in mental health between 
gay/lesbian and bisexual women, consistent with research indicating worse mental health status 
among bisexual women than both heterosexual and lesbian women.5,10,26,27  

As reported in the literature, students who reported being unsure of their sexual identity 
had greater risk of psychological distress compared to heterosexual students.5,12 Unsure students, 
despite not identifying as LGB, may experience structural heterosexism and internalized 
homophobia.28 They may also experience psychological distress as a result of uncertainty in 
exploring a new sexual identity, as well as being less integrated into the LGB community.12  

Although there were no significant differences in the odds of mental disorder diagnoses 
or FMD among heterosexual women based on sexual behavior (i.e., heterosexual versus 
discordant heterosexual), findings indicate that same-sex sexual behavior may have a significant 
impact on the mental health of self-identified heterosexual men. One possible explanation is that 
heterosexuality is policed more punitively among men, and the stress associated with concealing 
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same-sex sexual behavior, along with internalized shame and stigma, may contribute to increased 
psychological distress for heterosexual men who have sex with men.5,29–32 
 
Limitations: Despite using a large sample of college student, there may have been insufficient 
data to detect differences for some subgroups. Further, the generalizability may be limited owing 
to a lower response rate, and findings may not be generalizable to other geographic areas. 
Finally, the use of self-reported mental disorder diagnoses may lead to measurement limitations, 
though it is most likely that any bias would tend toward underestimating disorders and be similar 
across groups.  
 
Implications: Given the significant consequences of psychological distress and psychopathology 
for students’ success and retention in college,13–15 the finding that sexual minority college 
students experience more mental disorder diagnoses and FMD than their heterosexual 
counterparts is disconcerting. Although sexual minority students are likely to benefit from 
general interventions to improve student well-being, it is unlikely that these efforts alone will 
address the sexual orientation disparities in mental health. Instead, improving the mental health 
of sexual minority students may require interventions that target the structural and social causes 
of these disparities, as well as individual-level interventions that consider the unique life 
experiences of sexual minority students.33 
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