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Background

The Australian Government recently released the National 
Action Plan for the Health and Wellbeing of LGBTIQA+ 

People 2025–2035 (Department of Health and Aged Care, 
2024), which acknowledges there are significant discrepan-
cies in health outcomes and healthcare access for people in 
Australia who are LGBTQA+ (lesbian, gay, bisexual, 
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Abstract

Background: Lesbian, gay, bisexual, transgender, queer or questioning, asexual or aromantic and more (LGBTQA+) 
populations face disparities in health outcomes, which are particularly pronounced in relation to mental health. While 
psychotic disorders are associated with added barriers to treatment, they are rarely included in conversations around 
improving healthcare for LGBTQA+ individuals. The present study compared the healthcare experiences reported 
by LGBTQA+ individuals with psychotic disorders, common mental disorders (anxiety and depressive disorders) and 
physical health conditions.

Methods: A large online cross-sectional survey of LGBTQA+ adults in Australia was completed by 6835 individuals: 
84 diagnosed with psychotic disorders, 521 diagnosed only with common mental disorders and 318 diagnosed only 
with common physical health conditions. Logistic regression analyses were used to investigate the association between 
diagnostic groups and health service access, service satisfaction and perceived respect for identity, and the importance 
of service LGBTQA+ inclusivity.

Results: Compared to those with psychotic disorders and common mental disorders, participants with physical health 
conditions were more likely to access mainstream clinics that are not explicitly LGBTQA+ inclusive and demonstrated 
a trend towards lower importance of service LGBTQA+ inclusivity. Participants with psychosis reported lower levels of 
respect for gender identity in LGBTQA+ inclusive services than those with common mental disorders.

Discussion: Differences in healthcare experiences between LGBTQA+ participants with physical health conditions, 
common mental disorders and psychotic disorders are present but not marked. Findings highlight a need for improved 
LGBTQA+ competencies in mainstream services and resource allocation to community-led services. Further research 
is needed to explore the factors contributing to worsened healthcare experiences for individuals with psychosis.
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transgender, queer or questioning, asexual or aromantic and 
more). Indeed, although epidemiological findings are often 
conflicting, there is some evidence for a range of poor 
physical health outcomes in LGBTQA+ populations 
worldwide compared to their peers. These include poorer 
self-reported general health (Lick et  al., 2013; Smith-
Johnson, 2024), higher prevalence of asthma (Landers 
et  al., 2011), chronic obstructive pulmonary disease 
(COPD) (Maniar and Drummond, 2024), cardiovascular 
disease (Caceres et al., 2020), diabetes (Beach et al., 2018), 
fibromyalgia (Driban et al., 2024) and various cancer diag-
noses (Quinn et al., 2015), as well as higher adjusted all-
cause mortality (Wallace and Santacruz, 2017). Despite the 
increased visibility and mainstream acceptance of 
LGBTQA+ identities, disparities across many health out-
comes do not seem to be abating (Liu and Reczek, 2021; 
Reback et al., 2018; Russell and Fish, 2019).

Health disparities appear especially pronounced when it 
comes to the mental health of LGBTQA+ populations 
(Hill et al., 2020; Mongelli et al., 2019; Russell and Fish, 
2016). There is strong evidence for disproportionate levels 
of psychological distress and rates of psychiatric diagnoses 
in non-heterosexual (Chakraborty et  al., 2011; Cochran 
et al., 2003) and trans or gender-diverse individuals (Wang 
et al., 2024; Zimmerman et al., 2022). Most existing litera-
ture on diagnostic prevalence has focused on common 
mental disorders, finding increased rates of anxiety and 
depression across the LGBTQA+ community (Bostwick 
et al., 2010; Gmelin et al., 2022; King et al., 2008; Pinna 
et al., 2022; Plöderl and Tremblay, 2015; Ross et al., 2018; 
Strauss et al., 2020). However, there is growing evidence 
that discrepancies in illness prevalence extend to, and may 
be larger in, psychotic disorders such as schizophrenia 
(Kidd et al., 2016; Peta, 2020; Wanta et al., 2019). This is 
especially marked for trans and gender-diverse individuals, 
with a large literature review finding they are 2.46–49.7 
times more likely than their cisgender peers to receive a 
diagnosis of a psychotic disorder (Barr et  al., 2021). 
Diagnostic rates may also be higher for sexual minority 
individuals compared to heterosexual people, as the preva-
lence of psychotic-like experiences (PLEs) appears dispro-
portionate in this group (Chakraborty et al., 2011; Gevonden 
et al., 2014; Jacob et al., 2021; Sageot et al., 2025).

The worsened health outcomes found in LGBTQA+ 
individuals may be partly explained by minority stress the-
ory (Meyer, 1995). This framework proposes that continu-
ous experiences of personal and systemic victimisation can 
lead to heightened vigilance, the internalisation of stigma, 
expectations of rejection and pressure to conceal one’s 
identity, which can then contribute to chronic stress and 
worsened health (Frost and Meyer, 2023). This is supported 
by research in LGBTQA+ communities which points to 
minority stress as a predictor for poor outcomes in physical 
(Lick et al., 2013) and mental health (Mongelli et al., 2019). 
Notably, there is evidence that the increased hypervigilance 
and chronic stress arising from experiences of discrimina-
tion may increase the risk of psychosis, with this potentially 
being a dose–response relationship (Pearce et  al., 2019). 
Minority stress factors such as stigma and discrimination 
are also associated with delays in access to healthcare 
(Ayhan et al., 2020; Correll-King et al., 2024; Institute of 
Medicine (US) Committee on Lesbian, Gay, Bisexual, and 
Transgender Health Issues and Research Gaps and 
Opportunities, 2011; Romanelli and Hudson, 2017), which 
can then further promote poor health outcomes (Seelman 
et al., 2017).

It is likely that barriers to accessing mental health ser-
vices are larger than those for accessing physical healthcare 
given the complicated history between psychiatry and 
LGBTQA+ identities. Homosexuality featured in the 
Diagnostic and Statistical Manual of Mental Disorders 
(DSM) until 1973 and some conditions related to same-sex 
attraction were not removed until 1987 (Russell and Fish, 
2016); asexual identities are still often medicalised through 
diagnoses of hypoactive sexual desire disorder (Van Dyk, 
2023); diagnoses of ‘transsexualism’ were included until 
1994 and gender identity disorder until 2013, with gender 
dysphoria still featuring as a required diagnosis for many to 
access gender-affirming care (Russell and Fish, 2016). This 
is compounded by the fact that mental health professionals 
can pathologise the gender expression of trans individuals, 
with gender dysphoria historically being seen as evidence 
of delusional thinking (Barr et al., 2021).

It is therefore unsurprising that LGBTQA+ individu-
als are more likely than their cisgender heterosexual peers 
to avoid help-seeking and report unmet needs for mental 
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healthcare (Peta, 2020; Steele et  al., 2016). Even when 
accessing support, LGBTQA+ individuals often face 
stigma from providers (Ayhan et  al., 2020; Clark et  al., 
2025) and have to experiment with multiple mental health 
services to find culturally competent care (Simeonov 
et  al., 2015). This extends to Australia, with most trans 
and gender-diverse adults not feeling their gender identity 
was respected in mainstream medical services (Hill et al., 
2023). Barriers to accessing appropriate support are fur-
ther amplified for LGBTQA+ people with psychosis 
(Gonçalves et  al., 2025), who are likely to experience 
intersecting stigma for both their identity and mental ill-
ness (O’Connor et al., 2018) and report low levels of ser-
vice satisfaction overall (Kidd et  al., 2016). However, 
differences in satisfaction between LGBTQA+ individu-
als and their peers appear to be mitigated in psychiatric 
services that have good LGBTQA+ competencies 
(Plöderl et  al., 2022; Schuller and Crawford, 2022; 
Simeonov et al., 2015). This points to the importance of 
explicit and intentional LGBTQA+ inclusivity in health 
services.

Overall, LGBTQA+ individuals experience barriers to 
timely access to healthcare, report lower levels of satisfac-
tion with services and are often not met with respect for 
their identities. This seems especially prevalent in mental 
health services, particularly for individuals experiencing 
psychosis, but mitigated in services known to be 
LGBTQA+ inclusive, for example, those in Australia fol-
lowing the Rainbow Tick framework (Jones et al., 2020). 
While efforts are being made to improve access of 
LGBTQA+ populations to physical and mental health ser-
vices (Charles et al., 2015; Department of Health and Aged 
Care, 2024; Furness et al., 2020; Russell and Fish, 2016), 
psychotic disorders are rarely included in the conversation 
despite being associated with the highest stigmatisation of 
mental illnesses and significant barriers to care (Mannarini 
et  al., 2022). There are a limited number of LGBTQA+ 
community-led services in Australia which target mental 
health (with their focus mostly including wellbeing and sui-
cide prevention), alcohol and other drug use, sexual health 
and trans-specific healthcare. However, we are not aware of 
any LGBTQA+-specific services targeting severe mental 
illness. It is therefore necessary to explore differences in 
health service experience outcomes across diagnostic 
groups to determine whether individuals with psychosis are 
receiving comparable levels of care. Furthermore, it is 
important to understand which types of services are being 
accessed by LGBTQA+ people for various health issues 
and whether the care provided is aligned with their expecta-
tions of LGBTQA+ inclusivity. Thus, the present study 
aims to compare three groups of LGBTQA+ individuals, 
namely those with psychosis, common mental disorders 
and common physical health conditions, in terms of their 
access to and experiences with different types of health 
services.

Methods

Sample and procedure

This study uses secondary data from the Private Lives 3 
national survey (Hill et  al., 2020), which was conducted 
between July and October 2019 and included responses 
from 6835 lesbian, gay, bisexual, transgender, queer or 
questioning, intersex, asexual or aromantic, and more 
(LGBTQIA+) adults. Participants were recruited across all 
Australian states and territories via social media advertise-
ment and promotion through LGBTQIA+ community 
organisations. The present study includes data from a sub-
sample of 923 participants, comprising 84 individuals who 
reported lifetime diagnoses of psychotic disorders (schizo-
phrenia, schizoaffective disorder and/or unspecified psy-
chosis), 521 who reported only lifetime diagnoses of 
common mental disorders (depression and/or generalised 
anxiety disorder) and 318 who reported only diagnoses of 
common physical health conditions (diabetes, osteoarthri-
tis, rheumatoid arthritis, other arthritis, heart disease, 
stroke, asthma, emphysema and/or cancer). To ensure 
groups were independent, participants were excluded from 
the latter two groups if they reported any other health diag-
noses. The Private Lives 3 survey received ethics approval 
from the La Trobe University Human Research Ethics 
Committee (HEC19108).

Measures

Demographics.  To determine sexual orientation, partici-
pants were asked to select an identity term that best 
described them from a list of options. Participants were cat-
egorised based on their responses as ‘lesbian’, ‘gay’, 
‘bisexual’, ‘pansexual’, ‘queer’, ‘asexual’ or ‘something 
else’. For gender identity, participants were asked to indi-
cate the sex on their original birth certificate and to select a 
gender term that most closely described them from a list of 
options. Participants were then categorised as ‘cisgender 
man’, ‘cisgender woman’, ‘trans man’, ‘trans woman’ or 
‘non-binary’. Additional participant demographics col-
lected included age, residential location, highest level of 
education completed, country of birth and Aboriginal or 
Torres Strait Islander ancestry.

Mental health.  Participants were asked, ‘Have you ever 
been diagnosed with any of the following?’, with options 
including depression, generalised anxiety disorder, post-
traumatic stress disorder (PTSD), bipolar disorder, panic 
disorder, social phobia, agoraphobia, obsessive-compul-
sive disorder (OCD), schizophrenia, eating disorder  
or other mental health challenges (with open text). Schizo-
phrenia and relevant open-text responses (including 
schizoaffective disorder and unspecified psychosis) were 
combined into a ‘psychosis’ variable. Depression and  
generalised anxiety disorder were combined into a 
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comparison ‘common mental disorders’ variable which 
excluded participants with any other mental health disor-
ders or physical health disorders.

Physical health.  Participants were asked, ‘In the past 
12 months, have you been diagnosed with or treated for the 
following conditions?’, with options including diabetes, 
impaired glucose tolerance, osteoarthritis, rheumatoid 
arthritis, other arthritis, heart disease, thrombosis, hyper-
tension, stroke, low iron level, asthma, emphysema, osteo-
porosis/osteopenia, cancer, Chronic Fatigue Syndrome/
myalgic encephalomyelitis, sexually transmitted infection 
(not including HIV), viral hepatitis A or B, viral hepatitis 
C, HIV or other major illness (open text). To ensure that 
only common physical health conditions were included in 
the comparison group, a new variable was created to iden-
tify participants who reported one or more of the physical 
health conditions covered in the latest Australian census 
(Australian Bureau of Statistics (ABS), 2022). These were 
diabetes, osteoarthritis, rheumatoid arthritis, other arthritis, 
heart disease, stroke, asthma, emphysema and cancer, and 
excluded any mental health conditions.

Service access.  Participants were asked to indicate which 
services they had used in the past 12 months from a list of 
options. The services included in analyses were mainstream 
medical clinic, mainstream medical clinic that is known to 
be lesbian, gay, bisexual, transgender, intersex, queer or 
questioning (LGBTIQ)-inclusive, medical clinic that only 
caters to LGBTIQ people, mainstream mental health ser-
vice, mainstream mental health service that is known to be 
LGBTIQ-inclusive, and mental health service that only 
caters to LGBTIQ people. Participants were able to choose 
more than one option if applicable. Binary yes/no variables 
were created to capture whether participants had accessed 
any relevant services (i.e. any mental health service for the 
psychosis and common mental disorders groups and any 
physical health service for the physical health group) and 
specific service types (i.e. relevant mainstream, LGBTIQ-
inclusive mainstream and LGBTIQ-specific services).

Satisfaction with mental health services.  Participants who 
sought professional mental health treatment in the past 
12 months from a mainstream service, a mainstream service 
that is known to be LGBTIQ-inclusive and/or a service that 
only caters to LGBTIQ people were asked to rate their satis-
faction which each relevant type of service. Responses were 
recorded on a 5-point Likert-type scale ranging from ‘very 
dissatisfied’ to ‘very satisfied’. For the purposes of statisti-
cal analyses, responses were dichotomised into satisfied 
(‘very satisfied’ or ‘somewhat satisfied’) and not satisfied 
(‘neutral’, ‘somewhat dissatisfied’ or ‘very dissatisfied’). 
This approach has been used in other studies using this data 
set (e.g. Grant et al., 2024; Lim et al., 2024).

Respect for sexual orientation and gender identity.  Help-seek-
ing participants coded as non-heterosexual were asked, ‘In 
the past 12 months to what extent did you feel your sexual 
orientation was respected when seeking or receiving care 
from these services?’ In addition, help-seeking participants 
coded as gender diverse were asked, ‘In the past 12 months 
to what extent did you feel your gender identity was 
respected when seeking or receiving care?’ For each ques-
tion, participants were asked to rate each relevant service 
type on a 5-point Likert-type scale ranging from ‘not at all 
respected’ to ‘extremely respected’. Responses were 
dichotomised into very respected (‘extremely respected’ or 
‘very respected’) and not very respected (‘somewhat 
respected’, ‘a little respected’ or ‘not at all respected’).

Importance of LGBTIQ inclusivity in services.  Participants 
were asked the question, ‘How important is it to you that a 
health service or support service you use is known to be 
LGBTIQ-inclusive?’ Responses were recorded on a 5-point 
Likert-type scale from ‘not at all important’ to ‘extremely 
important’. These were then dichotomised into very impor-
tant (‘extremely important’ or ‘very important’) and not 
very important (‘somewhat important’, ‘a little important’ 
or ‘not at all important’).

Statistical analyses

Statistical analyses were conducted using STATA (Version 
18 SE; StataCorp, 2023) and R (R Core Team, 2025). 
Descriptive statistics were used to describe the sociodemo-
graphic characteristics of the study participants. Participants 
were grouped according to whether they reported (1) a life-
time diagnosis of a psychotic disorder (‘psychosis’ group), 
(2) a lifetime diagnosis of depression and/or generalised 
anxiety disorder and no other mental health or physical 
health conditions (‘common mental disorders’ group) or (3) 
a recent diagnosis of a common physical health condition 
and no mental health conditions (‘physical health condi-
tions’ group). Chi-square tests for independence were con-
ducted to examine the associations between diagnostic 
groups and demographic characteristics. Univariable 
(unadjusted) and multivariable (adjusted) logistic regres-
sion analyses were performed to test the association 
between reported diagnoses and health service experience 
outcomes. All sociodemographic variables reported were 
included as confounders in the adjusted models. Outcome 
variables included (1) access to any relevant services (i.e. 
mental health services for the psychosis and common men-
tal disorders groups, and physical health services for the 
physical health group), (2) access to different service types, 
(3) satisfaction with each service type, (4) perceived respect 
for sexual orientation and gender identity in each service 
type and (5) importance given to LGBTIQ inclusivity in 
services. Analyses for outcomes (1) and (5) were conducted 
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with all participants, and all others were conducted with 
help-seeking participants only (i.e. those reporting access 
to any relevant services). Unadjusted odds ratios (ORs) and 
adjusted odds ratios (AORs) are reported using the physical 
health group for all-group comparisons, and the common 
mental disorders group for comparisons with the psychosis 
group on service satisfaction. Marginal effects were calcu-
lated using the marginal effects R package (Arel-Bundock 
et  al., 2024) to estimate marginally adjusted risk ratios 
(RRs). Across analyses, 95% confidence intervals (CIs) 
and p < 0.05 were used to assess statistical significance. 
Missing values were not inferred.

Results

Demographics

A total of 923 LGBTQA+ individuals were included in 
the study sample. Detailed sample characteristics are pre-
sented in Table 1. These are stratified by diagnostic group 
and include chi-square p-values for differences between 
groups. Demographic information for the entire Private 
Lives 3 sample of 6835 participants has been described 
elsewhere (Hill et al., 2020). The participants in the pre-
sent study sub-sample ranged in age from 18 to 85 years, 
with a mean age of 36.36 (SD = 15.31). The majority 
were born in Australia (84.3%), lived in a capital city 
(66.3%), had completed a form of tertiary education 
(73.7%) and did not have Aboriginal or Torres Strait 
Islander ancestry (98.0%). There was wide variety in 
sexual orientation, with most participants being coded as 
lesbian (21.6%), gay (30.1%) or bisexual (19.7%). For 
gender, most participants were coded as cisgender 
(77.5%), with 22.5% coded as gender diverse (i.e. trans 
or non-binary).

Access to services

Table 2 presents the results of the logistic regression analy-
ses exploring associations between diagnostic groups and 
access to services. Compared to participants with recent 
physical health diagnoses, those with lifetime psychosis 
and common mental disorders were less likely to choose a 
mainstream service or access any service in the last 
12 months. There were no significant differences in service 
access between the psychosis and common mental disor-
ders groups.

Satisfaction with mental health services

Table 3 presents the results of the logistic regression analy-
ses exploring associations between mental health diagnosis 
and satisfaction with each service type accessed. Participants 
with psychosis reported a lower percentage of high satis-
faction than those with common mental disorders across all 

service types, but differences between the groups were not 
statistically significant.

Respect for sexual orientation and gender 
identity in services accessed

Table 4 presents the results of the logistic regression analy-
ses exploring associations between diagnostic groups and 
reported respect for sexual orientation and gender identity 
in each service type accessed. Participants with lifetime 
common mental disorders were more likely than those with 
recent physical health diagnoses to report high levels of 
respect in mainstream services for both their sexual orienta-
tion and gender identity when controlling for confounders. 
In addition, unadjusted analyses suggested that participants 
with lifetime psychosis were marginally less likely than the 
physical health group to report high respect for sexual ori-
entation and gender identity in LGBTIQ-inclusive services. 
However, neither of these comparisons was significant 
when controlling for confounders.

When directly comparing participants with common 
mental disorders to those with psychosis, the latter reported 
lower levels of respect for gender identity in LGBTIQ-
inclusive services (RR = 0.65, CI = [0.43, 0.99]; ARR = 0.65, 
CI = [0.47, 0.91]). In addition, unadjusted analyses suggested 
that participants with psychosis reported lower levels of 
respect for sexual orientation than those with common men-
tal disorders in mainstream services (RR = 0.77, CI = [0.61, 
0.97]) and LGBTIQ-inclusive services (RR = 0.82, CI = [0.66, 
0.97]), though differences were no longer significant when 
controlling for confounders.

Importance of LGBTQA+ inclusivity

Table 5 presents the results of the logistic regression anal-
yses exploring associations between diagnostic groups 
and the importance given to LGBTQA+ inclusivity in 
health services. Participants with lifetime psychosis and 
common mental disorders were more likely to place high 
importance on LGBTQA+ inclusivity in services than 
those with recent physical health diagnoses. While there 
was a higher percentage of participants with psychosis 
than those with common mental disorders reporting inclu-
sivity as very important, this difference was not statisti-
cally significant.

Discussion

Drawing from a sample of 923 LGBTQA+ adults in 
Australia, this study found that individuals with lifetime 
psychotic disorders report similar or worse experiences 
with healthcare to those with lifetime common mental dis-
orders and recent physical health diagnoses. In addition, 
LGBTQA+ inclusivity in healthcare seems to be more 
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Table 1.  Sample characteristics, stratified by diagnostic groups.

Physical health 
conditions

Common mental 
disorders Psychosis Chi-square Total

N (%) 318 (34.5%) 521 (56.4%) 84 (9.1%) p 923 (100.0%)

Sexual orientation <0.001  

  Lesbian 84 (26.6%) 97 (18.6%) 18 (21.4%) 199 (21.6%)
  Gay 137 (43.4%) 131 (25.1%) 9 (10.7%) 277 (30.1%)
  Bisexual 43 (13.6%) 123 (23.6%) 15 (17.9%) 181 (19.7%)
  Pansexual 10 (3.2%) 49 (9.4%) 6 (7.1%) 65 (7.1%)
  Queer 13 (4.1%) 68 (13.1%) 16 (19.0%) 97 (10.5%)
  Asexual 6 (1.9%) 17 (3.3%) 6 (7.1%) 29 (3.1%)
  Something else 23 (7.3%) 36 (6.9%) 14 (16.7%) 73 (7.9%)

Gendera <0.001  

  Cisgender man 164 (51.7%) 164 (31.6%) 15 (18.3%) 343 (37.4%)
  Cisgender woman 117 (36.9%) 223 (43.0%) 28 (34.1%) 368 (40.1%)
  Trans man 5 (1.6%) 23 (4.4%) 6 (7.3%) 34 (3.7%)
  Trans woman 11 (3.5%) 33 (6.4%) 8 (9.8%) 52 (5.7%)

  Non-binary 20 (6.3%) 76 (14.6%) 25 (30.5%) 121 (13.1%)

Age <0.001  

  18-24 51 (16.0%) 169 (32.4%) 43 (51.2%) 263 (28.5%)
  25-34 51 (16.0%) 177 (34.0%) 21 (25.0%) 249 (27.0%)
  35-44 45 (14.2%) 87 (16.7%) 9 (10.7%) 141 (15.3%)
  45-54 69 (21.7%) 59 (11.3%) 5 (6.0%) 133 (14.4%)
  55-64 55 (17.3%) 25 (4.8%) 4 (4.8%) 84 (9.1%)

  65+ 47 (14.8%) 4 (0.8%) 2 (2.4%) 53 (5.7%)

Residential locationa .104  
  Capital city, inner suburban 139 (44.1%) 213 (41.2%) 29 (34.5%) 381 (41.6%)
  Capital city, outer suburban 70 (22.2%) 152 (29.4%) 32 (38.1%) 254 (27.7%)
  Regional city or town 80 (25.4%) 119 (23.0%) 18 (21.4%) 217 (23.7%)

  Rural/remote 26 (8.3%) 33 (6.4%) 5 (6.0%) 64 (7.0%)

Highest education-level report <0.001  

  Secondary or below 62 (19.5%) 147 (28.2%) 34 (40.5%) 243 (26.3%)
  Non-university tertiary 63 (19.8%) 117 (22.5%) 24 (28.6%) 204 (22.1%)
  University-undergraduate 83 (26.1%) 147 (28.2%) 16 (19.0%) 246 (26.7%)

  University-postgraduate 110 (34.6%) 110 (21.1%) 10 (11.9%) 230 (24.9%)

Country of birtha 0.001  
  Australia 249 (78.5%) 449 (86.3%) 78 (92.9%) 776 (84.3%)

  Overseas 68 (21.5%) 71 (13.7%) 6 (7.1%) 145 (15.7%)

Any Aboriginal or Torres Strait 
Islander ancestrya

0.005  

  No 311 (97.8%) 512 (98.7%) 80 (95.2%) 903 (98.0%)
  Yes 7 (2.2%) 7 (1.3%) 4 (4.8%) 18 (2.0%)

aData do not add up to the total for each group due to missing values.

important for individuals seeking help for lifetime mental 
health disorders than those with recent physical health 
diagnoses.

The finding that participants with physical health condi-
tions had the highest percentage of access to services in the 
previous 12 months is unsurprising given every participant 
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Table 2.  Associations between diagnostic groups and access to relevant service types in the past 12 months.

N (%)a

Unadjusted univariable Adjusted multivariableb

  RR (95% CI) ARR (95% CI)

Access to any relevant services
  Physical health conditions 307 (96.5%) Ref Ref
  Common mental disorders 459 (88.1%) 0.91 (0.88-0.95) 0.90 (0.86-0.94)
  Psychosis 73 (86.9%) 0.90 (0.83-0.98) 0.91 (0.83-0.99)

Access to mainstream services
  Physical health conditions 260 (84.7%) Ref Ref
  Common mental disorders 342 (74.5%) 0.88 (0.82-0.95) 0.87 (0.80-0.94)
  Psychosis 54 (74.0%) 0.87 (0.76-1.01) 0.83 (0.71-0.98)

Access to LGBTIQ-inclusive mainstream services
  Physical health conditions 87 (28.3%) Ref Ref
  Common mental disorders 141 (30.7%) 1.08 (0.87-1.36) 1.09 (0.85-1.40)
  Psychosis 27 (37.0%) 1.31 (0.92-1.85) 1.32 (0.91-1.92)

Access to LGBTIQ-specific services
  Physical health conditions 15 (4.9%) Ref Ref
  Common mental disorders 28 (6.1%) 1.25 (0.68-2.30) 1.18 (0.61-2.29)
  Psychosis 4 (5.5%) 1.12 (0.38-3.28) 1.19 (0.39-3.64)

RR: risk ratio; CI: confidence interval; ARR: adjusted risk ratio; Ref: reference category.
aPercentage of participants in each diagnostic group who accessed any services and percentage of help-seekers in each diagnostic group who 
accessed the specified service type.
bAdjusted for differences in sexual orientation, gender, age, residential location, highest education level reported, country of birth and Aboriginal or 
Torres Strait Islander ancestry.

Table 3.  Associations between mental health diagnosis and satisfaction with mental health services.

N (%)a

Unadjusted univariable Adjusted multivariableb

  RR (95% CI) ARR (95% CI)

Satisfied with mainstream services
  Common mental disorders 232 (67.8%) Ref Ref
  Psychosis   34 (63.0%) 0.93 (0.75-1.15) 0.98 (0.80-1.20)

Satisfied with LGBTIQ-inclusive mainstream services
  Common mental disorders 130 (92.2%) Ref Ref
  Psychosis   22 (81.5%) 0.88 (0.73-1.06) 0.95 (0.82-1.10)

Satisfied with LGBTIQ-specific servicesc

  Common mental disorders   26 (92.9%) Ref Ref
  Psychosis     2 (50.0%) 0.54 (0.20-1.44) -

RR: risk ratio; CI: confidence interval; ARR: adjusted risk ratio; Ref: reference category.
aPercentage of participants in each diagnostic group who reported that they were ‘very satisfied’ or ‘somewhat satisfied’ with the specified service type.
bAdjusted for differences in sexual orientation, gender, age, residential location, highest education level reported, country of birth and Aboriginal or 
Torres Strait Islander ancestry.
cAdjusted multivariable model was not fitted due to lack of observations;

in this group received a diagnosis during that period. 
However, participants with lifetime diagnoses of common 
mental disorders were equally, if not more, likely to access 
mental health services as those with lifetime psychotic dis-
orders. This is perhaps surprising given psychotic disorders 

are often chronic and may require sustained treatment 
(Keks and Hope, 2007). In addition, participants with psy-
chosis were significantly younger, meaning that diagnoses 
were likely more recent. Subsequently, the similar rates of 
service access between the two groups may reflect the high 
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Table 4.  Associations between diagnoses and respect for sexual orientation and gender identity in services.

N (%)a

Unadjusted univariable Adjusted multivariableb

  RR (95% CI) ARR (95% CI)

Sexual orientation very respected
In mainstream services
  Physical health conditions 173 (68.1%) Ref Ref
  Common mental disorders 180 (77.9%) 1.14 (1.03-1.28) 1.31 (1.16-1.47)
  Psychosis   31 (59.6%) 0.88 (0.69-1.11) 1.16 (0.95-1.40)

In LGBTIQ-inclusive mainstream services
  Physical health conditions   82 (95.3%) Ref Ref
  Common mental disorders 117 (93.6%) 0.98 (0.92-1.05) 1.10 (0.94-1.27)
  Psychosis   20 (76.9%) 0.81 (0.65-1.00) 1.03 (0.83-1.27)

In LGBTIQ-specific servicesc

  Physical health conditions   11 (84.6%) Ref Ref
  Common mental disorders   19 (95.0%) 1.21 (0.90-1.62) -
  Psychosis     4 (80.0%) 1.02 (0.61-1.71) -

Gender identity very respected
In mainstream services
  Physical health conditions   22 (61.1%) Ref Ref
  Common mental disorders   39 (66.1%) 1.08 (0.79-1.49) 1.50 (1.04-2.18)
  Psychosis   10 (47.6%) 0.78 (0.46-1.31) 1.28 (0.80-2.05)

In LGBTIQ-inclusive mainstream services
  Physical health conditions   12 (92.3%) Ref Ref
  Common mental disorders   48 (92.3%) 1.00 (0.84-1.19) 1.05 (0.76-1.46)
  Psychosis     9 (60.0%) 0.65 (0.42-1.01) 0.69 (0.45-1.05)

In LGBTIQ-specific servicesc

  Physical health conditions     2 (66.7%) Ref Ref
  Common mental disorders   12 (92.3%) 1.38 (0.61-3.13) -
  Psychosis     3 (75.0%) 1.12 (0.42-3.00) -

RR: risk ratio; CI: confidence interval; ARR: adjusted risk ratio; Ref: reference category.
aPercentage of participants in each diagnostic group who reported that their identity was ‘extremely respected’ or ‘very respected’.
bAdjusted for differences in sexual orientation, gender, age, residential location, highest education level reported, country of birth and Aboriginal or 
Torres Strait Islander ancestry.
cAdjusted multivariable model was not fitted due to lack of observations.

Table 5.  Associations between diagnoses and importance given to LGBTQA+ inclusivity in health services.

N (%)a

Unadjusted univariable Adjusted multivariableb

  RR (95% CI) ARR (95% CI)

LGBTQA+ inclusivity very important
  Physical health conditions 184 (57.9%) Ref Ref
  Common mental disorders 349 (67.1%) 1.16 (1.04-1.30) 1.11 (0.98-1.24)
  Psychosis   61 (72.6%) 1.26 (1.07-1.47) 1.20 (1.01-1.42)

RR: risk ratio; CI: confidence interval; ARR: adjusted risk ratio; Ref: reference category; LGBTQA: lesbian, gay, bisexual, transgender, queer or 
questioning, asexual or aromantic and more.
aPercentage of participants in each diagnostic group who reported that it was ‘extremely important’ or ‘very important’ to them that a health 
service they use is LGBTIQ-inclusive.
bAdjusted for differences in sexual orientation, gender, age, residential location, highest education level reported, country of birth and Aboriginal or 
Torres Strait Islander ancestry.
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rates of treatment disengagement and barriers to sustained 
care found in those with psychosis (Gonçalves et al., 2025; 
Kane et al., 2013).

In terms of service type, participants in the physical 
health group were more likely than both other groups to 
access mainstream health services. While this difference 
could be due to higher rates of health service access overall, 
it did not extend to services that are LGBTIQ-inclusive/
specific. Relatedly, individuals with physical health condi-
tions reported the lowest importance for health services 
being LGBTQA+ inclusive. LGBTQA+ identity may not 
be relevant in many physical health settings, whereas it is 
generally an important factor for mental health help-seek-
ing (Rees et  al., 2021; Schuller and Crawford, 2022). 
Identity not coming up may also explain why participants 
in this group were less likely than those with common men-
tal disorders to report feeling that their identity was ‘very’ 
or ‘extremely’ respected in mainstream services. However, 
the choice of mainstream services may also reflect a pau-
city of physical healthcare that is explicitly LGBTQA+ 
inclusive.

While group differences were not large enough to reach 
statistical significance, there was a slight gradient in rela-
tion to the percentage of participants accessing LGBTIQ-
inclusive mainstream services, with participants with 
lifetime psychotic disorders at the highest end of access and 
those with recent physical health diagnoses at the lowest. 
This suggests individuals with psychosis may be more 
likely to seek LGBTQA+ affirming care, in line with this 
group having the highest percentage rating LGBTQA+ 
inclusivity in services as very important. However, there 
were very low numbers of participants accessing LGBTIQ-
specific services across all health groups, suggesting these 
are not an option for most Australians. Overall, these find-
ings illustrate an unmet need for access to LGBTQA+ 
community-led health services. This likely disproportion-
ately affects people with psychosis, for whom inclusivity is 
a higher priority despite often being excluded from com-
munity spaces due to illness complexity and intersectional 
stigma (Kidd et al., 2011; Pilling et al., 2017).

In line with the literature, we also observed a trend 
towards people with psychosis reporting lower perceived 
respect for sexual orientation and gender identity across 
service types (Ayhan et  al., 2020; Clark et  al., 2025). In 
mainstream services, just over half report high levels of 
respect for their sexual orientation, and less than half felt 
their gender identity was very respected. In addition, while 
differences were not significant, there was a lower percent-
age of participants with psychosis reporting high satisfac-
tion across services. These findings highlight an unmet 
need for inclusivity and respect in health services for 
LGBTQA+ people with psychosis, which likely contrib-
utes to greater disparities for this group (Gonçalves et al., 
2025; Kidd et al., 2016; Peta, 2020). For disparities to be 
reduced, a focus is needed on getting LGBTQA+ people 

with psychosis to feel welcomed to access and stay engaged 
with services. Considering the low rates of access to 
LGBTIQ-specific services paired with the high importance 
placed on inclusivity, a potential avenue would be to 
increase investment in community-led services that explic-
itly include people with psychotic disorders.

Limitations

The main limitation of this study is that for participants to 
have received health diagnoses, they had inevitably 
accessed relevant services in their lifetime. This may have 
skewed treatment access rates, as many participants were 
likely being followed up for health conditions and thus 
more likely to access services in the past 12 months. In 
addition, it means the survey did not capture people who 
have avoided accessing services when facing health diffi-
culties, which is often the case for LGBTQA+ individuals 
in need of mental health support (Peta, 2020; Savill et al., 
2022; Simeonov et  al., 2015). However, service use out-
comes being limited to the past 12 months may also have 
provided an insufficient timeframe to adequately capture 
long-term service engagement for individuals with chronic 
conditions. Another limitation is the fact that participants 
were not asked about the number of services accessed in the 
past 12 months. LGBTQA+ individuals often have to 
investigate multiple health services before accessing ade-
quate treatment, particularly for their mental health 
(Simeonov et al., 2015). This means that participants who 
accessed numerous services of the same type to find one 
they were satisfied with may not have reported initial nega-
tive experiences. Similarly, the survey did not capture dis-
engagement with services, which is known to be an issue 
for LGBTQA+ individuals with psychotic diagnoses 
(Gonçalves et  al., 2025; Yang et  al., 2021). Finally, this 
study employed a cross-sectional convenience sampling 
method. While this is commonly used in research for stig-
matised and hard-to-reach populations including sexual 
minorities (Balakrishnan et al., 2022; Smith et al., 2016), 
the relatively small proportion of participants with psy-
chotic disorders limited statistical power to unveil signifi-
cant differences between groups.

Conclusion

While this study demonstrated that most LGBTQA+ sur-
vey responders with various health diagnoses are able to 
access care in Australia, there are differences in service 
access and experiences between LGBTQA+ adults with 
psychotic disorders, common mental disorders and physi-
cal health conditions. Overall, this study highlights the 
need for further research that specifically explores health-
care outcomes for LGBTQA+ people who experience psy-
chosis, as there appears to be a discrepancy between their 
expectations for LGBTQA+ inclusivity and the reality of 
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their care. In terms of practice, LGBTQA+ competencies 
must be improved in mainstream health services to ensure 
respect for diverse identities, particularly in services pro-
viding mental healthcare. Recommendations have previ-
ously been made (Gonçalves et  al., 2025) and include a 
shift towards holistic and affirming healthcare. Finally, 
there is a need for improved access to community-led men-
tal health services that provide LGBTQA+ specific care 
across the spectrum of mental disorders. This highlights the 
necessity for increased availability of these services across 
a range of geographic areas and greater allocation of 
resources to LGBTQA+ health.
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