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ABSTRACT

Greater clarification is needed about the differences between gay and bisexual men’s health issues. 
With data from a pan-Canadian online survey, bisexual (n = 564) and gay men (n = 1,109) were compared 
on 32 different psychological, social, and sexual self-perceived problems that they might have encountered 
over the past 12 months. Clear patterns emerged. Relative to gay men, bisexual men had significantly higher 
adjusted odds of different sexual orientation or identity problems and certain health behaviour problems but 
significantly lower odds of several mental health and HIV/STI-related problems.

Keywords: homosexuality, bisexuality, gay men, health, well-being, Canada

The health, both physical and mental, of gays, lesbians, bisexuals, and other sexual minorities is being 
re-evaluated to update our understanding and means of addressing it. Added to the consequences of the HIV 
epidemic, which has disproportionately affected gay and bisexual men, a number of other health issues in 
these populations are recognized and documented in North American research. In the United States, health 
disparities between gay and bisexual men, on the one hand, and heterosexual men, on the other, are observed 
in areas such as drug use, suicidal attempts or ideation, and mental health, to the disadvantage of the former 
(Haas et al., 2011; King et al., 2008). Syndemic theory (Stall, Friedman, & Catania, 2008) was developed 
precisely to emphasize the action of multiple epidemics, hypothesizing that they mutually interact, reinforce 
one another, and collectively diminish gay men’s overall health profile. Especially intended to explain the 
health of American urban gay men within a life-course perspective, syndemic theory proposes that these 
epidemics result largely from socially produced harms associated with homophobia, cultural marginaliza-
tion, and minority stress (Meyer, 2007; Stall et al., 2008).

Although in some respects Canada may offer more favourable conditions for sexual minorities than those 
of the United States (e.g., in health care systems, recognition of same-sex relationships, anti-discrimination 
policies by sexual orientation, the parenting rights of sexual minorities; Smith, 2005; Tjepkema, 2008), 
research with gay, bisexual,  and lesbian populations in this country nevertheless finds that they face several 
health issues to a greater extent and that onset can begin from an early age. Within the school environment, 
for example, studies have found that sexual minority youth are more likely to experience a homophobic 
act (Chamberland, Émond, Julien, Otis, & Ryan, 2008), verbal harassment, purposeful exclusion, physical 
assault (Saewyc et al., 2007), bullying, and sexual harassment (Williams, Connolly, Pepler, & Craig, 2003). 
Bisexual boys surveyed in 2003 in British Columbia were also found to have significantly lower levels than 
both homosexual and heterosexual boys of factors considered protective of health: family connectedness, 
school appreciation, school connectedness, and religious or spiritual identification (Saewyc et al., 2009). 
Hence, relative to their heterosexual peers, the safety and well-being of sexual minority youth are dispro-
portionately threatened in many respects, which can affect the social determinants of their health with pot-
entially wide-ranging and long-term effects (Dysart-Gale, 2010), not least of which is vulnerability to HIV.

Epidemiologically, men who have sex with men (MSM) remain the group most affected by the HIV 
epidemic in Canada. According to 2008 estimates, the highest proportion of new HIV infections among all 
exposure categories considered occurred in MSM (44%), representing from 1,000 to 1,900 seroconversions 
(Public Health Agency of Canada, 2010). In recent population-based analyses using Canadian Community 
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Health Survey (CCHS) data, the health profile of gay and bisexual men was found to differ in many respects 
from that of the heterosexual male population. Both groups had significantly higher odds than heterosexual 
men of reporting a mood or anxiety disorder and lifetime suicidality (Brennan, Ross, Dobinson, Veldhuizen, 
& Steele, 2010). However, they had lower odds of being overweight and were similar to heterosexual men 
in odds of having a respiratory condition, hypertension, poor or fair subjective physical health, and poor 
or fair subjective mental health. In a study concerned with health care use drawing on the same survey, 
Tjepkema (2008) found gay men, but not bisexual men, were significantly disadvantaged relative to hetero-
sexual men on a number of chronic conditions and in taking a disability day for a physical ailment in the 
past two weeks. Bisexual and gay men, as compared with heterosexual men, also had higher odds of using 
health professionals who offer emotional or psychological support (Tjepkema, 2008). However, in adjusted 
analyses (e.g., for socio-demographic variables), only bisexual men were more likely to have had an unmet 
health care need in the past 12 months.

As the findings of a qualitative study conducted in Ontario suggest, differences between gay and bi-
sexual men may be partially explained by the unique stressors bisexuals face in the social, interpersonal, 
and intrapersonal domains (Ross, Dobinson & Eady, 2010), including societal and internalized “biphobia.” 
Defined as “negativity, prejudice, or discrimination against bisexual people” (p. 496), it could add to the 
challenges bisexuals already experience due to homophobia and heterosexism.

These previous studies underscore some of the preoccupying dimensions of sexual minority health as 
well as the need to consider the particularities of each group. They do, however, have some methodological 
limitations that we hope to address with the present study. The study by Ross et al. (2010), which explores 
experiences of discrimination among bisexuals, uses an Ontarian sample. The applicability of its findings to 
a wider population needs verification. In addition, the CCHS research may under-represent some groups of 
gay and bisexual men (e.g., it relies on respondents’ self-identifying as gay or bisexual) and employs data 
collected several years ago (2003–2005).

Based a sub-sample of MSM from across Canada, recruited recently via an online survey designed to 
reach members of all lesbian, bisexual, gay, and transsexual populations, the present study offers an analysis 
of differences between gay and bisexual men on a range of self-identified problems in the social, sexual, and 
psychological spheres. Perceived problems, as indicators of need, could help inform more holistic efforts 
to improve the health of gay and bisexual men that are sensitive to their specificities. Taking a wide variety 
of health issues into account will contribute to developing a more comprehensive understanding of gay and 
bisexual men’s health and its associated determinants, as demanded by community leaders, researchers, and 
decision-makers in matters of gay health (CATIE, 2010; Dumas, Mensah, & Rousseau, 2008; Pink Triangle 
Services, 2001; Ryan & Chervin, 2000), in order to develop new programs of prevention and health promo-
tion, perhaps especially for use online.

METHODOLOGY

Procedures and Participants

From July to December 2010, a survey assessing health-related uses of the Internet was available online 
in both of Canada’s official languages for completion by lesbian, gay, bisexual, two-spirit, and transgender 
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Canadians. It inquired about basic information (e.g., sociodemographic data, sexual orientation), general 
uses of the Internet, state of health and well-being, including the presence of a wide range of problems in 
different life spheres, health-related uses of the Internet and online services, including their perceived im-
pacts and appreciation, and issues of health management. Here, however, we focus on reported problems.

Multiple strategies of recruitment were used, including emails to 118 lesbian, gay, bisexual, and trans-
gender organizations (LGBT) and 121 HIV/AIDS organizations across the country (with follow-up) to seek 
their help in the recruitment effort, a two-month online banner publicizing the study in Xtra!, a Canadian 
gay and lesbian news website, as well as an advertisement in the bulletin emailed to its readership, personal 
emails sent to over 11,000 profiles on the meeting site QCboy.ca, over 45,000 emails sent to members of 
Squirt.org, and emails sent to 82 Yahoo LGBT groups based in Canada. Hardcopy and electronic publicity 
material was designed and distributed for recruitment purposes. Participation in the survey was voluntary 
and without compensation. The project was approved by the Université du Québec à Montréal’s institutional 
review board for ethical research with humans.

Of the 2,736 surveys begun online, some were excluded: participants not residing in Canada (n = 22), 
those declaring a heterosexual identity and being exclusively attracted to and sexually active with members 
of the opposite sex (n = 16), and surveys with too much missing or inconsistent data (n = 511). This left 2,187 
that were 70% complete or more. Bisexual and gay men filled out 1,673, or 76.5%, of these surveys. For 
purposes of this study, men were considered bisexual if they indicated, “in general,” having sex especially 
with women, as much with women as with men, or mostly with men (n = 564). Men were considered gay 
if they claimed to have sex exclusively with men (n = 1,109).

Measures

Sociodemographic variables used to describe the sample in this paper are age (continuous); language 
(categorical with two levels: based on whether a respondent filled out an English or French version of the 
survey); diagnosed HIV-positive status (categorical: yes or no); current relationship status (categorical with 
two levels: coupled with either a man or a woman, or not); immigration status (categorical with three levels: 
third-generation Canadian at least, second-generation immigrant, and first-generation immigrant); education 
(categorical with four levels: primary or high school, college or one to four years of university, a bachelor’s 
degree, a graduate (master’s or doctoral) degree); annual income before taxes (categorical with two levels: 
less than 30,000 CAD or 30,000 CAD or more); worker status (categorical with two levels: part or full-time 
paid work, or not); and religious practice (average frequency rating from 1, never or practically never, to 8, 
more than once a week). All of these variables, regardless of statistical significance, were used as controls 
in the multivariate analyses. Most are proxies of social determinants of health (income, education, employ-
ment, and social integration or support, in the case of religious practice, relationship status and immigration 
status). Language is used as a control for potential cultural effects tied to linguistic preference across the 
country in relation to the two official tongues.

This paper concentrates on 32 problems (in a checklist-type format) that survey respondents could have 
encountered over the past 12 months in the following areas: sexual orientation and identity, discrimination 
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and victimization, sexually transmitted infections, mental health/well-being, health behaviours, and relation-
ships (see Tables 2 and 3 for a complete list and for, generally, how they were described to respondents). 
Respondents indicated whether they had faced these problems and if so whether they concerned themselves 
personally or a friend/family (i.e., “Indicate which of the following medical and psychosocial problems you 
or a friend/family member have experienced in the past 12 months”). Only respondents’ personal experience 
of these problems is examined here.

Analyses

To compare bisexual and gay respondents, for univariate analyses with sociodemographic variables 
and problems, Pearson’s Chi square was used with categorical variables and Student’s t-test with continuous 
variables. Logistic regression analyses were employed to examine the effect of sexual orientation on each 
problem. A gay orientation served as the constant in these analyses. Both unadjusted odds ratios and odds 
ratios adjusted for the previously mentioned controls are provided. Age was controlled with both centered 
linear and squared values to adjust for non-linear age effects. Variance Inflation Factor values for independent 
variables varied from 1.05 to 1.40 (M = 1.16), indicating that multicollinearity is not an issue. All statistical 
analyses were performed with Stata 11 software (StataCorp, 2009).

Results

General Characteristics of the Groups

There was no significant difference between the sexual orientation groups in their distribution across 
the various means of recruitment (c2 [5] = 8.04; p = 0.154). Over half of the sample was recruited by email 
(53.2%), 24.0% through an advertisement placed on a website, 7.5% via a banner on a website, 2.4% by 
word of mouth, 2.3% through an ad placed in a LGBT (electronic) paper or magazine, and 10.5% from 
another source of recruitment (e.g., a Yahoo group). Their distribution across the country, however, varied 
(c2 [4] = 20.44; p < 0.0001). Most apparently, a greater proportion of bisexuals than gay men were located 
in the Prairies (28.3% vs. 20.6%). For the remaining regions, sample proportions are as follows: Quebec 
(bisexuals: 33.8% vs. gays: 39.0%), Ontario (bisexuals: 20.0% vs. gays: 22.4%), western Canada (bisexuals: 
9.7% vs. gays: 12.7%), and Atlantic Canada (bisexuals: 8.1% vs. gays: 5.3%).

Variables chosen as controls in the multivariate analyses and further characterizing the sample are 
presented in Table 1. Both sexual orientation groups proved similar in age, income, and worker status. 
However, fewer bisexual men filled out the survey in French, had earned a graduate degree, or were first-
generation immigrants, while more were part of a couple. A smaller proportion of bisexual men had also 
been diagnosed as HIV positive.

There was no significant difference between the sexual orientation groups in the mean number of prob-
lems reported over the past 12 months. On average, the men had encountered over 6 (bisexual men: M = 6.5; 
gay men: M = 6.6; t [1,750] = 0.17, p = 0.864).
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Table 1
Sample Characteristics and Controls Used in the Multiple Logistic Regression Analyses

Variable Total
(%)

Gays
(%)

Bisexuals
(%)

Statistic (df) p

Language (French) 37.1 39.2 33.0 c2 (1) = 6.00 0.014

Age (mean) 44.5 44.3 44.9 t (1,1655) = 0.79 0.430

HIV status (positive) 8.6 11.4 3.1 c2 (3) = 30.83 0.000

Income (30K or more) 69.2 61.0 71.7 c2 (1) = 2.27 0.130

Worker (full/part-time) 64.9 65.6 63.7 c2 (1) = 0.55 0.458

Religious practice (frequency) 5.8 6.0 5.6 t (1, 1626) = 4.52 < 0.001

Relationship status (coupled) 43.0 40.6 47.9 c2 (1) = 7.99 0.005

Immigration status
 C anadian, 3rd generation or +
 I mmigrant, 2nd generation
 I mmigrant, 1st generation

74.8
11.7
13.5

72.9
11.7
15.4

78.5
11.8
9.7

c2 (2) = 9.98 0.007

Education
 H igh school or less
 C ollege or some university
 B achelor’s degree
 G raduate degree

21.1
39.0
23.7
16.2

20.0
37.5
24.6
17.9

23.3
42.0
21.8
12.8

c2 (3) = 10.60 0.014

Sexuality-Related Problems

Crude estimates of the proportions of bisexual and gay men reporting problems of a more sexual na-
ture are shown in Table 2. In this general area, the most prevalent in bisexual men were fearing others will 
discover their sexual orientation (43.0%) and sexual risk practices and accepting their sexual orientation, 
reported by approximately a third each. In gay men, sexual health issues tied to sexually transmitted infec-
tion were most problematic; approximately 40.0% mentioned facing problems of HIV testing, other STI 
testing, and sexual risk practices.

Results of the logistic regression analyses on these types of self-perceived problems are also presented 
in Table 2. In general, they show not only multiple differences in odds between the sexual orientation groups 
but the control variables’ lack of explanatory value for the pattern of significant findings, albeit with some 
notable exceptions. Net of controls, bisexual men were from about two to over three  times more likely 
than gay men to report problems linked to their sexual orientation or gender identity, whether issues of ac-
ceptance with regard to these aspects, coming out, or fearing others will discover their sexual orientation. 
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Dealing with discrimination or other people’s negative attitudes toward their sexual orientation was, however, 
significantly less likely in this group. Lower adjusted odds of three problems tied to sexually transmitted 
infection (STI) were also observed. These concerned problems of HIV prevention, HIV testing, and other 
STI testing. Significantly lower unadjusted odds in bisexual men of reporting a problem with STI treatment 
and discrimination or others’ negative attitudes toward one’s HIV status attenuated to non-significance 
with the integration of controls (including HIV status). Bisexual men’s significantly greater likelihood of 
having dealt with discrimination or negative attitudes with regard to their gender identity, when adjusted, 
also became non-significant. No significant difference was found between bisexual and gay men in odds of 
experiencing a problem with violence in general (an exception in this list of sexuality-related problems) or 
sexual risk practices.

Psychological, Health-Behavioural, and Interpersonal Problems

Table 3 also provides both descriptive statistics and the odds ratios generated by the regression analyses, 
in this case with regard to more psychological and interpersonal problems. Among these, for both sexual 
orientation groups, based on crude estimates, the mental health and well-being problems of body image and 
anxiety, in that order, were most prevalent. Approximately half of gay men reported dealing with each of 
them in the previous 12 months, while proportions were lower yet still quite high in bisexual men (body 
image: 45%; anxiety: 38%). Other problems affecting at least a third of gay men were depression, loneliness 
or isolation, finding friends, and relationship issues. Among bisexuals, a little less than a third had dealt with 
the problems of loneliness or isolation and finding a long-term partner.

Once again, the control variables proved to have little bearing on the overall pattern of significant odds 
found in the unadjusted regression analyses. Relative to gay men, bisexual men had significantly lower ad-
justed odds of problems with anxiety, body image, depression, and suicidal thoughts or behaviour in the past 
12 months. Their likelihood of reporting a problem finding friends or a long-term partner was also lower. 
Greater odds of several types of health behaviour problems were, however, noted: compulsive sexuality, 
dependence on the Internet, and dependence on erotic images. While reported by a small proportion of men, 
the highest adjusted odds were found for violence in a relationship; these were over twice as high in bisexual 
men. With adjustment, initially lower odds of loneliness or isolation as well as smoking in bisexual men 
became non-significant. No significant difference in odds was seen for problems with an eating disorder, 
compulsive gambling, alcohol use, drug use, a break-up, family, or relationship issues.

Discussion

With data from a pan-Canadian online survey, this study examined a broad spectrum of self-identified 
psychological, sexuality-related, and social problems in a sample of bisexual and gay men. Sexual orientation 
(bisexual versus gay), defined as a function of the sex of respondents’ sexual partners, was associated with 
many perceived problems, independent of language, HIV status, age, income, education, religious practice, 
relationship status, worker status, and immigration status, as constructed in this study. Specifically, bisexual 
men were found to be significantly more concerned than gay men with sexual orientation or gender identity 
problems, issues of behavioural control, and relationship violence but significantly less concerned with sexual 
orientation discrimination, sexually transmitted infection, mental health, and relationship-finding issues.
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Greater odds of problems related to coming out, sexual orientation acceptance, sexual identity accept-
ance, and fearing others will discover one’s sexual orientation were found in bisexual men. This is consistent 
with previous research indicating lower levels of sexual orientation disclosure in bisexual men relative to 
gay men (e.g., Doll et al. 1992), as well as higher internalized homophobia and less acceptance of same-sex 
behaviour (Stokes, Vanable, & McKirnan, 1997). Bisexual men’s greater perceived problems with gender 
identity could therefore signal worries about gender non-conformity (or femininity), which would threaten 
to publicly label them as a sexual minority.

Bisexual men’s lower odds of problems with discrimination or the negative attitudes of others regarding 
their sexual orientation may be related to the previous findings. If they are less “out” and visible as a sexual 
minority, this may decrease their exposure to or perception of these types of events. Indeed, the Canadian 
General Social Survey of 2004 found that among those who experienced discrimination, 78% of gays and 
lesbians versus 29% of bisexuals had attributed it to their sexual orientation (Beauchamp, 2008). This general 
pattern of results is observed in other relatively tolerant countries, where lower levels of negative reactions 
and openness as well as higher levels of internalized homonegativity are reported in bisexuals relative to 
gays (Kuyper & Fokkema, 2011).

The odds of sexuality-related problems concerned with STI were significantly lower among bisexual 
men relative to gay men in several categories (i.e., HIV prevention, testing for HIV, testing for other STI). 
Many explanations are possible. Bisexual men may have fewer STI or engage in less testing. In Brennan et 
al. (2010), only 9.4% of Canadian bisexual men reported ever being diagnosed with an STI compared with 
26.6% of gay men. Bisexual men may be less preoccupied with HIV risk or the possibility of acquiring a STI 
(Goldbaum, Perdue, & Higgins, 1996) because they are less exposed to HIV/STI prevention programming 
due to a low level of contact with the gay milieu (e.g., McKirnan, Stokes, Doll, & Burzette, 1995) or lesser 
proximity to an AIDS service organization (Leaver, Allman, Meyers, & Veugelers, 2004). In our study, a 
greater proportion of bisexual men than gay men resided in more rural provinces, where resources could 
be more limited. Existing HIV/STI programs may also not adequately address heterosexual behaviour in 
bisexual men (Leaver et al., 2004). Finally, another explanation may be found in bisexual men’s distance 
from the epidemic in the form of less contact with people known to have HIV/AIDS (Heckman et al., 1995; 
Myers, Allman, Jackson, & Orr, 1995).

With respect to our findings on bisexual men’s health-related behaviours, some authors have suggested 
that bisexual men, in an effort to conceal their sexual orientation, may seek out “anonymous, highly sexual-
ized contexts” in which to live out their desires for same-sex sexuality (Stokes, Miller, & Mundhenk, 1998). 
In Myers et al. (1995), Canadian bisexual men were more likely than gay men to be recruited in bathhouses. 
The Internet can provide such a space, allowing MSM a venue in which to explore their sexuality discreetly 
and with less fear of negative repercussions (Parsons, Severino, Grov, Bimbi, & Morgenstern, 2007). The 
reinforcing features of the Internet (Parsons et al., 2007) may be conducive, under certain conditions, to 
dependence on this medium as well as to compulsive sexuality and dependence on erotic images, all prob-
lems that bisexual men in our sample had greater odds of reporting. It is worth highlighting, however, that 
at least a fifth of the gay men and bisexual men we recruited online reported a problem in each of these 
areas. As suggested by a recent review of Canadian organizational websites that provide information on the 
health of sexual minorities, very few (4–8%) offer information on these topics (Levy, Dumas, Thöer, Ryan, 
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& Léobon, 2009). Although the Internet may not be the ideal space in which to do so, our findings suggest 
that there is a need to better address these issues.

In terms of mental health and well-being, relative to gay men, bisexual men were found to have sig-
nificantly lower odds of problems with anxiety, depression, suicidal ideation or attempt, and body image. In 
Brennan et al. (2010), odds of a mood or anxiety disorder were also higher in gay men than in bisexual men 
(relative to heterosexual men). However, bisexual men had greater odds than gay men of lifetime suicidality 
(Brennan et al., 2010). The reason for these diverging results is not clear but may lie in differences between 
the studies in sample construction (e.g., sexual orientation measurement, recruitment).

Based on crude estimates, a problem with body image was reported by roughly half of both bisexual 
and gay men and was the most pervasive self-perceived problem among those considered. Observations of 
a higher prevalence of eating disorders in gay and bisexual men relative to heterosexual men (e.g., Feldman 
& Meyer, 2007) have generated a number of explanations for both ideals of thinness and muscularity centred 
on a range of psychological and socio-cultural factors, including the role of gay media and socialization 
processes, the need to attract male partners, and masculinity issues that touch all men to varying degrees 
(Kane, 2010). It is possible that bisexual men’s lower odds of reporting a problem with body image reflects 
less connection with gay culture and concern with meeting its bodily ideals. As studies on this topic often 
combine gays and bisexuals in their samples (Kane, 2010), further investigation is needed into what drives 
body image issues in each group.

Relative to gay men, bisexual men in this study had lower odds of problems finding friends or a long-term 
relationship but greater odds of relationship violence. Internalized homophobia is linked with relationship 
problems in gays, lesbians, and bisexuals, including among the coupled (Frost & Meyer, 2009). In Canada, 
while the difference was not significant, experiences of spousal abuse have been found in higher proportions 
among bisexuals (28%) than in gays and lesbians (15%; Beauchamp, 2008). Fears that their sexual orienta-
tion will be found out may keep bisexual men from seeking help, and the reality of limited resources for 
and social recognition of relationship violence among sexual minorities must not be overlooked (Kirkland, 
2004). Lower odds of problems finding friends and a long-term partner may reflect gay men’s greater reli-
ance on gay milieus to meet many of their social needs (e.g., because of experiences of discrimination). If 
these are small or difficult to access, for instance, it may limit gay men’s social networks (relative to that of 
bisexual men) or make establishing certain relationships more difficult.

Overall, both bisexual and gay men reported an average of over six health-related problems over the 
past 12 months. In addition, a problem with anxiety, depression, loneliness/isolation, sexual risk practices, 
or smoking was reported by at least a quarter of bisexual and gay men each. According to syndemic theory, 
as developed by Stall et al. (2008), cultural marginalization is sufficient to produce the pattern of multiple 
health issues observed in gay men. They identify two central processes through which syndemics are pro-
duced: harms linked to the early socialization of gay men (e.g., masculine socialization) and the stresses of 
migrating to “gay ghettos.” The differentials we observed between gay and bisexual men in self-reported 
problems may indicate differences in these areas, for example, in responses to early socialization (e.g., more 
or less internalized homophobia), connection with sexual minority communities (e.g., affecting one’s ability 
to pass as heterosexual, avoid homophobic attacks), and the general balance between stressors and strengths 
to which each group has access. These possibilities should be pursued in future research.
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This study has a number of limitations. While there is evidence that samples of men who have sex 
with men recruited online can approximate national probability samples of these men along certain socio-
demographic and behavioural dimensions (Evans, Wiggins, Mercer, Bolding, & Elford, 2007), our conven-
ience Internet-based sample may nevertheless be unrepresentative of gay and bisexual Canadian men in the 
general population. Comparing our sample to that of gay and bisexual men recruited by the population-based 
Canadian Community Health Survey (CCHS) showed some differences on common variables. Relative to 
self-identified bisexual and gay men of the CCHS, as reported in Brennan et al. (2010), bisexual and gay 
men in our study seem somewhat older (bisexual men: M = 44.9 vs. 39.3; gay men: M = 44.3 vs. 39.9) and 
to contain fewer workers, especially among gays (bisexual men: 63.7% vs. 66.8%; gay men: 65.6% vs. 
72.7%). One explanation may be our sample’s wider age range (17–80 vs. 18–59 in Brennan et al., 2010). 
On education, a smaller proportion of bisexual men in our study (23.3% vs. 32.0%) and a larger proportion 
of gay men (20.0% vs. 14.6%) had earned a high school degree or less (Tjepkema, 2008). The ratio of gay 
to bisexual men recruited, however, was similar between our sample (2 to 1) and that of the CCHS (2.2 to 
1; Brennan et al., 2010; Tjepkema, 2008), but our online sample reflects the advantage of an anonymous, 
Internet-based recruitment for reaching large numbers of sexual minority men.

The measure of sexual orientation used in the present paper does not incorporate a defined timeframe for 
sexual behaviour nor does it take into account men’s sexual orientation identity. Hence, the men composing 
the bisexual group may be quite heterogeneous, containing men transitioning to a gay identity, gay-identified 
men with previous heterosexual experience, and bisexual-identified men, for example (Stokes et al., 1998). 
Our findings on problems with one’s sexual orientation do suggest, however, that the sample of bisexuals 
contains a good proportion of closeted men.

Our assessment of perceived health-related problems was modelled on a community-based approach, 
in a checklist format. As a result, the problems are succinctly defined and may mean different things to 
different respondents. They are not indicators of dysfunction or impairment, which may be best evaluated 
with multi-item measures. Future research could aim to examine many of the problem areas suggested by 
our checklist using diagnostic tools.

Conclusion

This Internet-based study of Canadian gay and bisexual men reinforces the pertinence of disaggre-
gating groups according to sexual orientation for purposes of health-related analyses. Patterns of relative 
vulnerability were observed that indicate bisexual men are more likely to experience certain problems tied 
to sexual orientation and identity (e.g., coming out, fears others will discover one’s sexual orientation) and 
health behaviour (e.g., dependence on the Internet) but are less likely to encounter some problems related to 
mental well-being (e.g., depression, anxiety, suicidality) and sexual health (e.g., HIV testing, STI testing). 
These findings could be used in an effort to develop programs aimed at addressing the broad health needs 
of gay and bisexual men that are sensitive to each group’s specificities.

Consistent with syndemic theory, both bisexual and gay men reported an average of over six self-
perceived problems over the past 12 months. The social factors (e.g., minority stressors) underlying them 
may vary between the groups, shaping the differences observed in their configuration. Future research could 
investigate this possibility. While this study focused on individually assessed health-related problems, it is 
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recommended that further investigation be conducted on syndemic processes as well as on the assets and 
resiliencies in the gay and bisexual male populations (CATIE, 2010).

RÉSUMÉ

Les différences entre les hommes gais et les hommes bisexuels quant à leurs problématiques de santé 
méritent d’être mieux cernées. Dans le cadre d’une enquête en ligne pancanadienne, nous avons comparé des 
hommes bisexuels (n = 564) et gais (n = 1,109) à partir de 32 problèmes autoperçus d’ordre psychologique, 
social ou sexuel auxquels ils pouvaient avoir fait face au cours des 12 derniers mois. Les résultats indiquent 
que, par rapport aux hommes gais, les hommes bisexuels font face davantage aux problèmes touchant 
l’orientation ou l’identité sexuelle ou relatifs à certains comportements néfastes pour la santé, mais moins 
à plusieurs problèmes de santé mentale et à des problèmes liés aux ITS/VIH.
Mots clés : homosexualité, bisexualité, hommes gais, santé, bien-être, Canada
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