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Abstract 

While self-reported data shows that lesbian, gay, and bisexual individuals have a greater 

risk of suicide-related behaviours (SRB), little is known about how rurality may amplify the risk 

of SRB associated with sexual minority status. Sexual minority individuals in rural areas may 

experience unique stressors due to stigma and a lack of LGB-specific social and mental health 

services. This is the first study to use a population-representative sample to investigate the 

contribution of sexual minority status and rurality on clinical SRB outcomes, and whether 

rurality modifies the association between sexual minority status and SRB risk. 

A nationally representative survey linked to administrative health data was used to 

construct a cohort of individuals (unweighted n=169,091; weighted n=8,778,115) in Ontario, 

Canada, and captured all SRB-related emergency department visits, hospitalizations, and deaths 

between 2007-2017. Rural status was captured using three measures which reflect different 

dimensions of rurality: the Rurality Index of Ontario, the Metropolitan Influenced Zones 

classification, and the Index of Remoteness. Sex-stratified discrete-time survival analyses were 

used to examine the interaction between rurality and sexual minority status on SRB risk while 

controlling for potential confounders.  

Sexual minority men had 2.18 times higher odds of SRB compared to their heterosexual 

counterparts (95%CI 1.21 to 3.91), while sexual minority women had 2.07 times higher odds 

(95%CI 1.48 to 2.89). The Rurality Index of Ontario and the Index of Remoteness were 

associated with the odds of SRB in a dose-response manner. No significant interactions were 

observed between rural status and sexual minority status. 

Rural status and sexual minority status both independently contribute to an elevated 

likelihood of SRB. Differences in access to healthcare between urban and rural areas appears to 



 
 

 
be strongly associated with SRB in both sexual minority and heterosexual populations. Future 

studies should consider incorporating measures of urban-rural status that capture access to 

healthcare, such as the Rurality Index of Ontario, to predict rural health disparities. This study 

highlights the need to evaluate the effectiveness of interventions and policies to reduce SRB in 

both rural and sexual minority populations. 
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INTRODUCTION 

While self-reported data shows that sexual minorities, which includes lesbian, gay, and 

bisexual individuals, have a greater risk of suicide-related behaviours (SRB), which includes 

both fatal and non-fatal self-inflicted injuries and poisonings1, little is known about how rurality 

may amplify the risk of SRB associated with sexual minority status. Based on a comprehensive 

literature search conducted as part of this study, while sexual orientation and urban-rural status 

have been separately examined with regards to their association with SRB risk, there have been 

no studies (as of December 2021) that have investigated their interactive effects on clinical-SRB 

outcomes (i.e., SRBs that result in clinical interventions or deaths). Sexual minorities in rural 

areas may experience unique stressors due to stigma and a lack of LGB-specific social and 

mental health services. This study investigates how the urban-rural context modifies the SRB 

risk across sexual minority status and gender.  

The concept of SRB recognizes the importance of non-fatal events (in addition to fatal 

events), since even a non-fatal SRB is a strong predictor of subsequent suicide2–4. Within 12-

months of a SRB hospitalization, 16% of people will have a repeat presentation and about 2% 

will die by suicide5. Compared to the general population, sexual minorities have a heightened 

risk of SRBs: a recent meta-analysis of studies from high-income countries show that 11-20% of 

sexual minority adults have had a self-reported lifetime suicide attempt, compared to only 4% of 

heterosexual adults6. A 2018 systematic review finds further evidence of this disparity, where 

sexual minorities report more suicide attempts and suicidal ideation than heterosexuals7. 

A comprehensive literature search was conducted to identify disparities in SRB across 

sexual orientation to establish the originality of this study (see Figure 1 for search terms used and 

PRISMA flow diagram). Using a broad number of search terms, all recent studies were identified 

(between 1995-2021) to investigate suicide or suicidal behaviours across sexual orientation that 

does not use a self-reported outcome. Four-hundred and two studies were screened, and three 

studies were identified that investigated SRB disparities across sexual orientation using clinical 

mortality data. While these studies provide evidence of an SRB disparity across sexual 

orientation with gender differences, there were a number of limitations which will be addressed 

in the present study: 1) none of the studies included non-fatal SRB as an outcome, 2) two of the 

studies, both from Denmark, used partnership status as a proxy for sexual orientation, which 
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excluded all non-partnered individuals who identify as a sexual minority8,9, and 3) the third study 

from the US had a small sample size of only 85 sexual minority men10, resulting in 

underpowered estimates. More broadly, much of the current evidence on the impact of sexual 

minority status on SRB risk relies on self-reported measures of SRB2–6,11–13, convenience 

samples5,11–13, cross-sectional designs1,3,4,6,12,13, and small sample sizes2–6,14 – which may lead to 

biased and inconsistent estimates. While self-reported data has the strength of reaching 

individuals who may not be captured in clinical data (e.g., experienced SRB but did not go to or 

have access to hospital), there is potential for survival bias (i.e., cannot capture fatal SRB), as 

well as social desirability bias13 (i.e., not disclosing SRB due to stigma). 
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Figure 1: PRISMA flow diagram and search terms for comprehensive literature search
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Based on the prior literature, there is a need for more population-based studies which use 

clinical outcomes to accurately estimate the SRB risk in sexual minorities, and to better 

understand the factors which drive the disparity. Consequently, there have been no studies that 

investigate potential modifiers of the relationship between sexual minority status and clinical 

SRB, such as rural status. While the causes of the SRB disparity between heterosexuals and 

sexual minorities are not fully understood yet, discrimination and stigma are likely to be 

important factors which contribute to SRB risk in sexual minorities. 

Biological mechanisms linking discrimination and SRBs 

 At a biological level, discrimination may increase SRB through elevated allostatic load or 

psychosocial ‘wear and tear’, where individuals targeted by social exclusion and discrimination 

exhibit altered biological functions and biomarkers (e.g., elevated cortisol levels)15. While the 

body is able to adapt to acute stressors via allostasis (i.e., physiological adaptions to stress), the 

over-activation of these mechanisms due to discrimination can be detrimental to psychological 

health16. Prior studies provide evidence that the heightened stress response associated with 

perceived discrimination can have detrimental downstream effects, such as mood dysregulation 

and suicidal ideation17,18. Furthermore, experiences of stress can lead to excess cortisol output 

via the hypothalamus-pituitary-adrenal axis (i.e. the stress response system), impairing cognitive 

and emotional functioning and subsequently elevating risk of SRB19,20. There is support for this 

mechanism in a 2016 meta-analysis, in which the authors found a positive association between 

cortisol levels and suicide attempts for those under the age of 40, where mean cortisol levels of 

individuals who attempted suicide were 27% higher than those who had not20. 

LGB SRB and the minority stress model 

Taking a psychosocial perspective, the minority stress model explains the social context 

in which sexual minorities experience unique discrimination and stigma, which in turn triggers 

the biological responses described above21. The model hypothesizes that those who identify with 

or belong to marginalized groups face unique social and environmental circumstances due to 

their minority status in society, which leads to heightened stress responses and adverse health 

outcomes22. The minority stress model has been widely used in the field of social epidemiology 

as an explanation for minority health disadvantage across multiple categories of social 

advantage/disadvantage (i.e., intersectionality23), including race24, gender25, and sexual 

orientation26. Conflicts with the dominant culture (i.e., heteronormative society) can create an 
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environment where sexual minorities experience several unique stressors, include the 

internalization of negative societal attitudes, expectations of rejection, and experiences of 

discrimination events27. An Australian study found that higher prevalence of psychological 

distress, lifetime suicidality, and substance use problems were reported among LGB young 

adults compared to their heterosexual counterparts28. The authors explained that the disparity 

may be attributable to the experiences of discrimination, given that most sexual minorities in 

their sample reported homophobic verbal abuse and approximately 25% of them had physical 

abuse. Similar findings are seen in a meta-analysis on minority stress and suicide among LGBT 

adolescents, where certain forms of minority stressors, such as victimization and bullying, were 

associated with suicide attempts and ideation29. While the experiences of adolescents may be 

different from those of adults, the authors noted small overall effect sizes, but nonetheless 

emphasize the clear link between minority stress and suicide in sexual minorities. Despite 

increases in the social acceptance of sexual minorities over time, the impact of minority stress 

continues to affect the health of sexual minorities. In a recent 2021 US study of 1518 sexual 

minority adults, it was found that improvements to the social environment did not appear to 

attenuate exposure to minority stressors, and interestingly, the prevalence of self-reported 

lifetime suicide attempts was highest among younger participants30. In the next section, I will 

discuss the urban/rural disparity in SRB risk, and then explain how the rural context may amplify 

minority stress for LGB individuals.  

How is rurality linked with SRB? 

Historically, rural communities have been observed to have a higher burden of 

preventable morbidity and mortality, which has been largely attributed to reduced access to 

healthcare, social service, education and employment opportunities, and transport resources that 

are typically concentrated in more urbanized areas31. A 2021 report from Ontario identified 

equitable access to mental health services as a significant contributor to the mental health 

disparities between rural and urban areas32. Individuals living in rural areas face barriers to 

accessing healthcare services, imposed by transportation, inadequate resources, and low 

physician retainment32,33. The Ontario Mental Health Association reported that an increasing 

number of rural family physicians were screening out high-needs patients with mental illness or 

addictions due to the lack of expertise and/or capacity. In turn, patients have to travel to urban 

centres to access psychiatric assessments and services, which may further exacerbate urban-rural 
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disparities in mental health for those without the means to do so34. A Canadian study which 

evaluated access to care across the urban-rural continuum found that residents living in an area 

with a population of <10,000 were least likely to see a regular physician35. 

There are also persistent inequalities in education and economic opportunities in rural 

areas, which have been identified as important social determinants of mental health and 

suicide36–38. In Ontario, there are persistent gaps in educational attainment rates between urban 

and rural residents39, and within schools, there is a disparity in the accessibility of social and 

health services. As of 2016, only 30% of rural schools had regular access to social workers (vs 

61% in urban), and only 15% had a regularly scheduled psychologist (vs. 46% in urban)40. An 

economic divide also exists between rural and urban areas: the recent Labour Force Survey 

shows that regions in Ontario within census metropolitan areas (CMA) generated 865,000 new 

jobs from 2008 to 2019, while areas outside of CMAs saw a decline of 76,000 jobs41. 

Concurrently, the regional median after-tax income of Ontario households has historically been 

lower in rural areas41. 

The unequal distribution of access to economic opportunities and healthcare has been one 

of the primary factors attributed to the rural health disadvantage that also drives the heightened 

risk of suicides in the general population. A scoping review of Canadian studies found that living 

in a rural area was a prominent risk factor for suicide, while urban residence was identified as a 

mitigating factor42. Similar findings are seen in a study of US adolescents from 1996-2010 that 

found rural suicide rates to be nearly double those of urban areas - and observed that this 

disparity appeared to widen over the study period43. Authors of a recent meta-analysis of high-

income countries, which found that rural residents have a 22% higher risk of SRB compared to 

their urban counterparts, suggest this may be driven by differential access to mental healthcare44. 

In a population-based study from Portugal, both rurality and material deprivation were associated 

with a 73% and 46% greater risk of suicide mortality, respectively, between 2008-201245. While 

this literature focuses mainly on rural status and SRB in the general population, it is important to 

further examine potentially vulnerable subpopulations, such as sexual minorities, to better 

understand this complex relationship. 

Sexual minorities in rural areas: implications of dual minority status  

Sexual minorities living in rural areas have been considered to be part of a “dual-

minority” group46; however, this group has been described as virtually unstudied. A 2018 
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systematic search was conducted to synthesize the state-of-the-art research on rural gender and 

sexual minority health, and the authors noted a significant lack of research in this area (less than 

50 articles since 1987)46. Nonetheless, many of the identified studies employ a qualitative 

approach, which can provide a more nuanced examination into the experiences of rural sexual 

minorities which may not be measured in quantitative methods. A study which interviewed 20 

rural healthcare providers in the US found that sexual minorities encountered additional barriers 

to mental health care due to a lack of culturally relevant and sensitive services, which may 

negatively impact the health of rural sexual minorities47. 

Additionally, LGB residents of rural areas may be less connected to other sexual 

minorities and the LGBT+ community, which may be an important source of social support48..  

A cross-sectional survey of 1,306 sexual minority adults found that those living outside of 

metropolitan areas in Australia reported less connection with their community, which was 

identified as a source of psychological stress51. Furthermore, in an analysis of 496 LGB 

individuals found that community connectedness with other LGB individuals was a moderator 

between perceived stigma and suicide, where higher connectedness reduced suicide risk49. Given 

that rural individuals are less likely to be connected to the LGBT community, and this social 

isolation may increase psychological stress, and in turn SRB risk, further research on the 

contributions of rurality and connections to the LGBT+ community to SRB risk of sexual 

minorities are needed.  

Unique contributions of the study, study hypothesis, and research question 

The novelty of the present study is demonstrated by addressing the following gaps in the 

current literature on rurality and sexual minority health. First, based on the systematic search 

conducted, this study will be the first to use a population-based sample to investigate how rural 

status impacts clinical SRB outcomes across sexual orientation. Second, while prior studies on 

rural sexual minority health have reported urban-rural disparities in psychological stress and 

depression, this will be the first to shed light on risk of clinical SRB. Finally, the study will 

include multiple measures of rural status, which are constructed using different indicators of 

rurality. For example, the Rurality Index of Ontario reflects access to healthcare50 and the 

Metropolitan Influenced Zones reflects access to social and economic opportunities51; therefore, 

the study will provide a more nuanced perspective of the rural context and a deeper 

understanding how different dimensions of rurality may impact sexual minority health. 
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Building upon findings from prior research, the present study hypothesizes that the 

relationship between sexual minority status and SRB will differ by rural/urban status. Using a 

population-representative survey and linked longitudinal health administrative data from Ontario, 

this study will answer the following research questions: 1) Are sexual minority status and rurality 

independently associated with SRB risk? 2) Does rurality modify the association between sexual 

minority status and SRB risk? 

 

METHODS 

The study cohort was created from Ontario participants of thirteen cross-sectional cycles 

of the Canadian Community Health Survey (CCHS), which are subsequently linked to health 

administrative databases that include records of all hospitalizations, emergency department (ED) 

visits, and deaths. The linkage was available through the Statistics Canada Research Data Centre. 

Ethics approval for this study was obtained through Brock University (REB# 20-134). To protect 

the confidentiality of study participants and to reduce the risk of re-identification, the Statistics 

Canada Research Data Centre uses unique anonymised ID numbers for linkage to health 

administrative data; requires all researchers be trained in the use of privacy and data handling 

procedures; and uses an extensive vetting process before any data can leave the centre.   

Study participants 

 The CCHS is a cross-sectional population-based survey, administered annually to 

Canadians aged ≥ 12 years (prior to 2007, the CCHS was administered every 2 years for Cycle 

2.1 and 3.1)52. The CCHS is collected via a multistage clustered-probability sampling method 

using computer-assisted telephone interview software, and respondents are able to complete the 

survey in either English or French. The survey contains information on socio-demographic 

information including sexual orientation, ethnicity, marital status, education, and health-related 

variables. The study sample consists of 169,091 (unweighted) Ontario respondents across 13 

cycles (2003, 2005, 2007-2017), aged 18 or over at the time of survey completion. Using the 

CCHS linked to health administrative records, each individual was followed from January 1st, 

2007, to December 31st, 2017. Participants who moved out of Ontario or died during the study 

period (prior to 2017) were censored from that point onwards. 
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Sex and sexual orientation 

Participants were asked to indicate whether their sex as either male or female. As of 

2017, the CCHS did not include questions on gender identity (e.g., non-binary). To ascertain 

sexual orientation, participants were asked “Do you consider yourself to be…”, and could 

respond with the following options: heterosexual, homosexual, bisexual, don’t know, and refuse 

to say. Compared to multi-question instruments (which broadly capture sexual identity, 

behaviours, and attraction), the single-item measure has been shown to be a valid instrument 

with high agreement with sexual identity (kappa statistic of 0.89)53. In a prior study, the CCHS 

question captured 99.3% of participants who identified as a sexual minority using a multi-

question instrument, and 84.2% of those who reported any lifetime same sex partners53. In this 

study, sexual orientation is represented by four categories: heterosexual, sexual minority 

(gay/lesbian and bisexual), and other (don’t know/refuse to say).  

Rural/urban status 

 The present study incorporates several measures of rurality which will provide novel 

evidence to better understand the different dimensions of rurality in Ontario. These measures 

include: 1) the Rurality Index of Ontario, 2) Metropolitan Influenced Zones, 3) and the Index of 

Remoteness. 

Rurality Index of Ontario 

 The Rurality Index of Ontario (RIO), developed by the Ontario Ministry of Health and 

Long-Term Care and the Ontario Medical Association50, captures access to healthcare services 

and has been used in prior studies to examine health disparities across the urban-rural 

context44,54–56. The RIO is based on three factors: 1) community population and population 

density (which also represents the availability of health services), 2) travel time to nearest basic 

referral centre (i.e., a centre with a population greater than 10,000 with basic health services) and 

3) travel time to nearest advanced referral centre (i.e., more comprehensive health services). 

Scores ranging from 1 to 100 are assigned to each census subdivision (CSD) with higher scores 

representing a greater degree of rurality. Recommended cut-offs are used to create three  

categories50: CSDs with scores ranging from 1 to 9 are considered urban (e.g., Toronto, Ottawa), 

10 to 44 are considered small towns (e.g., Enniskillen, Ramara), and 45 and above are considered 

rural (e.g., Chapleau, Kearney).  
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Metropolitan Influenced Zone classification 

 The Metropolitan Influenced Zone (MIZ) classification, developed by Statistics Canada, 

is based on workforce commuter flow to population centres51, which reflects access to social and 

economic opportunities (e.g., education and cultural centres). Prior studies on geographic 

differences in Canadian health outcomes have used MIZs as they capture varying degrees of 

rurality57. All municipalities (represented by CSDs) in Ontario are classified based on the 

proportion of individuals who must commute to population centres. The levels of MIZ include 

the following: 

● Level 1: Metro urban: CSDs within census metropolitan areas (CMAs) (e.g., Toronto, 

Ottawa) 

● Level 2: Non-metro urban: CSDs within census agglomeration areas (CAs) (e.g., Sarnia, 

Kingsville) 

● Level 3: Strong or moderate MIZ: between 5% and 50% of workforce commuting to 

CMA/CA (e.g., Scugog, North Kawartha) 

● Level 4: Weak or no MIZ: between 5% and 0% of workforce commuting to CMA/CA 

(e.g., Kincardine, Machin) 

Index of Remoteness 

 The Index of Remoteness (IR), also developed by Statistics Canada, is a continuous 

measure of relative rurality based on proximity to population centres58, with a high correlation to 

access to hospitals and healthcare services59. In a prior study, the IR was found to be a good 

predictor of avoidable mortality60. While the IR also captures access to economic opportunities 

like the MIZ classification,  the IR also considers proximity to smaller population centres which 

may also have an impact on rural residents outside of CMA/CAs; whereas the MIZ classification 

considers workforce commuter flow to only large urban areas. Scores are assigned to each CSD 

ranging from 0 (most accessible) to 1 (least accessible). Unlike the RIO and MIZ, the IR was 

created for use as a continuous measure of rurality and will therefore be used continuously in this 

study. A continuous measure of rurality such as the IR recognizes the complexity of the urban-

rural continuum by representing the degree of rurality, rather than whether an area is urban or 

rural61. 
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Outcome variable 

The outcome of this study is SRB, which includes non-fatal events that resulted in an ED 

visit or hospitalization, and fatal events in Ontario, Canada from 2007 to 2017. Definitions of 

non-fatal and fatal SRB in this study were defined by the Canadian Institute for Health 

Information (CIHI)62. Non-fatal SRB events were records extracted from the National 

Ambulatory Care Reporting System (NACRS) for ED visits, Discharge Abstract Database 

(DAD) for hospitalization, and the Ontario Mental Health Reporting System (OMHRS) 

psychiatric care. SRB records were identified using the International Classification of Diseases - 

version 10 (ICD-10) diagnostic code of X60-X84 for intentional self-harm, Y10-Y34 for 

undetermined injuries, and Y87.0 for sequelae of intentional self-harm. Fatal SRB events were 

records extracted from the Canada Vital Statistics Death Database (CVSD) using the same ICD-

10 diagnostic codes.  

Control variables 

The following variables were used in the models as statistical controls: 1) age 

(continuous), 2) sex (male or female), 3) visible minority status (yes or no), 4) educational 

attainment (no high school, high school, bachelors, post-graduate), 5) marital status (single, 

married, divorced/widowed), 6) residential instability, 7) LGB density, and 8) chronic physical 

conditions.  

Residential instability is a measure from the Ontario Marginalization Index (2011 and 

2016)63, where neighbourhoods are proxied by Statistics Canada’s dissemination areas.  The 

measure captures the proportion of single individual households, proportion of households that 

are not owners, residential turnover, housing density, and housing over crowdedness, and is 

meant to capture important aspects of neighbourhood quality, cohesiveness, and social support63. 

To measure LGB density, the weighted proportion of sexual minorities by CSD is calculated for 

each CCHS cycle. The Chronic Condition Indicator for ICD-10-CM, developed by the Agency 

for Healthcare Research and Quality64, was used to identify individuals with a diagnosed chronic 

physical condition that lasts longer than 12 months from health administrative records. For a 

physical condition to be considered chronic, it must either require ongoing medical support or 

limit one’s ability to live independently and socially interact. 
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Statistical analysis 

The weighted sample characteristics in Table 1 shows the distribution of covariates by 

sexual minority status. Table 2 shows the unadjusted associations between each measure of 

rurality (RIO, MIZ, IR), sexual minority status, and SRB rates. For the regression models, 

discrete-time survival analysis is used to evaluate the association between sexual minority status 

and SRB, and whether it is modified by rurality. As opposed to the more popular continuous 

survival analyses models (e.g., Cox hazards regression model), discrete-time survival analysis 

can more flexibly accommodate time-varying predictors using a person-year dataset65. By 

allowing covariates to change over time, such as residential instability and LGB density, the 

models can better account for the factors that may confound the model.  

For each person-year, participants are coded with a 1 if they had an SRB event, or 0 if 

they did not. If the SRB is fatal, then they are removed from the dataset in subsequent years. In 

the case of non-fatal SRB events, the participant will continue to be observed for further SRB 

events in subsequent years. The model compares the probabilities of experiencing an SRB event 

vs. not experiencing an SRB event for each time period in the study. Thus, the discrete-time 

survival analysis is used to estimate the likelihood of experiencing an SRB event and examine 

the risk associated with the chosen predictors.  

As mentioned previously, all models accounted for the following covariates: age, 

ethnicity, educational attainment, marital status, chronic physical conditions, residential 

instability, and LGB density. Six models will be presented, given sex-stratified analyses for 3 

rurality indexes: the direct effects of rurality (as measured by the RIO) and sexual minority status 

on SRB are estimated among men in Model 1, and among women in Model 2 (see Table 3). 

Model 3 and 4 estimates the same direct effects in men and women respectively but replaces the 

rurality measure using the MIZ (see Table 4). Finally, in Models 5 and 6, rurality is measured 

using the IR in sex-stratified models (see Table 5). In addition, an interaction between rurality 

and sexual minority status is tested for all 6 models. Statistical analyses are performed using SAS 

9.4 (SAS Institute Incorporated, Cary, NC, USA), and 95% confidence intervals with two-tailed 

tests were used. Survey weights as provided by Statistics Canada are applied to all models to 

ensure generalizability of the models to the Ontario population.  
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Treatment of missing data 

 Loss to follow-up is generally not a concern, given that follow-up data is drawn from 

health administrative databases, and 1) once CCHS participants agree to linkage of health 

records, all ED visits and hospitalizations will be captured without further involvement, 2) our 

data captures all possible events from 2007-2017 using Ontario’s complete administrative 

databases, 3) those who die or relocate to another province/country are censored for appropriate 

time period. The level of missingness for covariates is shown in Table 1. Individuals who elected 

not to state or did not know their sexual orientation are included as a separate category (labelled 

don’t know/not stated) in our models. In the models, any missing in covariates is included as a 

separate level to avoid deletion of SRB events. Finally, maximum likelihood bootstrapping with 

500 replicates is used to account for potential bias in the standard errors, which has been shown 

to perform similar to multiple imputations in reducing bias due to data missingness66. 

 

 

RESULTS 

Baseline characteristics 

 The weighted study sample included 8,778,115 individuals (unweighted n=169,091), 

with a total of 89,646,760 person-years. To maintain participant confidentiality and ensure 

representativeness of the population, the following descriptive and statistical results are 

presented with survey weights applied. The baseline characteristics of the sample are shown in 

Table 1, stratified by sexual orientation. Sexual minorities and heterosexuals comprised 2.3% 

and 94.5% of the sample respectively, with the remaining being other or refused/not stated). 

Notably, sexual minorities were younger (mean age of 38.1 vs. 42.3), lived in areas with greater 

residential instability, and were less likely to be a visible minority (23.3% vs. 28.6%) and be 

non-married (63.3% vs. 36.8%). Overall, there were 113,865 SRB events: where there were 7235 

events among sexual minorities, and 101,685 in heterosexuals. Approximately 4% of the 

observed SRB events were fatal; however, due to small cell sizes and privacy concerns, any 

further breakdowns of these events by sample characteristics cannot be provided, and all 

subsequent results combine both fatal and non-fatal events.  
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Table 1: Weighted Sample Characteristics   

 Heterosexual  
n (%) 

Sexual minority n 
(%) 

Other  
N (%) 

Refused/not stated  
N (%) 

Overall  
N (%) 

Number of persons  8298770 209880 46425 223045 8778120 
Number of SRB events 101685 7235 1320 3630 113870 
Total number of person-years  84863110 2047950 460860 2274850 89646760 
Mean age as of 2007  (standard 
deviation) 42.12 (0.02) 38.13 (0.61) 47.79 (2.05) 51.69 (0.51) 42.3 (0.02) 
Sex      

Male 4074210 (49.1%) 103480 (49.3%) 17630 (38.0%) 114145 (51.2%) 4309465 (49.1%) 
Female 4224560 (50.9%) 106400 (50.7%) 28795 (62.0%) 108900 (48.8%) 4468655 (50.9%) 

Educational attainment      
No high school 736745 (8.9%) 15130 (7.2%) 8500 (18.3%) 57180 (25.6%) 817550 (9.3%) 
Highschool 2158755 (26.0%) 55530 (26.5%) 14810 (31.9%) 68570 (30.7%) 2297660 (26.2%) 
Post-secondary 4533415 (54.6%) 112615 (53.7%) 17800 (38.3%) 73870 (33.1%) 4737695 (54.0%) 
Post-graduate 801165 (9.7%) 25235 (12.0%) 2040 (4.4%) 12110 (5.4%) 840545 (9.6%) 
Missing  68695 (0.8%) 1375 (0.7%) 3280 (7.1%) 11315 (5.1%) 84665 (1.0%) 

Ethnicity      
Non-White 2369435 (28.6%) 49100 (23.4%) 20765 (44.7%) 79110 (35.5%) 2518410 (28.7%) 
White 5893380 (71.0%) 159705 (76.1%) 20710 (44.6%) 133485 (59.8%) 6207280 (70.7%) 
 Missing   35955 (0.4%) 1075 (0.5%) 4950 (1.07%) 10450 (4.7%) 52430 (0.6%) 

Marital status      
Single 2250785 (27.1%) 116800 (55.6%) 13775 (29.7%) 71275 (32.0%) 2452635 (27.9%) 
Married 5225820 (63.0%) 76620 (36.5%) 24780 (53.4%) 124330 (55.7%) 5451545 (62.1%) 
Divorce/widowed 812450 (9.8%) 16170 (7.7%) 7635 (16.4%) 27165 (12.2%) 863420 (9.8%) 
Missing 9715 (0.1%) 295 (0.1%) 235 (0.5%) 275 (0.1%) 10520 (0.1%) 

Chronic physical conditions (at 
least one or more) 751470 17980 5005 32630 807085 
Mean Residential instability 
(SD) -0.149 (0.007) 0.428 (0.027) -0.011 (0.080) -0.085 (0.0341) -0.133 (0.007) 
Proportion of LGB in census 
subdivision (SD) 0.030 (0.00) 0.034 (0.00) 0.032 (0.00) 0.032 (0.00) 0.030 (0.00) 
Rurality Index of Ontario (RIO)      

Urban 6096490 (90.7%) 165350 (78.7%) 36775 (79.2%) 172615 (77.4%) 6471230 (73.7%) 
Small town 175475 (2.6%) 36660 (17.5%) 7480 (16.1%) 39875 (17.9%) 1839490 (21.0%) 
Rural 357635 (5.3%) 6910 (3.3%) 1790 (3.9%) 9480 (4.3%) 375810 (4.3%) 
Missing 89175 (1.3%) 955 (0.5%) 385 (0.8%) 1075 (0.5%) 91590 (1.0%) 

Metropolitan Influenced Zone 
(MIZ) 

     

Level 1: Metro urban 6674090 (80.4%) 176460 (84.1%) 39710 (85.5%) 183020 (82.1%) 7073285 (80.6%) 
Level 2: Non-metro Urban 739660 (8.9%) 15665 (7.5%) 2895 (6.2%) 17255 (7.7%) 775470 (8.8%) 
Level 3: Strong-moderate 705565 (8.5%) 14510 (6.9%) 2780 (6.0%) 18730 (8.4%) 741580 (8.4%) 
Level 4: Weak-none 165530 (2.0%) 3130 (1.5%) 910 (2.0%) 3790 (1.7%) 173545 (2.0%) 
Missing 13925 (0.2%) 110 (0.1%) 130 (0.3%) 70 (0.0%) 14265 (0.2%) 

Index of remoteness (IR)      
  Top 50% 7880810 (95.0%) 202345 (96.4%) 44340 (95.5%) 213270 (95.6%) 8340765 (95.0%) 
  Bottom 50% 404035 (4.9%) 7420 (3.5%) 1955 (4.2%) 9705 (4.2%) 423115 (4.8%) 
  Missing 13925 (0.2%) 110 (0.1%) 130 (0.3%) 65 (0.0%) 14235 (0.2%) 
For confidentiality purposes, all descriptive statistics have been weighted and rounded to base 5. 
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Table 2 presents the age-adjusted incidence rates of SRB per 100,000 person-years across 

each measure of urban-rural status from 2007-2017, stratified by sex. Across all measures, the 

rates of SRB in sexual minorities are consistently higher than their heterosexual counterparts. 

Accounting for the effects of sex and age, the RIO showed a consistent pattern where rural areas 

had the highest risk of SRB across all groups. The rurality-SRB relationship measured using the 

MIZ and IR are less consistent across all groups; however, the most urban areas consistently 

have the lowest (or 2nd lowest) rates of SRB.  

 
Table 2: Age-adjusted incidence rates of SRB across levels of urban-rural status (per 100,000 

person-years) from 2007-2017, stratified by sex 

 Male Female 

 Heterosexual SRB per 
100,000 person-years 
(95% CI) 

Sexual minority SRB 
per 100,000 person-
years  (95% CI) 

Heterosexual SRB per 
100,000 person-years  
(95% CI) 

Sexual minority SRB 
per 100,000 person-
years (95% CI) 

Rurality Index of 
Ontario (RIO) 

    

Urban 83 (82 to 84) 250 (240 to 259) 116 (115 to 117) 224 (234 to 254) 

Small town 113 (110 to 115) 191 (168 to 214) 142 (139 to 144) 365 (245 to 384) 

Rural 128 (123 to 133) 354 (292 to 415) 168 (163 to 174) 687 (615 to 760) 

Metropolitan 
Influenced Zone (MIZ) 

    

Level 1: Metro urban 81 (80 to 82) 239 (230 to 248) 116 (115 to 117) 287 (277 to 297) 

Level 2: Non-metro 
urban 

189 (184 to 193) 335 (288 to 382) 173 (169 to 177) 315 (289 to 342) 

Level 3: 
Strong/moderate 

93 (90 to 96) 307 (262 to 351) 142 (139 to 146) 278 (251 to 305) 

Level 4: Weak/none 100 (94 to 107) 356 (227 to 484) 175 (166 to 184) 313 (242 to 384) 

Index of Remoteness 
(IR) 

    

Q1 (least rural) 82 (81 to 83) 243 (234 to 252) 116 (115 to 117) 273 (263 to 283) 

Q2 113 (111 to 116) 223 (196 to 250) 143 (140 to 146) 391 (364 to 418) 

Q3 208 (201 to 214) 346 (283 to 409) 228 (222 to 231) 279 (241 to 317) 

Q4 (most rural) 140 (128 to 151) 972 (623 to 1323) 221 (206 to 235) 309 (219 to 400) 

A direct method of age-adjustment was used. 
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Discrete-time survival analysis 

Tables 3-5 present the adjusted hazard odds ratios from the fully adjusted models for each 

measure of rurality (RIO, MIZ, and IR respectively). The effects of sexual minority status on 

SRB risk was consistent across the models and could be summarized as follows: the adjusted 

hazard odds ratio for the direct effect of sexual minority status show that both sexual minority 

men and women had over 2 times higher odds of SRB compared to their heterosexual 

counterparts, with the lowest being 2.07 times higher odds (95%CI 1.48 to 2.89) for sexual 

minority women (Table 4, Model 4) and the highest being 2.18 times higher odds (95%CI 1.21 

to 3.91) for sexual minority men (Table 4, Model 3). Notably, ‘other’ men (not heterosexual or 

gay/bisexual) had significantly higher odds of SRB compared to heterosexual men across all 

models, while the odds of SRB among ‘other’ women was not significantly different than 

heterosexual women.  

With regards to the effects of rurality on SRB: models using RIO and IR (Tables 3 and 5) 

show that rurality consistently increases the odds of SRB. For instance, in the RIO model (Table 

3, Model 1), men in small towns and rural areas had 1.45 (95%CI 1.14 to 1.84) and 1.60 (95%CI 

1.10 to 2.34) times higher odds of an SRB event compared to those living in urban areas, 

respectively. The rurality-SRB association was consistent in all models using RIO (Table 3) and 

IR (Table 5) regardless of sex.  

Contrastingly, the effect of rurality on SRB in the MIZ models does not appear to follow 

the same linear pattern. While those living in the most urban areas (level 1) still had the lowest 

likelihood of experiencing an SRB, the highest likelihood was no longer in the most rural areas 

(level 4). Among men, those living in non-metro urban areas (level 2) had the greatest likelihood 

of experiencing an SRB compared to those living in metro urban areas (1.99, 95%CI 1.55 to 

2.54); and among women, those living in strong-moderate areas (level 3) had the greatest 

likelihood of experiencing an SRB compared to those living in metro urban areas (1.30, 95%CI 

1.01 to 1.69). Across all models, there were no significant interactions between rural status and 

sexual minority status. In other words, likelihood of SRB in sexual minorities was not dependent 

on the level of rurality. 
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Table 3: Adjusted Hazard Odds Ratio (AHOR) for the odds of SRB across sexual 
orientation and the Rurality Index of Ontario (RIO), stratified by sex 
 Model 1: Men Model 2: Women 
 Adjusted Hazard Odds 

Ratio, AHOR (95% 
CI) 

p-value Adjusted Hazard Odds 
Ratio, AHOR (95% 
CI) 

p-value 

Sexual Orientation     
Heterosexual reference  reference  
Sexual minority 2.153 (1.203 to 3.856) 0.009 2.076 (1.490 to 2.893) <0.001 
Other 3.873 (1.791 to 8.378) <0.001 0.904 (0.329 to 2.485) 0.845 
Rurality index of 
Ontario (RIO) 

    

  Urban  reference  reference  
  Small town 1.457 (1.148 to 1.848) 0.002 1.300 (1.044 to 1.620) 0.019 
  Rural 1.604 (1.100 to 2.340) 0.014 1.528 (1.128 to 2.069) 0.006 
Ethnicity     
White  reference  reference  
Non-white 1.123 (0.762 to 1.654) 0.558 1.136 (0.845 to 1.527) 0.398 
Educational 
attainment 

    

No high school reference  reference  
Highschool 0.471 (0.342 to 0.647) <0.001 0.679 (0.522 to 0.884) 0.004 
Post-secondary 0.368 (0.265 to 0.512) <0.001 0.514 (0.391 to 0.676) <0.001 
Post-graduate 0.274 (0.129 to 0.581) <0.001 0.382 (0.184 to 0.792) 0.009 
Marital status     
Married reference  reference  
Single 1.422 (1.047 to 1.988) 0.025 1.622 (1.250 to 2.104) <0.001 
Divorced/widowed 2.189 (1.444 to 3.319) <0.001 1.710 (1.316 to 2.223) <0.001 
Chronic physical 
conditions 

    

None  0.471 (0.319 to 0.696) <0.001 0.423 (0.272 to 0.628) <0.001 
At least 1 chronic 
condition 

reference  reference  

Residential 
instability 

1.543 (1.280 to 1.859) <0.001 1.234 (1.121 to 1.359) <0.001 

LGB Density 0.620 (0.117 to 3.296) 0.547 0.247 (0.067 to 0.907) 0.035 
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Table 4: Odds ratio for the risk of SRB across sexual orientation and the Metropolitan 
Influenced Zones classification (MIZ), stratified by sex 
 Model 3: Men Model 4: Women 
 Odds ratio (95% CI) p-value Odds ratio (95% CI) p-value 
Sexual Orientation     
Heterosexual  reference  reference  
Sexual minority 2.183 (1.217 to 3.914) 0.008 2.074 (1.487 to 2.894) <0.001 
Other 3.834 (1.769 to 8.310) <0.001 0.912 (0.332 to 2.505) 0.858 
Metropolitan 
Influenced Zones 
(MIZ) 

    

  Level 1: Metro urban  reference  reference  
  Level 2: Non-metro 
Urban 

1.991 (1.556 to 2.548) <0.001 1.245 (0.974 to 1.590) 0.079 

  Level 3: Strong-
moderate 

1.233 (0.921 to 1.650) 0.159 1.309 (1.013 to 1.693) 0.039 

  Level 4: Weak-none  1.379 (0.946 to 2.009) 0.094 1.096 (0.756 to 1.589) 0.629 
Ethnicity     
White reference  reference  
Non-white 1.111 (0.757 to 1.623) 0.590 1.102 (0.822 to 1.478) 0.514 

Educational 
attainment 

    

No high school  reference  reference  
Highschool 0.476 (0.346 to 0.655) <0.001 0.679 (0.521 to 0.884) 0.004 
Post-secondary 0.373 (0.269 to 0.519) <0.001 0.512 (0.389 to 0.674) <0.001 
Post-graduate 0.279 (0.131 to 0.594) <0.001 0.377 (0.181 to 0.783) 0.008 

Marital status     
Married  reference  reference  
Single 1.447 (1.049 to 1.995) 0.024 1.609 (1.242 to 2.086) <0.001 
Divorced/widowed 2.180 (1.437 to 3.307) <0.001 1.712 (1.316 to 2.227) <0.001 

Chronic physical 
conditions 

    

None  0.471 (0.319 to 0.694) <0.001 0.422 (0.271 to 0.655) <0.001 
At least 1 chronic 
condition  

reference  reference  

Residential 
instability 

1.510 (1.252 to 1.821) <0.001 1.224 (1.112 to 1.347) <0.001 

LGB Density 0.712 (0.137 to 3.701) 0.6859 0.220 (0.060 to 0.813) 0.023 
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Table 5: Odds ratio for the risk of SRB across sexual orientation and the Index of 
Remoteness (IR), stratified by sex 
 Model 5: Men Model 6: Women 
 Odds ratio (95% CI) p-value Odds ratio (95% CI) p-value 
Sexual Orientation     
Heterosexual (ref) reference  reference  
Sexual minority 2.213 (1.236 to 3.960) 0.007 2.077 (1.489 to 2.895) <0.001 
Other 3.868 (1.786 to 8.375) <0.001 0.908 (0.330 to 2.493) 0.850 
Index of Remoteness 
(IR) 

1.766 (1.460 to 2.135) <0.001 1.447 (1.225 to 1.710) <0.001 

Ethnicity     
White reference  reference  
Non-white 1.144 (0.789 to 1.659) 0.477 1.137 (0.846 to 1.528) 0.3937 

Educational 
attainment 

    

No high school reference  reference  
Highschool 0.476 (0.346 to 0.655) <0.001 0.682 (0.524 to 0.887) 0.004 
Post-secondary 0.370 (0.266 to 0.515) <0.001 0.516 (0.392 to 0.680) <0.001 
Post-graduate 0.279 (0.131 to 0.592) <0.001 0.382 (0.184 to 0.792) 0.009 

Marital status     
Married reference  reference  
Single 1.443 (1.045 to 1.991) 0.025 1.622 (1.252 to 2.101) <0.001 
Divorced/widowed 2.168 (1.429 to 3.287) <0.001 1.708 (1.314 to 2.219) <0.001 

Chronic physical 
conditions 

    

At least 1 chronic 
condition 

reference  reference  

None 0.475 (0.323 to 0.700) <0.001 0.426 (0.274 to 0.662) <0.001 
Residential 
instability 

1.514 (1.263 to 1.816) <0.001 1.215 (1.106 to 1.336) <0.001 

LGB Density 1.301 (0.236 to 7.162) 0.762 0.353 (0.093 to 1.345) 0.127 
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DISCUSSION 

 Using a population-representative sample linked to administrative health data, the present 

study provides evidence that the likelihood of SRB among sexual minorities is consistently 

greater than their heterosexual counterparts. The findings are consistent with a prior meta-

analysis that found sexual minorities to have a significantly higher prevalence of lifetime suicide 

attempt compared to the general population6. However, there was no evidence that sexual 

orientation modified the SRB risk by rurality. In other words, the effects of rurality appear to be 

similar across heterosexuals and sexual minority regardless of the different methods used to 

capture rurality. Despite this, rural sexual minorities remain the highest risk group in this study. 

For instance, the incidence rate of SRB events among heterosexual women was 116 per 100,000 

person-years in urban areas and 168 in rural areas; however, the rate of SRB events among 

sexual minority women in comparably rural areas was 687 per 100,000 person-years. Although it 

was expected that sexual minorities might experience greater barriers to health and healthcare in 

rural areas due to their dual minority status, our study did not find evidence that these concerns 

translate into additional SRB risks for rural sexual minorities. In other words, the SRB risk 

associated with rurality appears to be similar between sexual minorities and the general 

population in Ontario, Canada. Further research is needed to understand whether this is 

generalizable to other international contexts.  

Rurality and SRB risk 

While multiple measures of urban-rural status were used in the study, only the RIO and 

IR measures have a ‘dose-response’ association with SRB (i.e., higher risk of SRB in more rural 

areas). Given that the RIO was created to capture access to healthcare services, and the IR 

capture density of all services in smaller population centres (including health and social 

services), this provides some evidence that the risk of SRB may be associated with issues such as 

physician availability in rural areas, limited public transport, or availability of social services. 

These results are also consistent with prior literature that lack of access to healthcare is 

associated with SRB risk67. A prior study on rural-urban disparities in suicidal attempts on 

Ontario had also used the RIO to measure rurality68. They found that men and women in rural 

areas had 1.37 and 1.26 times higher odds of SRB compared to their urban counterparts, which 

was substantially similar to our RIO results (i.e. 1.60 and 1.52 times higher odds for rural men 

and women respectively). Furthermore, rurality had a similar dose-response association with 
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SRB, where the likelihood of SRB was incrementally greater as rurality increased, with urban 

areas at the lowest risk, small towns at medium risk, and rural areas at highest risk, ceteris 

paribus. The authors explained that access to healthcare may contribute to an urban-rural SRB 

disparity, due to less specialized psychiatry care available, long travel times, and stigma which 

discourages help-seeking behaviours in rural areas. 

 On the other hand, unlike the RIO and IR, the association between MIZ and SRB did not 

appear to be linear. While the present study suggests that the likelihood of SRB in the most rural 

(level 4) areas is greater than in the most urban (level 1) areas (1.37 and 1.09 times higher odds 

for most rural men and women respectively), the highest risk of SRB for men is found in the 

non-metro urban (level 2) category, and in the strong-moderate (level 3) category for women. A 

non-linear association between MIZ and health is found in another study: a study on place of 

residence and a range of health outcomes in Canada found a similar pattern, where stress levels 

were highest for both men and women in the non-metro urban category (level 2), and second 

highest in the most rural category (level 4)69. Our results suggest that measures of rurality that 

consider availability of healthcare and other services may be more predictive of SRB compared 

to measures that emphasise economic and opportunities. Another important consideration is that 

many rural areas may have good access to healthcare that may help to mitigate the effects of 

rurality. For example, one town in the study, Kincardine, was classified as being one of the most 

rural areas (level 4) by the MIZ, despite having a regional hospital within the town boundaries 

which would provide accessible health care to residents. On the other hand, Machin (also 

classified as level 4 by the MIZ) has much poorer access to healthcare, with the closest hospital 

being ~40 minutes away by car. In this scenario, the RIO was able to discriminate the different 

access to healthcare by assigning a 42 to Kincardine , and 100 for Machin (with higher numbers 

representing worse access), while MIZ puts them into the same group. The lack of ability to 

discriminate access to healthcare at varying degrees of rurality, exemplified in this case, is likely 

the reason why MIZ performs poorly in predicting SRB. These findings also suggest that reforms 

based on improving healthcare access, such as increasing culturally competent mental health 

care, may reduce urban-rural SRB disparities70.  
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Limitations and strengths 

 There are some limitations which may affect the generalizability of the findings: 1) the 

study only included heterosexual, homosexual, bisexual participants, and therefore was unable to 

capture those who may identify with other orientations (e.g., asexual, pansexual, queer). 

Additionally, participants may have same-sex attractions or behaviours but do not identify as a 

sexual minority, which may misclassify and underestimate the true number of sexual minorities 

in the study sample71. 2) Gay/lesbian and bisexual individuals were combined into one group 

(i.e., sexual minorities), due to small sample size. Consequently, the study is unable to test for 

differential effects between gay/lesbian and bisexual individuals. 3) While marital status is 

captured, it is unknown whether participants are married to someone of the opposite- or same-

sex. This is particularly important since sexual minorities may marry the opposite sex in efforts 

to conceal identity, in which case the marriage would be substantially different than typical 

marriages72. 3) Administrative health records are able to capture all fatal SRB events over the 

study period; however, there may be underreporting of less severe non-fatal SRB events in rural 

areas due to transportation and/or lack of access to healthcare. Consequently, the burden of SRB 

could in fact be higher in rural areas where these barriers are more prevalent than urban areas 

with greater healthcare accessibility. While the results showed a dose-response association 

between rurality and SRB, this limitation may bias the results towards the null. 4) There may be 

non-response bias that affects the representativeness of the CCHS sample. The selected waves of 

CCHS used in the study have a combined response rate of 74%, which means that a portion of 

contacted individuals chose not to participate. Non-participation may be linked to 

sociodemographic characteristics such as low-income status or English proficiency73. While the 

risk of non-response bias is somewhat attenuated through survey weights based on the 

population distribution of the Canadian Census, certain groups are still likely to be excluded 

(e.g., LGB homeless individuals)74. 5) There is a low number of fatal SRB events in the study 

sample, therefore we are not able to estimate the disparity in fatal-SRB by sexual orientation.   

Despite these limitations, the present study has several strengths: 1) a population-

representative sample of Ontario residents is used in addition to sampling weights, which 

improves the generalizability of the findings to the Ontario population. 2) The study is able to 

retrospectively capture clinical SRB events through the linkage of the CCHS to administrative 

health data from 2007-2017. Not only does this allow for the inclusion of recurrent events, but it 
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reduces potential recall bias that would be present with the use of self-reported SRB. 3) While 

many prior studies include only non-fatal SRB, this study considers fatal SRB to ensure 

inclusion of all clinical SRBs which would warrant hospitalization or emergency department 

presentation. 4) By using multiple measures of rurality, the study is able to provide evidence on 

how the various aspects of rural communities (e.g., access to healthcare, economic and social 

opportunity) are associated with SRB, which has largely been overlooked by prior studies on 

rural sexual minority health. The findings can be used by policymakers and healthcare providers 

to target the specific aspects of rurality which appear to be more influential for SRB among both 

sexual minorities and the general population (i.e., access to healthcare). 

Policy implications of findings 

While the study did not find that the likelihood of SRB in sexual minorities to differ by 

the level of rurality, the joint effects of sexual minority status and rural status make rural sexual 

minorities one of the highest risk groups for SRB. Nonetheless, these findings point to the need 

for improvements to rural healthcare services and accessibility both in the general population and 

even more so for sexual minorities. Provincial governments can consider programs to increase 

the capacity of rural healthcare systems, while providing greater incentives to retain physicians. 

For example, the Northern Physician Retention Initiative currently in Ontario75, which supports 

the recruitment and retention of physicians through cash incentives may help increase access to 

primary care in rural communities. In addition, physicians and healthcare providers should be 

aware of the specific barriers that sexual minorities face when accessing services. Cultural 

competency education programs, such as the LGBT2SQ Health Connect by Rainbow Health 

Ontario, provides evidence-based online courses that may help improve quality of care for rural 

sexual minorities76. Additionally, it is important for regional health organizations to improve 

their understanding of their local health disparities by consulting the LGBTQ+ community, with 

a concerted effort in rural communities where a lower LGBTQ+ presence may pose difficulties77. 

A recent review of rural health policy in Ontario identified using a “bottom up” approach that 

consults with local community members as an effective way of generating solutions to 

improving rural healthcare access78. 

Given the difficulties that rural individuals may face in accessing mental health services, 

alternative provisions of care such as telepsychiatry (i.e., telephone- or video-based psychiatry) 

can be viable methods to reduce SRB disparity. Telepsychiatry not only improves access to care 
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and is comparable to conventional treatments (i.e. in-person)79, but can reduce the additional 

barriers that sexual minorities face when seeking mental health treatments (e.g. accessing a wider 

range of culturally-informed and LGBTQ+ health providers)80,81. There is emerging evidence 

that telepsychiatry could be particularly useful for younger sexual minority individuals82, who 

are the age cohort most likely to experience SRB83. Provincial governments could expand on 

programs that are created for residents of rural Ontario communities with the aim of reducing 

geographic-related health disparities, such as the Telemental Health provided through the Centre 

for Mental Health and Addictions84.  

 

CONCLUSION 

 Rural status and sexual minority status both independently contribute to an elevated 

likelihood of SRB, and sexual minority individuals consistently experience more SRB compared 

to their heterosexual counterparts. Differences in access to healthcare between urban and rural 

areas appears to be strongly associated with SRB in both sexual minority and heterosexual 

populations. Future studies should consider incorporating measures of urban-rural status that 

capture access to healthcare, such as the RIO, to predict rural health disparities. This study 

highlights the need to evaluate the effectiveness of interventions and policies to reduce SRB in 

both rural and sexual minority populations. 
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