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Abstract 

Some research suggests that disabled people are more likely to be sexual minorities than non-

disabled people, but this evidence comes mainly from younger or older populations. We used data 

from a large survey of Australian men aged 18-55 to examine the relationship between disability 

and minority sexual orientations. Results from our statistical analyses suggest that a larger 

proportion of disabled than non-disabled men are sexual minorities. Our estimates showed that 

disabled men were at least twice as likely as non-disabled men to be attracted to females and males, 

not experience sexual attraction, identify as bisexual, identify as homosexual, and have female and 

male sexual partners—relative to the likelihood of female-only attraction, heterosexual identity, 

and female-only sexual partners. Findings provide new information about sexual diversity in 

disabled versus non-disabled Australian men, which can help inform inclusive service provision 

and identify avenues for future research about sexual minority disabled people.  
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Introduction 

Research on disability and sexuality has challenged myths about the sexualities of disabled 

people, refuting and discounting beliefs that disabled people cannot have sex, make undesirable 

sexual partners, or are asexual or hypersexual (Coleman et al. 2014; Milligan and Neufeldt 2001; 

Shakespeare et al. 1996; Taleporos and McCabe 2003). While the sexualities and sexual rights of 

disabled people are increasingly acknowledged, there remains a broad public assumption that 

disabled people are heterosexual (Ruiz 2017; Shakespeare and Richardson 2018). Disabled people 

who are sexual minorities—that is, whose sexual orientations differ from the mainstream majority 

(Mayer et al. 2008)—are an under-served group (Fraley et al. 2007; Martino 2017; Wilson et al. 

2016; Abbott and Burns 2007). Increasing our understanding of this sub-population will support 

efforts to improve their wellbeing, such as making services more inclusive.  

Disability is an evolving construct that is conceptualised through diverse frameworks. 

While the medical model positions disability as a health problem to be cured or managed by the 

individual, the social model holds that disability is a product of social structures that marginalise 

people with long-term health conditions or impairments (Oliver 2013; Ruiz 2017). The social 

model has played an important role in advancing the rights of disabled people (Ruiz 2017), who 

collectively represent the world’s largest minority group. In Australia, estimated disability 

prevalence is approximately 18% (ABS 2015a). 

Sexual orientation is multi-dimensional and encompasses sexual attractions, sexual 

orientation identity, and gender of sexual partners (Pega et al. 2013; Priebe and Svedin 2013; 

Saewyc et al. 2004). These three dimensions are overlapping but distinct. For instance, some 

heterosexual-identifying males may report that they are attracted exclusively to females but have 

sex with females and males (Priebe and Svedin 2013). When collecting data on sexual orientation, 



it is important to consider multiple dimensions, as these may have different implications for health 

and wellbeing, in-group membership, access to services, and experiences of marginalisation 

(Currin et al. 2015; Pega et al. 2013; Priebe and Svedin 2013). In Australia, recent findings from 

the General Social Survey (GSS) (ABS 2015b) suggest that 3% of the population identify as gay 

or lesbian, bisexual, or another non-heterosexual sexual identity. The GSS does not ask 

respondents about other dimensions of sexual orientation, but in the Australian Study of Health 

and Relationships (2001/2002), an earlier population-based study, 8.6% of men reported either 

same-sex attraction or same-sex sexual partners (A. Smith et al. 2003a). In that same study, 97.0% 

of male participants identified as heterosexual, 1.6% as gay and 0.9% as bisexual.  

In the context of health and social policy and service provision, there is increasing 

recognition that people who belong to more than one minority group simultaneously—including 

sexual minority disabled people—face increased risk of being left behind (Hankivsky et al. 2014; 

Wearing 2010; Daley et al. 2007). Heterosexist beliefs of support staff, sex education that assumes 

heterosexuality, and other discriminatory practices can have harmful consequences for sexual 

minority disabled people, such as preventing access to needed services and limiting basic rights 

(Cambridge and Mellan 2000; Abbott 2013; Fraley et al. 2007). Understanding the diverse sexual 

orientations of disabled people in the population will better position policy makers and service 

providers to meet the needs of sexual minority disabled people equitably and effectively.  

Although many disability advocates have suggested that sexual minority status is more 

common among disabled people than in the general population, there is limited evidence to support 

this assertion. Some studies from Western European countries and the United States have 

compared sexual orientation between disabled and non-disabled people, mostly using samples of 

adolescents or older populations. Based on these limited results, sexual minority status is more 



common among disabled people than non-disabled people (Cheng and Udry 2002; Emlet 2016; 

Field et al. 2013; Karen I. Fredriksen-Goldsen et al. 2013; K. I. Fredriksen-Goldsen et al. 2012; 

Wienholz et al. 2016). However, these statistics leave some key knowledge gaps. First, disability 

is highly correlated with age, so having data from younger and older people—but not those in 

between—paints an incomplete picture. Second, the evidence focuses mainly on sexual identity 

over other dimensions of sexual orientation (i.e. sexual attraction and gender of sexual partners). 

Finally, studies do not always report data from respondents who are questioning aspects of their 

sexual orientation, or who use alternative language to describe it, thus we know very little about 

people who are unsure of their sexual attraction/identity, do not experience sexual attraction, or 

describe their sexual identity using alternative language to the options provided. Given the degree 

of marginalization that many disabled people experience in relation to their sexuality, these 

additional dimensions and categories may be important to gaining a more complete understanding 

of sexual orientation in the disabled population.  

To begin to address these gaps in the literature, we examine the prevalence and relative 

odds of minority sexual orientations in Australian disabled men, compared to non-disabled men, 

using data from Ten to Men (The National Longitudinal Study of Male Health) (Currier et al. 

2016). Ten to Men is a large, population-based study of the health and wellbeing of Australian 

men and boys. We analyse data from male participants aged 18-55 and present findings across 

three dimensions of sexual orientation; sexual attraction, sexual identity, and gender of sexual 

partners. 

 

Methods 



Data source 

We used data from men who participated in the first wave of the Australian Ten to Men 

study, a national survey on male health. The study received approval from the University of 

Melbourne Human Research Ethics Committee and conformed to Declaration of Helsinki 

principles. The procedures and materials used in Ten to Men are described in detail elsewhere 

(Currier et al. 2016). Briefly, the Ten to Men cohort was recruited in 2013/14 using stratified, 

multi-stage, cluster random sampling where households were the primary sampling unit. 

Participants answered questions in five domains (physical health, mental health and wellbeing, 

health behaviours, social determinants of health, and health service utilisation and health 

knowledge) via self-completed questionnaires (Currier et al. 2016).  The survey had a response 

rate of 36%. The current study—a secondary analysis of the data collected at wave 1—used 

responses from 13,892 men aged 18 to 55 years.  

 

Disability 

We identified disabled participants using the Washington Group short set questionnaire. 

The Washington Group questions are designed to capture common functional limitations rather 

than identify specific conditions or disability types (Madans et al. 2011). Respondents were not 

asked directly if they were disabled; rather, they were asked if they had difficulty in six core 

activity domains: Seeing, even if wearing glasses; Hearing, even if using a hearing aid; Walking 

or climbing steps; Remembering or concentrating; With self-care such as washing all over or 

dressing; and Understanding or being understood while using your usual (customary) language. 

In each domain, participants chose from four response categories: No – no difficulty; Yes – some 

difficulty; Yes – a lot of difficulty; Cannot do at all. Following Washington Group 



recommendations, responses were combined into a binary variable for disability, in which a 

response of “a lot of difficulty” or “cannot do at all” in at least one domain was classified as 

disabled (Madans et al. 2011). Responses that were missing and/or invalid across all six domains 

(n=206) were excluded.  

 

Sexual orientation 

The first question in the ‘Relationships and sex’ section of Ten to Men asked about sexual 

attraction: Which of these statements best describes your sexual feelings at this time in your life? 

Participants could respond that they were attracted only to females, only to males, to males and 

females, that they were unsure, or that they felt no attraction to others (Hillier et al. 2010). 

Following sexual attraction was a question about sexual identity: Do you think of yourself as: 

Heterosexual; Bisexual; Homosexual; Not sure; Other (Hillier et al. 2010). Responses for sexual 

attraction and sexual identity were coded into categorical variables, each with five categories as 

described above.  

We derived information on gender of sexual partners from the following question: So far 

in your life, how many people have you had sex with (vaginal, oral, or anal sex)? (A. M. A. Smith 

et al. 2003b). Participants were prompted to answer this question only if they also responded “yes” 

to Have you ever had sex with someone? That is, vaginal sex, oral sex, or anal sex. They were 

instructed to write the total number of lifetime female and male partners separately, and to write 

“0” if they had “not had sex with a person of a particular gender” (Natsal Study 2010). From this 

data, we derived a single categorical variable representing the gender(s) of all lifetime partners: 

only female; male and female; only male. Following guidelines described by Bauer & Brennan 

(2013), we classified lifetime sexual partners as ‘exclusively male’ or ‘exclusively female’ based 



on having one or more partners of a single gender, and as ‘male and female’ where participants 

reported at least one male and one female partner. Men who responded “yes” to having a sexual 

history but wrote 0 male and 0 female lifetime sexual partners (n=28) were not included in the 

analysis for gender of lifetime sexual partners.  

 

Other variables 

In our statistical models (see analytic approach for more details), we adjusted for variables 

that are known to be associated with sexual orientation and disability. These included: age (18-25 

years, 26-35 years, 46-55 years); educational attainment (year 12 or greater, less than year 12); 

country of birth (Australia, overseas); and area-based socioeconomic disadvantage (categorised 

into quintiles based on the Index of Relative Socio-Economic Disadvantage (IRSD) (ABS 2013) 

with the lowest quintile representing residence in areas of greatest disadvantage). We lacked 

statistical power to include Aboriginal and Torres Strait Islander (ATSI) status as ATSI men were 

underrepresented in Ten to Men. 

 

Analytic approach  

We obtained descriptive statistics for minority sexual attraction, minority sexual identity, 

and gender of lifetime sexual partners, stratified by disability. To minimise information loss, we 

used three different descriptive samples for each dimension of sexual orientation, corresponding 

to the number of participants who responded to the questions about sexual attraction, sexual 

identity, and gender of sexual partners, respectively (see the flow diagram in Figure 1 for more 

details). We then modelled the odds of each minority sexual orientation category by disability 

using logistic regression. Minority sexual attraction was examined by fitting four logistic 



regression models to the data: (1) attraction to females and males (vs. females only); (2) attraction 

to males only (vs. females only); (3) unsure attraction (vs. females only); and (4) no attraction (vs. 

females only). Minority sexual attraction was examined in four models: (5) bisexual identity (vs. 

heterosexual identity); (6) homosexual identity (vs. heterosexual); (7) unsure identity (vs. 

heterosexual); and (8) other identity (vs. heterosexual). Gender of lifetime sexual partners was 

examined in two models: (9) female and male partners (vs. female only); and (10) male partners 

only (vs. female partners only). The sample sizes for all logistic regression models were based on 

the number of participants who gave the reference sexual orientation category (attracted to females 

only, heterosexual, or female-only sexual partners) plus the number who reported the minority 

sexual orientation category being compared in that model.  Sample sizes for all models are 

presented in the Supplementary Appendix (Table 1). All models adjusted for the same set of 

potential confounders; age, country of birth, area level disadvantage, and education. All data were 

analysed using methods appropriate for survey data (i.e. with sample weights and adjustments for 

clustering and stratification) (Spittal et al. 2016) using Stata (Version 15.0) (StataCorp 2017). 

Because gender of sexual partners can be derived using different approaches (Bauer and 

Brennan 2013), we conducted a sensitivity analysis for gender of lifetime sexual partners in which 

all categories (sex with females only, sex with males only, sex with males and females) had a two-

partner cut-off, instead of a one-partner threshold for sex with females only or males only. Our 

main models could have been fit more efficiently to the data using multinomial regression, but at 

the cost of producing estimates that are very difficult to interpret. Nonetheless, we fit multinomial 

models as a second sensitivity analysis.  

 

Analytic sample 



Figure 1 shows the sample flow into the descriptive and regression samples. Data on 

disability was provided by 13,686 (99%) of eligible men, of whom 13,211 also provided data on 

educational attainment, country of birth, and at least one dimension of sexual orientation (all 

provided data on age, and country of birth). Of these participants, 13,173 gave a valid response for 

sexual attraction, and 12,969 gave a valid response for sexual identity. Of the 13,139 men who 

provided data on lifetime gender of sexual partners, 11,600 (88%) gave valid responses for gender 

of lifetime sexual partners. 

 

[insert figure 1] 

 

Results 

Table 1 provides a description of the overall analytic sample, stratified by disability, and 

excluding those who did not report data on covariates. Weighted disability prevalence was 6.8% 

(data not shown). Regardless of disability status, larger proportions of men were older (26-40 and 

41-55 years) than younger (18-25 years). Proportionally more disabled men were aged 41-55 years 

than non-disabled men. Non-disabled men were fairly evenly distributed across quintiles of 

relative disadvantage, whereas the distribution of disabled men was skewed toward the more 

disadvantaged quintiles. Approximately 43% of disabled men and 66% of non-disabled men had 

completed year 12 or higher education. Proportionally fewer disabled men were born outside 

Australia than non-disabled men (20% versus 28%). 

 

[insert table 1] 

 



Table 2 presents weighted prevalence proportions describing sexual attraction, identity, 

and gender of lifetime sexual partner(s), stratified by disability. The difference in prevalence (with 

95% confidence intervals and p-values for the difference) between disabled and non-disabled men 

is also displayed in Table 2. There were notable differences between disabled and non-disabled 

men across the three dimensions of sexual orientation. While most participants identified as 

heterosexual, fewer disabled men identified as heterosexual (87.7%) than non-disabled men 

(93.2%). Among disabled men, 3.9% identified as bisexual, compared to 1.2% of non-disabled 

men. Relative differences by disability were also pronounced for sexual attraction to females and 

males, and for male and female lifetime sexual partners. By contrast, differences between disabled 

and non-disabled men were quite small for homosexual identity, and negligible for exclusively 

male attraction and exclusively male gender of lifetime sexual partners. Proportionally more 

disabled men were unsure of their sexual attraction and sexual identity than non-disabled men, but 

the absolute differences in prevalence were small (a difference of 0.6% for unsure sexual attraction 

and 1.5% for unsure sexual identity). Proportionally more disabled (3.8%) than non-disabled men 

(0.8%) stated they had no sexual attraction.  

 

[insert table 2] 

 

Table 3 shows results from the logistic regression models. As our primary interest was the 

relationship between disability and minority sexual orientations, we present adjusted odds ratios 

for this variable only, and do not report results for other sociodemographic variables included in 

the models. Compared to non-disabled men, disabled men had over two-and-a-half times the odds 

of being attracted to females and males (Model 1: OR 2.58, 95% CI 1.66-3.98) relative to attraction 



to females, and had over four times the odds of reporting that they had no attraction (Model 4: OR 

4.67, 95% CI 2.48-8.80) relative to attraction to females only. There was no evidence of differences 

between disabled and non-disabled men in the odds of attraction to males only, or the odds of 

unsure attraction (relative to females only, Model 2 and Model 3).  

Compared to non-disabled men, disabled men had over two-and-a-half times the odds of 

identifying as bisexual (Model 5: OR 2.73, 95% CI 1.70-4.39) and approximately twice the odds 

of identifying as homosexual (Model 6: OR 2.01, 95% CI 1.18, 3.42) relative to identifying as 

heterosexual. We found no evidence of differences between disabled and non-disabled men in the 

odds of unsure or other sexual identity (relative to heterosexual identity, Model 7 and Model 8).  

For gender of lifetime sexual partners, disability was associated with over twice the odds 

of reporting female and male lifetime sexual partners, relative to exclusively female partners 

(Model 9: OR 2.14, 95% CI 1.43-3.21), but disability did not appear to be associated with having 

exclusively male partners (Model 10: OR 0.62, 95% CI 0.24-1.60). Our sensitivity analysis, in 

which men with only one lifetime male or female partner (n=1,892) were excluded from the sample 

to make single-gender sexual partner categories more comparable to the ‘sex with both males and 

females’ category, yielded similar estimates. Likewise, our sensitivity analyses using three 

multinomial regressions (one for each multi-categorical dimension of sexual orientation) instead 

of 10 logistic regressions (one for each minority category of sexual attraction, sexual identity, and 

gender of sexual partners) also replicated findings. 

 

[insert table 3]  

 



Discussion 

These results suggest that minority sexual orientations are more common among disabled 

men than non-disabled men. In our statistical models, estimated associations between disability 

and minority sexual orientations held after accounting for confounding factors including age, 

education, and socioeconomic status. We observed significant relative differences between 

disabled and non-disabled men for bisexual identity, multiple-gender sexual attractions, multiple-

gender sexual partners, homosexual identity, and no sexual attraction. On the other hand, we found 

no meaningful associations between disability and exclusively same-gender attraction, unsure 

attraction, unsure or other sexual identity, and sex exclusively with males.  

These population-based findings have policy relevance in Australia.  The National 

Disability Strategy 2010-2020 sets an inclusive agenda, highlighting that disabled people have 

“specific needs, priorities and perspectives based on their personal circumstances, including… sex, 

age, sexuality, and ethnic or cultural background,” (Commonwealth of Australia 2011, p. 14) and 

that these intersecting axes of identity must be considered for health and social programs to meet 

disabled peoples’ needs. Results from our study provide information to inform such efforts by 

shining a light on the intersection of disability, male gender, and sexual orientation. Importantly, 

results show not only that sexual minority prevalence is higher among disabled men, but that the 

profile of minority sexual orientations differs between disabled and non-disabled men. These 

differences should be considered when developing resources and supports for sexual minority 

disabled men. Recently, Australia’s National Disability Insurance Scheme (NDIS) unveiled a 

special project called Out Together which offers peer support to NDIS participants who identify 

as LGBTIQ+ (Wellways Australia 2018). Our finding that a large contingent of sexual minority 

disabled men does not explicitly identify as homosexual or bisexual is an important consideration 



both for training peer support workers and engaging sexual minority NDIS participants in the 

network.   

The results of this analysis are also important given the knowledge that both disability 

(Kavanagh et al. 2016a; Kavanagh et al. 2016b; Krahn et al. 2015) and minority sexual orientation 

(King et al. 2008; Pega et al. 2013; Mayer et al. 2008; Mollborn and Everett 2015) are 

independently associated with poorer physical and mental health outcomes than in the general 

population. These inequalities—and their underlying social and structural causes—may compound 

in people who are both sexual minorities and disabled (Fraley et al. 2007; Harley et al. 2002; 

Martino 2017; Noonan and Taylor Gomez 2010). It is feasible, for example, that sexual minority 

disabled people face barriers to accessing sexual health services and information, as well as 

receiving sex education that meets their needs, above and beyond those who are independently 

disabled or sexual minorities (Galea et al. 2004; Hillier et al. 2010). It is also plausible that because 

sexual minority disabled people are exposed to compounding stigma and discrimination (Martino 

2017; Meekosha and Dowse 1997), they are in turn more susceptible to poor mental health (Khan 

et al. 2017). More research is needed to understand whether disadvantage multiplies in sexual 

minority disabled men as existing theory and empirical data suggest.  

Being both disabled and a sexual minority may also confer benefits. This is particularly 

relevant to those who identify as both disabled and non-heterosexual. Identity can act as both a 

determinant of in-group membership and a prerequisite for accessing peer support, community-

based services, and other resources that promote wellbeing. Additionally, and regardless of how 

they identify, sexual minority disabled men may be able to access a degree of sexual freedom, self-

expression, or fluidity that is unavailable to those whose sexual orientation upholds masculine 

norms, as hegemonic masculinity privileges “able” bodies and minds and heterosexual expression 



(Liddiard 2014; Shakespeare 1999; Shuttleworth 2012). Thus, being a disabled sexual minority 

male may carry with it a disruptive power that challenges hegemonic norms. This suggestion could 

be rephrased an empirical question for future study.  

In this analysis, across all three dimensions of sexual orientation, “no attraction” (compared 

to attraction to females only) had the largest association with disability. The higher prevalence of 

disabled men reporting no sexual attraction could relate to having more limited opportunities to 

explore their sexuality than non-disabled men. This may be especially relevant for those with 

significant physical or intellectual limitations, as their privacy and autonomy can be constrained 

by their caregivers and environments (Fraley et al. 2007; Galea et al. 2004; Noonan and Taylor 

Gomez 2010). Men who recently acquired a disability may have been overrepresented in this 

category of sexual attraction, too. Disability acquisition can impact how men negotiate their 

sexualities and sexual relationships, which could lead to changes in sexual attraction or sexual 

identity that may change further over time (Field et al. 2013). As this analysis was cross-sectional 

we were unable to explore these possible transitions, though when future waves of Ten to Men 

data become available such transitions could be explored. Qualitative research would also be 

useful for gaining an in-depth understanding of interrelationships between experiences of 

disability, sexual attraction, and social and environmental factors. 

Results from this analysis clearly demonstrate that, contrary to the myth that disabled 

people—here, disabled men—are asexual, they in fact embody a diverse range of sexual 

orientations. Because past and ongoing practices (e.g. forced sterilisation) have contravened the 

sexual rights of disabled persons and perpetuated stereotypes of asexuality, some factions of the 

disability community deny that asexuality is a legitimate sexual identity (Cuthbert 2016; Ruiz 

2017). We recognise that there is nothing invalid about identifying as asexual, regardless of 



disability status. Although “asexual” was not an available sexual identity category in Ten to Men, 

2.1% of disabled participants identified as “other”—a category which plausibly included asexual 

but also other-identified respondents (e.g. pansexual, queer). This suggests that very few 

Australian disabled men probably identify as asexual.  

Our study is limited by several factors. Because minority sexual orientations are 

uncommon, and disability prevalence in this sample was low, our estimates carry a high degree of 

uncertainty. The Washington Group Short Set questionnaire, used to classify disability in Ten to 

Men, generates lower prevalence estimates than other commonly-used disability measures because 

it identifies people whose activities are significantly impacted in a select six domains. The 

Washington Group Short Set has been criticised for excluding some disability types—particularly 

psychosocial disability (Groce and Mont 2017), which may be differentially more common among 

sexual minority men compared to their non-sexual minority counterparts (King et al. 2008). Even 

though some men with psychosocial disabilities would have been identified, such as those with 

concurrent non-psychosocial disabilities, it is possible that the (mostly) positive associations we 

observed in this study between disability and minority sexual orientations are conservative and 

underestimate true associations. In the context of this analysis it is also important to note that 

although the WG-SS is self-reported, it does not measure disability identity. It is possible that a 

more direct, identity-based disability measure would produce different results.   

Another limitation is that the Ten to Men questionnaire is underpinned by an assumption 

that there are two genders. This left several sexual orientations unnamed in response options, 

making the categories “unsure” and “other” definitionally ambiguous. For instance, we cannot 

determine what identity category pansexual-identifying men would have selected, noting that 



bisexuality can be defined as attraction to “both” genders but also as attraction to “the same” and 

“different” genders.  

Also, coding gender of sexual partners presents comparability issues between so-called 

“behavioural bisexuality” and sexual partnerships exclusively with one gender (either all male or 

all female) (Bauer and Brennan 2013). To address this problem, we performed a sensitivity 

analysis using a 2-partner cut-off for all gender of sexual partner categories. This reduced sample 

size by over 10% but yielded almost identical estimates to those displayed in Table 3. Still, lifetime 

sexual behaviour is not a very informative way to describe this dimension of sexual orientation, 

given the potential fluidity of sexuality over time (Pega et al. 2013). 

The fact that this was a cross-sectional analysis limits the information we can derive from 

our findings. For example, we are unable to differentiate between men with recently acquired 

disability and life-long or longer-term disability. However, because our sample was relatively 

young, we posit that many participants either had congenital impairments or acquired disability at 

a young age. Thus, our findings suggest that the positive associations we observed between 

disability and minority sexual orientations are not solely driven by sexual minority men who 

acquire disability later in life. In the future, multi-wave analyses of Ten to Men data will enable 

more meaningful exploration of disability and sexual orientation trajectories through the life-

course.   

 Finally, there are some limitations with the Ten to Men survey. First, the sampling and 

survey methodology of Ten to Men excluded some disabled men, namely those living in residential 

care (because recruitment took place in private households) and men who did not have the supports 

or capacity to self-complete the written survey (Currier et al. 2016). This may have especially 

restricted the participation of men with intellectual disability, which leaves an important gap in 



our findings. Previous research has highlighted that sexual minority people with intellectual 

disability are an underserved and often misunderstood sub-population (Abbott 2006; McCann et 

al. 2016; Stoffelen et al. 2012). Second, Ten to Men had a response fraction of 36% for adult males 

aged 18 to 55 years, which suggests that findings may not be truly representative of the Australian 

population (Currier et al. 2016). A comparison of the overall Ten to Men sample against 2011 

Australian Census data (restricted to males aged 10 to 55 living in major cities and inner or outer 

regional areas) showed differences between Ten to Men participants and the general Australian 

population across several characteristics, including age, region of residence, country of birth, and 

relative disadvantage (Pirkis et al. 2017). These limitations should be considered when 

generalizing results to the Australian population. 

Despite its limitations, this study has several strengths. For the first time in Australia, we 

present population-based, adjusted estimates for the relative prevalence of minority sexual 

orientation in adult disabled men compared to non-disabled men. Sexual orientation in Ten to Men 

was measured using three questions, enabling us to examine multiple dimensions. Our estimates 

include sexual orientation categories that are often unreported or combined. This provides an 

informative foundation for making services more inclusive of sexual minority disabled men and 

carrying out further research.    

 

Conclusions 

Results from this analysis of population-based data contribute to the limited existing 

evidence that several minority sexual orientations are more common in disabled men than in their 

non-disabled counterparts. Results also suggest sexual that sexual orientation patterns differently 



in disabled versus non-disabled men—an important finding, given that people with different sexual 

orientations have different needs. This knowledge is critical to inform inclusive practices for health 

professionals and counsellors, sex educators, carers, and other providers of services to disabled 

men. Our findings also highlight the need for more research about sexual minority disabled people, 

as members of this group may be multiply marginalized. Where possible, future research at the 

intersection of disability and sexual minority status should be disaggregated by more sexual 

orientation categories than the sexual identity groups heterosexual, bisexual, and homosexual, as 

those who identify outside of these categories could be particularly disadvantaged. Further 

research is needed to understand the intersection of disability and sexuality and to identify the 

unique social and health needs of sexual minority disabled persons. 
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