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ABSTRACT
Objective Little is known about barriers to healthcare 
access for two- spirit, gay, bisexual and queer (2SGBQ+) 
men in Manitoba.
Design Data were drawn from a community- based, 
cross- sectional survey designed to examine health and 
healthcare access among 2SGBQ+ men.
Setting Community- based cross- sectional study in 
Manitoba, Canada.
Participants Community- based sample of 368 2SGBQ+ 
men.
Outcomes Logistic regression analyses assessed the 
relationship between sociodemographics, healthcare 
discrimination, perceived healthcare providers’ 2SGBQ+ 
competence/knowledge and two indicators of healthcare 
access (analytic outcome variables): (1) having a regular 
healthcare provider and (2) having had a healthcare visit in 
the past 12 months.
Results In multivariate analyses, living in Brandon 
(adjusted OR (AOR)=0.08, 95% CI 0.03 to 0.22), small 
cities (AOR=0.20, 95% CI 0.04 to 0.98) and smaller towns 
(AOR=0.26, 95% CI 0.08 o 0.81) in Manitoba (compared 
with living in Winnipeg), as well as having a healthcare 
provider with poor (AOR=0.19, 95% CI 0.04 to 0.90) or 
very poor competence/knowledge (AOR=0.03, 95% CI 
0.03 to 0.25) of 2SGBQ+ men’s issues (compared with 
very good competence) was associated with lower odds 
of having a regular healthcare provider. Living in Brandon 
(AOR=0.05, 95% CI 0.02 to 0.17) and smaller towns 
(AOR=0.25, 95% CI 0.67 to 0.90) in Manitoba (compared 
with living in Winnipeg) was associated with lower 
odds of having a healthcare visit in the past 12 months, 
while identifying as a gay man compared with bisexual 
(AOR=12.57, 95% CI 1.88 to 83.97) was associated with 
higher odds of having a healthcare visit in the past 12 
months.
Conclusions These findings underscore the importance 
of reducing the gap between the healthcare access of 

rural and urban 2SGBQ+ men, improving healthcare 
providers’ cultural competence and addressing their lack 
of knowledge of 2SGBQ+ men’s issues.

INTRODUCTION
Cisgender and transgender two- spirit, gay, 
bisexual, queer (2SGBQ+) and other men 
who have sex with men in Manitoba (one of 
Canada’s Prairie provinces) remain vulner-
able populations for a variety of health dispar-
ities. Very limited research is available about 
2SGBQ+ men’s healthcare access in Mani-
toba. To supplement this gap in knowledge, 
this study examined sociodemographic and 
socioecological factors associated with health-
care access among 2SGBQ+ men.

2SGBQ+ men disproportionately experi-
ence poorer levels of physical, sexual and 
mental health, as well as significant barriers to 

Strengths and limitations of this study

 ► To our knowledge, this is the first study of two- spirit, 
gay, bisexual and queer (2SGBQ+) men in Manitoba, 
Canada.

 ► We used logistic regression analysis to examine the 
association between sociodemographics, discrimi-
nation in healthcare, perceived health practitioner’s 
competence regarding issues affecting 2SGBQ+ 
men and healthcare access among a sample of 368 
2SGBQ+ men in Manitoba.

 ► In terms of limitations, the data relied on cross- 
section survey design, which presents issues with 
establishing directionality of findings.
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healthcare access.1–22 Both Canadian7–9 23 24 and interna-
tional research (mainly conducted in the USA)25–28 have 
shown that experiences of marginalisation and discrimi-
nation are associated with negative health outcomes and 
healthcare access.

Research on healthcare access among two- spirit, 
lesbian, gay, bisexual, transgender, queer, intersex and 
asexual (2SLGBTQIA+) and other sexual and gender 
minority populations suggests that these communities 
have unique health needs that may not be met by existing 
healthcare services.29 30 Some of these barriers include 
healthcare professionals’ lack of competence and knowl-
edge of 2SLGBTQIA+ persons’ healthcare needs, as well 
as negative attitudes towards 2SLGBTQIA+ people.31–34 
2SLGBTQIA+ people may also be reluctant to disclose 
their sexual orientation, which may lead to them receiving 
inadequate care.33 34

When it comes to 2SGBQ+ men, research demonstrates 
that they also experience systematic marginalisation and 
discrimination in health and social care contexts.1 35–40 
Many 2SGBQ+ men will avoid healthcare settings they 
do not feel safe in and are far more likely to access 
2SGBQ- specific services for support with their healthcare 
needs.35–40 2SGBQ+ men are also more likely than hetero-
sexual men to consult a family doctor and mental health 
provider, report unmet healthcare needs and experience 
sexual orientation stigma within primary care.41–44

Furthermore, healthcare access may be affected by 
2SGBQ+ men’s sociodemographic and socioecological 
factors, including education and income level, ethnicity, 
pre- existing health status or geographic locations1 37–39 45 
With regards to geography, most studies of 2SGBQ+ men 
have historically been conducted in urban centres due 
to ease of access to high concentrations of these popu-
lations in urban settings. Research suggests that rural 
areas may be less hospitable to 2SLGBTQIA+ people, due 
to increased stigma and social isolation in rural areas.46 
While disclosure of sexual orientation or identity in 
rural communities may increase access to 2SLGBTQIA+ 
appropriate social support and healthcare, this may also 
increase the risk of discrimination and stigma.46

Other barriers to care documented in the research 
include the lack of advertisement of sexuality and 
gender- affirming providers, gaps in coverage, cost- related 
hurdles, poor treatment from healthcare providers, as 
well as a lack of competency and the presence of nega-
tive attitudes from healthcare providers related to serving 
this population.47 48 Understanding these barriers and the 
additional health risks they impose is crucial to improving 
the health and well- being of 2SGBQ+ men. The distinct 
use of or access to services documented in Canadian and 
international literature indicates the need for a closer 
examination of the experiences of Manitoban 2SGBQ+ 
men when it comes to healthcare access.

Indicators of healthcare access
Access to a healthcare provider is commonly measured by 
assessing whether an individual has had a healthcare visit 

in the past 12 months.38 Research from the USA suggests 
that 27% of gay male adults report either no annual visits 
or a minimum of one instance of healthcare access.38 
However, using annual visits as an indicator of health-
care access for 2SGBQ+ men in Manitoba is limited, as 
this measure does not take into account whether the 
individual has one provider they consider their regular 
source of healthcare. Having one provider that acts as a 
regular care provider may be a more useful indicator to 
healthcare access, as this definition implies both conti-
nuity and coordination of primary care.38 49 50 Therefore, 
access to regular healthcare providers is another compo-
nent of healthcare access. Research consistently shows 
that having access to a healthcare provider or access to 
regular healthcare facilities where individuals can receive 
regular care is associated with better health outcomes, 
fewer health disparities and lower healthcare costs.51 
Therefore, this study assessed two indicators of health-
care access for 2SGBQ+ men, including their access to 
regular healthcare providers and their visits to healthcare 
providers in the past 12 months.

Theoretical frameworks
This study approaches the healthcare access of 2SGBQ+ 
men in Manitoba as a multilevel challenge, requiring 
an understanding of a variety of factors at individual, 
social and structural levels.4 52 Socioecological systems 
theory53 54 provides a framework to examine this popula-
tion’s healthcare access within the context of individual 
and socio- structural levels. This project was informed by 
socioecological systems theories,53 which considers that 
different factors (geography, sexual orientation iden-
tity and service providers’ competence) may operate at 
multiple levels (individual, interpersonal and structural) 
to impact this population’s healthcare access. A socio-
ecological approach recognises the interdependence 
of people and their environment.53 Social ecological 
approaches to healthcare access and outcomes explore 
individual level factors, including practices, interpersonal 
relationships and knowledge, and structural level factors 
that include healthcare environments.51 55 Geographic 
location is an example of a sociodemographic character-
istic associated with access to a regular source of health-
care, specifically, research conducted in global contexts 
showing that LGBT people living in proximity to urban 
centres are more likely to report better healthcare 
access.51 Our theoretical lens informed our methods, the 
selection of variables for investigation in this project and 
the holistic approach to conceptualisation of healthcare 
access.

The current study
Previous research has established a relationship between 
healthcare access and discrimination, primarily among 
2SGBQ+ men in other Canadian provinces.1 3 9 10 17 44 Simi-
larly, other studies have identified sociodemographics 
and discrimination as potentially important variables in 
understanding health- related practices among 2SGBQ+ 
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men.1 37–39 45 Little is known about which demographics 
and socioecological factors associated with having a 
regular healthcare provider or a healthcare provider in 
the past 12 months. The present study is the first study in 
Manitoba that sought to address this gap in knowledge. 
We hypothesise that demographic and socioecological 
factors (discrimination in healthcare and perceived health 
practitioner’s competence and knowledge of 2SGBQ+ 
mens’ health issues) will be associated with healthcare 
access challenges (measured as having regular healthcare 
provider vs not, and having had a healthcare visit in the 
past 12 months vs not) for 2SGBQ+ men in Manitoba. 
The research question for this study is the following: for 
2SGBQ+ men in Manitoba, what sociodemographics and 
socioecological factors are associated with: (1) having a 
regular healthcare provider and (2) having had a health-
care visit in the past 12 months.

METHODOLOGY
Study design
The data used in this paper were collected through a 
cross- sectional online survey method as part of the quan-
titative phase of the Manitoba Two- Spirit, Gay, Bisexual, 
and Queer Men’s Health Study (www.manitobamensheal 
thstudy.com). The study was a community- based research 
study designed to examine the health and well- being of 
2SGBQ+ men and their access to healthcare (including 
HIV care) in Manitoba. The study was conducted in collab-
oration with a community advisory committee (CAC) 
and the research team. The research team consisted of 
members connected to HIV/AIDS, sexual health and 
2SLGBTQI+ community- based organisations (CBOs). 
These organisations worked hand in hand with our team 
throughout this research project. The CAC consisted of 
five 2SGBQ+ men, representing diverse 2SGBQ+ commu-
nities and assisted the research team with the develop-
ment of the survey, recruitment and data analysis.

Patient and public involvement
Patients were not involved in this research. However, the 
study was conceptualised and developed while working 
closely with our community partners from the health and 
social sector and our CAC. Community members helped 
the research team with study implementation and advised 
on the recruitment and promotion of the research study.

Recruitment, sampling and eligibility
Participants (n=368) for the online survey were recruited 
across Manitoba, using printed flyers (figure 1) at CBOs, 
word of mouth and through Facebook. CBOs also helped 
in recruiting 2SGBQ+ men with diverse characteristics 
and from harder to reach populations, such as two- spirit 
and Indigenous GBQ + men, racialised 2SGBQ+ men, 
young adult 2SGBQ+ men, 2SGBQ+ men living in rural 
settings and 2SGBQ+ men living with HIV. Therefore, a 
large sample of 368 2SGBQ+ men for the online survey 
was needed as participants were selected based on these 

sociodemographics. Eligibility included: (1) identify as a 
man (cisgender or transgender), (2) report any sex with 
another man in the previous 12 months or identify as two- 
spirit, gay, bisexual or queer, (3) be 18 years of age or 
older and (4) live or work in Manitoba. All participants 
were engaged in informed consent prior to beginning the 
study. All data were kept confidential. Survey participants 
were compensated $C20.

Measures
The online survey included questions on demographics, 
sociostructural determinants of health, experiences of 
discrimination, health practitioner’s competence and 
knowledge of 2SGBQ+ men’s health issues and access to 
healthcare in Manitoba.

Demographics
Sociodemographics measures included: (1) age; (2) 
race/ethnicity (black, African, Caribbean, East/South-
east Asian, First Nations, Métis, Latino, Latin Amer-
ican, white/Caucasian – Western European and white/
Caucasian – Eastern European); (3) sexual orientation 
identity (gay, bisexual, queer and other); (4) household 
income ($0–$29 999, $30 000–$59 999, $60 000–$100 000, 
$100 000+); (5) highest level of education completed 
(completed high school, bachelor’s degree and graduate 
degree); and (6) geographic region where participants 
lived (large urban centre, medium city/town, small city/

Figure 1 Recruitment flyer.
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town, smaller city/town, rural area close to city, rural and 
remote area, and on- reserve).

Experiences of discrimination in healthcare
To understand experiences of discrimination in health-
care, we asked participants: ‘Over the past two years have 
you experienced discrimination in healthcare settings?’ 
(response options included: ‘yes’, ‘no’). Discrimination 
was operationalised in the survey as being treated badly 
or unfairly, denied equal treatment or services, verbally 
harassed or disrespected or physically assaulted or 
attacked.

Perceived health practitioner’s 2SGBQ+ competence and 
knowledge
To measure respondents’ perceptions of their healthcare 
provider’s competence and knowledge of health issues 
affecting 2SGBQ+ men, we asked participants: ‘How 
would you evaluate your doctor’s (or other health prac-
titioner’s) competence and knowledge of issues affecting 
2SGBQ+ men’s health?’. Responses included: very good, 
good, fair, poor and very poor.

Healthcare access variables (outcome variables)
The following two outcome indicators of healthcare access 
were chosen in this analysis: (1) whether an individual 
has had a healthcare visit in the past 12 months, and (2) 
whether they had regular access to healthcare providers. 
These indicators are common measures in research38 49 
used to assess 2SGBQ+ men’s healthcare access. First, to 
assess if participants had visited healthcare providers in 
the past 12 months, we asked participants: ‘In the past 
12 months have you seen a healthcare provider/profes-
sional about your health?’ (responses included: ‘yes’, 
‘no’). To establish if participants had a regular healthcare 
provider/family doctor, we asked: ‘Do you have a regular 
family doctor or health practitioner?’ (‘yes’, ‘no’).

Data analyses
All data analyses were conducted using SPSS V.27 (IBM 
Corp. 2020). First, descriptive analyses and tests were 
conducted. Descriptive analyses included means, SD 
for continuous variables (eg, age) as well as frequencies 
and proportions for categorical variables. Second, bivar-
iate analyses were conducted using χ2 tests for categor-
ical variables, as well as t- tests for continuous variables. 
After significant associations were identified in bivariate 
tests, multivariable analyses were conducted using binary 
logistic regression with reported ORs and 95% CIs. A p 
value of less than 0.05 (p<0.05) was considered significant. 
The first logistic regression analysis was used to examine 
the relationship between having a regular healthcare 
provider versus not (outcome/dependent variable), socio 
demographics including age, ethnicity, education, house-
hold income, sexual orientation identity, geographic 
location (large urban centre, medium city/town, small 
city/town, smaller city/town, rural area close to city, rural 
and remote area, and on- reserve) and socioecological 
factors (discrimination, competence/knowledge). The 

second logistic regression analysis was used to examine 
the relationship between the healthcare visit in the past 
12 months versus not (outcome/dependent variable), 
and sociodemographics and socioecological/structural 
factors as in the first logistic model. In the logistic regres-
sion model variables were entered using two blocks. In 
block one, the sociodemographic variables were entered. 
In block two, the theoretical variable of interest (such 
as experiences of healthcare discrimination and health 
practitioner’s knowledge and competence) was entered.

RESULTS
Participant characteristics and descriptive data
Demographics (participant characteristics) and descrip-
tive data (n=368) on healthcare access are presented in 
table 1. The mean age was 32.5 years (SD=8.4).

Factors associated with having a regular healthcare provider/
family doctor
In the bivariate analysis, there was a significant associa-
tion between having a regular family doctor/healthcare 
provider and the geographic area where participants 
lived (χ²=43.32, df=6, p=0.001), such that participants who 
reported living in Winnipeg (large urban centre) were 
also more likely to report having a regular family doctor/
healthcare provider. No other demographic variables 
emerged as significant. The relationship between having 
a regular doctor/healthcare provider and experiences 
of discrimination was approaching significance (χ²=9.25, 
df=4, p=0.055), where 2SGBQ+ men who reported 
discrimination also were more likely to report not having 
a regular provider. Finally, there was a significant associ-
ation between having a regular family doctor/healthcare 
provider and healthcare providers’ competence/knowl-
edge of 2SGBQ+ men’s issues (χ²=18.95, df=4, p=0.001), 
where participants who indicated healthcare providers’ 
competence/knowledge of 2SGBQ+ men’s issues as 
‘very good’ and ‘good’ were more likely to have access to 
regular healthcare providers/doctors.

Factors associated with having a healthcare visit in the past 
12 months
In the bivariate analysis, there was a significant association 
between having a healthcare visit in the past 12 months 
and sexual orientation identity (χ²=18.50, df=3, p=0.001), 
such that participants who self- identified as bisexual were 
more likely to have had a healthcare visit in the past 12 
months. The relationship between having a healthcare 
visit in the past 12 months and the geographic area where 
participants lived also emerged as significant (χ²=54.07, 
df=6, p=0.001), with people who lived in Brandon 
(medium sized city with a population under 50 000) 
were less likely to have had a healthcare visit in the past 
12 months compared with those 2SGBQ+ men who lived 
in Winnipeg. No other demographic variables emerged 
as significant. Finally, a significant association was found 
between having a healthcare visit in the past 12 months 
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and perceptions of healthcare providers’ competence/
knowledge of 2SGBQ+ men’s issues (χ²=24.89, df=4, 
p=0.001), where participants who indicated healthcare 
providers’ competence/knowledge of 2SGBQ+ men’s 
issues as ‘very good’ and ‘good’ were more likely to have 
seen a healthcare provider in the past 12 months.

Multivariate analyses
The results of the logistic analysis revealed a significant 
logistic regression model for access to regular doctor/
healthcare provider for this sample of 2SGBQ+ men in 
Manitoba (χ²=57.24, p<0.001). This model had a very 
good fit with the sample data (−2 log likelihood=275.94, 
Hosmer and Lemeshow χ2 test of goodness- of- fit, χ²=9.08, 
p>0.05, Nagelkerke R2=0.26). The model successfully 
predicted 79.4% of the cases. No interactions emerged 
as significant.

The results of the logistic analysis also revealed a signifi-
cant logistic regression model for having a healthcare visit 
in the past 12 months for this sample of 2SGBQ+ men 
in Manitoba (χ²=88.24, p<0.001). This model had a very 
good fit with the sample data (−2 log likelihood=199.07, 
Hosmer and Lemeshow χ2 test of goodness- of- fit, χ²=6.80, 
p>0.05, Nagelkerke R2=0.42). This model successfully 
predicted 86.9% of the cases. No interactions emerged 
as significant.

The results of the logistic regression analyses are 
presented in tables 2 and 3.

Factors associated with access to regular healthcare 
providers and healthcare visits in the past 12 months
The results of the first logistic regression analyses revealed 
the significant association between the geographic area 
where participants lived, healthcare providers’ compe-
tence/knowledge of 2SGBQ+ men’s issues and access 
to regular doctor/healthcare provider (see table 2). 
Specifically, participants who lived in Brandon (a 
medium size town of 30 000–49 000 people in Manitoba) 

Table 1 Sociodemographic characteristics and descriptive 
findings

Characteristic Frequency (n) Percentage (%)

Ethnicity

White – Western 
European

145 38.4

White – Eastern 
European

68 18

Black, African, 
Caribbean

41 10.8

First Nations 40 10.6

Métis 30 7.9

East/Southeast Asian 29 7.7

Latino, Latin American 25 6.6

Sexual orientation

Gay 276 70.1

Bisexual 68 17.3

Queer 39 9.9

Other (pansexual, 
asexual)

11 2.8

Household income ($C)

0–29 999 96 24.4

30 000–59 999 77 19.6

60 000–100 000 135 34.4

100 000 85 21.6

Highest education level 
completed

Completed high school 99 24.9

Bachelor’s degree 271 68.3

Graduate degree 27 6.8

Regions where participants lived

Large urban centre/
Winnipeg (50 000+)

249 61.5

Medium city/town/
Brandon (30 000–49 000 
people)

54 13.3

Small city/town (15 
000–29 999)

20 4.9

Smaller city/town (1 
000–14 999)

34 8.4

Rural area close to a 
city (<1000)

28 6.9

Rural and remote area 
(<1000)

10 2.5

On- reserve 10 2.5

Experienced discrimination in healthcare

Yes 224 65.3

No 119 34.7

Doctor’s/healthcare practitioner’s competence with 2SGBQ+

Very good 66 18.2

Continued

Characteristic Frequency (n) Percentage (%)

Good 91 25.1

Fair 116 32

Poor 27 7.5

Very poor 12 3.3

Don’t know 50 13.8

Has regular family doctor/healthcare provider

Yes 263 71.3

No 106 28.7

Seen healthcare provider in the past 12 months

Yes 293 79.1

No 77 20.8

Total numbers vary due to missing data.
2SGBQ+, two- spirit, gay, bisexual, queer.

Table 1 Continued
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compared with Winnipeg were significantly less likely 
to have access to a regular doctor/healthcare provider 
(AOR=0.08, SE=0.52, 95% CI 0.03 to 0.22, p=0.001). In 
addition, compared with those who lived in Winnipeg, 
participants who lived in small cities with 15 000–29 999 
people (AOR=0.20, SE=0.82, 95% CI 0.04 to 0.98, p=0.05) 
and smaller towns with 1000–14 999 people (AOR=0.26, 
SE=0.57, 95% CI 0.08 to 0.81, p=0.05) were less likely to 

have access to regular healthcare providers. No other 
demographics emerged as significant. Compared with 
2SGBQ+ men who indicated their healthcare providers’ 
competence/knowledge of 2SGBQ+ men’s issues as ‘very 
good’, those participants who indicated their healthcare 
providers’ competence/knowledge as ‘poor’ (AOR=0.19, 
SE=0.80, 95% CI 0.04 to 0.90, p=0.05) and ‘very poor’ 
(AOR=0.03, SE=0.11, 95% CI 0.03 to 0.25, p=0.001) were 

Table 2 Multiple logistic regression of sociodemographics, healthcare discrimination and healthcare providers’ 2SGBQ+ 
competence on access to regular doctor/healthcare provider among 2SGBQ+ men in Manitoba (n=368)

B SE AOR 95% CI Wald statistic

Sociodemographic variables

Age 0.38 0.32 1.04 0.98 to 1.11 1.43

Race (ref=white/Western European)

  White/Eastern European 0.23 0.55 1.26 0.42 to 3.72 0.17

  Black, African, Caribbean 0.71 0.65 2.03 0.57 to 7.23 1.20

  First Nations 0.60 0.94 0.55 0.09 to 3.42 0.42

  Métis 0.08 0.84 1.09 0.21 to 5.57 0.01

  East and Southeast Asian 0.59 0.72 0.56 0.14 to 2.32 0.62

  Latino, Latin American 0.21 0.83 0.81 0.16 to 4.07 0.68

Household income (ref=$C<30 000)

  30 000–59 999 −1.36 0.81 0.26 0.53 to 1.24 2.86

  60 000–99 999 −1.79 0.86 0.17 0.31 to 1.90 4.35

  100 000+ −1.99 0.91 1.14 0.23 to 1.80 4.86

Education level (ref=completed high school)

  Bachelor’s degree 0.53 0.60 1.70 0.52 to 5.50 0.78

  Graduate degree 1.70 1.06 5.46 0.68 to 43.50 2.57

Sexual orientation (ref=gay/homosexual)

  Bisexual 1.23 0.68 3.42 0.91 to 12.90 3.30

  Queer 0.59 0.78 1.81 0.40 to 8.37 0.58

  Other (pansexual, asexual) 0.58 1.16 1.80 0.19 to 17.32 0.26

Geographic area (ref=large urban centre/Winnipeg)

  Medium city/town (30 000–49 000 people) −2.52 0.51 0.08** 0.03 to 0.22 23.6

  Small city/town (15 000–29 999) −1.61 0.82 0.20* 0.04 to 0.98 3.92

  Smaller city/town (1000- 14–999) −1.34 0.57 0.26* 0.09 to 0.81 5.45

  Rural area close to a city (<1000) 0.46 0.85 0.59 0.30 to 8.38 0.30

  Rural and remote area not close to a city (<1000) 0.32 0.54 0.46 0.33 to 9.56 0.10

  On- reserve −0.65 1.08 0.52 0.06 to 4.36 0.36

Sociostructural variables

Discrimination in healthcare −0.40 0.49 0.67 0.28 to 1.74 0.68

Healthcare providers’ 2SGBQ+ competence 
(ref=very good)

  Good −0.90 0.70 0.41 0.10 to 1.59 1.67

  Fair/somewhat OK −0.58 0.69 0.56 0.14 to 2.20 0.69

  Poor −1.68 0.80 0.19* 0.03 to 0.90 4.40

  Very poor −3.57 1.11 0.03** 0.01 to 0.25 10.3

*P<0.05, **p<0.001.
Bold text indicates statistical significance.
AOR, adjusted OR; Ref., reference group; 2SGBQ+, two- spirit, gay, bisexual, queer.
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less likely to have access to regular doctor/healthcare 
provider.

The results of the second logistic regression anal-
yses revealed the significant association between the 
geographic area where participants lived, sexual orienta-
tion identity and having a healthcare visit in the past 12 
months (see table 3). Specifically, compared with 2SGBQ+ 

men who lived in Winnipeg, participants who lived in 
Brandon, a medium size town of 30 000–50 000 people 
(AOR=0.05, SE=0.62, 95% CI 0.02 to 0.17, p=0.001) and 
smaller towns of 1000–14 999 people (AOR=0.25, SE=0.66, 
95% CI 0.67 to 0.90, p=0.05) were significantly less likely 
to have access to have had a healthcare visit in the past 
12 months. Finally, participants who self- identified as 

Table 3 Multiple logistic regression of sociodemographics, healthcare discrimination and healthcare providers’ 2SGBQ+ 
competence on healthcare visits in the past 12 months among 2SGBQ+ men in Manitoba (n=368)

B SE AOR 95% CI Wald statistic

Sociodemographic variables

Age −0.01 0.03 0.99 0.93 to 1.07 0.02

Race (ref=white/Western European)

  White/Eastern European 0.83 0.67 2.29 0.62 to 8.45 1.54

  Black, African, Caribbean 1.13 0.74 3.09 0.72 to 13.20 2.31

  First Nations 1.91 1.39 6.76 0.44 to 103.54 1.88

  Métis 2.20 1.22 8.99 0.82 to 98.33 3.23

  East and Southeast Asian −0.87 0.72 0.42 0.10 to 1.71 1.47

  Latino, Latin American −0.75 0.84 0.47 0.09 to 2.45 0.80

Household income (ref=$C <30 000)

  30 000–<59 999 2.12 1.03 8.30 1.10 to 62.86 4.20

  60 000–99 999 −0.10 0.71 0.90 0.23 to 3.61 0.02

  100 000+ 0.19 0.60 1.20 0.37 to 3.90 0.09

Education level (ref=completed high school)

  Bachelor’s degree 0.82 0.70 2.27 0.58 to 8.90 1.39

  Graduate degree 0.71 1.02 2.03 0.28 to 14.82 0.49

Sexual orientation (ref=gay/homosexual)

  Bisexual 2.53 0.97 12.57* 1.88 to 83.97 6.83

  Queer 0.46 0.93 1.58 0.25 to 9.91 0.25

  Other (pansexual, asexual) 1.27 1.47 0.28 0.02 to 5.06 1.48

Geographic area (ref=large urban centre/Winnipeg)

  Medium city/town (30 000–49 000 people) −2.99 0.62 0.05** 0.01 to 0.17 23.33

  Small city/town (15 000- 29 999) −1.90 0.99 0.15 0.02 to 1.04 3.68

  Smaller city/town (1000–14 999) −1.41 0.66 0.24* 0.07 to 0.90 4.48

  Rural area close to a city (<1000) −1.32 0.69 0.26 0.70 to 1.05 3.59

  Rural and remote area not close to a city (<1000) −1.88 0.62 0.58 0.33 to 9.56 1.10

  On- reserve −1.25 1.44 0.28 0.02 to 4.88 0.74

Sociostructural variables

Discrimination in healthcare −0.02 0.59 0.98 0.31 to 3.10 0.01

Healthcare providers’ 2SGBQ+ competence 
(ref=very good)

  Good −0.43 0.80 0.65 0.13 to 3.10 0.29

  Fair/somewhat OK −0.73 0.78 0.48 0.10 to 2.25 0.86

  Poor −1.49 0.92 0.24 0.04 to 1.41 2.50

  Very poor −1.19 1.17 0.31 0.03 to 3.07 1.02

*P<0.05, **p<0.001.
Bold text indicates statistical significance.
AOR, adjusted OR; Ref., reference group; 2SGBQ+, two- spirit, gay, bisexual, queer.
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bisexual were more likely to report having had a health-
care visit in the past 12 months compared with partici-
pants who self- identified as gay (AOR=12.57, SE=0.97, 
95% CI 1.88 83.97, p=0.005).

DISCUSSION
This study explored factors associated with healthcare 
access among 2SGBQ+ men in Manitoba, an understudied 
population in Canada. Notably, we found that 65.3% 
of the sample reported experiencing discrimination in 
healthcare settings in Manitoba. Furthermore, 28.7% 
of the sample reported not having a regular healthcare 
provider, and 20.8% have not seen a healthcare provider 
about their health in the past 12 months.

This study showed an association between sociodemo-
graphic, socioecological factors and indicators of health-
care access among a sample of 2SGBQ+ men in Manitoba. 
First, this study found a significant association between 
the geographic area where participants lived, healthcare 
providers’ competence and knowledge of 2SGBQ+ men’s 
issues and access to a regular doctor/healthcare provider. 
Compared with participants who lived in Winnipeg, those 
that lived in Brandon and smaller towns in Manitoba were 
significantly less likely to report having a regular doctor/
healthcare provider. Furthermore, compared with 
2SGBQ+ men who indicated their healthcare providers’ 
competence/knowledge of 2SGBQ+ men’s issues as ‘very 
good’, those participants who indicated their healthcare 
providers’ competence/knowledge as ‘poor’ and ‘very 
poor’ were less likely to report having a regular doctor/
healthcare provider.

Second, our study revealed the significant association 
between the geographic area where participants lived, 
sexual orientation identity and having a healthcare visit 
in the past 12 months. Compared with 2SGBQ+ men who 
lived in Winnipeg, participants who lived in Brandon and 
other smaller cities/towns were significantly less likely to 
have had a healthcare visit in the past 12 months. Further-
more, participants who self- identified as bisexual were 
more likely to report having had a healthcare visit in the 
past 12 months compared with gay- identified participants.

This study is also not without limitations. First, this 
study relies on self- reported data and are subject to social 
desirability, recall and information bias. Second, the data 
relied on cross- section survey design, which presents 
issues with establishing directionality of findings. Further-
more, it is important to point out that there are other 
factors (oppression and social locations) not measured 
here that may be critical in understanding the relation-
ship among the study variables. For instance, structural 
and interpersonal discrimination in the form of stigma 
or racism among 2SGBQ+ men may result in socioeco-
nomic practices that limit access to healthcare with poten-
tial effects on health and well- being.10 Future studies 
also need to take this into account other factors (mental 
health and disabilities) that may play a role in health-
care access. Nevertheless, the findings from this research 

are consistent with other literature on this topic. Similar 
to other research,51 our findings support a multilevel 
approach, contribute to a socioecological understanding 
of healthcare barriers and underscore the importance 
of attending to sociodemographic and socioecological/
structural factors.

The project employed socioecological framework to 
examine the effects of sociodemographic, interpersonal 
and structural factors and the ways in which these affect 
the healthcare access of cis and trans 2SGBQ+ men, 
emphasising the multifaceted nature of person–environ-
ment influences in the socioecological framework. This 
study’s findings point to sociodemographic (geographic 
area where participants lived and sexual orientation iden-
tity) and socioecological/structural factors (healthcare 
providers competence and knowledge of 2SGBQ+ men’s 
health issues) that are associated with indicators of health-
care access, therefore contributing to a socioecological 
understanding of healthcare barriers and facilitators 
among 2SGBQ+ men. Furthermore, the socioecological 
model used in this study provided a structure for inter-
preting the findings that may also help guide interven-
tions to address healthcare among this population.

With regards to geographic location and access to 
healthcare, our findings indicated that healthcare access 
is an issue for participants who lived in Brandon and 
other smaller cities and towns in Manitoba. This finding is 
consistent with previous research,46 56 which suggests that 
stigma and social isolation in smaller, remote and rural 
areas may be at play when it comes to individuals’ access 
to healthcare. Though no data exist thus far on 2SGBQ+ 
men who live in Brandon or smaller towns in Manitoba, at 
first glance, rural areas appear less hospitable to 2SGBQ+ 
men. This is the first study in Manitoba to point in this 
direction. Given the geographic isolation of northern and 
remote communities in Manitoba, 2SGBQ+ men may also 
face a complex set of barriers to healthcare that includes 
geography, lack of trust, lack of transportation, as well 
as lower number of healthcare providers in these areas. 
All of these factors may explain our findings that indi-
cate that healthcare access is an issue for participants who 
lived in Brandon and other smaller cities and towns in 
Manitoba. Future research needs to elucidate the impacts 
of sexuality and/or gender minority stigma on 2SGBQ+ 
men’s access in smaller and remote towns in Manitoba. 
It is important to reduce the gap between the healthcare 
access of rural and urban 2SGBQ+ men. The availability 
of services for sexual and gender minority people in 
Brandon and other smaller communities (where 2SGBQ+ 
men may feel more stigmatised) is also an issue that needs 
to be brought to the attention of provincial and territorial 
healthcare. Furthermore, creation of antidiscriminatory 
health policies at the governmental and institutional level 
to facilitate the development of equitable and accessible 
health services for 2SGBQ+ men in Manitoba is urgently 
needed.

Our findings are also consistent with the line of research 
that shows that healthcare providers’ competence and 
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knowledge of issues affecting 2SGBQ+ men are closely 
associated with healthcare access and utilisation.57–59 
These findings underscore the importance of addressing 
healthcare providers lack of knowledge or cultural compe-
tence in healthcare settings as it may act as a barrier to 
healthcare. Various elements can improve or facilitate 
2SGBQ+ men’s healthcare, including: the creation of 
a safe, 2SGBQ- affirming space free from violence and 
discrimination that 2SGBQ+ men frequently face; the 
development of trust in relationships and respect of 
privacy during service delivery; the use of outreach 
services to 2SGBQ+ men’s communities; and the provi-
sion of culturally competent care and referrals.57 58 Mayer 
and colleagues’59 work on integrated comprehensive care 
for sexual and gender minority men emphasises cultur-
ally competent care based in human rights principles 
and stresses the importance of gathering the appropriate 
information to be able to provide care and make refer-
rals and developing a strong rapport with 2SGBQ+ men 
in order to maintain a regular access to healthcare. Given 
the findings on the differences between gay and bisexual 
men, health and social care service providers may also 
require training and opportunities to increase informa-
tion and skills to prepare them to adequately support gay- 
identified men in healthcare contexts.

The findings from this study also paint a picture 
where bisexual men were more likely to report having 
had a healthcare visit in the past 12 months compared 
with participants who self- identified as gay. Although 
some scholarship suggested that gay and bisexual men 
do not differ significantly from one another in terms of 
health practices,60 other research pointed out differences 
between gay and bisexual- identified men.61 This finding 
adds to the knowledge base on the differences between 
bisexual and gay- identified men.62 While some research 
shows that bisexual men experience more marginalisa-
tion in healthcare compared with gay men,62 our study 
presented a different picture. Given that health services 
are typically culturally insensitive towards the needs of 
gay men (coupled with concerns about homophobia), 
this may discourage some sexual minority people from 
identifying as gay (as opposed to bisexual) in order to 
avoid the associated stigma. It is therefore essential for 
future research to explore how the social context toward 
gay and bisexual men (in mainstream communities 
and society at large) increases gay men’s invisibility and 
further decreases health access and uptake for gay men.

Our results are different from those by McKirnan and 
colleagues38 in that their study (conducted in USA) found 
that lower incomes were associated with less healthcare 
access among men who have sex with men. Our findings 
did not show an association between lower incomes and 
access to healthcare among this sample of 2SGBQ+ men. 
One explanation for this discrepancy may relate to the 
fact that our research was conducted in Canada, which 
has free universal access to healthcare.

Importantly, our findings did not show an associa-
tion between discrimination in healthcare and access to 

healthcare among a sample of 2SGBQ+ men in Mani-
toba, after controlling for sociodemographics. This area 
of inquiry highlights important results by suggesting that 
a relationship between discrimination and its effects on 
healthcare access among 2SGBQ+ men may be more 
complex than previously theorised, particularly in Western 
contexts such as Canada. Future research needs to further 
explore the relationship between these variables. Further-
more, given that discrimination among 2SGBQ+ men in 
healthcare may exist in multiple forms and stem from 
multiple sources, our study was limited in the way discrim-
ination was measured. For our measurement, we asked 
participants if they experienced discrimination in health-
care settings over the past 2 years. Instead, there may be a 
need to accurately and comprehensively assess the multi-
dimensional facets of discrimination among 2SGBQ+ 
men. This would require paying greater attention to: (1) 
capturing the dimensions of discriminatory experiences 
in healthcare, including the severity, chronicity and dura-
tion of these experiences, (2) the need to expand assess-
ment to capture discrimination affecting 2SGBQ+ men in 
multiple domains (eg, race and ethnicity, sexual identity, 
gender identity or expression and socioeconomic status) 
and (3) the need to understand the intersectional nature 
of discrimination, stigma and social exclusion of 2SGBQ+ 
men in healthcare contexts.

The demographic and socioecological factors identi-
fied in this study may influence 2SGBQ+ men’s current 
and future engagement with healthcare. Strategies that 
attend to these factors can help mitigate negative experi-
ences among 2SGBQ+ men in healthcare settings, ensure 
access to services and create affirming healthcare envi-
ronments that support 2SGBQ+ men in maintaining their 
health. There must also be recognition of the unique and 
specific health and well- being issues affecting 2SGBQ+ 
men in Manitoba. This recognition should be substanti-
ated with evidence and followed by implementation of 
funding, programming and services, in which 2SGBQ+ 
men in Manitoba can be represented in health policy. 
Prioritising 2SGBQ+ men in order to address their health 
and well- being concerns, the healthcare and social service 
systems in Manitoba must reshape how they provide 
service delivery. Broader society needs to become knowl-
edgeable and sensitised to these issues through educa-
tion campaigns in order to improve access and combat 
homophobia, heterosexism, stigma and other forms of 
discrimination directed at 2SGBQ+ men in Manitoba.
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