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Abstract

Despite higher rates of tobacco use and smoking-related diseases among sexual minorities, 

tobacco cessation treatment-seeking behaviors (e.g., medication, nicotine replacement products) 

remain poorly understood across sexual orientation subgroups. This study examines tobacco 

cessation treatment-seeking behaviors associated with DSM-5 tobacco use disorder (TUD) across 

the three major sexual orientation dimensions (identity, attraction, behavior) in U.S. adults. 

Prevalence estimates reflect data collected from a 2012–2013 national sample of adults 18 years 

and older. More than three-fourths of U.S. adults with TUD had never engaged in tobacco 

cessation treatment-seeking behaviors, regardless of sexual orientation. Despite having the highest 

rates of TUD, bisexual men and women had some of the lowest rates of tobacco cessation 

treatment-seeking. Men who identified as gay, reported same-sex attraction, or same-sex behaviors 
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had the highest rates of tobacco cessation treatment-seeking. In contrast, women with same-sex 

attraction or same-sex behavior had higher rates of TUD but were less likely to engage in tobacco 

cessation treatment-seeking behaviors than women with only other-sex attraction or other-sex 

behavior, respectively. Heterosexual women were more likely to engage in tobacco cessation 

treatment-seeking than heterosexual men; this sex difference was not present for sexual minorities. 

Medications and nicotine replacement therapy products were the most prevalent forms of 

treatment-seeking. There were notable differences in tobacco cessation treatment-seeking 

behaviors based on sex and sexual orientation. Findings highlight the underutilization of tobacco 

cessation treatment-seeking among all U.S. adults and point to important factors to consider when 

working with sexual minorities who are trying to reduce or stop using tobacco.
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Introduction

Cigarette smoking is responsible for more than 16 million people being diagnosed with 

smoking-related diseases and over 480,000 premature deaths per year in the U.S.1 Large 

disparities in tobacco use have been documented, and sexual minorities (e.g., lesbian, gay, 

and bisexual [LGB] identified people) are at particularly high risk for cigarette smoking, 

tobacco use disorder (TUD), and smoking-related diseases.1–6 The most recent U.S. Surgeon 

General’s report on smoking stressed the importance of confronting and reversing the 

tragically higher tobacco use rates that threaten the health of sexual minorities.1 As a result, 

tobacco prevention and control among sexual minority populations is an important research 

priority.1,7

Research on promoting tobacco cessation among sexual minorities remains largely limited 

to group- and internet-based interventions.8–11 Existing research suggests that these and 

other evidence-based treatments (e.g., individual counseling, pharmacotherapy) 

recommended in the U.S. Public Health Service’s Clinical Practice Guideline: 2008 Update 
are as effective for sexual minorities as for heterosexuals -- if they are used.9,11–13 

Unfortunately, there is scant empirical research regarding use of evidence-based tobacco 

cessation approaches among sexual minorities.

A national study found that sexual and gender minorities had similar awareness of 

traditional evidence-based tobacco cessation methods and used such methods at rates 

comparable to their heterosexual peers.14 However, the authors combined sexual and gender 

minority subgroups (i.e., lesbian, bisexual, and transgender women, and gay, bisexual, and 

transgender men). A second national study found that heterosexual adult smokers were 

considerably more likely than sexual minority adult smokers to use evidence-based 

approaches such as medication and counseling (31.7% vs. 14.5%) to quit smoking. However, 

this study combined sexual minority subgroups (i.e., lesbian, gay, and bisexual), obscuring 

potential within group differences.15 Past research has shown that disaggregation by sex and 

sexual orientation identifies the heterogeneity in tobacco use behaviors among sexual 
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minorities.16,17 Sexual orientation is a complex construct that involves multiple dimensions 

(e.g., identity, attraction, and behavior). Among sexual minorities, cigarette smoking and 

other substance use differs considerably across sexual orientation dimensions.16–18 Indeed, 

findings from prior research emphasize the importance of considering multiple dimensions 

of sexual orientation and indicate the need for more research to better understand variations 

in risk across sexual orientation dimensions. To date, there have been no studies using 

national data to examine tobacco cessation treatment-seeking behaviors across sexual 

orientation subgroups defined by identity, attraction and behavior. Understanding whether 

tobacco cessation treatment-seeking behaviors differ across sexual orientation subgroups is 

critical for targeting tobacco cessation efforts among sexual minorities. To fill this gap in 

knowledge, we examined tobacco cessation treatment-seeking behaviors associated with 

DSM-5 TUD across three dimensions of sexual orientation (identity, attraction, behavior) in 

a large national sample of adults in the United States.

Methods

Study design

We analyzed data from the 2012–2013 National Epidemiologic Survey on Alcohol and 

Related Conditions (NESARC-III). The NESARC-III target population is the 

noninstitutionalized civilian population, ages 18 years or older, living in the United States 

(the 50 states and the District of Columbia), including persons residing in 

noninstitutionalized group quarters such as college dormitories, group homes, group 

quarters, and dormitories for workers.21 The NESARC-III included the National Institute on 

Alcohol Abuse and Alcoholism Alcohol Use Disorder and Associated Disabilities Interview 

Schedule-5 (AUDADIS-5), a fully structured diagnostic interview conducted with 

individuals in households. The NESARC-III is the only large national study that measures 

both DSM-5 TUD symptoms and the three major sexual orientation dimensions.19,20 The 

household, person, and overall response rates were 72%, 84%, and 60.1%, respectively. The 

NESARC-III sample design, response rates, and weighting procedures are described in 

detail elsewhere.4,21 All procedures, including informed consent, received full human 

subjects review and IRB approval.

Measures

Sociodemographic and background characteristics analyzed included age (18–34 years, 35–

54 years, ≥55 years), sex (male, female), race (White, African American, Hispanic, other), 

educational attainment (high school degree or less, some college, or college degree or 

higher), metropolitan statistical area (urban, rural), U.S. Census geographical region 

(Northeast, South, Midwest, and West), any health insurance status (e.g., Medicare, 

Medicaid, military health care, private health insurance), and HIV status (ever tested positive 

for HIV or AIDS).

Major dimensions of sexual orientation—Sexual attraction was assessed by asking: 

People are different in their sexual attraction to other people. Which category on the card 
best describes your feelings? (1) only attracted to females, (2) mostly attracted to females, 
(3) equally attracted to females and males, (4) mostly attracted to males, or (5) only attracted 
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to males. Sexual identity was assessed by asking: Which of the categories on the card best 
describes you? (1) heterosexual (straight), (2) gay or lesbian, (3) bisexual, or (4) not sure. 
Sexual behavior was assessed with the following items: Have you had sex in the last 12 
months? and During the last 12 months, did you have sex with only males, only females, or 
both males and females? Based on these two items, respondents were grouped into four 

sexual behavior categories (only same sex, only other sex, both sexes, and did not have sex).

DSM-5 tobacco use disorder (TUD)—TUD in the lifetime and past-year were assessed 

using DSM-5 criteria. Questions are from the AUDADIS-5, which asks about symptoms that 

can be used to operationalize DSM-5 criteria for TUD. Consistent with the DSM-5, an 

AUDADIS-5 TUD diagnosis is based on the presence of at least two of the 11 DSM-5 

criteria (e.g., “…find that you had to use much more tobacco or nicotine than you once did 
to get the effect you wanted”) at the same time within a 12-month period. Reliability and 

validity of the DSM-based diagnoses of TUD have been shown to be strong in prior 

psychometric studies.22,23 For example, concordance between AUDADIS-5 and PRISM-5 

TUD criteria scales were excellent (ICC = 0.80 for past-year TUD and 0.85 for lifetime 

TUD).22

Tobacco cessation treatment-seeking behaviors—Tobacco cessation treatment-

seeking was assessed by asking all respondents with a history of TUD the following: Have 
you ever gone anywhere or seen anyone to get help for a reason that was related in any way 
to your use of tobacco or nicotine - a physician, counselor, or any other community agency 
or professional, or did you do anything else to help you quit or cut down on tobacco or 
nicotine use? Tobacco cessation help- or treatment-seeking behaviors were defined as the 

following: (1) Counseling, family services, or other social services; (2) Support group or 

visit an internet chat room; (3) Doctor or other health professional prescribe a medication, 

for example, Chantix® (varenicline), Wellbutrin® or Zyban® (bupropion); (4) Nicotine 

patches, lozenges, or gum; (5) Electronic cigarettes or E-cigarettes, including E-liquid; (6) 

Acupuncture, acupressure, laser, electrostimulation therapy, meditation; and (7) Other 

methods to help quit or cut down. Respondents were asked whether or not they had used 

each of the seven tobacco cessation methods (i.e., responses were not open-ended). The 

response scale for each tobacco cessation item was dichotomous (yes / no).

Data analysis

All statistical analyses were design-based, in that they explicitly accounted for the complex 

design features of the NESARC-III sample when computing population estimates and 

testing hypotheses. These complex sample design features included stratification of the 

target population, multistage cluster sampling, and weighting to compensate for unequal 

probabilities of selection and differential nonresponse across population subgroups.21 We 

used the Stata software (Version 15.1), and specifically the “svy” suite of commands, for all 

analyses. Variance estimates were computed using Taylor Series Linearization to reflect the 

complex sampling features (stratification, cluster sampling, and weighting) in the estimates 

of sampling variance.
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The total size of the NESARC-III probability sample was 36,309 adults (15,862 men and 

20,447 women). We included all study respondents in the analytic sample. There were no 

inclusion/exclusion criteria. For each individual analysis performed, a small number of 

individuals with relevant missing data on the variables under consideration were dropped. 

We report sample sizes after dropping cases with item-missing data in our tables.

Initial descriptive analyses focused on estimation of the distributions of sexual identity, 

sexual attraction, and sexual behavior for men and women. We then conducted separate 

analyses for men and women, using design-adjusted Rao-Scott tests24 to examine the 

bivariate associations between sexual identity, attraction, and behavior, as well as indicators 

of lifetime and past-year TUD. We then stratified by sex and fit separate multivariable 

logistic regression models to the TUD indicators for each of the three sexual orientation 

dimensions, controlling for relevant socio-demographic covariates in each model. Design-

adjusted goodness of fit tests25 were used to assess the overall quality of model fit. All 

models presented in this paper were found to have adequate fit.

We also examined tobacco cessation treatment-seeking behaviors, focusing on participants 

with any lifetime diagnosis of a TUD. We initially compared the sexual identity subgroups 

(e.g., lesbian/gay, bisexual, not sure, heterosexual). We conducted sex-specific analyses of 

bivariate associations, and then fitt multivariable logistic regression models to the indicator 

of lifetime treatment-seeking, adjusting for the same covariates as in the analyses described 

above.

Finally, we conducted a series of exploratory descriptive analyses, focusing on the 

subpopulation of individuals with a lifetime TUD who ever sought help for tobacco 

cessation. Within this subsample of respondents, we compared the sexual orientation 

subgroups on the prevalence of specific tobacco cessation methods (e.g., using medication). 

Given the small sample sizes for some of the sexual orientation subgroups, these analyses 

were limited to descriptive comparisons.

Results

Population characteristics

Table 1 presents estimated distributions of sexual orientation for U.S. adults. Approximately 

8.3% of the population was estimated to have same-sex sexual attraction, 3.1% had at least 

one same-sex sexual partner in the past year, and 2.8% self-identified as lesbian, gay, or 

bisexual (this estimate did not include respondents who endorsed “Not Sure”). Slightly more 

men than women endorsed same-sex sexual identity, attraction and behavior and slightly 

more women than men endorsed bisexual sexual identity, attraction and behavior. 

Approximately 66.2% of the target population identified as White, 11.8% as African 

American, 5.7% Asian, 14.7% Hispanic, and 1.6% as Native American or another race/

ethnicity.

Prevalence of DSM-5 tobacco use disorder by sexual attraction, behavior, and identity

Table 2 presents comparisons on the prevalence of DSM-5 lifetime and past-year TUD 

across subgroups defined by the three dimensions of sexual orientation. All but one of the 12 
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bivariate tests showed statistically significant associations at p < 0.001. Among male and 

female respondents, bisexual-identified adults, those equally attracted to males and females, 

and those engaged in sexual behavior with both sexes generally had significantly higher 

probabilities of TUD. For example, 52.0% of bisexual men, 40.7% of gay men, and 35.2% 

of men not sure of their sexual identity reported lifetime TUD, relative to 31.8% of 

heterosexual men (p < 0.001). Similarly, 42.2% of bisexual women, 37.1% of lesbian 

women, and 37.6% of women not sure of their sexual identity reported lifetime TUD relative 

to 23.3% of heterosexual women (p < 0.001). Significant associations were found between 

lifetime and past-year TUD and both sexual attraction and sexual behavior among women, 

but only for sexual behavior among men (p < 0.001).

Tobacco use disorder across sexual orientation subgroups: Multivariable regression

Table 3 shows that in separate logistic regression models of DSM-5 TUD outcomes for each 

of the three sexual orientation dimensions and relevant covariates, minority sexual 

orientation was generally a much stronger correlate of the TUD outcomes among women 

than among men. In general, women who identified as bisexual, reported same-sex 

attraction, or engaged in same-sex sexual behavior had significantly higher odds of TUD 

than heterosexual women, regardless of the time frame. Among men, only those who 

identified as bisexual had significantly higher odds of TUD. No other significantly higher 

odds were found for men.

To further examine sex differences, we fitted our multivariable models to the combined data 

from both men and women and formally tested interactions between sex and each dimension 

of sexual orientation. First, for sexual identity, the odds ratio of lifetime TUD for lesbian 

women (2.0) was significantly larger than the odds ratio for gay men (1.3; p = 0.023). 

Second, for sexual attraction, the odds ratios of lifetime TUD for “only same sex” and 

“mostly same sex” were significantly larger for women than for men (p < 0.001). Third, for 

sexual behavior, the odds ratio of lifetime TUD for “only same sex” was once again 

significantly larger for women than for men (p < 0.01). In regard to past-year TUD, we 

found a similar interaction for sexual attraction, but no other interactions emerged as 

significant for identity or behavior.

Prevalence of tobacco cessation treatment-seeking by sexual attraction, behavior, and 
identity

Table 4 demonstrates that for men with a history of TUD, lifetime tobacco cessation 

treatment-seeking was much more common for those identifying as gay, those attracted to 

only or mostly males, and those who reported only male sexual partners. For women, 

treatment-seeking behaviors tended to be more common among those who reported never 

having had sex or only having had sex with men. Indeed, when comparing women and men 

with a lifetime TUD who reported only same-sex behavior, 22% of men reported seeking 

help for tobacco cessation in their lifetime, compared to only 7% of women (p < 0.001). 

Notably, approximately 75% of the NESARC-III sample with a lifetime DSM-5 TUD 

reported never having engaged in tobacco cessation treatment-seeking.
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Tobacco cessation treatment-seeking by sexual orientation subgroups: Multivariable 
regression

As shown in Table 5, the bivariate associations in Table 4 remained robust when adjusting 

for the other relevant covariates of tobacco cessation treatment-seeking behavior. Compared 

with heterosexual men, substantially higher odds of lifetime treatment-seeking were found 

for men who identified as gay, reported same-sex attraction, or only engaged in same-sex 

sexual behavior; in contrast, women who reported same-sex attraction and only engaged in 

same-sex behavior had significantly lower odds of treatment-seeking behavior. In a 

combined model using the same approach to testing interactions between sex and sexual 

orientation as described earlier, we found significantly lower odds ratios for women 

indicating “only same-sex” attraction and behavior compared to men (p < 0.001)..

Prevalence of specific tobacco cessation methods by sexual orientation subgroups

Next, we examined specific tobacco cessation methods across the sexual orientation 

subgroups among those who have sought help for TUD at some point in their lifetime. 

Medication (e.g., varenicline, bupropion) and nicotine replacement therapy (i.e., patches, 

gum, or lozenges) were the most used tobacco cessation methods, regardless of sexual 

orientation subgroup (see Supplemental Tables A, B and C). Those who identified as 

bisexual or not sure, and those attracted equally to both sexes or mostly the other sex, were 

more likely to use support groups (see Supplemental Tables A, B and C).

Discussion

We found that several sexual orientation subgroups with the highest rates of DSM-5 TUD 

had very low rates of engaging in any evidence-based tobacco cessation treatment-seeking 

behaviors. These findings suggest that there is a considerable opportunity to reduce cigarette 

smoking and smoking-related diseases among sexual minorities. Bisexual men and women 

had the highest rates of TUD and some of the lowest rates of tobacco cessation treatment-

seeking. In contrast, gay men had the highest rates of tobacco cessation treatment-seeking. 

Heterosexual women were more likely to engage in tobacco cessation treatment-seeking 

than heterosexual men; this sex difference was not present for sexual minorities. We estimate 

that more than three-fourths of U.S. adults with a lifetime DSM-5 TUD have never engaged 

in tobacco cessation treatment-seeking. This low level of tobacco cessation treatment-

seeking behaviors is an important finding and is consistent with prior research showing that 

unassisted quit attempts are the most commonly used cessation strategy by adults who report 

smoking.26

We found that bisexual men and women had (1) the highest rates of TUD (e.g., over 50% of 

bisexual men report lifetime TUD), and (2) among the lowest rates of lifetime tobacco 

cessation treatment-seeking (e.g., only 11% of bisexual men with a lifetime TUD had ever 

engaged in tobacco cessation treatment-seeking behaviors). These findings are consistent 

with other studies showing that bisexual youth and adults have higher rates of cigarette 

smoking relative to their heterosexual counterparts.3,4,6 Higher rates of TUD among bisexual 

men and women and low treatment utilization is highly significant given the association 

between TUD and smoking-related diseases.1 A recent study found that cigarette smoking 
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and eligibility for low-dose computed tomography lung cancer screening were significantly 

higher among bisexual-identified older adults relative to gay, lesbian, or heterosexual-

identified older adults.27 Taken together, these findings provide a strong indication that 

bisexual men and women are at heightened risk for smoking-related diseases.

Given evidence that healthcare-based interventions can increase inequities,28 targeted 

approaches are needed to ensure that cessation interventions help those who are at greatest 

risk of having a TUD. Evidence-based clinical and public health approaches exist for 

treating TUD.29 There appears to be a tremendous need for promoting and implementing 

evidence-based interventions in healthcare organizations that serve sexual minorities. For 

example, LGBT-serving health centers should ensure implementation of systems-level 

interventions to identify and connect individuals who smoke with resources for quitting.30 

Tobacco cessation media campaigns should include targeted efforts to reach sexual 

minorities. Comprehensive state and federal approaches should follow best practices for 

including and reaching sexual and gender minorities.31 At a population level, strategic 

efforts to raise tobacco taxes in areas of the country with higher concentrations of sexual 

minorities could help address inequities in TUD by sexual orientation.32 There remains a 

need to promote and conduct more rigorous research focused on tobacco cessation among 

sexual minority populations in the U.S. and worldwide.10,11 Interventions and research need 

to consider the role of unassisted quitting,26 the costs and benefits of different approaches to 

promoting cessation,33 and how to improve implementation of existing systems-level 

approaches to maximize their reach among sexual minority communities.30 Additionally, 

more research is needed to fully understand the reasons for low levels of utilization among 

sexual minority subgroups. Future work should also consider the effectiveness of different 

cessation interventions by age.

There are gaps in the implementation of clinical best practices by providers in LGBT-serving 

health centers.30,34 In supplemental analyses (results not shown), we found that bisexual 

adults and sexual minority women were less likely to have health insurance. In addition, 

prior evidence suggests that sexual minority adults have fewer economic resources due to 

job selection and employment discrimination.35–37 These factors likely impact access to 

healthcare and insurance coverage for tobacco cessation, especially among bisexuals and 

sexual minority women. Interventions to promote cessation, including policy interventions, 

need to be relevant to and take into consideration the marginalized position of sexual 

minorities. Examples include health provider education and training and specialized media 

campaigns such as The Break Up.38 Additionally, strategies for reaching sexual minorities 

outside the formal health care setting (e.g., quit lines, online interventions, and support 

groups) should also be considered given potential distrust of the health care system and 

potential barriers to health care access. Finally, based on the high rates of co-occurring 

alcohol and other substance use among sexual minority tobacco users, tobacco cessation 

efforts are encouraged to include a wide range of screening tools to detect other forms of 

substance misuse,39,40 and ensure system referral patterns for treatment evaluation for those 

individuals who screen positive.

Previous research has found conflicting evidence regarding sexual and gender minorities’ 

use of traditional evidence-based tobacco cessation methods and combining sexual minority 
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subgroups may make it more difficult to identify subgroup differences.14 Our findings 

reinforce the importance of analyzing data separately by sexual minority subgroup and sex 

to better understand tobacco use treatment-seeking behaviors.41,42 For example, women with 

lifetime TUD who self-identified as heterosexual, or reported only other-sex attraction or 

only other-sex behavior, had significantly higher rates of engaging in tobacco cessation 

treatment-seeking behaviors than their male counterparts. In contrast, sexual minority 

women with lifetime TUD who reported only same-sex attraction or only same-sex behavior 

had significantly lower odds of engaging in tobacco cessation treatment-seeking behaviors. 

Among those with a lifetime TUD who had only engaged in same-sex behavior, 22% of men 

reported help-seeking, compared to only 7% of women (p < 0.001). Finally, tobacco 

cessation treatment-seeking behaviors among those with a lifetime TUD were least prevalent 

among women who only engaged in same-sex sexual behavior (7%) and men who reported a 

history of both male and female sex partners (5%).

Prevalence rates for TUD and tobacco cessation in the present study did not vary much 

across the three sexual orientation dimensions for exclusively heterosexually oriented 

(whether sexual orientation was defined by identity, attraction, or behavior). There was, 

however, substantial variation in TUD and tobacco cessation among sexual minority women 

and men across the three sexual orientation dimensions. In supplemental analyses (see 

Supplemental Table D) examining all of the cross-classes defined by the three dimensions of 

sexual orientation, we found that these three dimensions did not overlap perfectly—evidence 

that these dimensions represent conceptually different aspects of sexual orientation and 

highlight the importance of examining multiple sexual orientation dimensions in future 

research.

The present study had some notable strengths and limitations that should be carefully 

considered when evaluating the implications of the findings. A major strength is the 

nationally representative sample of U.S. adults. Furthermore, the TUD measure was based 

on DSM-5 criteria to determine severity rather than relying on a single dichotomous 

question about tobacco use. It should be noted that the present study included some tobacco 

cessation treatment-seeking behaviors (e.g., e-cigarettes, acupuncture) that are not currently 

recommended by the U.S. Public Health Service-sponsored Clinical Practice Guideline as 

evidence-based methods and require more research, especially among sexual minorities.29 In 

terms of limitations, causal inferences were not possible given the cross-sectional design of 

the study. Also, small sample sizes for some of the sexual orientation subgroups limited 

analyses, especially when disaggregating by sociodemographic characteristics such as sex. 

In these cases, analyses were limited to descriptive comparisons with future research in 

mind. We have included these findings because differences between the subgroups might 

emerge as clinically meaningful given larger samples of sexual minorities who have sought 

help for TUD. Future research is needed that examines potential age-related differences in 

tobacco cessation treatment-seeking behaviors among sexual minorities. In addition, gender 

identity was not assessed in the NESARC-III and future research is needed that includes 

more detailed sexual and gender identity measures. Existing measurement of sexual identity 

in the NESARC-III and other federal surveys may not capture all sexual minority identities 

such as pansexual, asexual, among other categories. Finally, the prevalence of DSM-5 TUD 
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was likely underestimated in the NESARC-III because small but vulnerable groups of 

currently institutionalized individuals, such as incarcerated adults, were not included.43,44

Conclusions

This is the first national study to provide estimates of tobacco cessation treatment-seeking 

among U.S. adults across three major dimensions of sexual orientation. These findings 

indicate the underutilization of tobacco cessation treatment-seeking behaviors among all 

U.S. adults and highlight important variability in treatment-seeking behaviors among 

subgroups defined by sexual orientation. The vast majority of adults who smoke wish that 

they had never started.45 Stronger efforts are needed to connect smokers who wish to quit 

with evidence-based resources – especially among groups that are at higher risk of TUD, 

who may also face marginalization in the healthcare system.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Table 1.

Estimated sexual orientation distributions among U.S. adults

Women Men

Sexual orientation measures % (SE)
a

Sample Size
b

% (SE)
a

Sample Size
b

Sexual Identity
Lesbian/Gay
Bisexual
Not sure
Heterosexual

1.2% (<0.1)
1.9% (0.1)

0.6% (<0.1)
96.4% (0.2)

265
422
130

19,454

1.8% (0.1)
0.8% (<0.1)
0.4% (<0.1)
97.0% (0.2)

321
144
69

15,190

Sexual Attraction
Only same sex
Mostly same sex
Equally both sexes
Mostly other sex
Only other sex

2.6% (0.2)
0.5% (<0.1)
2.0% (0.2)
4.5% (0.2)
90.4% (0.3)

530
115
444
933

18,228

2.8% (0.2)
0.8% (<0.1)
0.7% (<0.1)
2.7% (0.2)
93.0% (0.3)

492
141
138
429

14,524

Sexual Behavior (past-year)
Only same-sex
Both sexes
Did not have sex
Only other sex

2.0% (0.1)
0.6% (<0.1)
30.3% (0.5)
67.0% (0.5)

426
171

6,427
12,954

3.2% (0.2)
0.3% (<0.1)
20.6% (0.4)
76.0% (0.5)

545
56

3,385
11,571

Source: 2012–2013 National Epidemiologic Survey on Alcohol and Related Conditions (NESARC-III). The total NESARC-III sample sizes, prior 
to excluding any cases based on missing data, were as follows: total = 36,309; women = 20,447, and men = 15,862.

a
Weighted estimates; standard errors estimated using Taylor Series Linearization..

b
Unweighted sample sizes.
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