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Introduction 

We look to the kinds of romantic love and relationships that are represented as normal in 

movies and pop culture to tell us what is ‘normal’ in society. But, these descriptions fail to 

encompass the vast diversity of human attraction. 'Normal' sexuality and gender should be 

considered a socialized 'norm' that many of us unwittingly participate in (McKenzie, 2010). 

These standards go beyond our entertainment industries, and can be seen reflected in our health 

care systems and the biases of service providers. When I talk about standards, I am talking about 

assumptions pushed onto people like cis-gender (identifying with the biological sex assigned at 

birth), heterosexual (attracted to the opposite sex), and monogamous. These will not resonate 

with a large number of people, sometimes even the ones who identify with one or all of those 

described behaviours. The perpetuation of cis-gender, heteronormative assumptions in workers 

and programs do extreme disservice to non-conforming individuals seeking mental health and 

other health-related services (Cochran, Peavy, & Cauce, 2007). This paper looks at the influence 

of historical and social stressors on gender and sexually non-conforming individuals, and its 

affects on LGBT+ addiction processes, to support the position that best practices for these 

minority groups need to attend to both their addiction and their often-silenced identities with 

more nuance.  

 LGBT+ is used here as an inclusive term for all non-normative expressions of sexuality 

and genders, including lesbian, gay, bisexual, transgender, two-spirit. Throughout this paper, I 

will use LGB and LGBT to represent only lesbian, gay, bisexual, and/or transgender identities 

when presenting research, because of their limited scope. Transgender, I recognize, is itself an 

umbrella term for people who do not identify with the gender assigned to them at birth. This 

brings me to the disclaimer that much of the existing research focuses on LGB identities. 
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 As a queer, Chinese, cis-gender woman who works in substance use and behavioural 

health organizations, I maintain a personal connection to, and investment in, promoting LGBT+ 

mental wellness. My experiential, educational, and professional backgrounds combine to form a 

working lens which centres on harm reduction values and contextual, relational community-

oriented practice that meets people where they are at—physically and mentally (Cavalieri & 

Riley, 2012; Little & Franskoviak, 2010). It is my hope that this paper will encourage clinicians 

to more intentionally consider the multitudes of influences, pressures, strengths and barriers that 

affect gender and sexually non-conforming people living with addictions. 

Selected Overview of LGBT Liberation in the West 

 Many people consider the beginning of LGBT+ liberation to be Stonewall in 1969, but I 

consider this inaccurate; Two-Spirited people have been a part of Indigenous societies, liberated 

in every sense, long before America was established (Chaney & Brubaker, 2012; McKenzie, 

2010). The beginning of LGBT+ discrimination in North America, as in other colonized parts of 

the world, started with the first settlers and invasion of Western values (McKenzie, 2010). In 

Canada, colonization lead to the influx of White, unequal binary-gendered, patriarchal power, 

which most definitely changed treatment and attitudes towards Indigenous gender and sexual 

identities, forcing all LGBT+ populations to the margins of society (Hunt, 2013). As such, 

Stonewall should be considered the beginning of a Western LGBT+ liberation movement within 

a colonial system which has since moved from its radical transgender roots, and in recent 

decades has overwhelmingly focused on primarily gay, White, male concerns (Ophelian, 2010).  

 The HIV/AIDS epidemics in the 80's and 90's lead to the creation of social movements 

supporting men who have sex with men (MSM), its legacy facilitated greater community 

mobilization and the adoption of harm reduction in services targeted at MSM substance users 
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(Braine et. al., 2011). Braine et. al.'s (2011) research shows how social and historic contexts can 

lead to institutional mechanisms that change the frameworks applied to LGBT health concerns. 

In the past decade alone, North America has seen efforts on a structural level aimed at 

establishing greater equality through policies and laws. This includes the changing sexual health 

education curriculum in Ontario, the legalization of same-sex marriage in the United States, and 

the ongoing fight for trans bathroom rights (Canadian Press, 2015). Even so, LGBT+ specific 

issues have not become commonplace knowledge for service providers, nor are they ingrained in 

mainstream addiction treatment programs and services (Silvestre, Beatty, & Friedman, 2013). 

Institutions have the potential to enact great change for future generations by adopting inclusive 

language and actively creating space for diversity, but this will only happen if groups in power, 

the groups that determine dominant discourses, also adopt that mentality.  

Trauma, Minority Stress, and Addictive Processes 

 To reiterate, at the most basic level, sexuality relates to who we find ourselves attracted 

to, while gender speaks to how we view ourselves. All the labels we use to define sexuality and 

gender are culturally embedded. Some cultures have more flexible perspectives, which often 

facilitates more accepting attitudes in the general population. Through language, cultures like the 

Samoans and Thai make space for multiple genders and sexual expressions; the Samoan's have 

fa'afafine, the Thai have kathoey (Faran, 2010; Winter, 2006). However, even these cultures see 

mixed levels of acceptance due to their traditional masculine power structures and the ever-

present reality of colonization and globalization, which facilitates the encroachment of Western 

values (Faran, 2010; Winter, 2006). 

 Thusly, gender identity helps define who we are attracted to, and in a sense determines 

our location on the spectrum of sexuality. LGBT+ populations continue to find their identities at 
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odds with dominant Western morals and values that perpetuate very narrow views of human 

sexuality (McKenzie, 2010). Despite ongoing advocacy fighting for inclusion, existing on the 

edges of mainstream society means that LGBT+ people also continue to experience significant 

discrimination based on their identities. Additionally, people who are gender-variant and sexually 

fluid are marginalized on multiple fronts, even within queer-friendly communities and other 

'fringe' groups, because they are not easily categorizable in systems set up to accept insiders and 

reject outsiders (Ophelian, 2010).  

 Minority stress theory postulates that sexual minorities experience trauma unique to their 

identities and positionality, affecting their well-being negatively (Goldbach et. al., 2013; 

Goldbach, Fisher, & Dunlap, 2015). Trauma is defined in multiple ways, it can be psychological, 

social, or physical. Traumatic events can range in severity from verbal discrimination to physical 

violence to homelessness; examples unique to LGBT+ individuals include internalized shame, 

emotional distress, and for many, the repetitive process of 'coming out' or disclosing in new 

situations (Goldbach et. al., 2013; Goldbach, Fisher, & Dunlap, 2015). Additionally, the 

intersectional nature of identities means that people who belong to ethnic, racial, gender and 

sexual minorities will experience compounding pressures and/or traumas unique to themselves, 

all of which affects health outcomes like addictions and substance use (Goldbach et. al., 2013; 

Goldbach et. al., 2015).  

 The fact that Western society prefers gender and sexual identities that develop in line with 

someone's biology at birth, means gender- and sexual-variant children often grow up in social 

environments that stigmatize non-conformity (Cochran & Cauce, 2006 ; Steensma et. al., 2013; 

Pyne, 2014). Stigma leads to very tangible negative impacts on a child's health and well-being. 

Firstly, it puts gender-variant children at a significantly higher risk for physical and emotional 
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abuse from caregivers and peers (Grossman et. al., 2008; Huebner, Thoma, & Neilands, 2015). 

The negative attitudes that adults and peers might display towards a non-conforming child can 

and do translate to institutional and environmental levels as well (Cochran & Cauce, 2006). 

Duncan, Hatzenbeuhler, and Johnson (2013) found that sexual minority youth who lived in 

neighbourhoods that experience greater rates of LGBT assault and hate crimes, were 

significantly more likely to engage in marijuana use. We know that abuse, victimization and lack 

of social support can cause depression and suicidal ideation, which is highly linked to addictions 

(Wolf & Dew, 2012). It is possible then, that substance use becomes a method of coping for 

sexual minorities who find themselves needing to dull the physical or emotional pain brought on 

by systemic oppression.  

 Using another example, school-based victimization of all kinds have been found to be 

linked with greater substance use and movement to less mainstream peer groups (Huebner, 

Thoma, & Neilands, 2015). Gay and lesbian students are significantly more likely to be subject 

to bullying behaviours (Goldbach, Fisher, & Dunlap, 2015). Transgender and other non-

conforming students also experience a similarly heightened level of victimization (Wolf & Dew, 

2012). This victimization influences peer group affiliation, which has been found to result in 

more exposure to substance use culture (Huebner, Thoma, & Neilands, 2015). Furthermore, 

environmental trauma from stigma can actually affect the neurodevelopment and physical growth 

of children with long-term exposure to elevated levels of cortisol and adrenaline (Rutledge, 

2014).  

 These are just a few factors that help explain the comparatively high rates of substance 

use in sexual minority youth (Goldbach et. al., 2013; Goldbach, Fisher, & Dunlap, 2015). In 

addition to substance use, LGBT+ people experience a greater number of other health disparities 
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and barriers to access when compared to their heterosexual counterparts (Silvestre et. al., 2013). 

That said, in and of itself, sexual orientation and gender identity should not be viewed as direct 

risk factors for substance use. Their identity is not the problem. I caution clinicians to be critical 

about these correlations, because this line of reasoning allows us to ignore social, historical, 

environmental factors, making it easy to see the individual as an island and locate the problem 

within their person (Adams, 2016). How our social environment interacts with sexual minorities 

is a better indicator of risk and outcomes for addiction and recovery (Cochran & Cauce, 2006; 

Goldbach et. al., 2015).  For instance, family support has been shown to clearly affect substance 

use behaviours (Goldbach et. al., 2015). Which leads me to the argument that trauma and stress 

created by living as LGBT+ in present day society are the real risk factors for substance use and 

addictions. 

Disclosure as a Barrier to Services 

 Going back to stigma, LGBT+ clients are doubly hit with it when seeking treatment or 

services. On one hand, someone may be reluctant to self-disclose their identities or seek out 

LGBT+ specific services due to fears around confidentiality and others discovering their status 

(Silvestre et. al., 2013). It is unfortunate on multiple levels. In order to offer a more tailored 

experience, service providers may begin their working relationship by seeking sensitive personal 

information from clients. But, disclosure is not easy for everyone and might not be perceived as 

necessary by clients (Silvestre et. al., 2013). Without this disclosure, practitioners who are not 

culturally competent or who do not regularly work with LGBT+ groups might then end up 

falling back onto normative assumptions or categorizing based on visual evaluations.  

 The alternative is for LGBT+ people to visit services aimed specifically at sexual 

minorities. But, not only are LGBT+ only services few and far between, people have varying 



SEXUAL GENDER MINORITIES QUEERING ADDICTIONS 8 

comfort levels identifying with those labels, so by going to these organizations they risk 

inadvertently 'outing' their orientation to others (Cochran & Cauce, 2006). This is an 

unacceptable risk for many. On the other hand, people who are open, and do disclose their sexual 

and/or gender minority status, often end up with service providers who become hyper-focused on 

that particular aspect of their identity as the issue that needs support, to the detriment of their 

substance use concerns (Matthews, Lorah, & Fenton, 2006; Silvestre et. al., 2013). There has 

been little evidence-based research to evaluate the effectiveness of cultural competency training 

that aims to equip practitioners with the skills necessary to work with sexual and gender 

minorities (Silvestre et. al., 2013). At this point in time, the benefits of disclosure are limited by 

the ability and knowledge of individual practitioners.  

Other Issues in Services 

 Thanks to the proliferation of HIV research and connected drug trends, we know the most 

about gay male substance use and the importance of grassroots, community mobilization for 

those populations in addressing drug epidemics (Braine et. al., 2011). Though, even efficacy in 

those interventions are conflated with variables like age, race, and socio-economic status (Braine 

et. al., 2011; Silvestre et. al., 2013). Research and funding for services have been biased towards 

MSM who live with HIV; studies on lesbian, bisexual women, and transgender groups remain 

sparse (Silvestre et. al., 2013). Such paucity is reflected in post-secondary level education as 

well. Nurses and physicians receive little, if any, training on LGBT+ issues in their schooling 

(Silvestre et. al., 2013 ). Even social workers, I have realized, cannot expect to be adequately 

trained. My own social work department does not offer a specific course on gender and sexual 

diversity, which is likely due to funding reasons. This leaves the responsibility of education 

largely up to individual practitioners.  
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Transgender Specific Concerns 

 While LGBT+ knowledge is critical for working the most vulnerable populations, 

training still appears to be highly sanctioned and poorly accessed (Silvestre et. al., 2013). This is 

most apparent when we examine transgender experiences in mental health and medical services. 

Transgender clients, who by nature of their gender identity may become highly involved with 

medical care and mental health systems, disproportionately report violence and discrimination 

within organizations (Silvestre et. al., 2013; Wolf & Dew, 2012). Limited existing research tells 

us that, though transgender people experience similar prejudice as lesbian, gay, and bisexuals, 

they experience it at greater rates in more areas (Wolf & Dew, 2012). It should be unsurprising 

then that transgender individuals are more likely to experience greater substance abuse than 

gender-conforming ones (Cochran & Cauce, 2006; Wolf & Dew, 2012). 

 In order for their gender identity to be formally acknowledged by institutions, 

transgender clients often have to take on the psychological diagnosis of gender identity disorder 

(Wolf & Dew, 2012). The medicalization of transgender identities frames what should be a 

normal variation of human expression in the light of mental illness and can be a very invasive 

process (Wolf & Dew, 2012). These previous experiences with mental health may make them 

much less likely to seek addictions services, which are under the umbrella of mental health care.   

 Because of the expense and difficulty in access for mainstream hormone therapy and 

body modification, transgender people may resort to purchasing supplies from illicit sources, 

leading to a greater chance of exposure to illicit drugs (Wolf & Dew, 2012). With hormones also 

comes the potential for mood swings and depression (among other more serious side effects), 

which will lead some to self-medicate using whatever is on hand (see above on illicit drug 

access) (Wolf & Dew, 2012). For those who do use hormones without comprehensive medical 
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support, their actions become labelled as illegal and the hormones become illicit. Transgender 

clients seeking addictions services may be concerned about the risks of disclosing their illicit 

hormone use, worrying especially with abstinence-based programs that they will be required to 

stop their un-monitored hormone therapy. 

Implications and Best Practices in Addictions 

 At an individual level, anti-oppressive practice with LGBT+ populations in addictions 

services begins with professional development and acquiring the background knowledge 

necessary to understand LGBT+ social contexts (Cochrane, Peavy & Cauce, 2007; Silvestre et. 

al., 2013). Our clients should not have to educate us on the historical and social foundations of 

their identities. Education should involve ongoing self-reflection on subconscious assumptions 

around gender and sexuality that we use to navigate everyday interactions. Silvestre et. al. (2013) 

tell us that “addiction is addiction no matter the sexual orientation or gender identity” (p. 373) 

but the treatment of addiction is more complex and nuanced. To change substance use 

behaviours, we must look at the baggage and experiences that someone carries alongside their 

addiction issues. When someone steps through the doors of a service, they are not only their 

addiction, they are the cumulative result of all their lived struggles and triumphs.  

 From a harm reduction perspective, support needs to be client-centred with goals that are 

meaningful for the individual, and practitioners need to be flexible enough to adapt mainstream 

therapies to LGBT+ realities (Silvestre et. al., 2013). For example, with regards to transgender 

people who use hormone therapy, treatment plans and recovery outlooks must include support 

for ongoing hormone use, be it legally acquired or illicit (Wolf & Dew, 2012). Part of being 

culturally relevant includes being knowledgeable about available LGBT+ resources and recovery 

groups, so that clients have the option of seeking peer support in the community (Rowan, 



SEXUAL GENDER MINORITIES QUEERING ADDICTIONS 11 

Jenkins, & Parks, 2013). Similarly, youth in treatment or seeking support could benefit from 

adult role models (their social workers and counsellors perhaps?) who are comfortable having 

positive, open conversations on sex and gender in addition to substance use. Though I reject the 

belief that abstinence should be the endgame for all people who use substances, client-centred 

practice means we must also be ready to support clients who choose abstinence as their goal. 

 At a structural level, much can be done to change LGBT+ experiences, from within 

private organizations to greater government policies. Starting with steps like intake forms and 

anti-discrimination policies, we begin by embedding inclusive language into the materials that 

clients and workers see, slowly changing organizational attitudes (Silvestre et. al., 2013). Putting 

pressure on university departments to allocate funding for specific gender and sexual diversity 

courses would help clear away ignorance and prepare students to deliver more culturally relevant 

practice. Within addictions services, advocacy for and development of LGBT+ specific 

programming is worth looking into. Exclusive programs can give space for non-conforming 

clients to examine their addictions and substance use within the LGBT+ social contexts, they can 

find others who share similar experiences and be validated by peers (Rowan et. al., 2013).  

 The challenges to achieving meaningful change are undeniable and numerous. Funding, 

rather lack thereof, is the foremost issue I see. Funding determines what is studied and written 

about in universities, funding determines which health issues in which populations get more 

research and services, funding shapes a lot of addiction and substance use services (Silvestre et. 

al., 2013) In an organization struggling to serve everyone equally, there are likely few resources 

leftover to develop programs for heterogenous minority groups like the LGBT+. Being 

understaffed, underpaid, and over worked also makes it less likely that workers will have the 

capacity to tailor their practices or be sensitive to individual identities. But, so long as this is 



SEXUAL GENDER MINORITIES QUEERING ADDICTIONS 12 

important to us as practitioners, we must do our best and try.  

Why is this important? 

 bell hooks (2005) once wrote that “healing takes place within us as we speak the truth of 

our lives” (p. 11). I think these words are never truer than when we work with people healing 

from addictions. Addictions often come hand in hand with various degrees of trauma (Carruth & 

Burke, 2013; Mate, 2009). In order to address the problematic behaviours someone is seeking 

support for, we need to address the trauma they may still be carrying. We cannot treat the 

substance use issues an LGBT+ client has in isolation from their LGBT+ identity, because their 

identity affects their lives and contributes the person they are at present. Part of harm reduction 

practice requires us to continually ask for and attend to the feedback that clients give. When 

clients call us out for ignoring other aspects of their personhood in our fervour to be an LGBT+ 

ally, listen and reorient. If we view individual trauma experiences on a multi-dimensional, multi-

directional spectrum, much like we view power and oppression, we might more easily identify 

protective factors or resilience that are not traditionally viewed as such (Carruth & Burke, 2013; 

Ungar, 2005).  
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