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Abstract

Sexual and gender minorities (SGM) are diverse groups of people who do 
not identify as heterosexual or cisgender. SGM communities include Lesbian, 
Gay, Bisexual, and Transgender (LGBT) individuals as well as people of other 
sexual orientations and gender identities. SGM communities are dispropor-
tionately affected by substance use disorders, with differential use of specific 
substances among persons based on sexual or gender identity. As understood 
through the minority stress model, substance use and misuse among SGM 
people are tied to risk and resiliency factors at all levels of the social ecological 
paradigm. Despite the disproportionate burden of substance use disorders on 
SGM people in Hawai‘i, very few resources or programs exist to ameliorate 
the impact of substance use on this community. Although some models of 
care could be useful for SGM people, community-specific interventions are 
scarce, especially in Hawai‘i. To successfully meet the needs of SGM people 
in Hawai‘i, multi-level transformation of the substance use prevention and 
treatment landscape must address: culturally appropriate service delivery; 
workforce recruitment and development; nimble and adequate financing; 
consistent data collection and reporting; and systems-level policy updates.
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Abbreviations and Acronyms

ADAD = Hawai‘i State Department of Health Alcohol and Drug Abuse Division
DOH = Hawai‘i State Department of Health
LG = lesbian and gay
LGB = lesbian, gay, and bisexual
LGBT = lesbian, gay, bisexual, and transgender
NSDUH = National Survey on Drug Use and Health 
SAMHSA = Substance Abuse and Mental Health Services Administration 
SGM = sexual and gender minorities
SUD = substance use disorder

Background and Introduction 

Sexual and gender minorities (SGM) are people that do not 
identify as heterosexual or cisgender, respectively. SGM 
can be considered to be more inclusive than Lesbian, Gay, 
Bisexual, and Transgender (LGBT) because it captures those 
who identify with additional sexual orientations (eg, asexual, 
aromantic, queer, and pansexual) and gender identities (eg, 
agender, gender non-conforming, and gender non-binary). 
SGM communities are diverse and not monolithic. Although 
intersectional factors (eg, race, class, geography) and individual 
lived experience impact SGM people, the scope of this paper 
discusses broad considerations for this community. Individuals 

in these underprivileged communities have reported elevated 
rates of substance use-related issues, both nationally and locally 
in Hawai‘i. In the present paper, the authors highlight key points 
from a chapter of the Hawai‘i Department of Health Alcohol 
and Drug Abuse Division (ADAD) State Plan which examines 
substance use disparities between SGM and heterosexual/
cisgender individuals, theories related to these disparities, and 
intervention strategies to address the issues that the SGM com-
munities of Hawai‘i face. For more background and context 
around the overall State Plan project, readers are referred to the 
introductory article of this special supplement. 

Substance Use Disparities

Substance use and probable substance use disorders dispropor-
tionately affect SGM communities across the United States.1,2 
The disproportion compared to the heterosexual/cisgender popu-
lation has been described in the studies of various substances 
including, but not limited to, tobacco,3-7 alcohol,8-10 marijuana,9 
and opiates.11-13 The prevalence of substance use has also been 
studied among the SGM subgroups14-16 and by intersecting groups 
between sexual orientation, gender identities, and demographic 
characteristics such as age17,18 and ethnicity.19

In Hawai‘i, SGM adults and youth are more likely to use 
substances than their non-SGM counterparts.20,21 While it may 
be easier to generalize the SGM community, there are many 
identities that are encapsulated within the term SGM. Thus, it is 
important to further delineate between each sexual orientation 
and gender identity because each group has its own strengths 
and needs. Table 1 breaks down use of selected substances 
among persons 12 and older in Hawai‘i by sexual orientation 
from the National Survey on Drug Use and Health (NSDUH). 
Table 2 details Hawai‘i data from the Youth Risk Behavior 
Survey by sexual orientation and alcohol use, marijuana use, 
and electronic and combustible cigarette use.

Substance use rates among SGM individuals (Table 1) are 
generally higher than their non-SGM counterparts. Lesbian and 
Gay (LG) individuals are more likely than other groups to have 
a methamphetamine dependence,22 while bisexual individuals 
are more likely than other groups to be marijuana, alcohol, or 
pain reliever dependent.22 While Table 1 shows substance use 
amongst individuals ages 12 and older, Table 2 shows substance 
use rates for high school students in Hawai‘i. Overall, Lesbian, 
Gay, and Bisexual (LGB) students have elevated rates of al-
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cohol, marijuana, or tobacco use, compared to their non-LGB 
counterparts. LG youth are more likely to use cigarettes and 
e-cigarettes daily, but less likely to use alcohol and marijuana 
than bisexual youth.23

Table 1. Proportion of Past-Month Substance Use among Lesbian, Gay, Bisexual and Heterosexual Individual (aged 12 and above) in 
Hawai‘i between 2015-2018a

Lesbian/Gay Bisexual Heterosexual
% (95%CI) Weighted Count % (95% CI) Weighted Count % (95% CI) Weighted Count

Tobacco 32.3 (20.5,46.9) 8000 29.0 (18.9,41.6) 10 000 18.0 (16.2,19.9) 170 000
Methamphetamine 4.0 (1.0,13.6) 1000 2.4 (0.8,7.0) 1000 0.7 (0.4,1.3) 7000
Alcohol 44.5 (29.9,60.1) 11 000 62.5 (52.2,71.8) 22 000 48.3 (45.8,50.9) 458 000
Marijuana 8.0 (3.3,18.1) 2000 21.4 (12.8,33.6) 8000 9.4 (7.8,11.4) 89 000
Cocaine C.S. C.S. 2.2 (0.7,7.2) 1000 1.0 (0.7,1.6) 10 000
Opioids C.S. C.S. 6.5 (2.9,14.0) 2000 1.0 (0.6,1.6) 9000
Pain Relievers C.S. C.S. 6.5 (2.9,14.0) 2000 1.0 (0.6,1.5) 9000
Tranquilizers C.S. C.S. 2.5 (0.6,9.5) 1000 0.4 (0.2,0.8) 4000
Stimulants C.S. C.S. 2.4 (0.8,7.1) 1000 0.4 (0.2,0.7) 3000

a Source: Hawai‘i Behavioral Health Dashboard: National Survey on Drug Use and Health Substance Use Dashboard. University of Hawai‘i at Mānoa, Pacific Health Analytics 
Collaborative. Accessed June 28, 2021. https://www.hawaii.edu/aging/hbhd/index.html.22 This dashboard is now defunct; however, the data can be replicated at Substance 
Abuse and Mental Health Services Administration (SAMHSA)’s restricted online data analysis system (https://rdas.samhsa.gov/#/survey/NSDUH-2015-2018-RD04YR).
Notes: (C.S. = cell suppressions due to low cell counts)

Table 2. Proportion of Substance Use among Lesbian, Gay, Bisexual, and Heterosexual Public High School Students in Hawai‘i in 2019a

Lesbian/Gay Bisexual Heterosexual

% (95%CI) # of respondents 
for survey item % (95%CI) # of respondents 

for survey item % (95%CI) # of respondents 
for survey item

Alcohol – Current Use 24.2 (14.6,37.5) 131 31.3 (24.4,38.8) 382 19.7 (17.5,22.1) 4441
Alcohol – Current Binge 
Drinking 11.0 (7.2,16.5) 140 16.2 (10.6,23.8) 404 10.3 (8.7,12.1) 4609

Marijuana – Current Use 14.9 (9.6,22.4) 147 21.4 (14.1,31.2) 416 16.9 (15.0,19.1) 4658
Cigarettes-Combustible
– Current Use 8.7 (3.7,19.0) 153 9.9 (4.8,19.4) 424 4.1 (3.0,5.7) 4794

Cigarettes-Electronic 
– Current Use 23.8 (15.6,34.5) 135 34.2 (27.0,42.3) 402 31.2 (28.2,34.3) 4512

Cigarettes- Combustible 
Daily Use 2.3 (0.8,6.7) 153 0.8 (0.1,5.0) 424 0.5 (0.3,0.9) 4794

Cigarettes - Electronic 
Daily Use 13.2 (7.2,23.0) 135 5.8 (2.6,12.5) 402 8.0 (6.8,9.3) 4512

a Source: Centers for Disease Control and Prevention (CDC). 1991-2019 High School Youth Risk Behavior Survey Data. Accessed June 28, 2021. https://nccd.cdc.gov/youthonline/

NSDUH data indicates transgender and gender non-conforming 
individuals aged 12 and older in Hawai‘i are more likely than 
their cisgender counterparts to have a probable substance use 
disorder.22 The 2019-2020 Hawai‘i Student Alcohol, Tobacco, 
and Other Drug Use Survey (Table 3) found that transgender 
and other gender minority students were more likely to have a 
probable substance use disorder than cisgender boy or cisgender 
girl students.24 
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Table 3. Probable Substance Use Disorder (SUD) by Gender based 
on Self-Administered CRAFFT25 Screenera

No
(Score 0-3)

Yes
(Score 4+)

Genderb % (95% CI) Weighted 
Count % (95% CI) Weighted 

Count

Cisgender Girl 86.9 (85.8, 
88.0) 3116 13.1 (12.0, 

14.2) 471

Cisgender Boy 91.2 (90.4, 
92.0) 3902 8.8 (8.0, 

9.6) 377

Transgender and Other 
Gender Minority 

75.6 (69.3, 
81.9) 133 24.4 (18.1, 

30.7) 43
a CRAFFT (Car, Relax, Alone, Forget, Friends, Trouble) substance use screening tool24,25

b Gender was defined using the question asking students their current gender; other than 
female (Cisgender Girl) or male (Cisgender Boy), all other or transgender (self-reported 
or if current gender differed from sex assigned at birth) responses were combined into 
the category of Transgender and Other Gender Minority.

Risk and Protective Factors

The social-ecological model of health is a tiered framework that 
approaches health risk from a holistic approach.26 It theorizes 
that an individual’s health conditions are the result of many 
factors including individual, interpersonal, communal, and 
societal levels of impact. This conceptual framework is useful 
for understanding and mapping the various risk and protective 
factors that affect a person’s health and can then be applied 
to tailor health interventions at various levels of the social-
ecological model. 

Individual level. The individual level of the social-ecological 
model considers how a person’s biological conditions and in-
ternalized beliefs affect behavior. SGM individuals have unique 
stressors that can influence their health behaviors. Internalized 
cis/hetero normativity and trans/homo negativity are the inter-
nalized beliefs that heterosexual and cisgender identities are 
of the norm and that deviations from the norm are wrong or 
immoral. These negative internalized beliefs have been found to 
be associated with a variety of mental health concerns, includ-
ing substance use related issues.27-31 In addition to internalized 
stigma, identity uncertainty has been associated with elevated 
substance use in many SGM identity groups.32,33

SGM individuals are more likely to have multiple mental health 
diagnoses including depression and anxiety, both of which 
increase the likelihood of substance use.30,34 Furthermore, the 
role that mental health (specifically trauma35) plays in seeking 
and maintaining care is still under contention. An individual’s 
traumatic experiences and their mental health can affect their 
likelihood of using and becoming dependent upon substances.34

Interpersonal level. The interpersonal level of the social-eco-
logical model consists of the close relationships that a person 
has with others and how those relationships impact behavior. 
SGM individuals are at elevated risk for family rejection after 

disclosing their sexual or gender identity.31 SGM people are also 
more likely to experience peer- and family-related victimization 
and adverse childhood experiences than non-SGM people.32,36-39 
Rejection, victimization, and concealment of identity have been 
associated with elevated rates of substance use and dependence 
in SGM populations.37,40-43 Beyond risk factors, researchers 
have found that a perceived connectedness to parents was a 
protective factor linked to lower rates of substance use.40,41,44

Communal level. The communal level of the social-ecological 
model relates to stressors that are present in the community or 
at institutions and organizations, such as government, school, 
and work. Institutional policies that prevent harassment and 
bullying are associated with lower risk for substance use in 
SGM individuals who benefit from such policies.12,40,41,44,45 
Additionally, healthcare protections for SGM individuals like 
changes to gender inclusive language and facilities are both 
associated with better outcomes for SGM patients and the 
likelihood for care retention.46

Societal level. The societal level of the social-ecological model 
explores health, occupational, educational, economic, and social 
policies; social and political climate; and social and cultural 
norms. For example, discriminatory SGM policies and feelings 
of “living in a predominantly hetero world” were found to be 
related to increased substance use.47 Conversely, SGM youth 
were less likely to binge drink in states that adopted progressive 
SGM-related policies.48 In school settings, school-based supports 
were found to be related to fewer experiences of victimization 
and better academic outcomes.

Minority stress model: multi-level impact. The minority stress 
model posits that minority individuals experience discrimination, 
stigma, and prejudice (on every level of the social-ecological 
model), and that there are unique stressors that can affect SGM 
people.49-51 SGM individuals may experience both non-SGM 
related (eg, race) and SGM-related stigma,52,53 which may lead 
to mental health problems and maladaptive coping strategies 
including substance use.32,52-56 Importantly, this model also high-
lights SGM-specific factors (eg, community support, identity 
pride) that promote resiliency and mitigate the effects of minor-
ity stress. The minority stress model is a predominantly used 
model and provides a starting point to identify resiliency factors 
to promote, stressors to prevent, and treat resulting distress. 

Systems of Care

To discuss systems of substance use disorder (SUD) care, 
Rhode Island’s cascade of care provides a helpful theoretical 
cyclical framework that breaks SUD treatment into 5 different 
stages.57 The first stage of care focuses on people who are at 
risk for substance use disorders or dependence, also known 
as “secondary prevention.” Preventative care and screening 
are key intervention strategies at this stage. The second stage 
is for people who have been diagnosed with SUDs; treatment 
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options should shift to a focus on information and encourage-
ment to seek help. The third stage is initiation of care, in which 
people are entering treatment for SUD. The focus of this stage 
is to have people feel comfortable with treatment options and 
guide them to the next stage of the system of care. The fourth 
stage of care is retention, aimed at people who have stayed 
with their treatment plan and are on track for the fifth stage of 
care, recovery. At any stage of care, people may fall back to an 
earlier stage or out of the cycle of care system.

While current literature notes the effectiveness of affirming 
sexually diverse, transgender and gender non-conforming 
identities, the existing literature does not specifically explore 
substance use interventions in SGM communities.58,59 The main 
findings in academic literature are the need for more grounded 
SGM-affirming care techniques and preventative measures 
that can be customized for individual SUD treatment plans.60,61 
SGM-specific SUD treatments should be able to work additively 
with culturally sensitive interventions for individuals’ varying 
intersecting identities. Interventions for intersecting cultural 
identities include those for people who are Asian American or 
Pacific Islander,58 Native Hawaiian,62,63 living with a disability,64 
military veterans,65 and others.

In Hawai‘i, there are notable insufficiencies in the SUD be-
havioral health workforce, especially for the SGM population. 
Among over 3500 mental health practitioners holding a license in 
mental health counseling, marriage and family therapy, clinical 
social work,66 or psychology in the State of Hawai‘i in 2020,67 
no data were collected on the number of the specialists that 
directly provide substance use services for SGM individuals. 
Separately, certified substance abuse counselors (CSACs) and 
certified drug prevention specialists are regulated by ADAD, 
but SGM training is not required for either occupational cer-
tification. Information on the number of registered CSACs in 
the State of Hawaii is not readily available to the public or 
by request to the Department of Health (DOH). Data sharing 
between the Professional and Vocational Licensing Office and 
ADAD’s Professional Certification Office is needed to quantify 
the substance use treatment providing workforce.

Interventions

SGM General Health Guidance

Guidelines for developing health and well-being interventions 
with SGM communities recommend multi-level components 
that reflect the unique and diverse experiences of SGM com-
munities. The Substance Abuse and Mental Health Services 
Administration (SAMHSA) provides one such framework for 
developing SGM interventions and supporting SGM individuals 
in general programs.68 At the individual level, assessing provider 
knowledge, attitudes, and beliefs around SGM individuals is a 
starting point for professional development that supports these 
communities. At the interpersonal level, providers should use 

correct pronouns, never assume an identity (gender or sexual 
orientation), and provide empathetic, supportive care. At the 
organizational level, it is critical to provide an outwardly wel-
coming environment for the SGM community, which includes: 
having options for choosing pronouns on intake forms; includ-
ing a broad range of options for gender and sexual orientation 
on documentation (including an option for “other identity not 
listed”); having inclusive representation in the waiting area and 
health promotion materials; displaying signs like the rainbow flag 
or pink triangle that indicate a safe space for SGM individuals; 
and having organizational policies and procedures that protect 
and promote SGM communities. Community-level compo-
nents include: having a way for SGM individuals to share their 
voices (and subsequently impact programs); ensuring inclusive 
programming, where appropriate, with family and non-family 
support; and helping SGM individuals access additional sup-
port as requested.68 Societal-level components include state and 
national policies that support access and appropriate healthcare 
for SGM communities.

SGM SUD Interventions in the Literature

Much of the research on SGM substance use behaviors focuses 
on risk and protective factors, as well as mental and physical 
health outcomes related to substance use.1,2,38 A broad literature 
review was conducted between March 2020 and June 2020 us-
ing APA PsychNet, EBSCO Host, and PubMed finding a total 
of 8459 articles related to substance use risk and protective 
factors. After duplicate articles were removed and limited to 
those that took place within the United States between March 
2015 and March 2020, there were 343 articles that focused on 
SGM individuals. From the subset of 343 articles, 87 were as-
sessed as relevant including promising peer-reviewed studies 
of substance use interventions. Of those that used quantitative 
evaluation methods, 10 were subsequently selected to illustrate 
interventions for SGM individuals that had published datasets 
(Table 4). Due to insufficient research data on other SGM sub-
populations, interventions in Table 4 focus on behavior change 
among gay and bisexual men. Major gaps in the literature around 
substance use interventions for SGM populations include: re-
search for some sub-groups of SGM (eg, lesbian and bisexual 
women; transgender and gender non-conforming people); and 
Hawai‘i-/culture-based interventions for SGM communities. In 
the context of the Rhode Island cascade of care reference above, 
interventions that specifically target SGM individuals are also 
needed at levels 1, 2, and 5 of the systems of care (prevention, 
education post-diagnosis, and recovery). 

Regarding substance use interventions, research shows that 
having specific programmatic components for SGM commu-
nities is more effective than traditional models for the general 
population.62 Promising studies including specific components 
for the SGM community include recovery housing options, 
individual and group therapy, and preventive measures in 
drinking venues such as offering non-alcoholic options at gay 
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bars.74,76,81,82 See Table 4 for more details on study populations 
and outcomes. The common theme among the active interven-
tions was the provision of comprehensive programming focused 
on recovery, reintegration, and motivational changes, with a 
focus on the unique experience of those in SGM communities. 
Recovery housing programs showed significant reductions in 
substance use-related behaviors among participants who had 
various SUDs, with a 35% completion rate; this was also the 
most intensive program because linkage to care and employ-
ment opportunities were provided.82 Other effective models 
focused on behavior changes and multiple therapy models.70 
For example, the Project Pride program, used group sessions 
to address causal factors that influence negative coping mecha-
nisms, and showed a moderate decrease in marijuana, cocaine, 
and amphetamine use.76 Patients who participated in cognitive 
behavioral therapy combined with motivational interviewing 
also demonstrated significant reductions in methamphetamine 
use at a 3-month follow-up. These were accomplished through 
a robust program that included one-on-one interventions and 
educational programs.74

SUD Interventions in Hawai‘i

One major gap in the literature review is the lack of studies of 
Hawai‘i-specific SGM substance use programs. Informal feed-
back from local service providers and SGM clients throughout 
the state were obtained by the DOH SGM Workgroup, through 
an online, anonymous survey, direct email conversations, and 
scheduled group meetings with self-selected stakeholders. The 
authors organized the feedback verbatim into themes (see Table 
5). According to the respondents, while there are many programs 
which implement SAMHSA recommendations and serve the 
SGM community, they are insufficient to address current needs 
statewide, especially for Neighbor Islands. These include, but are 
not limited to, health care facilities like the Hawai‘i Health and 
Harm Reduction Center, Waikiki Health, Lavender Clinic, and 
Transcend Maui as well as substance use-specific organizations, 
such as Over the Rainbow Alcoholics/Narcotics Anonymous and 
Big Island Substance Abuse Center. For example, in 2020, the 
Hawai‘i Health and Harm Reduction Center received more than 
200 referrals for cases of substance use disorder and had a total 

Table 4. Description and Impact of Selected Substance Use Interventions for Gay and Bisexual SGM People
Intervention Description Impact Source

Outpatient Counseling 
Focus: gay, bisexual men

12-month outpatient individual and group 
counseling program

Inconsistent reduction in methamphet-
amine and/or crack/cocaine use

Ezard et al 201569

Psychosocial Interventions
Focus: gay, bisexual man

LGBTI-specific alcohol and other drug 
treatment, including structured intake 
interview, standard clinical assessment, 
psychosocial interventions (up to 12 
sessions) with a focus on harm reduction 
principles. 

Reduction in methamphetamine use and 
dependence; Improvement in psychoso-
cial functioning scores

Lea et al, 201770

Esteem Program
Focus: young gay, bisexual men

Cognitive Behavioral Therapy (CBT) 
targeting minority stress

Some reduction in alcohol intake and 
depressive symptoms, anxiety; no im-
provements in suicidality

Pachankis et al 202071; Feinstein et al 
201972; Pachankis et al.201573 

CBT + Motivational Interviewing
Focus: men who have sex with men and 
are HIV-positive

Motivational Interviewing and Cognitive 
Behavioral Therapy sessions with supple-
mental education sessions

Significant reduction in methamphetamine 
use at the 3-month follow up, with subse-
quent reductions not being significant (at 
6, 9, and 12 months)

Parsons et al 201874

Recovery Housing
Focus: men who have sex with men

Provides housing for, regular coaching, 
and access to treatment services via 
linkage to an intensive outpatient program; 
requires regular urine testing

Reduction in recent substance use, 
post-completion; significant reduction in 
dysfunctional coping; 35% completion rate

Mericle et al 201875

Project Pride
Focus: gay, bisexual men

Small group session interventions aimed at 
reducing negative mental and behavioral 
health from minority stress

Large increase in self-esteem; small 
decreases in loneliness and alcohol 
frequency; moderate decreases in mari-
juana frequency, cocaine frequency, and 
amphetamine frequency

Smith et al 201776

Contingency Management
Focus: lesbian, gay, bisexual people; 
men who have sex with men and are 
HIV-positive

Contingency management (voucher/
payments for achieving sobriety or other 
benchmarks) combined with/without in-
tensive outpatient program (eg, ARTEMIS 
positive reinforcement)

No significant reduction in substance use in 
one study; Some positive effect and reduc-
tion in methamphetamine use in others

Zajac et al 202077; Allara et al 201978; 
Carrico et al 201879

Project Impact
Focus: men who have sex with men

Behavioral activation (BA) and sexual 
risk reduction (SRR) intervention models

No significant reduction in methamphet-
amine use

Mimiaga et al 201980

PACE Bar Study
Focus: patrons of gay bars

Providing free water at gay bars Significantly more bar patrons in the 
intervention group remained within the 
alcohol legal limit when leaving 

Charlebois et al, 201781

Peer-reviewed articles published between March 2015 and March 2020 on potentially replicable substance abuse/dependence interventions in the US, which used quantitative 
evaluation methods and focused on SGM individuals, were included in this table.
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16 providers on staff who were trained to provide services for 
SGM populations. Although there are providers for SGM care 
services, their caseload may vary at any given time; caseload 
varies as a dimension of factors such as complexity of cases 
assigned, if a collaborative care model is used, involvement 
in patient-facing care vs intake and charting, etc. There is no 
quantified optimal number of caseloads available as it varies by 
agency demands, however, an adequate SGM serving workforce 
is required to balance the demands of administrators in service 
metrics and the medical effectiveness of treatment. Although 
an increase in telehealth capacity may address barriers such 
as waiting lists or transportation, no data or feedback from 
stakeholders was available at the time of writing.

Observations and Recommendations

Table 6 lists observations, recommendations, and opportuni-
ties for ADAD and its partners to improve the SUD system of 
care for SGM communities in Hawai‘i based on data findings, 
literature scan, and stakeholder feedback above. These recom-
mendations were shared with the DOH SGM Workgroup for 
feedback through an online presentation to self-selected work-
group members. Below is a brief summary of recommendations 
for such improvements.

Service Delivery: Increase Prevention and Treatment 
Access and Integration

Although SGM-specific interventions can improve substance 
use treatment outcomes, limited resources and programs exist 
in Hawai‘i to address the specific needs of local SGM com-

Table 5. Stakeholder-Identified Gaps in Substance Use Resources for SGM People in Hawai‘i
Gaps in Service Stakeholder Comments

Gender-Affirming Resources “Po‘ailani is the only treatment facility that I know of that will house TG [transgender] patients with the appropriate gender.” 
“I do not know of any Transgender specific inpatient care options at this point. I would like to see spiritual resources that are competent 
to support this population also.”
“Often patients are not accepted for residential SUD treatment as the “gender issue” becomes “insurmountable” and they are denied an 
opportunity to have this level of intervention.”
“Transgender specific meetings. Elder services for seniors unable to get around”

SGM-Affirming Resources “As a lesbian who is in recovery, there’s not a ton of resources/providers identified as being LGBTQ friendly...I went out of State for IP 
[inpatient] treatment for that reason.”
“LGBT in-patient detox/rehab, more variety in groups (i.e. not only 12 step/ non-secular), [LGBT] culturally sensitive family support, a clear 
list of [LGBT] mental health counselors and physicians”
“There are no SGM “clean and sober” or recovery homes, no residential treatment (although Hina Mauka and Salvation Army allow trans 
folks to identify which side to stay in) and there are no IOP (intensive outpatient) that is specific to SGM”
“LGBTQ specific treatments centers and Intensive outpatient programs”

Workforce Development “I see [doctor’s name] and he’s going to retire soon. He’s been a great ally but supportive addiction specialty psychiatrists are few and 
far between in the state.”
“I wish there was more training on how to understand the mindset of substance abuse. As a transgender individual who has not turned 
to illicit drugs and has had perhaps a mild alcohol addiction at most to which was able to reframe from addictive behavior for 10years.”

Data Collection and Utilization “Data collected on SGM demographics on intake forms, SGM specific services for youth”
Organizational Capacity-Building “SGM training/certification for substance misuse/prevention organizations treating all youth”
Neighbor-Island Resources “Specific individual therapists in [K]ona and [H]ilo to refer SGM folks to”

Informal feedback from local service providers and SGM clients throughout the state were obtained by the Hawai‘i Department of Health’s SGM Workgroup through an online, 
anonymous survey, direct email conversations, and scheduled group meetings with self-selected stakeholders. The authors organized the feedback verbatim into themes. Written 
comments from stakeholders are presented verbatim with permission. Changes made for grammar or clarity are indicated by brackets.

munities. Therefore, ADAD should spearhead policy changes 
that expand the current substance use prevention and treatment 
infrastructure to include SGM-specific services and resiliency-
building.

Workforce development: recruit community and enhance current 
capacity. To improve service delivery to adequately meet the 
needs of SGM people in Hawai‘i, the substance use prevention 
and treatment workforce must be expanded and appropriately 
trained. Thus, ADAD should focus on the professional devel-
opment of existing providers, the recruitment of SGM people 
into the workforce, and the development of policies to ensure 
worker accountability to quality SGM care (eg, correct use of 
pronouns). 

Nimble financing: allocate funding and resources effectively 
and appropriately. Since service delivery and workforce de-
velopment can be constrained by funding limitations, ADAD 
will need to identify and secure sustainable, adequate financing 
for SGM substance use prevention and treatment. Although 
categorical funds are useful, ADAD should also consider flex-
ible financing streams (eg, unrestricted grants) that can more 
easily meet community needs. 

Data to action: improve data collection, evaluation, and re-
search. An important finding from the literature review is the 
lack of sufficient data to measure the effectiveness of inter-
ventions for SGM communities in Hawai‘i. As such, ADAD 
should develop a plan for intentional integration of SGM data 
collection, analyses, and reporting into existing health and 
social service data systems related to the SUD system of care. 
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Table 6. Observations and Recommendations to Improve the Systems of Care for Substance Prevention and Treatment among SGM 
People in Hawai‘i
Service Delivery: Increase Prevention and Treatment Access and Integration 
●	 Require policy among state-funded agencies providing residential or inpatient treatment to allow self-attestation of gender identity 
●	 Create residential and inpatient treatment opportunities specific for SGM people (eg, housing staffed by and dedicated to serving transgender and/or gender non-conforming
	 people)
●	 Diversify outpatient support programs to include SGM-affirming and SGM-specific options 
●	 Diversify spousal/family support programs to include SGM-affirming and SGM-specific options (eg, Family Acceptance Project https://familyproject.sfsu.edu/)
●	 Provide more programs to build resiliency and support for SGM people in Hawai‘i to prevent initiation of substance use
●	 Create social hubs/areas that consolidate resources and also promote safety and support (eg, gay straight alliances in schools) 
●	 Establish mechanisms to coordinate service delivery between substance use disorder treatment and mental health services 
●	 Streamline intake processes to reduce redundancies and improve timely linkage to services. 
Workforce Development: Recruit Community and Enhance Current Capacity 
●	 Promote hiring of people from SGM communities at all system of care levels (including ADAD and its contracted entities) 
●	 Provide professional development for new and existing substance use treatment providers, allied health professionals, social workers, case managers, administrative
	 intake staff, and other relevant workers to provide competent care for SGM people in Hawai‘i
●	 Mandate annual SGM cultural trainings for relevant workers (eg, Center of Excellence on LGBTQ+ Behavioral Health Equity https://lgbtqequity.org/) 
●	 Integrate workforce development activities for schools, Department of Education, and other youth-oriented programs 
●	 Communicate and enforce protections for SGM staff, clients, and others through clear and actionable policies at all levels
Nimble Financing: Allocate Funding and Resources Effectively and Appropriately 
●	 Develop incentive programs to recruit new and experienced providers for SGM-specific care and treatment 
●	 Fund workforce development through ongoing evidence-led trainings and mentorship opportunities 
●	 Fund SGM-specific treatment options in all island counties for both urban and rural settings
●	 Establish and maintain an SGM Coordinator position within ADAD to solicit community feedback and coordinate systems-level services to improve care and treatment
●	 Fund SGM-specific innovation grants to reflect cultural and community needs and particularities 
●	 Fund SGM-specific health promotion materials and stigma reduction campaigns to promote increased engagement with substance use prevention and treatment
Data to Action: Improve Data Collection, Evaluation, and Research
●	 Conduct needs assessment through focus groups to determine specific needs of SGM communities, which will direct and inform proposed recommendations throughout
	 this chapter 
●	 Integrate sexual orientation, gender identity, and sex assigned at birth as separate demographic fields in Web Infrastructure for Treatment Services (WITS), the shared
	 treatment record portal for ADAD Recommended language can be found at https://www.cdc.gov/hiv/clinicians/transforming-health/health-care-providers/collecting-
	 sexual-orientation.html 
●	 Improve data collection to align electronic health records and similar health-related systems with guidelines from the National Institutes of Health 
	 (https://dpcpsi.nih.gov/sgmro/measurement/questions)
●	 Collect and report qualitative data (eg, photovoice project) on SGM communities to provide better contextual grounding of quantitative data 
●	 Mandate the collection and report of the three metrics above in WITS, or any other reporting system for all contracted ADAD services 
●	 Develop an annual special report on SGM data among ADAD contracted entities to highlight impact of programs, gaps in service, and recommendations 
	 for program improvement 
●	 Expand mandated integration, collection, and reporting of the three metrics above into all non-ADAD entities providing substance use treatment services 
	 (eg, hospitals, FQHCs, MedQuest providers/clinics, insurance payers) through ADAD technical assistance
●	 Develop and implement mechanisms for staff and participant feedback (qualitative and quantitative) on ADAD contracted entities, with intentional inclusivity for SGM people
	 and SGM-specific issues
●	 Develop and implement an internal ADAD workgroup (in partnership with the DOH Sexual and Gender Minority Workgroup) that seeks SGM community input to identify 
	 and implement culturally-based evaluation approaches and practices (eg, the Aloha Framework from Culturally Relevant Evaluation and Assessment in Hawai‘i: 
	 https://www.creahawaii.com/resources). 
Policy at All Levels: Transform Systems and Organizational Processes 
●	 Update workflow to include culturally appropriate assessment for SGM people, including preferred name, pronouns, and other identities (see recommendations on 
	 SGM metrics in Evaluation and Research section) 
●	 Update or implement a mechanism for actionable, safe, and accessible reporting of SGM discrimination in ADAD-contracted entities
●	 Develop and implement ADAD protocol for quickly responding to SGM discrimination reports, including funding or program sanctions
●	 Require inclusive language for SGM people in health practice settings 
●	 Require the collection and reporting of SGM data in health practice and substance use treatment settings 
●	 Support legislation or policy that promotes inclusiveness for SGM people in all settings, such as: Protection of transgender athletes in school teams and coverage 
	 of transgender healthcare services by insurance payers
●	 Establish and fund a State Executive Office to address the needs of sexual and gender minorities (similar to the Hawai‘i State Commission on Status of Women) 
●	 Develop legislation or policy changes to ensure that the above recommendations are mandated and implemented in all substance use treatment settings, 
	 regardless of ADAD funding 

Based on data findings, literature scan, and stakeholder feedback findings, the authors compiled this list of observations, recommendations, and opportunities for ADAD and 
its partners to improve the SUD system of care for SGM communities in Hawai‘i. These recommendations were shared with the DOH SGM Workgroup for feedback through an 
online presentation to self-selected workgroup members.
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Data should include both quantitative and qualitative findings. 
Research findings should seek to expand study populations 
beyond cisgender gay and bisexual men.

Policy at all levels: transform systems and organizational 
processes. Effective and meaningful implementation of the 
recommendations in Table 6 requires policy change at multiple 
levels, from direct service agencies to the health department to 
Hawai‘i statutes. Ultimately, policy and process transformation 
will be an important driver for all other recommendations. 

Conclusion

SGM populations are disproportionately affected by substance 
use disorders, with differential use of specific substances among 
persons based on sexual or gender identity, compared to non-
SGM counterparts. Substance use and misuse among SGM 
people are tied to risk and resiliency factors at all levels of the 
social ecological paradigm. The minority stress theory suggests 
that the collective stressors experienced by those in marginalized 
communities due to their minority status (eg, discrimination, 
micro-aggressions) can lead to coping mechanisms that include 
substance use. An important component of the minority stress 
model to emphasize is resiliency, which highlights the existing 
and developed strengths of SGM individuals that can be lever-
aged to promote quality of life and well-being. 

Despite the disproportionate burden of substance use disorders 
on SGM people in Hawai‘i, very few resources or programs exist 
to ameliorate the impact of substance use on this community. 
Existing resources rarely focus on enhancing strengths evidenced 
by many SGM individuals. Although some models of care could 
be useful for SGM people, community-specific interventions in 
Hawai‘i are scarce, especially for gender non-conforming people 
as well as cisgender lesbian and bisexual women, among others. 
Meaningful changes must address culturally appropriate service 
delivery; workforce recruitment and development; nimble and 
adequate financing; consistent data collection and reporting; 
and systems-level policy updates. To successfully meet the 
needs of SGM people in Hawai‘i, multi-level transformation 
of the substance use prevention and treatment landscape, with 
a particular focus on resiliency-building, is needed.
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