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Although transgender and gender non-conforming (TGNC) 
people represent less than 1% of the population, they ex-
perience disproportionate discrimination, mental health 
concerns, substance use, and violence when compared to 
other groups (James et al., 2016; Valentine & Shipherd, 

2018). According to a national study conducted by the National Center 
for Transgender Equality, TGNC people experience hate and violence at 
epidemic levels (James et al., 2016). The report indicated up to one-third 
of participants had been fired or experienced employment discrimination, 
including verbal, physical, or sexual harassment or assault in the last 12 
months. Survey participants reported an unemployment rate three times 
higher than the general U.S. population, poverty rates were more than 
doubled, and up to one-third had experienced homelessness at some 
point (James et al., 2016). Almost 40% of the more than 27,000 survey 
respondents indicated significant mental distress within the last 30 days; 
the rates of suicide attempts were almost nine times higher than the gen-
eral population (James et al., 2016). These discrimination and mental 
health disparities were disturbingly higher when examined among TGNC 
people of color (James et al., 2016).

Despite these disparities, limited research exists to explain these dif-
ferences in TGNC populations (Connolly & Gilchrist, 2020). Minority 
stress theory is a commonly proposed model for explaining disparities 
among TGNC people, although the theory is predominately supported 
in research among lesbian, gay, and bisexual groups (Hendricks & Testa, 
2012). The theory posits that rates of substance use and mental health 
disorders result from the unique and distinctive experiential stress related 
to chronic and daily discriminatory experiences of sexual and gender mi-
nority individuals (Meyer, 2003). The theory proposes that the sexual or 
gender minority person is exposed to cultural and social experiences that 
increase personal stress and tax coping responses, and that these stressors 
are chronic, unique, and occur above and beyond everyday stressors (Blos-
nich, Farmer, Lee, Silenzio, & Bowen, 2014; Frost, Lehavot, & Meyer, 
2015; Hsieh, & Ruther, 2016; Meyer, 2003). Meyer (2003) states the 
stressful experiences are persistent and also are stigmatizing experiences 
that continue to be entrenched in the social and cultural fabric of the 
wider environment (Blosnich, Farmer, Lee, Silenzio, & Bowen, 2014; 
Frost, Lehavot, & Meyer, 2015; Meyer, 2003). Key constructs support-
ing the minority stress model include internalized stress of social stigma, 
daily discrimination, concealment of minority identity, and anticipation 
of social rejection (Meyer, 2003). Accordingly, coping with minority 
stigma, discrimination, and stress may contribute to substance use risk 
and substance use disorders (SUD). 

Prevalence of Substance Use Disorders
SUD studies focused on TGNC populations have generally been lim-
ited to smaller samples and have utilized various methodologies. This 
insufficiency in research makes it difficult to accurately understand and 
illustrate the prevalence rates of substance use disorders in the TGNC 
population as compared to those in the general population who identify 
as cisgender. Gonzalez et al. (2017) report 90-day substance use at rates 
of up to 40% among a population of TGNC people. Overall, 21.5% of 
participants reported excessive alcohol use, 24.4% reported cannabis use, 
and 11.6% reported illicit drug use (Gonzalez et al., 2017). Within the 
sample group itself, they found transgender women are one and half times 
more likely to use cannabis, and transgender men—when compared to 
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transgender women—consumed excessive alcohol at a higher rate: 22.3% 
versus 20.5%, respectively (Gonzalez et al., 2017). Similarly, in a Cana-
dian study, transgender men reported almost double episodic alcohol use 
compared to transgender women (Scheim, 2016). Another study found 
among a cross-sectional sample of transgender men, self-reported sub-
stance use rates were more than 27% and related to coping with stigma-
tizing experiences within the medical care system (Reisner et al., 2015). 
Lastly, a study with 452 transgender adults found that 10% reported a 
lifetime prevalence rate of SUD treatment (Keuroghlian et al., 2015). 

Critical Issues for Treatment Providers
Qualitative research with TGNC clients indicates that they are less likely 
to feel supported by the therapeutic program and feel less connected to 
their service providers than heterosexual, lesbian, gay, or bisexual clients 
(Senreich, 2011). Transgender clients have also reported ending treat-
ment prematurely due to stigma, shame, misunderstandings, ignorance, 
harassment, and even violence directed towards them by treatment 
professionals and other clients (Lyons et al., 2015). Moreover, a recent 
study indicates an inverse relationship between transphobia and gender 
minority knowledge; in other words, clinicians with less TGNC cultural 
knowledge demonstrated higher rates of transphobia (Powell & Cochran, 
2020). Additionally, the study indicated training for mental health pro-
fessionals around TGNC individuals’ issues helps to decrease personal 
biases that may interfere with treatment decisions (Powell & Cochran, 
2020). These few studies point to the critical need for creating welcoming 
environments and specialized training in engagement skills with TGNC 
individuals who present for SUD treatment. 

First, treatment programs should make every effort to train all staff 
on TGNC-specific issues and terminology, such as the importance of 
pronouns, to refraining from using a client’s “deadname” (Knutson et 
al., 2019), and how to avoid microaggressions. Most larger cities have 
at least one organization that provides “Transgender 101” training to 
organizations and individuals, and many excellent resources for provid-
ing transgender-affirmative care are available online. Finally, treatment 
programs should offer regular and comprehensive psychoeducation to all 
clients regarding sexual health, financial literacy, and other life skills that 
are potentially compromised by chaotic substance use and an intersect-
ing marginalized status within society. 

Creating a Welcoming Environment
Creating a welcoming environment is a significant step toward engaging 
all clients in SUD treatment (Mueser, Noordsy, Drake & Fox, 2015). 
Engaging clients can be a challenge as nearly half of clients with substance 
use disorders miss their second outpatient session (Duncan, Miller & 
Sparks, 2007), and nearly half drop out of residential treatment prema-
turely (Sanders, 2011). A comprehensive review of the literature reveals a 
paucity of research regarding factors that create a welcoming environment 
for TGNC individuals seeking SUD treatment (Gylnn & van den Berg, 
2017). Nevertheless, it is reasonable to surmise that SUD treatment can 
be unpredictable, inconsistent, and traumatic for TGNC individuals. In 
an effort to increase the knowledge base of SUD treatment providers, the 
authors incorporated their real-world practice wisdom and knowledge of 
the literature, and have identified the following areas to create a welcom-
ing and engaging SUD treatment environment for TGNC individuals:
• Diversification of Staff - A research study of a San Francisco-based 

residential SUD treatment facility found that hiring TGNC individuals 
and conducting staff training played a key role in the program achiev-
ing an 81% nine-month retention rate for TGNC clients. The research 
also found that linkage to support groups, housing, and landlords 
who were friendly toward TGNC individuals also contributed to the 
program’s success (Oggins & Eichenbaum, 2002).

• Provision of Staff Training - In a qualitative study of TGNC in-
dividuals’ experiences in substance use disorder treatment, clients 
who reported that they felt stigmatized, experienced transphobia, or 
experienced violence perpetration in treatment were more likely to 
leave treatment prematurely. Clients who felt included and respected 
in treatment reported more positive outcomes (Lyons et al., 2005). 
Thus, training should provide information about creating a wel-
coming environment, identifying the specific needs of TGNC indi-
viduals seeking SUD treatment, cultural humility, staff transphobia, 
homophobia, examining personal bias, creating a trauma-informed 
system of care, and stigma reduction. Training should also include 
the intersectionality of multiple marginalized identities and an under-
standing that not all TGNC individuals have the same experiences. It 
is imperative that non-clinical staff should participate in the training. 
TGNC clients entering treatment will likely interface first with non-
clinical staff prior to admission. 

• Examination of the Organization’s Decor, Audiovisual Elements, 
and Programmatic Reading Materials - Examine all media utilized 
by the facility, including wall posters and brochures. Ensure materials 
include pictures of diverse persons. Incorporate and utilize TGNC 
symbols (e.g., pink and blue flag). Ensure there are recovery stories 
in assigned readings or audiovisual materials that describe TGNC in-
dividuals’ experiences or tell TGNC individuals’ stories in recovery. 

• Medical Paperwork - Ensure that the organization’s paperwork in-
cludes preferred name, legal name, preferred pronouns, and options for 
transgender and non-conforming for marking gender demographics.

• Provision of Gender-Neutral Bathrooms - The use of unisex, single-
stall, or gender-neutral bathrooms provides choice and safety.

• Respect of TGNC Individual’s Right to Disclose at Their Own 
Pace - Beginning with the initial intake experience and throughout 
SUD treatment, TGNC individuals have the right to discuss their 
identity and sexual orientation at their own pace. The individual is in 
charge of all disclosures. Never force a disclosure or ask someone to 
conceal their gender identity or sexual orientation. 

• Careful Listening and Mindfulness of Language - It is often help-
ful to use the words that clients use to describe themselves instead of 
imposing predetermined terminology. Ensure that staff understands 
the importance of explaining why they might be asking sensitive ques-
tions; furthermore, staff should be trained not to ask sensitive ques-
tions such as “have you had surgery” or ask about gendered body 
parts unless it is absolutely pertinent to treatment. 

• Sharing of Pronouns - Unprompted sharing of pronouns by staff 
and clinicians early in the therapeutic relationship can help create 
emotional safety and comfort.

• Visible Anti-discrimination Statement - The statement should ad-
dress inclusivity regarding race, ethnicity, disabilities, gender identity, 
and sexual orientation.
Creating a welcoming environment for TGNC individuals seeking SUD 

treatment can go a long way to decrease stigma, increase engagement, 
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and yield successful treatment outcomes. By no means are these recom-
mendations exhaustive. Listen to and believe what TGNC clients say 
they want. While many practitioners may strive for cultural competence 
to understand TGNC culture, cultural humility should be a consistent 
goal. Cultural competence suggests an endpoint. The attainment of dis-
crete knowledge indicates competency; however, cultural humility sug-
gests that complete knowledge is unattainable, but there is a willingness 
to be open and continue learning. 

More thoughtful ongoing work involves organizations asking sev-
eral essential questions: Are TGNC staff hired at all organization levels, 
including leadership and the Board of Directors? Does the organization 
retain and promote TGNC staff? Is the organization a trauma-informed 
system of care? Do policies and procedures reflect the inclusivity of clients 
who are TGNC? Does the program enjoy the trust of TGNC commu-
nities? When these questions are answered with “yes,” the organization 
will likely improve its ability to successfully and respectfully serve TGNC 
individuals with substance use disorders.
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