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Abstract

Group work has been a staple of substance abuse treatment for many decades. This article overviews how several different types of therapeutic groups are helpful treatment modalities for lesbian, gay, bisexual, transgendered, and queer clients (LGBTQ) who struggle with substance abuse disorders. This article discusses particular issues facing the LGBTQ community regarding substance abuse and addresses how several different types of groups can benefit this population. Additionally, suggestions and resources for counselors working with this population are offered. 
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Groups for LGBTQ Clients with Substance Use Disorders: 

Considerations for Counselors 
Substance use disorders are prevalent across all populations. The toll of suffering and death that these disorders cause is immense. An investigation of the prevalence of alcohol and illicit drug abuse and dependence in the United States found that 20.6 million Americans above the age of 12 (8.0% of the population) met DSM-5 diagnostic criteria for alcohol use disorders. Furthermore, 2.6 million Americans were addicted to both alcohol and illicit drugs, while 3.9 million American were addicted to illicit drugs only. Young people aged 18-24 had the highest rate for alcohol use disorders at 18.6% (U.S. Department of Health and Human Services, 2011). 

However, within the lesbian, gay, bisexual, transgender, and queer (LGBTQ) community, the rates of substance use disorders are found to be higher than in the heterosexual community (Green & Feinstein, 2012). Many variations exists within the LGBTQ community regarding substance use including: a) age and gender (primarily female) fail to serve as protective factors in reducing substance abuse within the community; b) alcohol was shown to be more prevalent within the lesbian and bisexual women community, and illicit drug use was more prevalent within the gay and bisexual men community; c) people who identified as bisexual had increased risk for substance use disorders; and d) individuals reported affiliation with gay culture, level of outness, and HIV status was correlated with increased level of substance use disorders (Green & Feinstein, 2012). 
While rates of substance use disorders are higher in the LGBTQ population, treatment providers may still be missing opportunities to thoroughly treat this population. Current literature highlights particular difficulties that this population faces when seeking traditional substance abuse treatment especially with regard to the significant barriers to obtaining treatment. These include the availability of addiction treatment facilities and the limited training that counselors have in treating LGBTQ clients with substance use disorders.
In this article, therapeutic groups will be discussed as effective methods of treatment for LGBTQ persons struggling with substance use disorders. Specific concerns regarding substance abuse as well as barriers to traditional treatment for the LGBTQ population will be reviewed. Additionally, support for using mutual support groups, or self help groups, as a primary treatment option or in conjunction with traditional substance abuse counseling will be discussed. Finally, suggestions for counseling treatment are provided. 

The Role Of Minority Stress and Internalized Heterosexism
Over time, studies have shown that LGBTQ persons are more at risk for developing dependency and addiction to alcohol and drugs (Green & Feinstein, 2012). Also, LGBTQ individuals seeking mental health treatment demonstrated greater substance use severity, more psychosocial stressors, and increased use of mental health services when compared to their heterosexual counterparts (Cochran & Cauce, 2006). Researchers have suggested that the inflation of substance use disorders and mental health concerns can be traced back to the impact of minority stress (Meyers, 2003). Minority stress is different from other forms of stress because it appears in individuals who belong to stigmatized and marginalized communities. With regard to the LGBTQ community, minority stress consists of internalized negative societal attitudes or internalized heterosexism as well as stressors related to discrimination and violence from the dominant culture (Meyers, 2003). 

One form of minority stress includes internalized homophobia, defined as the internalization of society’s negative attitudes and assumptions about same-gender sexual orientation by people who are lesbian, gay, or bisexual (Dew & Chaney, 2005). For persons who are transgender, the term transphobia is defined within the Association for Lesbian, Gay, Bisexual, and Transgender Issues in Counseling (ALGBTIC) Competencies for Counseling with Transgender Clients as “an irrational fear and hatred of all those individuals who transgress, violate or blur the dominant gender categories in a given society” (ALGBTIC, 2009, p.4). Thus, internalized transphobia can create similar issues of self-hatred regarding societal constructions and may lead to negative self-perceptions. 

In other words, lesbian, gay, bisexual, and transgender individuals who were raised in a predominantly heterosexual and cisgender community may receive messages from the dominant culture that one’s orientation or gender expression is unacceptable or wrong. These messages may create denial or self-loathing within gay, lesbian, bisexual, and transgender individuals, which may, in turn, lead to increased drinking or drug use in response to the stress (Brubaker, Garrett, & Dew, 2009). Self-medication behaviors may develop and individuals can become reliant on alcohol or drugs to self-soothe or cope with a restricting or threatening environment. Several studies have found significant links between internalized heterosexism and higher rates of chemical dependency (Brubaker et al., 2009). 

Other significant risk factors identified for the LGBTQ community include hate crimes, discrimination, and continual microaggressions from family, peers, and society (Meyers, 2003). These stressors can create anxiety, tension, and social alienation, possibly influencing gay, lesbian, or bisexual individuals to turn to alcohol or other drugs as coping or self-medicating strategies. The prevalence of discrimination in the LGBTQ community is alarmingly high with over 30% of lesbian and gay individuals reporting being targets of anti-gay harassment, 11% reporting being targets of anti-gay discrimination, and 5% reporting being victims of anti-gay violence (Huebner, Rebchook, & Kegeles, 2004). Nadal, Wong, Issa, Meterko, Leon, and Wideman (2011) reported that in the years between 2007 and 2010 the number of hate crimes directed at the LGBTQ community rose while reports of racial and religious hate crimes remained the same. These large numbers may be linked to the presence of overt discrimination in society towards LGBTQ individuals. 
While these overt discrimination patterns are harmful, more covert microagressions aimed at LGBTQ individuals have the same negative consequences as overt discrimination (Nadal et al, 2011). Common microagressions include: a) the use of heterosexist language and slurs intended to put down lesbian, gay, and bisexual persons; b) the assumption that all lesbian, gay, and bisexual individuals believe in the same things or behave in the same manner; and c) communication of disrespect and discomfort toward lesbian, gay, or bisexual individuals engaging in intimacy with partners (e.g., a lesbian couple holding hands in public get disapproving eye contact from strangers or friends). Recipients of microagressions reported feelings of discomfort, anger, shame, and a feeling of being unsafe in their environments (Nadal et al, 2011). The most common sources of these microagressions came from family members, society, culture, the media, religious organizations, governing bodies, schools, and other members of the LBGTQ community.  

Due to the prevalence of discrimination towards the LGBTQ community, many individuals find safety and comfort in socializing with other LGBTQ persons at “gay” or alternative bars. This bar scene, directed at providing a safe place to socialize, can provide a space away from the stigma faced from the outside community and access to feelings of acceptance. However, continued socialization at bars can lead to alcohol abuse and experimentation with other substances (Cheng, 2003). A survey of attendees at gay bars found that over half of respondents reported using alcohol and other substances. Over one third of respondents reported using cocaine, crystal meth, and marijuana (Mattison, Ross, Wolfson, & Franklin, 2001). Therefore, it is important to note that while gay bars can provide an alternative to a traditional, potential heterosexist bar scene, they run the risk of promoting negative and unhealthy drinking and drug use.
Barriers To Treatment Seeking And Engagement of LGBTQ Persons With Addiction
In addition to many risk factors that influence a LGBTQ person’s propensity to develop alcohol or drug dependency or addiction, barriers exist that have the potential to impact available and effective treatment options. One compounding issue in the LGBTQ community regarding seeking treatment for addiction is the fear of discrimination and prejudice from health care professionals, law enforcement, and others in the helping community. This fear of discrimination often inhibits the accessibility of health care and treatment options. Literature has shown that society-at-large, including health and helping professionals, is still permeated with unaccepting and stigmatizing attitudes toward the LGBTQ community (Kerby, Wilson, Nicholson, & White, 2005; Lombardi, 2007). In fact, LGBTQ persons may avoid established treatment facilities and programs due to the “historical maltreatment” by the mental health system (Cochran, Peavy, & Santa, 2007c, p. 63). 
Additionally, systems and environments in which counselors and other mental health professionals work are inherently and traditionally heterosexist. This type of environment could impact the affirmative attitudes and behaviors that counselors need to have when treating gay, lesbian, bisexual, and transgendered clients (Matthews, Selvidge, & Fisher, 2005). Research has also indicated that heterosexual substance abuse counselors endorsed negative, implicate biases toward gay and lesbian individuals (Cochran, Peavy, & Cauce, 2007a).  Furthermore, “both male and female gay/bisexual substance abuse clients have reported feeling less connected, less therapeutically supported, and less satisfied with treatment then heterosexual counterparts” (Senreich, 2010, p. 161). These findings indicate that the stifling feelings of treatment professionals toward the LGBTQ community, microaggressions, lack of affirming attitudes, the heterosexist environment of treatment facilities, and the avoidance of addressing sexuality could be reasons why LGBTQ-specific addictions mutual support groups may be successful.

Another significant barrier is the lack of specialized services for LGBTQ clients with substance abuse concerns. Research indicates that only 11.1% of surveyed treatment facilities offered specialized services for LGBTQ clients. (Cochran, Peavy, & Robohm, 2007b). In sum, understanding the culture-specific factors that are inherent in LGBTQ substance abuse and the barriers to seeking traditional treatment, the counseling field has some pertinent work to do to address this service gap.  Mental health professionals must begin to understand the intersection between sexual orientation, gender concerns, and addiction in order to fully support LGBTQ clients in substance abuse treatment (Matthews et al., 2005). If LGBTQ clients are not able to discuss their sexuality and social lives as part of substance abuse treatment, it may significantly impact their ability to become and stay clean and sober.
Intensive Outpatient Programs
The use of traditional treatment groups for substance use disorders, such as intensive outpatient programs (IOP), remains popular among substance abuse facilities (Timko, Sempel, & Moos, 2003). Although IOP services have been shown to be generally effective for clients with substance use disorders, research indicates that LGBTQ individuals who were treated in an IOP programs with heterosexual members showed considerably less improvement than their heterosexual counterparts (Senreich, 2009). Self-report data showed that 52% of gay men reported abstinence at the end of inpatient substance abuse treatment compared to 75% of heterosexual men (Senreich, 2009). However, results showed little difference between lesbian woman and heterosexual women in abstinence post-treatment, and no report was given on bisexual men and women. Additionally, LGBTQ clients had poorer retention rates and were less involved in mutual support organizations like AA during their IOP services (Senreich, 2009). 
In response to the decreased efficacy of traditional treatment modalities with sexual and gender minority clients, LGBTQ-focused drug and alcohol agencies emerged (e.g., The Pride Institute). The Pride Institute, formed in 1986, has been a provider of residential, intensive outpatient, and mental health counseling for LGBTQ individuals in five different states (Rowan, 2005). These facilities hire many LGBTQ staff members who have insight and experience overcoming the challenges faced by their clients. The Pride Institute and other LGBTQ-inclusive treatment facilities place the development of a healthy sexual identity as a major treatment objective. The Pride Institute uses a 4-factor model in treating clients with addiction including: a) level of involvement with Alcoholics Anonymous; b) severity of drug and alcohol use; c) strength of relationship with a higher power; and d) attitudes about sexual orientation.  
Research has shown that the participants reported greater AA affiliation after treatment and had better attitudes regarding personal sexual orientation (Rowan, 2005). This positive increase in attitudes allows members to progress further in their sexual identity development and become more self-accepting which, in turn, can counteract internalized heterosexism experienced by LGBTQ clients (Rowan, 2005). The increased level of AA involvement is encouraging because after treatment, many LGBTQ individuals need sober, supportive networks upon which to rely (Rowan, 2005). 
The Impact of Mutual Support Groups on Successful Substance Abuse Treatment Outcome
Numerous studies have investigated the impact of mutual support groups on positive treatment outcomes for individuals with substance use disorders. Most attention has been paid to mutual support groups like Alcoholics Anonymous (AA) because of its large and dedicated membership base. Project Match, a study examining the efficacy of mutual support groups, was one of the largest and longest studies to date, spanning eight years and including multiple substance abuse treatment facilities. The results from Project Match suggested that clients participating in AA had improved outcomes from pre- to post-treatment (Project MATCH Research Group, 1997). Additional analysis of client involvement in AA showed that increased engagement in AA practices and beliefs predicated high rates of abstinence (Tonigan, Miller, & Connors, 2000). 
A two-year investigation of involvement in AA found that higher first year involvement in AA predicated better second-year outcomes (McKellar, Stewart, & Humphreys, 2003). Other mutual support groups have also shown effectiveness for individuals suffering from substance use disorders. These groups include Reformers Anonymous, Women for Sobriety, SMART recovery, LifeRing, and Secular Recovery. While these groups do not share the level of research that AA has garnered, they do provide support and encouragement to clients suffering from substance use disorders (U.S. Department of Health and Human Services, 2008).
LGBTQ Addiction Mutual Support Groups
The best-known support groups for LGBTQ individuals, who suffer from substance use disorders, are Alcoholics Anonymous (AA) and Narcotics Anonymous (NA). These mutual support groups offer members support, education, and provide assistance to members who wish to be clean and sober. Lesbian and gay-only AA and NA groups offer an additional level of support for the LGBTQ community. These groups offer affirming views on sexuality and contain a community of members who share similar experiences of intrapsychic and sociocultural stressors. 
Qualitative data has indicated several themes shown to be important for lesbians in substance abuse recovery (Matthews, Lorah, & Fenton, 2006). One important theme related to the need for self-acceptance for multiple identities including a lesbian identity and addict identity. Another theme portrayed the experience of a perceived kinship with similar types of people and a feeling of deep understanding between members of a lesbian-only AA group (Matthews et al., 2006). Participants did report an experience of “inherent heterosexism” in traditional AA groups, but felt as though they were able to still gain support through the program (Matthews et al., 2006, p. 62).  This study highlighted the notion that AA and NA mutual support groups were an essential part of recovery from addiction, and that lesbian- and gay-only AA meetings can provide access to role models and to social support. To date, scant literature exists regarding bisexual, transgender, and queer AA or NA groups. This lack of literature is noted as a future endeavor for possible support for specific populations within the LGBTQ community.

The positives of lesbian- and gay-only AA and NA groups lie within the commonalities of experiences that many in the LGBTQ community share. Members have access to support, greater self-acceptance, and positive role models (Matthews et al., 2006). Even with the benefits of attending lesbian and gay addiction mutual support groups some boundaries exist for members. One limitation is that clients who approach LGBTQ specific 12-step groups early in their identity development may feel overwhelmed and potentially triggered for continued substance abuse (Brubaker et al., 2009). Another potential limitation is that attending lesbian- or gay-only AA or NA groups could force members to potentially identify themselves as LGBTQ before the individual is prepared. Other limitations may include the homogeneity of participants, potentially leading to an oppressive nature of membership, especially in communities with a small LGBTQ population (Matthews et al., 2006). This homogeneity of group members may restrict broader perspectives and additional resources for addicts. However, this effect may be counteracted by the attendance of both traditional AA groups, including lesbian- and gay-only AA and NA meetings (Matthews et al., 2006). Many of these particular limitations speak to the importance of practitioners to be aware of the sexual orientation and gender identity development model when counseling LGBTQ substance abuse clients. 

Another potential barrier to the LGBTQ community to addiction self groups are religion and spirituality concerns. Often, members of the LGBTQ community have had negative experiences with organized religions, due to the rejection and judgment that these religions place on lesbian and gay individuals. Suprina (2005) suggested that a large discrepancy exists between religious and spiritual beliefs among the LGBTQ community.  One concern is the assumption that Alcoholics Anonymous and other 12- step programs have a core religious component built within them. However, AA and 12- step groups encourage members to understand god or religion as they see it, not as a defined construct (Kus, 1987). Even with this more personal spiritual component, lesbian or gay individuals may be discouraged from connecting with the group. A survey of lesbian, gay, and bisexual men and women found 95.4% of respondents believed that heterosexism was promoted by organized religions, and 93.8% of respondents believed that organized religions added to homophobia and hatred of the LGBTQ community (Yip, 2003). 
Although several studies have explored the experience of LGBTQ individuals in recovery (Kus, 1988; Matthews et al., 2005; Matthews et al., 2006), much is still unknown. In a content analysis of LGBTQ qualitative studies, only one study was found to address substance use and recovery (Singh & Shelton, 2011). This scant amount highlights the necessity for more research addressing this issue. Furthermore, little research exists that targets transgendered individuals. Unfortunately, this speaks to the general misunderstanding regarding this population. In fact, substance abuse treatment programs and practitioners may not be familiar with or sensitive to trans issues, leaving the addiction needs of transpeople unmet (Lombardi, 2007). In studies that have been targeting the LGBTQ perspective, the transgendered voice is often underrepresented (Cochran et al., 2007a). Additionally, “transgender individuals may experience the most stress [of other LGB groups] given that the coming out process may include a redefinition of the self as a gender different from one's biological sex” (Cochran et al., 2007a, p. 66). More transgender-inclusive research needs to be completed so the field can be informed on how these individuals can be helped through addictions treatment, specifically through mutual support groups. Provided that this area of research has ample room to grow, strong suggestions and treatment considerations while working with LGBTQ individuals who have chemical dependency concerns exist. 
Recommendations for Counselors
In reviewing risk factors for addiction in the LGBTQ community, barriers to treatment, as well as the benefits of group membership for this population, several suggestions for counselors working with this population exist. General suggestions include intentionality about the therapeutic environment, both agency-wide and individual-based. Matthews et al. (2005) suggested that the environments that counselors work within have the potential to communicate heterosexist norms to consumers, thus serving as a barrier for clients in discussing their sexuality. Utilizing non-heterosexist pictures in waiting rooms, incorporating inclusive language through agency paperwork and counselor vernacular, and having LGBTQ reading materials available in the lobby and individual offices may increase LGBTQ individual’s comfort and willingness to discuss their sexuality. Research indicated that the formation of a therapeutic relationship based on warmth, genuineness, trustworthiness, acceptance and respect for the client were positive factors in treating LGBTQ clients successfully (Israel, Gorcheva, Burnes, & Walther, 2008). Not surprisingly, perceived judgment, coldness, and a disrespectful attitude toward were identified as negative factors in therapy for LGBTQ clients and often resulted in termination (Israel et al., 2008).
Another suggestion is directly related to practitioner training. If counselors are facilitating groups including both LGBTQ and straight clients, “counselors in treatment programs need to be trained in methods to counteract and diminish homophobic responses of heterosexual clients towards gay/bisexual clients” (Senreich, 2009, p. 166). In other words, treatment providers need to prepare for potential heterosexist responses and personal biases of members against the LGBTQ members and must address such judgment in the group in order to create a safe space in which all members feel accepted. An additional piece of effective treatment is making sure that individual counselors are culturally competent. This may include training specific to LGBTQ client needs and culturally relevant information.  
Several studies noted the limitations of using LGBTQ-specific AA or NA groups and the step model too early in a client’s identity developmental journey (Brubaker et al., 2009; Matthews et al., 2006). When discussing cultural competency, one facet of that knowledge base includes understanding identity development (Finnegan, 2010). Counselors treating this population must be well trained in LGBTQ identity developmental models in order to effectively match treatment interventions. Additionally, specific counselor guidelines are suggested when serving LGBTQ members both in and out of a group format. These suggestions include: empowering the client, honoring diversity, using nonjudgmental language, avoiding labels, and never making an assumption about a client’s sexual identity or gender expression (Finnegan, 2010).
Attending to intimate partner relationships and family relationships is an important part of addictions counseling. Unfortunately, however, lesbian and gay individuals may not be invited to bring their partners into treatment as often as heterosexual clients. One study found that inviting LGBTQ significant others into treatment “resulted in improved program completion rates, greater satisfaction with treatment, enhanced feelings of counselor support, and higher abstinence rates at the end of treatment” (Senreich, 2010, p. 427). Counselors should invite the partners and family members of their clients into treatment and make referrals to mutual support groups like Al-Anon Family Groups. These mutual support groups support members’ partners and family members and work to educate them about issues like codependency and the toll of addiction on the family. 
Counselors should also have current information on AA and NA meetings with location, times, dates, and format. Educating clients on what to expect from meetings and how to interact with other members, along with how to locate what type of meetings clients may want to attend. The access to lesbian- or gay-only meetings might be easier or harder depending on location of the client. However, even if no lesbian- or gay-only meetings are in reach for clients, counselors can still provide information on books or websites where clients can gain safe and reliable information. Finally, Matthews et al. (2006) suggested that counselors keep in mind that while LGBTQ concerns are important aspects of a client’s identity, it does not represent the client entirely. The individuality of clients should never be ignored and accounting for a client’s preferences during treatment is a strategy to ensure that counselors provide the best available care to clients.
The role of protective factors in the lives of LGBTQ individuals should also be of focus during the counseling process. Social support, resilience, and optimism were three dimensions of protective factors that positively contributed to overcoming mental health, substance abuse, and victimization issues (Rutter, 2008). Peer connectedness proved to be highly effective protective factor for LGBTQ youth. Hope, optimism, and life engagement accurately predicted the higher levels of LGBTQ identity development (Moe, Dupuy, & Laux, 2008) and serve as protective factors for overall wellness in LGBTQ persons. Counselors can draw upon these protective factors during sessions and highlight the potential impact of hope, optimism, life engagement, and social connectedness in the recovery process. 

Finally, other groups have been discussed as potentially important in supporting LGBTQ people who are struggling with addiction. Counselors should be aware of other types of groups and supportive venues for clients. Part of counseling may be to support clients to integrate or reintegrate into their communities after a time of being ostracized, either by force or choice. When counselors know what LGBTQ social groups and places of respite and support are available in the community, they can be more effective in supporting clients to become connected to them, if that is indeed what the client is seeking. 
Conclusion

While the potential negative outcomes that societal oppression can have on LGBTQ individuals, as well as particular challenges faced by this population have been discussed, positive outcomes and benefits also exist. These include having support of close-knit communities and the potential to become more reflective because of the need and desire to challenge societal norms, among many others (Eubanks-Carter, Burckell, & Goldfried, 2005). Additionally, the acceptance and awareness of LGBTQ issues and relationships are increasing (Eubanks-Carter et al., 2005). Eubanks et al. (2005) suggested that there is greater acceptance of gay men and lesbians in the U.S. today compared to a just a few years ago. This is important for many reasons including the increasing number of LGBTQ individuals seeking mental health treatment (Singh & Shelton, 2011) and the specific skills, sensitivity, and understanding necessary to be an effective practitioner with the LGBTQ population (Eubanks-Carter et al., 2005). These skills and understanding must be compounded with knowledge and understanding of substance abuse treatment. 
Counselors must be cognizant of the cultural myths associated with addiction, personal biases toward people struggling with addiction as well as the LGBTQ community, and specific treatment options and best practices for addiction and the LGBTQ community. Parts of these specific treatment options include the addition of member-specific and traditional mutual support groups to mental health and/or addiction treatment. However, in order to refer clients appropriately, background knowledge must be known about the programs as well as each particular client. The intersectionality of addiction and sexual orientation is crucial to understand when treating this population. Each sphere (addiction and sexual orientation) comes with unique cultural implications, societal oppression, and treatment needs. Eubanks-Carter et al., (2005) state, “our LGB clients are not only lesbian, gay, and bisexual men and women; they are members of families, professions, and communities. Our goal is to affirm not only their sexual orientation, but their entire identity” (p. 9). This poignant statement can, and should, include the identity that comes along with addiction. Counselors must always be aware of the unique personal, cultural and societal needs and resources of each client in order to be an effective helper. 
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