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Abstract

Men who have sex with men (MSM) and transgender women (TGW) have higher rates of
intravenous drug use (IVDU) than their cisgender, heterosexual peers. The intersection of
MSM/TGW identity and IVDU is of public health relevance because 1VDU is associated with
higher risk of acquiring HIV and Hepatitis B and C, higher risk of being the victim of violence,
higher risk of mortality, and more. Although literature focused on the intersection of MSM/TGW
IVDU is limited, research on MSM/TGW and research on IVDU as separate subgroups is plentiful.
This research can be synthesized to predict what risk factors and protective factors MSM/TGW
IVDU encounter. By synthesizing current research and identifying where the largest gaps in
research exist, interventions can be designed to help improve health outcomes amongst men who

have sex with men and transgender women who inject drugs (MTID).
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1.0 Introduction

There is a large body of literature demonstrating that, for a variety of reasons, people who
identify as lesbian, gay, bisexual, and/or transgender (LGBT) generally experience poorer physical
and mental health outcomes than heterosexual, cisgender people.? A separate but equally vast
body of literature demonstrates that people who inject drugs (PWID) experience poor health
outcomes.>* It is essential that vulnerable key populations (KPs) be identified so that interventions
may be designed and implemented to reduce the health inequities leading to poor health outcomes
in these KPs.

Equally important to identifying individual KPs is the task of identifying the intersections
of vulnerable KPs and evaluating how a person’s intersecting identities inform the risks they face
and the protective factors they benefit from.> Research shows that people who identify as
MSM/TGW are more likely to use drugs intravenously than heterosexual, cisgender people.5®
With a clear intersection of these KPs identified, further research can be done to analyze risks and
resiliencies in MTID so that targeted and effective interventions may be designed for this

intersectional KP.



2.0 Risks Faced by LGBT PWID

2.1 HIV Related Risk

The CDC has labeled MSM and PWID as populations with a high risk of contracting HIV.°
The CDC came to this conclusion based upon the number of HIV risk taking behaviors observed
in each of these KPs. These behaviors include activities such as: having unprotected intercourse
or unprotected anal intercourse, having multiple sexual partners within the last 6 months, binge
drinking, injecting drugs, and having experienced an STI in the last 12 months. Raymond et al
found that “high risk” heterosexual, cisgender people exhibit significantly more HIV risk taking
behaviors than MSM and PWID, but still have a lower prevalence of HIV. This finding is
significant because it implies that the behaviors MSM and PWID such as unprotected anal
intercourse and sharing needles carry a significantly higher risk of HIV infection than behaviors
that high risk heterosexuals engage in such as unprotected vaginal intercourse, having many sexual
partners, having partnerships with large age gaps, and high cocaine and methamphetamine use. In
other words, MSM who inject drugs are taking part in two of the activities most likely to result in
an HIV infection.

Transgender women are some of the people most likely to contract HIV in the world. One
systematic review of HIV in TGW found that worldwide, nearly 1 in 5 transgender women has
HIV.1® Some research has been done to explain how transgender women are becoming infected
with HIV.1! Truong et al examined and mapped out the social networks of transgender women
who contracted HIV. Their research found that two common risk factors for TGW contracting HIV

are injecting drugs, and having PWID in their social networks. Additional research has shown that



people who report having transgender sexual partners are more likely to be PWID.? These
findings all indicate that transgender women are more likely to inject drugs, and more likely to
associate with people who inject drugs, both of which contribute to their high prevalence of HIV

infection.

2.2 Mortality

Some research has indicated that MTID have higher mortality rates than PWID who are
not MSM or TGW. Davis et al examined various risk factors and how they affected the mortality
rate of PWID. The study concluded that there is an increased risk of mortality for PWID who
identify as lesbian or gay. There are a number of things that could contribute to this higher
mortality rate including: PWID who identify as LGBT having a higher risk for suicide attempts, a
high likelihood of smoking tobacco, and frequent incidences of binge drinking. The study goes on
to say that another possible factor in the heighted mortality rate is the compounded social
marginalization experienced by people who are both homosexual and use intravenous drugs.

Another study that analyzed predictors of accidental fatal drug overdoses among PWID
found that identifying as bisexual significantly increased one’s risk of experiencing a fatal
overdose.!* The study also found that daily use of amyl nitrate (also known as “poppers”), a drug
that is popularly used by MSM, was a predictive factor in fatal overdoses. Both of these
conclusions offer potential evidence as to why MSM PWID experience a higher mortality rate than
cisgender, heterosexual PWID. Both studies note that although their findings are foundational and
significant, little research has been done on the mortality among MSM PWID and more research

needs to be conducted.



One of the few studies that examined the potential of transgender identity to be a factor in
the predictor of overdoses found that transgender heroin users were nearly twice as likely to report
a recent overdose than cisgender men and women.® Seal’s study additionally supports the work
of Davis and O’Driscoll. They found that identifying as bisexual was “significantly associated
with increased odds of recent overdose.” The study additionally found that identifying as gay or
lesbian correlated to increased odds of a recent overdose in recruited heroin users, but the increase
in risk was not as significant as it was in bisexual identified individuals.

This research supports the idea that MTID face significantly higher risk of mortality than
cisgender, heterosexual PWID. Unfortunately, the research also limited in several key ways. These
studies on LGBT IVVDU mortality were conducted in the San Francisco Bay Area, King County in
Washington State, and Denver, Colorado. The Bay Area and Denver are both very urban,
metropolitan areas. King County is the most populous county in Washington and contains the city
of Seattle. Rural MSM/TGW who inject drugs are virtually unexamined in this body of research.
Additionally, Seal and O’Driscoll collected their data in the 90s. Since 1999, the number of opioid
overdose deaths have increased significantly in America.’® The lack of more recent research on

this topic may be obscuring an even higher level of risk of mortality associated with MTID.

2.3 Risk of Experiencing Violence

IVDU and people who identify as LGBT are at a significantly higher risk of experiencing
physical and sexual violence than the population at large.!”?° One study on the topic observed
919

that, “dramatically heightened rates of violence have been observed among injection drug users.

The study went on to examine how gender, drug use behaviors, and environmental factors affected



risk of violence and type of violence experienced by participants. Men in the study cohort were
“more likely to be attacked by strangers and police” while women were more likely to experience
violence from “acquaintances, partners, and individuals involved in the sex trade.” The researchers
suggested that women who inject drugs experience violence from people they know more often
than men, because men typically occupy a greater position of power in the hierarchy of the drug
world. They frame this hierarchical violence as a result of social, economic, and structural gender
inequalities. They conclude their research by arguing that recent evidence further supports their
conclusion that women are at a higher risk of violence and death because of their lower position
of power in the drug world hierarchy.?*

Another study that examined prevalence of sexual violence in a cohort of PWID found that
PWID are at a higher risk than someone who has never injected drugs to have experienced sexual
violence.?® This study too found a disparity between the experiences of men and women. Women
who inject drugs were almost 4 times as likely to report having experienced sexual violence than
men who inject drugs. The framing offered earlier to understand the disparity between violence
faced by PWID of different genders offers an explanation for why female PWID experience sexual
violence at such a higher rate than male PWID. The social, economic, and structural hierarchies
present in the drug world and in society as a whole make woman more vulnerable to violence. It
is also important to keep in mind that women and men who inject drugs both experience sexual
violence at a rate higher than the general public.

Similarly to PWID, people who identify as MSM/TGW also experience physical and
sexual violence at a higher rate than the general public.t”*® Flores et al was one of the first studies
to compare the rate at which LGBT identified people experience violence to that of cisgender,

heterosexual people. Their analysis found that LGBT identified people are over 3.5 times more



likely to be the victim of violence than people who do not identify as LGBT. Additionally, LGBT
people reported experiencing higher rates of what the U.S. Bureau of Justice Statistics defines as
“serious violence.” Serious violence includes acts of violence such as rape, robbery, and
aggravated assault. They also found that LGBT people were more likely to experience violence
involving a weapon, and violence that results in serious injury. Similar to the female participants
in Marshall et al, results also indicated that anyone identifying as MSM/TGW is significantly more
likely to experience violence from someone they report knowing “very well” as compared to
cisgender, heterosexual people. The authors state in their discussion that they have described the
disparities between LGBT and cisgender, heterosexual experiences of violence, but they have not
explained why this disparity exists. They offer anti-LGBT prejudice as a potential explanation for
these high rates of violence.

More research needs to be done to identify the root causes of the high rate of violence
experienced by PWID and MSM/TGW. The above research suggests further studies on structural
inequities and prejudice may offer explanation as to why PWID and MSM/TGW experience higher
rates of violence. The findings on risk of experiencing violence among each subgroup offer insight
into where intervention is needed, and also raise the question of whether MTID experience an even
higher rate of violence than the PWID and MSM/TGW as individual subgroups. If the plausible
explanation of increased violence amongst women PWID due to structural inequities and prejudice
is correct, this model may apply to MSM/TGW as well. MSM/TGW face many similar structural
inequities to women such as being economically and socially disadvantaged.??> These economic
and social disadvantages place MSM/TGW on a lower position of power in the hierarchy of the

drug world, potentially leading to higher risk of violence and mortality. More research must be



conducted in this area to determine if specialized interventions targeting MTID would be an

efficacious strategy in reducing the risk of violence that MTID experience.

2.4 Barriers to Accessing Healthcare

Delaying access to healthcare is associated with higher mortality.?® A myriad of barriers to
healthcare exist for MSM/TGW and PWID.?*?® This may be another area where the intersection
of marginalized identities compounds and increases the odds of negative health outcomes in
MTID.

Current research shows that both self-reported and perceived physician bias is a barrier to
adequate care for MSM/TGW and PWID. One study?’ examined whether physician bias about
MSM/TGW affected the quality of care they delivered. It found that physicians self-reported
constraints in the taking of a patient’s history, embarrassment, and a lower perceived capacity to
influence the risky behaviors that MSM/TGW patients report engaging in. Over one quarter of
physicians who participated in the study indicated that they “felt uncomfortable” in dealing with
MSM patients. Physicians were additionally asked about their comfort levels with PWID, which
yielded similar results. The study ultimately concluded that “discomfort is clearly associated with
the type of care that is delivered.” One limitation of this study is that the researchers were
specifically looking at outcomes related to people who presented for STI testing and treatment.
Findings may not be generalizable to other forms of care administered by physicians, and more
research must be done in what effect bias has on the care MSM/TGW and PWID receive.

Even in the case of unbiased physicians, perceived biases present one of the largest barriers

to accessing healthcare for PWID.?°> A study on the barriers to accessing healthcare experienced



by PWID found that 48% of the cohort believed they did not receive necessary care when they
visited a physician and 71% reported not getting medical care when they thought they might need
it. Presented with a list of barriers to rank from most influential to least, 22% of participants
selected “judgment by clinicians” as their most influential barrier. Judgment by clinicians was
selected twice as often as any other barrier listed. As noted above, these perceived biases are not
unfounded. The idea that clinicians are uncomfortable working with PWID is supported by the
findings of a 2018 study that showed over half of emergency physicians surveyed admitted to a
preference against working with patients who use substances and have pain.?® A 2016 study also
found that primary care physicians perceived people who use opiates more negatively than people
who don’t.?® The existence and perception of biases and prejudices in healthcare leads to PWID
and MSM/TGW delaying access to care, and may result in poorer care when they do seek it.

In addition to cultural and stigma-based barriers, logistical barriers also prevent MTID
from accessing care. LGBT individuals are less likely than cisgender, heterosexual people to have
adequate healthcare coverage.®® This leads to a higher rate of reported unmet medical needs among
MSM/TGW. Circling back to the Miller-Lloyd study on PWID and their barriers to accessing care,
59% of PWID respondents reported not seeking medical care due to not having insurance. Fifty-
eight percent reported not seeking care due to overall cost.> One possible explanation for the lack
of adequate coverage amongst MSM/TGW people and PWID is workplace and hiring
discrimination. Higher rates of unemployment are correlated with lower rates of insurance
coverage.®! This is yet another area where the intersection of marginalized identities and the
resultant compounded stigma may be resulting in a higher level of risk. In this case, an even higher
percentage of unemployment among those at the intersection of MTID than those who do not

identify both as MSM/TGW and PWID.



3.0 Potential Protective factors Among LGBT VDU

3.1 HIV Related Protective Factors

MTID may exhibit some protective factors in regards to the detection and treatment of HIV
as compared to cisgender, heterosexual PWID. A study that compared rates of late HIV diagnoses
among MSM and PWID found that MSM are significantly more likely to learn they acquired HIV
within 12 months of their exposure than PWID.3? One proposed reason for this is that MSM get
tested for HIVV more often than non-MSM PWID. This is a crucial finding because, as the study
states, “understanding trends in recent HIV infections is increasingly important in order to inform
efforts to more effectively and completely monitor the epidemic, allocate resources, and plan and
implement programs to prevent the spread of HIV.” In other words, because MSM are more visible
to current HIV surveillance programs, they may be more likely to benefit from the development
of interventions directly tailored to their community. Additionally, earlier detection of HIV is
associated with better health outcomes than late detection.®* It stands to reason then, that MSM
PWID will get tested for HIV earlier, receive a positive diagnosis earlier, and will be able to begin
antiretroviral treatment earlier, leading to improved long term health outcomes as compared to
non-MSM PWID.

One limitation of Wand et al is that the study was conducted in Australia, and the study
claims that “Australia’s HIV/AIDS surveillance system is considered to be one of the best in the
world.” Countries with different HIV surveillance, detection, and treatment infrastructure may not

be seeing the same disparities in testing that Australia is.



The hypothesis that MSM are getting HIV testing more frequently than PWID is supported
by a 2017 study that examined the average interval between HIV tests in high risk populations in
the United States.®® The study found that average time between HIV tests decreased amongst all
high-risk populations between 2008 and 2015. In 2008 MSM were testing with an average of 12.5
months between tests, and PWID were testing with an average of 13.1 months between tests. By
2015, MSM cut their inter-test interval in half, with an average of 5.8 months between tests, while
PWID only reduced their inter-test interval by 4 months, putting them at an average of 9 months
between tests. Also, important to note for the sake of identifying resiliency is that high risk
heterosexuals examined in the study began with 26.7 months between tests and ended at 15.3
months between tests. So, in terms of the surveillance data available to public health workers, most
of it is coming from MSM and PWID, which leads to research and interventions that specifically
target those demographics. This may be a protective factor that MTID have vs. cisgender,
heterosexual people.

One potential, but very controversial, proposed protective factor was noted in a 2021
qualitative study that sought to identify factors that foster resiliency to living with HIV/AIDS.%
Through semi-structured interviews with older MSM living with HIV, researchers identified
various coping mechanisms, relationships to people and institutions, and behavioral practices that
study participants believed to have contributed to their HIVV/AIDS resiliency. The common factors
were categorized as established protective factors, behavioral protective factors, and controversial
protective factors. Noted as one of the “more polemic” factors that researchers identified, many of
the MSM interviewed claimed that “their use of illicit drugs was a coping mechanism that
definitely helped them get through harrowing experiences such as family rejection, job loss,

isolation, depression, housing and income insecurity, stigma, discrimination, and condemnation.”
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Although only some participants reported using specifically IV drugs as a coping mechanism, the
participants who used intravenous drugs argued that “many years of using stronger, more
dangerous substances was necessary to get them through the darkest, most difficult days of their
lives.” Participants went on to acknowledge that there are many other healthier coping mechanisms
that they could have turned to, but “insisted that at that point in their lives, using drugs was their
best or only available resource to cope.”

The study goes on to conclude that despite the academic controversy that was sparked by
describing “managed” substance use (MSU) as a protective factor, interventions must consider and
value MSU in the development and implementation of interventions that aim to cultivate
resiliencies in MSM living with HIV/AIDS.3" Although shocking at first glance, the medically
sanctioned usage of IV drugs as a treatment for mental and emotional trauma is the subject of
scholarly debate. In particular, intravenous use of ketamine in a clinical environment has boasted
promising results as a potential treatment for depression and PTSD.38%

Through the current literature it is impossible to definitively say that injection drug use
(IVDU) in MSM/TGW s a protective factor for those who acquire HIV. More research must be
performed to determine outcomes in MTID living with HIV and whether or not MDU could be
either a protective factor, or a behavior that can be targeted for intervention development.

Another protective factor for MTID is awareness and uptake of preexposure prophylaxis
(PrEP). PrEP is an antiretroviral treatment that helps prevent a person from acquiring HIV. It has
been demonstrated in numerous clinical trials that PrEP is highly effective in preventing the spread
of HIV.* The CDC recommends PrEP for MSM, TGW, and PWID. One study that examined
clinician practices surrounding PrEP found that most physicians reported that the vast majority of

their patients prescribed PrEP were MSM.*! A smaller number of providers reported prescribing
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PrEP to transgender individuals, but physicians still prescribed PrEP to transgender people at a
higher rate than heterosexuals. Zero to one quarter of physician’s patients on PrEP identified as
heterosexual. Research corroborates the finding that MSM are prescribed PrEP more often than
transgender individuals, but a study on HIV testing and PrEP use in sexually active transgender
people in the United States found that 72% of respondents had favorable attitudes towards PrEP,
suggesting that knowledge and acceptance of PrEP among TGW is generally pretty high.*?
Conversely, a weekly morbidity and mortality report released by the CDC in November of 2021
reported that only 32.3% of heterosexual adults in America knew what PrEP was, and less than
1% were using it.*

This raises the possibility that being MSM/TGW can act as a preventative factor in
acquiring HIV through 1VDU. Due to the significantly higher portions of the MSM/TGW who are
aware of and/or using PrEP, it is possible that the average MTID is less likely to contract HIV by
sharing needles than the average cisgender, heterosexual PWID. More research is required to
determine if there is merit to this hypothesis, but based on the available research, PrEP awareness

and uptake is a plausible protective factor in MTID.

3.2 Willingness to Access Testing and Treatment

According to some estimates, 70% to 90% of PWID for 10 or more years are infected with
Hepatitis C (HCV).** Other studies estimate that anywhere from 50% to 86% of all PWID are
infected with HCV. Despite these staggering numbers, one study that assessed testing prevalence
from 2010 to 2017 in PWID found that only 7.7% had been tested for HCV.*® The low prevalence

of testing leads to status naivety. This study additionally found that an estimated 45% of people
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with HCV do not know they are positive. Low rate of testing and high rate of infection is a plausible
cause for the low rate of treatment among PWID; HCV treatment rates are reported as low as 3%.4°

MSM and TGW are populations at high risk for HCV infection.*¢4’ In stark contrast to the
literature on PWID, one study of a cohort of MSM reported 41.3% of participants had been
screened for HCV within the past year.*® Martin et al found that over 40% of MSM living with
HIV who experienced HCV co-infection had been treated for their HCV, suggesting that MSM
are accessing testing and treatment for HCV more regularly than PWID. There is some evidence
to suggest that TGW also access testing and treatment at higher rates than the overall population
of PWID. A 2017 study on viral hepatitis screenings in transgender patients found that 27% of
respondents had been screened for HCV.#

TGW also demonstrated an interesting potential protective factor. A study on TGW living
in San Fransisco reported that 89% of respondents (including TGW who engaged in IVDU) had
accessed trans-specific healthcare that year. One possible reason for such a high number of TGW
accessing healthcare is that their access to gender affirming therapies like hormone replacement
therapy or gender confirmation surgery are dependent on their attendance at appointments.
Approximately 13% of transgender patients in one study were screened for HCV at their initial
consultation for gender affirming therapy,*” and TGW who were on a PrEP regiment were over
20% more likely to test negative for HCV than TGW who were not on PrEP.*°

The body of literature on MSM/TGW and HCV is limited, and more research must be done.
The literature referenced above points to many potential protective factors for MSM/TGW
including a greater willingness to access testing and treatment, and points of intervention in clinical
settings that MSM/TGW are already attending. Performing additional research to determine why

MSM/TGW have higher testing and treatment prevalence could inform intervention development
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that highlights the existing resiliencies within these populations and reinforces and cultivates these
resiliencies.

Evidence suggests that MSM/TGW don’t only have a relatively high prevalence of HCV
testing, but also of HIV and Hepatitis B (HBV) testing.>® In one study on acceptability of offering
rapid HIV, HCV, and HBYV tests at a community center in Paris, 98.5% of MSM agreed to be
screened. Only 14.9% of TGW agreed to be screened, but 83% of TGW reported that they were
declining screenings because they had already been tested and knew their status. In addition to
testing, participants were offered the HBV vaccine on site. Only 17.9% of MSM (who were not
already vaccinated) agreed to receive the first dose of the vaccine. TGW accepted the first dose at
a rate of 53.3%, and PWID accepted the first dose at 66.7%. More research is necessary to
determine why, in the case of vaccines, MSM/TGW were significantly less willing to engage in
care. One possible explanation is that MSM/TGW access healthcare more often than PWID, so
those MSM/TGW who declined the vaccine were people who held biases against vaccination,
whereas this may have been the first time the PWID were offered the HBV vaccine. If that
explanation has merit, the lower rates of vaccination acceptability may reinforce the argument that
MSM/TGW more frequent access to care acts as a protective factor.

Another study both supports the idea that MSM are more likely to access care, and also to
continue accessing care.®! The study examined the “HIV care cascade” in MSM, PWID, and sex
workers. The care cascade is a model for conceptualizing HIV care that outlines a series of HIV
related services that are proven to lead to better health outcomes and a greater chance of achieving
an undetectable viral load. These steps include: testing/diagnosis, linkage/enrollment, retention in
care, treatment, and finally, viral suppression.>®> The study found that PWID had worse HIV care

cascade outcomes than MSM. PWID were less likely to achieve viral suppression than MSM, and
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PWID were found to have initiated care later after diagnosis, and were less likely to be retained in

care.”!

3.3 Limitations

This analysis on protective factors in MTID is supported only by a small body of literature.
As has been established, much more research needs to be performed to confirm any of the above
hypotheses. Much research on MSM/TGW does not collect data on whether the participant uses
intravenous drugs or not, and much research on VDU does not collect data on participant sexuality
and gender expression. Although many studies contain cohorts of IVDU and MSM/TGW, the two
populations are presented as mutually exclusive. Many of the arguments this literature review
presents regarding MSM/TGW identified IVDU assume that MSM/TGW VDU will exhibit
similar behavior patterns to MSM/TGW who do not use 1V drugs. It is entirely possible that this
premise is false, and that these potential protective factors are actually risks. It is of the utmost
importance that researchers work to determine whether these protective factors are indeed
protective factors, or if MTID are experiencing greater risk and worse health outcomes than

previously believed.
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4.0 Interventions

4.1 Identity-Based Implications for Treatment

Understanding the unique risks faced by MTID and the potentially protective factors
exhibited by MTID is essential to the development and implementation of interventions that
successfully reduce rates of mortality and improve health outcomes amongst this subgroup. MTID
have unique health and cultural needs that interventions must take into consideration, or they risk
failure. A study on sexual identity and substance abuse treatment utilization concluded that “many
sexual minority women and men who need treatment do not receive it, and even among those who
get treatment, the quality of the treatment may be inadequate.”® Many MSM/TGW individuals in
treatment report experiencing discrimination, and that providers lack knowledge about how to care
for MSM/TGW.

These findings are supported by multiple other studies.>**® According to one study on
social worker and service provider preparedness to work with LGBT clients, students and alumni
of a graduate level certified drug and alcohol counselor program reported that they “did not feel
adequately prepared through the coursework to practice with LGBT populations affected by
substance use.”®® The respondents also generally agreed that they felt significantly less prepared
to counsel TGW clients than they did to counsel people who identify as MSM. The study asserts
that this lack of preparedness arises from gaps in the program curriculum and a lack of necessary
resources.

A small body of research confirms that this lack of preparedness leads to worse outcomes

for MSM/TGW seeking treatment for addiction. Compared to cisgender, heterosexual people
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accessing the same programming, LGBT people report lower levels of satisfaction, report more
unfavorable attitudes of their substance abuse counselors, report many counselors exhibiting
negative biases towards LGBT people. LGBT people also have lower completion rates of the same
drug and alcohol treatment programs than cisgender, heterosexual people are attending.>* On the
other hand, LGBT people who attend treatment programs that are designed for LGBT people
actually boast higher treatment completion rates, lower rates of people relapsing, and they report
feeling more connected to their treatment programs than heterosexuals.

This clearly indicates that there is a need for specialized LGBT treatment programs to
improve the outcomes of MTID. Only 20% of substance use treatment facilities in the United
States offer specialized programming for LGBT users.>* Most facilities offering these programs
are private, for-profit or federally funded institutions. Facilities funded by community, local, or
state governments were the least likely institutions to offer specialized LGBT treatment. This may
indicate an inequity in access to these programs, and further research must be done to determine if
an inequity exists and what the root causes of the inequity are.

It stands to reason that development of treatment programs for MSM/TGW audiences is an
efficacious point for intervention. Some research has been done on the proper methodology for
adapting traditional treatment programs for MSM/TGW. One qualitative study followed LGBT
identified youth as they iterated through a substance abuse prevention curriculum and re-designed
it for an audience of LGBT youth.>® Researchers emphasized the importance of understanding the
“constellation of factors that influence a youth’s decision to use substances,” and through semi-
structured interviews with the study participants, researchers concluded that there is a high
likelihood of greater success in programming such as this if the programming is culturally relevant.

By allowing members of the LGBT community to re-design their own curriculum, researchers
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assured that the intervention would be culturally relevant and would account for common minority
stresses in the lives of LGBT people. Future use of models such as this could increase the

availability of and access to specialized programming for MTID.

4.2 The Importance of Understanding Context: Chemsex as a Point of Intervention

Identity does not only present implications for treatment, but it also can determine the
context in which IVDU takes place. Chemsex is defined as “the use of drugs before or during
planned sexual events to facilitate, enhance, prolong and sustain the experience.”’ Research shows
that chemsex is more common amongst MSM/TGW than heterosexual men and women.>®%° This
presents a unique context for designing interventions aimed at improving outcomes amongst
MITD.

Research gives us an idea of what unique risk factors may be presented by MTID engaging
in chemsex. One study found that MSM who engaged in chemsex were at high risk for developing
an addiction to methamphetamine,®® while other studies found potential evidence of a higher risk
of sharing injecting equipment,®” and further studies note that engaging in unprotected chemsex
carries a high risk of acquiring HIV.8! This formative research is excellent for guiding intervention
development, but one study concluded that researchers need to continue drilling down into the
subcultures within MTID engaging in chemsex.%? The study identified 4 different kinds of
chemsex that their participants were engaging in: “anonymous sessions”, “chill-sex”, “semi closed
parties among networks of friends”, and “chemsex in saunas or other sex on premise venues.” The

paper concludes by stressing that all of these 4 practices carry their own unique risk factors and

protective factors and that more research must be done to better understand the contexts in which
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chemsex takes place and what strategies public health workers can use to improve outcomes
amongst MTID engaging in chemsex.

There are also social and material power dynamics influencing the behaviors and risk
profiles associated with different types of chemsex. One 2022 study of MSM IVDU in Australia
found that many MSM think of IVDU as a communal practice that is affected by sexual capital,
social capital, access to substances, and competency working with substances.®®> Chemsex used to
facilitate sex work is a good example of how context can shift these social and material power
dynamics. A report on sexualized drug use among MSM/TGW in Asia found that for the majority
of MSM/TGW, chemsex was a way to enhance sexual pleasure, prolong sexual activity, reduce
inhibitions for the facilitation of sexual fantasies, and increase social status.%* Sex workers
however, reported that their primary motivations for chemsex were reducing pain experienced
during anal sex, increased income from clients, and to lower inhibitions so that the sex workers
can more easily have sex with people they would prefer not to. All of the factors the research has
thus far identified are potential areas for intervention, and more research must be done to determine
which areas are the most efficacious in improving outcomes amongst MTID.

Some promising interventions surrounding chemsex are beginning to be evaluated.
Capitalizing on the established protective factor in MSM/TGW of PrEP uptake, researchers have
explored whether engaging in chemsex has an effect on PrEP adherence. One quantitative study
of PrEP patients at a sexual health clinic in Montreal found that chemsex did not have a detrimental
effect on PrEP adherence, and that PrEP was a good way to offer a service addressing the
intersection of sexual health and substance use for MTID.®> A qualitative study on PrEP adherence
in the United Kingdom found that many MSM reported recognizing their chemsex as increasing

their risk for contracting HIV and as a result, beginning PrEP in order to reduce risk.5! The study
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also found no evidence of negative impact on PrEP adherence. The high PrEP uptake related to
reducing risk and the lack of adherence issues indicates that PrEP based interventions may be
highly effective in improving outcomes amongst MTID.

Another intervention identified MSM as avid users of technology, and sought to turn that
into a protective factor.%® Platteau et al outlines the design of an experimental app that delivers
digital support and care to MSM engaging in chemsex. The application is informed by the idea of
“just in time adaptive interventions” that allow users to access support and care when they
need/desire it, and tailor their experience to receive as much or as little support as they need at the
moment. This intervention represents not just a single promising intervention, but a look at the
framework for future interventions that are more adaptable for a population that is engaging in

IVDU for many different reasons in many different contexts.

4.3 A Potential Avenue for Early Intervention: Polysubstance Use in MSMTW Youth

"A large body of research supports the conclusion that MSM/TGW are more likely to be
polysubstance users in their youth. One longitudinal study followed a cohort of nearly 17,000
American adolescents from ages 12-29.” The study examined self-reported sexual orientation and
its relation to past-year polysubstance use. The results of the study showed that people who self-
identified as a sexual minority were at a higher risk of polysubstance abuse across all ages. Based
on age and specific sexual minority identity, participants were anywhere from 60% to 100% more
likely to be polysubstance users than their heterosexual peers. These findings are corroborated by
a much larger study examining data from the 2015 Youth Risk Behavior Survey.®® That study

examined data from over 119,000 adolescents from 19 states and also concluded that sexual
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minority adolescents were at a higher risk of engaging in polysubstance use. This study found that
across all categories of polysubstance use, sexual minority adolescents were more likely to engage
than heterosexual adolescents.

Similar studies carried out examined polysubstance use in transgender youth. One study
analyzed a cross-sectional sample of California school students from 2013 to 2015.%° Results
showed that transgender youth used substances at 4.8 times the rate of their cisgender peers, and
that transgender youth were more likely to begin using substances at a younger age. Polysubstance
use among transgender youth was found to be 4 times more common than among cisgender study
participants. Additionally, the study examined lifetime prevalence of substance use and substance
use in the past 30 days. Transgender youth were more likely to have both a higher lifetime
prevalence and past month prevalence of substance use. These findings are supported by a 2020
analysis of the Teen Health and Technology Study.”® Results showed that, “substance use was
significantly more common for gender minority youth relative to cisgender youth in this large,
national study of 13- to 18-year-olds” and went on to propose models that may be used to
conceptualize where these disparities are originating.

All of these findings are of significant importance to public health workers who are
attempting to prevent MSM/TGW engaging in 1VDU. Research shows that early polysubstance
use is a significant predictive factor in IVDU.”* Potential interventions could use identified
protective factors to proactively inform intervention design. One example of what this might look
like are campaigns to educate younger MSM/TGW audiences about PrEP with materials that
explicitly name PrEP as a protective factor for substance use. Other examples include health clinics
that specialize in LGBT care screening for polysubstance use and providing educational on harm

reduction. An additional promising example would be training physicians who prescribe gender
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affirming hormone replacement therapy how to counsel adolescent transgender polysubstance

users and where to refer them for gender affirming substance abuse treatment.
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5.0 Conclusion

Although some formative research has been done about the intersection of MSM/TGW
identity and 1'VDU, the body of literature that examines that specific population is woefully small.
There are much larger bodies of research on MSM individuals and VDU, which does allow for
researchers to make educated guesses about how the marginalization of both communities combine
to form unique risks. Additionally, resiliency research surrounding MSM/TGW and IVDU can be
analyzed and synthesized in an attempt to identify what protective factors are contributing to
MTID outcomes. More research needs to be done that explicitly examines the intersection of these
communities. Until that research is done and researchers have a better idea of how exactly IVDU
functions within the MSM and TGW populations, there are promising avenues of intervention to
consider. These include creating affirming spaces for MSM/TGW identified people seeking
treatment for substance use issues, targeting chemsex as a context in which 1IVDU is likely to occur
and ensuring that interventions are designed to be flexible and scalable to an appropriate and
desired level of support, and attempting to prevent MSM/TGW from ever engaging in IVDU
through education and treatment programs geared towards sexual and gender minority youth.

Transgender women represented a large gap in the overall body of research. Where MSM
were the focus of many studies, TGW were featured in comparatively few. Table 1 contains a

breakdown of the number of studies heavily cited in each section that included MSM and TGW.
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Table 1: Research Breakdown

Research on MSM

Research on TGW

Risks 9 4
Potential Protective Factors 6 3
Implications for
17 9
Intervention
Total 32 16

As is demonstrated in Table 1, there are 2 MSM studies for every TGW study. This is a
significant gap in research that must be addressed because the research indicates that TGW are at
higher risk of becoming IVDU than MSM, and that they are at a higher risk of detrimental
outcomes (e.g.: HIV infection) if they begin to use IV drugs than MSM. This research gap is
complicated by the erasure of intersectional identities observed in much of the literature reviewed.
Many articles discussed MSM, TGW, sex workers, and PWID as though they were all neatly
stratified groups. Conclusions were drawn about MSM compared to PWID without accounting for
the possibility that someone can be both. One study compared MSM, PWID, and sex workers
without ever recognizing that a participant could have been all 3. This erasure of intersecting
identities could have been alleviated by researchers explicitly noting how they handled cases of

intersecting identities, or being explicit if they did not recruit people of intersecting identities, but
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not one study examined in this literature review indicated that they took intersecting identities in
their participants into account.

If these gaps in research are addressed, efforts to support an extremely vulnerable
population would be more data driven, more targeted, and more successful at improving health
outcomes. The models created to understand the intersection of these high-risk populations could
potentially inform future research on the intersection of other forms of marginalization and VDU,
or inform future research on what protective factors interventions should target to cultivate in

TGW.
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