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FOREWORD
_____

The ACT is renowned as a fair, welcoming, and inclusive community 
that celebrates diversity. Thanks to the strong leadership of the ACT 
Chief Minister, the Territory is at the forefront of advancing the rights 
of lesbian, gay, bisexual, trans, intersex, and queer (LGBTIQ) people. 
Through the establishment of the Office for LGBTIQ Affairs, and by 
committing to developing the first ACT LGBTIQ Strategic Plan, the ACT 
Government has reaffirmed its commitment to, and investment in, 
LGBTIQ rights, support, and inclusion. 

The AIDS Action Council (the Council) is proud to work with the ACT Government. Together, 
we are ensuring that our LGBTIQ community members have every opportunity to live healthy 
and fulfilling lives, where they can contribute to and benefit from the ACT’s social, cultural, 
and economic development. As a peer-led organisation embedded in LGBTIQ communities, 
the Council has a comprehensive understanding of the health needs of LGBTIQ people, their 
families, and communities. The Council is committed to ensuring our services and spaces are 
inclusive of the full spectrum of identities, genders, sexualities, bodies, and relationships that 
are encompassed within LGBTIQ communities. We also recognise the importance of targeted 
services that respond to the distinct health needs of trans and gender diverse people and 
people with an intersex variation. The Council works closely with A Gender Agenda, the only 
organisation providing peer-led specialist services to intersex, trans and gender diverse people 
in the ACT. Through this partnership, we work to ensure the diverse health needs of LGBTIQ 
people are being met.    
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INTRODUCTION
_____
While Canberra is becoming increasingly inclusive, the health disparities 
between LGBTIQ communities and the wider population remain. LGBTIQ 
people are more likely than the wider population to experience poor 
mental and physical health, unemployment, poverty, homelessness, and 
social exclusion, and they are more likely to use alcohol and other drugs.1  
Importantly, this is not due to some inherent feature of their gender identity, 
sexual orientation, or sex characteristics, but because of their exposure to 
stigma, discrimination, and marginalisation.2

Approximately 11% of Australians identify as LGBTIQ,3 so these health disparities 
significantly diminish the overall wellbeing of our community and increase 
pressure on our healthcare system. 

When considering the health and wellbeing of LGBTIQ people, it is important to 
recognise the diversity within and limitations of the term LGBTIQ. We recognise 
that LGBTIQ does not capture the diversity of bodies, genders, relationships, 
sexualities and experiences within our communities. However, we also 
recognise the value of the term when exploring collective experiences of stigma, 
discrimination, and marginalisation, and when advocating for more inclusive 
services. We use LGBTIQ in this report to refer to diverse identities, sexualities, 
bodies and experiences, including but not limited to individuals who identify as 
lesbian, gay, bisexual, transgender, intersex, queer, agender, non-binary, gender 
fluid, asexual, and pansexual. 

This report aims to inform policy and practice in the ACT in relation to the health 
and wellbeing of LGBTIQ people, their families, and communities. It draws on 
the latest research and the lived experience of LGBTIQ people to highlight the 
inequity in health and wellbeing outcomes for LGBTIQ communities and establish 
the need for a coordinated response to meet their health needs. This report 
identifies four priority areas for addressing the health needs of LGBTIQ people, 
families and communities and provides recommendations that are based on 
best-practice and evidence-based strategies.
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IMPROVE ACCESS TO LGBTIQ-INCLUSIVE AND 
COMPETENT PSYCHOSOCIAL SUPPORT SERVICES

1. Roll out LGBTIQ inclusiveness training, delivered by qualified LGBTIQ organisations, to healthcare 
providers and community services.

2. Facilitate the development and implementation of inclusive practice audit tools and a suite of 
diversity and inclusion resources to drive policy and operational changes in health and community 
services. 

3. Fund LGBTIQ peer-based organisations to provide specialist psychosocial services for LGBTIQ 
people.

4. Resource peer-based organisations to provide affirmative peer support to people with intersex 
variations, build supportive communities and networks and ensure the implementation of the 
Darlington Consensus Statement is led by intersex people and communities.

FACILITATE STRATEGIC PARTNERSHIPS TO MORE 
EFFECTIVELY RESPOND TO THE COMPLEX, DIVERSE, 
AND INTERSECTIONAL NEEDS OF LGBTIQ PEOPLE

1. Facilitate partnership arrangements between LGBTIQ organisations, government and community 
services, and healthcare providers to respond to the multifaceted needs of LGBTIQ people, families, 
and communities.  

2. Fund LGBTIQ peer-led organisations to deliver LGBTIQ-inclusion training that equips government, 
community, and private service providers to deliver inclusive and competent services that respond 
to the complex needs of these population groups. 

3. Support the development and delivery of family therapy and support services to respond to the 
specific needs of LGBTIQ families. 

RECOMMENDATIONS 
_____

1

2
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3

4

RESPOND TO THE NEEDS OF LGBTIQ PEOPLE 
THROUGHOUT THEIR LIFESPAN

1. Include LGBTIQ inclusion and competency training in professional development activities in ACT 
Government primary and secondary schools.

2. Support and provide funding for student-led diversity and inclusion groups, programs, and activities 
in ACT Government schools.

3. Continue to support the Safe Schools Initiative or an equivalent diversity and inclusion program.  

4. Support LGBTIQ inclusion and competency training in aged care settings and services.

5. Lobby for the inclusion of church-based health and community services in anti-discrimination 
legislation.

6. Lobby for LGBTIQ inclusion and anti-discrimination requirements in the licensing and quality 
standards for aged care facilities and services.

ENSURE POLICY AND PROGRAMMATIC DECISIONS 
ARE INFORMED BY ACCURATE DATA ABOUT LGBTIQ 
PEOPLE’S EXPERIENCES AND NEEDS

1. Facilitate and promote the inclusion of LGBTIQ Canberrans in national social and epidemiological 
studies.

2. Commission epidemiological and social research into LGBTIQ communities in the ACT, to be 
undertaken in partnership with local communities and peer-led organisations.

3. Support community-based, peer-led organisations to conduct representative and high-quality 
social, cultural, and epidemiological research within their communities on key issues identified by 
the LGBTIQ sector. 

4. Support ACT Government-funded health and community services to ensure their data-collection 
practices effectively capture data on people with diverse genders, bodies, and relationships. 
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The mental health of LGBTIQ people is among the poorest in Australia.4 LGBTIQ 
people are twice as likely to be diagnosed and treated for a mental health disorder 
than the broader population,5 and have higher rates of suicidality than any other 
population group in Australia.6 

IMPROVE ACCESS TO  
LGBTIQ-INCLUSIVE AND 
COMPETENT PSYCHOSOCIAL 
SUPPORT SERVICES1

The disparity between the mental health of 
LGBTIQ people and the wider community is a 
direct result of LGBTIQ people’s exposure to 
multiple, interconnected, and recurring forms 
of discrimination, marginalisation, stigma, social 
exclusion, abuse, and violence.7 The compounding 
impact of these experiences is known as minority 
stress. Minority stress increases the risk of mental 
health disorders, including depression, anxiety 
disorders, self-harm, and suicide8 and has been 
associated with a range of physical health conditions, 
including influenza, viral infections, cancer, and 
hypertension.9 

More LGBTIQ people live with a disability than the wider 
population. 23% of LGBTIQ people over the age of 16 
report having a disability or a long-term health condition 
compared to 18% of the general population.10 Roughly 
one third of LGBTIQ people who have a disability describe 
it as being primarily psychiatric. Research has also found 
that autism spectrum disorders are significantly more 
prevalent in the gender diverse community than the 
general population, with a gender diverse person being 
ten times more likely to be on the spectrum than their 
cisgendered peer.11

The health of LGBTIQ people is further impacted by their 
exposure to stigma, discrimination, and unconscious 
bias when accessing healthcare and support services. 
Additionally, many services do not have the knowledge 
to respond to their specific health-care needs.12 Where 
LGBTIQ-competent services do exist, they can be cost 
prohibitive to those that need them the most.13 As a 
result, many LGBTIQ people delay or do not access the 
services and support they need,14 which leads to late 
diagnoses and increased incidences of preventable 
diseases.15 This is the most significant barrier to improved 
health and wellbeing outcomes for LGBTIQ communities. 
It also has cost implications and adds pressure on the 
healthcare system.16

These statistics paint an alarming picture of the 
disparities between the mental health of LGBTIQ people 
and the wider community. However, some members of 
LGBTIQ communities carry a disproportionately large 
share of the burden, including transgender and gender 
diverse people, bisexual people, young LGBTIQ people, 
and people with intersex variations.17 It is important to 
note that these identities often overlap; lesbian, gay 
and bisexual people may also be transgender or gender 
diverse or may have an intersex variation. 
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To effectively respond to the disproportionate rates of 
mental health conditions and suicide within LGBTIQ 
communities, we need a combination of LGBTIQ-
targeted and mainstream service delivery. By taking this 
dual approach, we will reduce the impact of minority 
stress, improve the mental health of LGBTIQ people, 
reduce the cost burden of crisis services, decrease 
pressure on hospitals, and reduce inefficiencies in 
healthcare spending.18

LGBTIQ-targeted services, such as those provided  
by LGBTIQ peer-led organisations, play a crucial  
role in reducing healthcare inequities. Research 
consistently shows that peer-led organisations that 
are embedded in LGBTIQ communities are essential 
to reducing service barriers.19 When services 
provide clients with the opportunity to disclose their 
sexuality or gender identity in a safe and welcoming 
environment, they enhance the quality of care by 
building trust and enabling individualised and holistic 
approaches.20 LGBTIQ organisations are uniquely 
positioned to provide psychosocial services within 
a framework that addresses the impact of minority 
stress, which is key to improving mental health 
outcomes for LGBTIQ people.

Mainstream services also play an important role in 
meeting the diverse needs of LGBTIQ people. It is 
essential that health services, as well as broader social 
services, have the information and support to deliver 
LGBTIQ-inclusive and competent services. Research 
indicates that unconscious bias in service provision, 
that is, the assumption that clients are heterosexual 
and cisgendered, leads to services that fail to meet 
the specific and unique health-care needs of LGBTIQ 
people.21 This can easily be addressed by educating 
healthcare practitioners and other service providers 
about the diverse identities, experiences, and health-
care needs of LGBTIQ people. This training is most 
effective when delivered by LGBTIQ organisations, 
who are able to draw on their lived-experience and 
community knowledge to ensure the training is 
informed by the experiences and needs of LGBTIQ 
people. Further, creating an environment where 
service providers can engage directly with LGBTIQ 
people can reduce stigma and build their confidence to 
engage respectfully with LGBTIQ clients.

It is of critical importance that psychosocial support 
services respond to the needs of the following priority 
populations: 

YOUNG LGBTIQ PEOPLE 
Mental health disparities between LGBTIQ people and 
the wider population are more pronounced in younger 
age groups. LGBTIQ young people aged 16-24 have the 
highest levels of psychological distress across all age 
groups.22 This is in part because young people are more 
likely to experience family and peer rejection. A lack of 
parental support was also found to align with higher rates 
of suicidality in young people, as well as an increased risk 
of homelessness.23

___
BISEXUAL PEOPLE
Bisexual people’s experiences and needs are distinct 
from those of gay and lesbian communities, yet these 
diverse population groups are routinely amalgamated. 
International research consistently shows that bisexual 
people experience worse mental health than their gay and 
lesbian peers, including higher rates of depression, anxiety, 
self-harm, and suicidality.24 Bisexual people are exposed to 
stigma and discrimination within both heterosexual and 
homosexual communities, including the denial and erasure 
of their sexuality and identity.25 This is compounded by 
their invisibility in policy and service delivery, where their 
experiences and needs are commonly perceived as the 
same as those of gay and lesbian populations.  

The Australian Research Centre in Sex, Health and Society 
recently completed the largest Australian study into the 
experiences and mental health of bisexual Australians. 
The report confirms the applicability of international 
findings to the Australian context: the mental health of 
bisexual people requires urgent, specialised attention.26 

___
TRANSGENDER AND GENDER DIVERSE 
PEOPLE

Transgender and gender diverse people’s health and 
wellbeing is markedly worse than that of the general 
population and other LGBTIQ sub-populations. This 
is because of their disproportionate exposure to 
discrimination, stigma, social exclusion and violence.27 
One study found that almost 90% of transgender 
people had experienced at least one form of stigma, 
discrimination, violence or abuse.28 

___
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Transgender and gender diverse people are nearly twice 
as likely to be diagnosed with or treated for a mental 
health disorder than lesbian or gay people, and nearly 
three times more likely to be diagnosed with anxiety than 
the general population. Of transgender people over 18, 
40% have been diagnosed with an anxiety disorder and 
57% have been diagnosed with depression.29 Transgender 
people over the age of 18 are nearly eleven times more 
likely to attempt suicide in their lifetime than the wider 
population.30 

Transgender young people are at a higher risk of poor 
mental health than both young people and older 
transgender people. Trans Pathways, the largest study 
into the mental health of transgender and gender 
diverse young people in Australia, found that 75% of 
young transgender and gender diverse people have 
been diagnosed with depression,31 compared to 57% 
of transgender and gender diverse people over 18 and 
8% of young people in the general population.32 The 
study also found that one in every two transgender and 
gender diverse young people had attempted suicide, 
compared to one in 40 young people in the general 
population.33

Transgender and gender diverse people experience 
additional barriers to inclusive and competent 
healthcare services. The Trans Pathways study found 
that 60% of transgender and gender diverse young 
people feel isolated from medical and mental health 
services, and 42.1% of respondents had reached out to 
get help from healthcare professionals only to find that 
the service provider did not understand, respect, or 
have previous experience with gender diverse people.34 
A study on gender diversity in the ACT found that 89% 
of respondents felt access to information and health 
care is one of the most important issues facing the 
trans community.35 

PEOPLE WITH AN INTERSEX VARIATION 
Intersex is an umbrella term that refers to a spectrum of 
experiences, identities, and bodies. It does not describe 
a universal or homogenous group. A person is considered 
to have an intersex variation when their biological 
characteristics, including hormones, chromosomes, 
and sexual and reproductive organs, do not conform 
to social understandings of what constitutes a male or 
female body. Intersex variations are a matter of biological 
characteristics and therefore do not determine a person’s 
gender. Some people with an intersex variation may 
identify as intersex, while others may identify as men, 
women, or any other gender.

While there is a great deal of diversity among people with 
intersex variations, they often have shared experiences of 
discrimination, social exclusion, and violence, including 
violations of their bodily autonomy.36 This can happen 
when legal or institutional rulings force individuals 
to conform to binary ideas about gender and sex. In 
many cases, people with intersex variations have been 
subjected to medical interventions in infancy or childhood 
that explicitly intend to make their bodies conform to 
social norms relating to sex or gender. Despite being 
increasingly recognised as a violation of a person’s bodily 
autonomy, such interventions continue to take place.37 

Social inclusion and the provision of quality, appropriate 
healthcare for people with intersex variations is marred 
by a general lack of societal understanding about what 
it means to be intersex. As such, people with intersex 
variations face significant barriers when trying to access 
health professionals with the expertise required to meet 
their complex needs, and they regularly experience 
discrimination and stigma in these settings.38 In both 
social and healthcare environments, they are often 
misgendered and exposed to offensive, inaccurate, and 

___
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medicalised terminology.39 This contributes to worse 
health outcomes, potential avoidance of services and 
spaces, and lower overall wellbeing.40 It also contributes 
to and normalises the denial of bodily autonomy, which is 
often experienced by people with intersex variations early 
in life upon first interacting with the healthcare system.  

There is limited information available about the 
experiences and health needs of people with intersex 
variations. There have been few studies specifically 
targeting people with an intersex variation, and 
broader research involving LGBTIQ populations rarely 
includes enough participants with intersex variations to 
disaggregate the data. The data that does exist indicates 
that as with the wider LGBTIQ community, intersex people 
experience disproportionate rates of mental health issues 
and psychological distress. One of the largest studies  
on the experiences and needs of people with intersex 
variations41 found that of the 272 people surveyed who 
were over the age of 16, 21% had been diagnosed with 
depression, 13% with anxiety, and 8% with post-traumatic 
stress disorder.42 The study also found that 19% of this 
same cohort had attempted suicide, and that this was 
associated with their intersex status. 

In 2017, intersex organisations and individual advocates 
in Australia and Aotearoa/New Zealand released a joint 
statement to call for the acknowledgement and redress 
of these health inequities and human-rights violations. 

The statement, known as the Darlington Consensus 
Statement, asserts the rights of people with intersex 
variations to bodily integrity, physical autonomy, and self-
determination.43 It also sets out priorities for removing 
barriers to these rights in the areas of human rights and 
legal reform, health and wellbeing, peer support, and 
allies, as well as education, awareness, and employment. 

The Statement presses for an end to harmful medical 
and healthcare practices. This includes an immediate 
prohibition of deferrable medical interventions that 
alter the sex characteristics of infants and children 
without personal consent, and the classification of such 
interventions as criminal acts. It calls for better oversight 
of medical bodies, as well as the involvement of people 
with intersex variations in the creation of services and 
spaces that are equipped to manage their health needs.

The Darlington Statement aims to strengthen peer 
support among people with intersex variations, while also 
calling on allies to support them. At the time of writing, 
46 organisations, both intersex-led and ally institutions, 
have affirmed the Darlington Statement, including A 
Gender Agenda and the ACT Aids Action Council. In 
this document, we reaffirm the Darlington Consensus 
Statement, and strive to facilitate the meaningful 
participation of, and consultation with, intersex people 
and community organisations in all issues and policies 
that affect them.

RECOMMENDATIONS

Roll out LGBTIQ 
inclusiveness training, 
delivered by qualified 
LGBTIQ organisations, 
to healthcare providers 
and community 
services.

Facilitate the 
development and 
implementation of 
inclusive practice audit 
tools and a suite of 
diversity and inclusion 
resources to drive 
policy and operational 
changes in health and 
community services. 

Fund LGBTIQ peer- 
based organisations 
to provide specialist 
psychosocial services  
for LGBTIQ people.

Resource peer-based 
organisations to 
provide affirmative 
peer support to people 
with intersex variations, 
build supportive 
communities and 
networks and ensure 
the implementation 
of the Darlington 
Consensus Statement is 
led by intersex people 
and communities. 

1 2 3 4
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A person’s gender identity, sexual orientation, and sex characteristics are not the 
only factors contributing to their experiences and needs. Individuals within LGBTIQ 
communities have multiple, distinct, and overlapping identities and experiences, 
resulting in unique healthcare and support needs. Health disparities are most 
pronounced when a person’s multiple identities and experiences intersect in a way 
that compounds their exposure to stigma, marginalisation and discrimination, such 
as a person who identities as both LGBTIQ and Aboriginal. Exposure to multiple 
forms of marginalisation has significant health impacts and creates additional 
barriers to services and support. 

FACILITATE STRATEGIC 
PARTNERSHIPS TO MORE 
EFFECTIVELY RESPOND TO 
THE COMPLEX, DIVERSE, AND 
INTERSECTIONAL NEEDS OF  
LGBTIQ PEOPLE

2

There is a pressing need for increased collaboration, 
coordination, and partnership within the ACT service 
system to respond to the complex, diverse, and 
intersectional needs of LGBTIQ people, their families, and 
communities.  This includes services that respond to the 
needs of the following priority populations: 

___
LGBTIQ ABORIGINAL AND TORRES 
STRAIT ISLANDER PEOPLE
LGBTIQ Aboriginal and Torres Strait Islander people, 
including Sistergirls and Brotherboys, experience a 
number of intersecting points of marginalisation. These 
include structural, institutional, and interpersonal forms 
of discrimination based on race, gender, colonialism, and 
LGBTIQ status. As a result, Indigenous LGBTIQ people face 
multiple challenges to their overall mental and physical 
health, and social and emotional wellbeing.44 

Research suggests that LGBTIQ Aboriginal and Torres 
Strait Islander people have different areas of concern 

than other LGBTIQ people, emphasising a need for 
care that is tailored to the unique requirements 
of the LGBTIQ Aboriginal and Torres Strait Islander 
communities. For instance, a broad ranging analysis 
of studies between 1994 and 2012 indicated that 
for transgender Aboriginal and Torres Strait Islander 
people, problems relating to HIV/AIDS, identity, alcohol 
and substance abuse, physical and sexual abuse, and 
community engagement were most pressing.45 

Connectivity, community and country are consistently 
identified as essential determinants for social inclusion 
and belonging in LGBTIQ people who are from 
Aboriginal or Torres Strait Islander communities.46 
Strategies that work within and across communities 
are needed to ensure that effective support is 
developed for these population groups. Feedback 
from communities suggests that merely having 
LGBTIQ inclusive services is not sufficient to engage 
them, these services also need to be culturally-
inclusive.47 Identity-affirming and appropriate care 
and information need to be developed to address the 
pressing needs of Aboriginal and Torres Strait Islander 
people who identify as LGBTIQ.48 
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___
LGBTIQ MIGRANTS AND REFUGEES 

Despite making up a significant portion of the LGBTIQ 
population, LGBTIQ migrants and refugees can be 
rendered invisible. This is because services and spaces 
for migrants and refugees are structured by gender 
normative and heteronormative assumptions. 18% of 
LGBT people aged 16 and over were born overseas.49 
The notion that certain faiths or cultures are in conflict 
with LGBTIQ identities contributes to the marginalisation 
of this group. This is further fuelled by ideas about the 
apparently oppressive nature of some religions and 
cultures outside of Western contexts.50 At the same 
time, LGBTIQ migrants and refugees may find that they 
and their families require support in overcoming the 
perception that LGBTIQ identities are morally problematic 
or a product of decadent Western culture.51 LGBTIQ 
migrants or refugees are likely to experience multiple 
forms of social marginalisation, including racism, anti-
refugee or anti-migrant discrimination, homophobia, 
misgendering, and stigma associated with being LGBTIQ.52

For LGBTIQ individuals within families and faith groups, 
services and strategies that encourage a sense of social 
connection and community belonging are crucial for 
affirming identity and selfhood. Community groups and 
services that address shared experiences of trauma 
related to refugee experiences or experiences of racism, 
and those that allow for community building with 
LGBTIQ people specifically, can help foster a sense of 
solidarity and support.53 Safe and inclusive educational 
environments are vital for LGBTIQ youth in this group, 
who are likely to face multiple forms of discrimination 
in school because of anti-refugee and anti-migrant 
sentiment.54

To increase accessibility, we need culturally safe and 
inclusive spaces and services. To do this, organisations 
serving LGBTIQ people and those serving migrants and 
refugees should work together. Evidence suggests that 
government policy related to what allows a person to 
qualify for refugee status should be updated with a 
view to inclusivity for LGBTIQ migrants and refugees. 
Practices and rules based on gender and heteronormative 
assumptions about marriage, family reunification, and 
conditions of residence should be re-examined to meet 
the needs of LGBTIQ migrants and refugees.55

___
LGBTIQ PEOPLE EXPERIENCING  
OR AT-RISK OF HOMELESSNESS

LGBTIQ people’s experiences with homelessness are 
driven by complex factors, some of which include 
rejection from the family home, a lack of support 
from family and peer networks, and discrimination. 
Compared to heterosexual people, of whom 13.4% 
reported having been homeless, 33.7% of lesbian 
and gay people and 20.8% of bisexual people had 
experienced homelessness.56 One study found that 6% 
of intersex people had experienced precarious housing 
or homelessness,57 and a survey of transgender 
people found that 22% had been homeless.58 Young 
LGBTIQ people are at particular risk, often due to 
family conflict and violence in the home. This makes 
them more likely than the rest of the population to be 
homeless before the age of 16. While homelessness 
itself is a major problem for individuals and society, 
it also contributes to poor health and wellbeing 
outcomes. 

Due to previous experiences of discrimination, 
harassment, misgendering, and violence, LGBTIQ 
people are more likely to avoid accessing services, 
spaces, or accommodation.59 To change this, 
government housing and homelessness policies 
and services need to be more inclusive.60 Homeless 
shelters, shared accommodation, and services offering 
support for those experiencing housing insecurity need 
to be assessed for inclusivity in the way they offer 
services.61 Additionally, staff need training to build 
their understanding and competence in working with 
LGBTIQ people.

Risk factors for homelessness in LGBTIQ communities 
can be addressed through working with families to 
build cohesion and harmony and to develop inclusive 
ideas of family. Services working with families should 
be made aware of risk factors for young LGBTIQ 
people that can lead to homelessness. Services and 
organisations need to work together to establish 
pathways out of homelessness that are inclusive and 
sensitive to the needs of LGBTIQ people. LGBTIQ 
people need accessible and inclusive health, education, 
and employment services to reduce their risk of long-
term homelessness.62
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___
LGBTIQ PEOPLE WHO USE ALCOHOL 
AND OTHER DRUGS 

Recent national studies confirm long-held anecdotal 
knowledge that LGBTIQ populations use alcohol, tobacco 
and other drugs (ATOD) at a significantly higher rate than 
the wider population. As seen previously, the statistics 
vary greatly for each sub-population within LGBTIQ 
communities. The National Drug Strategy Household 
Survey (NDSHS) found that gay and bisexual people are 
five times more likely to use ATOD.63 The Gay Community 
Periodic Survey64 found that 50% of respondents had 
recently used illicit drugs, compared to about 14% 
of heterosexual people.65 The Flux survey found that 
tobacco use remains a persistent issue within the gay 
community, with gay men being twice as likely to smoke 
than heterosexual men.66 

Furthermore, research suggests that LGBTIQ people, 
particularly young trans and gender diverse people, 
may use substances to cope with minority stress and 
poor mental health. In one study, 23% of young trans 
and gender diverse people said they used illegal drugs 
and 48% used alcohol to ‘make themselves feel better.’67 
Additionally, young trans and gender diverse people 
commonly use alcohol and other drugs when alone.68 

Some studies also indicate that high rates of drug use 
among gay men is associated with gay party subcultures, 
including sex partying.69 This is an important intersection 
to understand and respond to, as drug use, particularly 
methamphetamine use, is associated with high-risk 
sexual behaviour and HIV infection among gay and 
bisexual men.70 

There is an obvious need for mental health services, 
alcohol and other drug services, and LGBTIQ peer-led 
services to work together to address the relationship 
between minority stress, mental health, and alcohol and 
drug use. Addressing the relationship between alcohol 
and drug use and HIV transmission within gay subcultures 
is also an important priority. 

___
PARENTS OF LGBTIQ CHILDREN  
AND YOUNG PEOPLE

Family members can struggle to understand the 
identities, experiences, and needs of their LGBTIQ 
children and relatives. This is partly due to persistent 
cisgendered and heteronormative family expectations. 
Rejection from the family home increases the risk of 
homelessness for LGBTIQ people,71 and family and 
parental rejection has adverse effects on health and 
wellbeing, including increased suicidal thoughts and 
self-harm.72

While many young people who tell their parents their 
sexual orientation or gender identity are supported, 
there is a significant percentage who are not, and this 
percentage is higher for people from culturally and 
linguistically diverse and religious backgrounds.73 A survey 
by Beyond Blue found that 60% of transgender, gender 
diverse, and intersex young people with depression 
reported not feeling supported by their families, and 
this group fared poorly on indicators of mental health 
and wellbeing compared to the group that did feel 
supported.74 

Research consistently demonstrates that support from 
parents is a crucial protective factor for the health and 
wellbeing of LGBTIQ young people; it reduces their risk of 
suicide, supports their mental health,75 and reduces the 
risk of homelessness.76 

Challenging limited ideas about family can enable families 
to become more inclusive.77 However, while programs 
often exist to support LGBTIQ people, they do not always 
include training for families and parents. Evidence 
suggests that such support can effect positive change.78
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___
LGBTIQ PARENTS

Traditional notions of the nuclear family remain 
prevalent in contemporary Australian society. As a 
result, LGBTIQ parents and their children are subject to 
stigma and discrimination that can adversely influence 
their health and wellbeing, such as homophobia 
and prejudice on the basis of gender and sexuality.79 
LGBTIQ parents can also face discrimination when 
carrying out parental duties, like negotiating childcare 
or the educational system.80 It can be difficult for them 
to find appropriate and inclusive institutions, and they 
can be excluded from school and childcare activities 
and communities. They often receive little support, 
have increased difficulties with staff, and are subject to 
organisational policies that are not inclusive.81

LGBTIQ people need to be supported in their roles as 
parents. Also, although studies on children raised by 
LGBTIQ parents show that they do not have different 
health and wellbeing outcomes than other children,82 
they do need support to build resilience to social stigma. 
Children of a parent who is transitioning may also 
require support to accept the gender of their parent.83

___
LGBTIQ PEOPLE LIVING IN RURAL  
AND REMOTE LOCATIONS

The Writing Themselves in 3 survey on the sexual 
health and wellbeing of same-sex attracted and gender 
questioning young people found that 20% of the survey’s 
respondents were from rural and remote locations. The 
survey identified that LGBTIQ people in these places 
suffer from a sense of invisibility and exclusion, both 
in their communities and in the wider LGBTIQ services 
sector.84 They reported facing discrimination, feeling 
more isolated, and having greater difficulty accessing 
services, and they also had higher rates of substance 
abuse and self-harm.85 LGB people in rural and remote 
areas reported being more likely to conceal their sexual 
orientation and felt less connected to communities than 
those living in metropolitan areas.86 People living in  
rural and remote areas made up 5.9% of trans  

and gender diverse people aged 18 and over (1.7%  
trans men, 8.1% trans women), 20% of LGBT young 
people aged 14 to 21, and 20.07% of LGBT people aged 
16 and over.

This data demonstrates that for LGBTIQ people in rural 
and remote areas to enjoy better access to inclusive 
services, local service providers need to work with 
LGBTIQ-specific service providers. Training would  
help staff by building their competence and making  
their services more inclusive for LGBTIQ people.  
This is particularly important for people working in 
healthcare and community service delivery. Work  
also needs to be done to encourage a sense of social 
support and connection for LGBTIQ people in rural  
and remote locations.87

___
LGBTIQ PEOPLE WITHIN THE  
JUSTICE SYSTEM

Australia’s policing and legal systems are still largely 
structured by heteronormative and cisnormative ideas 
about sexual orientation and gender. This impacts both 
LGBTIQ people who are victims of crime and LGBTIQ 
people within the criminal justice system. 

Australia has a history of criminalising specific sexual 
acts, such as homosexual sex, which has led to the 
incarceration of LGBTIQ people. Australia has also 
supported unequal age of consent laws, laws excluding 
the rights of some LGBTIQ people to marry, and laws 
preventing transgender people from obtaining legal 
recognition of their gender. 

Despite a long history of systemic changes aimed at 
removing inequity and discrimination within the justice 
systems, unconscious bias and discriminatory attitudes 
and practices persist. 88 This is apparent in the way the 
justice system addresses LGBTIQ-specific hate crimes, 
violence and discrimination, domestic violence, and 
intimate partner violence, which in many cases fails to 
deliver justice for victims.89 As a result, many LGBTIQ 
people are reluctant to seek the services of the police 
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or the justice system. This is because they fear that they 
will encounter discrimination or that their reports will 
not be taken seriously.90 

Heteronormative and cisnormative attitudes have a 
significant impact on LGBTIQ people within the prison 
system. For example, transgender, gender diverse, and 
intersex people risk being placed into prison populations 
that are not consistent with their gender identification,91 
and being segregated from the rest of the population.92 
Transgender and gender diverse people are commonly 
misgendered in the prison system, both formally and in 
their daily interactions with staff. This is known to have 
a negative impact on the mental and physical health and 
wellbeing of transgender and gender diverse prisoners.93 

Transgender people within the prison system may 
also be denied necessary hormones and access to 
appropriate health care. 94 

LGBTIQ prisoners are also more likely than other 
inmates to be subject to violence, particularly sexual 
violence.95 

There is a demonstrated need for programs that support 
and advocate for LGBTIQ people in the prison system, as 
well as promotion of ongoing institutional reform in the 
justice system more broadly. 

RECOMMENDATIONS

Facilitate partnership 
arrangements between LGBTIQ 
organisations, government 
and community services, and 
healthcare providers to respond 
to the multifaceted needs of 
LGBTIQ people, families, and 
communities.  

Fund LGBTIQ peer-led 
organisations to deliver LGBTIQ-
inclusion training that equips 
government, community, and 
private service providers to 
deliver inclusive and competent 
services that respond to 
the complex needs of these 
population groups. 

Support the development and 
delivery of family therapy and 
support services to respond to 
the specific needs of LGBTIQ 
families. 

1 2 3
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___
YOUNG LGBTIQ PEOPLE

LGBTIQ people are coming out at earlier ages, but they are 
facing damaging exposure to discrimination and violence, 
with an increased risk of poor health and wellbeing 
outcomes.96 Suicide and self-harm are among the most 
significant dangers they face, with The National LGBTI 
Health Alliance reporting that LGBTI young people aged 
between 16 and 27 were five times more likely to attempt 
suicide in their lifetimes than the rest of the population. The 
2013 Growing Up Queer report found that approximately 
75% of young intersex and gender diverse people had 
thoughts of self-harm, 60% had self-harmed, 65% had 
thoughts of suicide, and 40% had attempted suicide.97

Young LGBTIQ people are more likely to experience, and are 
more vulnerable to, family and peer rejection or a lack of 
understanding of their identities. As mentioned above, a lack 
of parental support was also found to align with higher rates 
of suicidality in young people, as well as an increased risk of 
homelessness.98 Parental, familial, and peer support helps 
young LGBTIQ people to develop resilience and promotes 
better mental and physical health. Parents and peers need to 
be supported to understand gender diversity and to expand 
their understandings of sexuality, gender, and sex.99

Access to education and a safe and supportive school 
environment is impeded by discrimination against LGBTIQ 
youth. One study conducted in Australia in 2016 found 
that 25% of gender diverse and transgender participants 
avoided school because they did not feel supported 
to express their gender identity, 65% had experienced 
verbal abuse from classmates, and 21% had experienced 
physical abuse. Young LGBTIQ people suffer from 
inadequate sexual health education, a lack of support 
from teachers and staff, and poor access to appropriate 
counselling in the school environment. Offering online 
spaces, services, and information tailored for LGBTIQ 
youth could help to meet their needs by providing access 
to information, anonymity (where desired), and a sense 
of community in settings where they feel comfortable.100

___
OLDER LGBTIQ PEOPLE

Older LGBTIQ people are likely to have experienced 
violence, stigma, and discrimination throughout their 
lives. As a result, they may be reluctant to disclose 
their identities or histories to aged care services and 
can therefore remain isolated or invisible within both 
the LGBTIQ sector and the broader community.101 This 
results in a lack of awareness of the unique needs of 
older LGBTIQ people, including a lack of targeted services 
to support them as they age. Additionally, the fear of 
mistreatment or rejection by aged care providers can lead 
older LGBTIQ people to delay seeking care or assistance 
until their health deteriorates or a crisis occurs.102 

The usual challenges faced by older people are 
exacerbated for LGBTIQ people, as they often do not 
have family-based support and assistance networks 
and are less likely to have children to care for them.103 
Older LGBTIQ people may also be at a higher risk of 
suicide than their heterosexual peers. This is due to 
their extensive experiences of stigma and persecution 
from authorities, and the fear of becoming dependent 
on potentially discriminatory mainstream aged care 
services. Legislation passed in 2013 prohibited aged care 
services run by religious organisations from refusing care 
to LGBTIQ people.104 Despite this, many older LGBTIQ 
people are still fearful of accessing aged care services or 
facilities. This is because of their previous experiences of 
discrimination by religious authorities, who considered 
them as sinful and immoral. For those that are dependent 
on aged care services, many feel the need to conceal 
their sexual orientation and/or gender identity to avoid 
discrimination, and this can lead to social isolation.105

Older LGBTIQ people may suffer many forms of 
discrimination within the aged care environment, 
including threatening eviction and refusing admission 
to aged care facilities; denying visitors or personal 
care services; refusing to allow LGBTIQ elders to show 
public affection or display cultural tokens, artefacts, 

RESPOND TO THE NEEDS  
OF LGBTIQ PEOPLE  
THROUGHOUT THEIR  
LIFESPAN 3
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pictures or memorabilia; prohibiting couples from 
sharing rooms; refusing to allow trans or gender 
diverse older people to be placed in a ward that 
corresponds with their gender identity; preventing 
partners from participating in medical decision making; 
being subjected to physical or psychological abuse, 
neglect and/or abandonment; and being involuntarily 
“outed” or threatened with being outed.106 As outlined 
in the National Lesbian, Gay, Bisexual, Transgender 
and Intersex (LGBTI) Ageing and Aged Care Strategy, 
government, organisational, and service provider 
policies and practices need to be developed in order to 
make services inclusive, respectful, and sensitive to the 
needs of older LGBTIQ people.107

In the ACT, older residents living with HIV, many  
of whom are gay, experience increased discrimination 
associated with their HIV status.108 This discrimination 
is informed by the persistence of inaccurate  
and prejudicial stereotypes about HIV.109 The  
number of older people living with HIV and entering 
aged care facilities is increasing, which demonstrates 
the urgency of producing better health and wellbeing 
outcomes for this group.110 It is important that 
healthcare workers understand the sensitivities of 
living with HIV and do not disclose the HIV status 
of people living in aged care facilities. To this end, 
specific training and programming to increase service 
providers’ knowledge is needed.

Recommendations

RECOMMENDATIONS

Include LGBTIQ inclusion 
and competency training in 
professional development 
activities in ACT Government 
primary and secondary schools.

Support and provide funding 
for student-led diversity and 
inclusion groups, programs, and 
activities in ACT Government 
schools.

Continue to support the Safe 
Schools Initiative or an equivalent 
diversity and inclusion program.  

Support LGBTIQ inclusion and 
competency training in aged care 
settings and services.

Lobby for the inclusion of church-
based health and community 
services in anti-discrimination 
legislation.

Lobby for LGBTIQ inclusion and 
anti-discrimination requirements 
in the licensing and quality 
standards for aged care facilities 
and services.

1

4

2

5

3

6
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To develop effective policies, programs, and services, and to inform social, political, 
and legislative reforms, we need accurate population data. Without it, people with 
diverse sex characteristics, gender identities, and sexual orientations risk becoming 
invisible to society, with their needs neither identified nor understood. 

ENSURE POLICY AND 
PROGRAMMATIC DECISIONS 
ARE INFORMED BY ACCURATE 
DATA ABOUT LGBTIQ PEOPLE’S 
EXPERIENCES AND NEEDS

4
There is a significant knowledge gap about identities, 
practices, and experiences of LGBTIQ people in the 
ACT – information that is crucial for achieving equity in 
health and wellbeing outcomes for LGBTIQ communities. 
Aside from the Gay Community Periodic Survey (GCPS), 
which has surveyed gay, bisexual, and trans men 18 
years and older every year since 2006,111 there is no 
ACT-specific data on the health and wellbeing of LGBTIQ 
communities. While the GCPS provides much-needed 
information on the sexual practices and use of illicit 
drugs among gay, bisexual, and trans men, information 
about a broader range of identities and practices is 
lacking. While an increasing number of national studies 
focus on LGBTIQ health and wellbeing, they often do 
not recruit enough participants from the ACT for the 
findings to be locally relevant.  

Community-based organisations in the ACT are  
working to address this gap. In 2015, the LGBTIQ 
Community Consortium undertook a study to identify 
the health-care needs of LGBTIQ people in the ACT. 
Currently, the Council and the Women’s Centre for 
Health Matters are undertaking research into the 
needs of LGBTIQ women. Community-based, peer-led 
organisations like ours are well positioned to undertake 
this research, as we have established relationships 
with LGBTIQ communities. Highly stigmatised and 
marginalised population groups are more likely to 
disclose information to organisations and peers they 
trust and feel safe giving sensitive information to. As 
a result, our current research efforts are more likely 
to reflect the priorities and needs of our local LGBTIQ 
communities accurately. 
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Healthcare providers also have a role to play in collecting 
information about the health and wellbeing of LGBTIQ 
patients and clients. However, accurate data collection 
depends on tools and systems that allow people to 
accurately record their gender identity and expression, 
sexual orientation, and sex characteristics.112 While 
LGBTIQ service providers know that young people are 
increasingly identifying beyond the masculine/feminine 

gender categories, this information is not being captured. 
Put simply, our policies and data collection systems are 
not keeping pace with cultural changes. The Canberra 
Community Consortium’s Guide to LGBTIQ-Inclusive 
Data Collection113 provides guidance on developing more 
inclusive data collection practices. With this resource, the 
ACT Government can support health services to collect 
LGBTIQ-inclusive data and bolster social research data.  

RECOMMENDATIONS

Facilitate and promote 
the inclusion of 
LGBTIQ Canberrans 
in national social and 
epidemiological studies.

Commission 
epidemiological and 
social research into 
LGBTIQ communities 
in the ACT, to be 
undertaken in 
partnership with local 
communities and peer-
led organisations.

Support community-
based, peer-led 
organisations to 
conduct representative 
and high-quality 
social, cultural, and 
epidemiological 
research within their 
communities on key 
issues identified by the 
LGBTIQ sector. 

Support ACT 
Government-funded 
health and community 
services to ensure their 
data-collection practices 
effectively capture data 
on people with diverse 
genders, bodies, and 
relationships.

1 2 3 4
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