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Furthermore, to protect a growing 
population from spending money 
they do not yet earn, we as a society 
must ensure that players, politicians, 
physicians, and policy makers 
understand the potential harms of 
what has become a lucrative addition 
to the gaming market.
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A call for action on 
overdose among LGBTQ 
people in North America
 
North America is in the midst of 
an unprecedented overdose crisis. 
Although data regarding the 
magnitude of overdose experienced 
by lesbian, gay, bisexual, transgender, 
and queer (LGBTQ) people are 
sparse, a well known interrelated 
series of individual (eg, suicide and 
mental illness),1–3 social (eg,  violence, 
bullying, and rejection from family 
and friends),1,3 and structural (eg, 
poverty, homophobia, transphobia, 
and stigma)3 factors are known to put 
this population at disproportionately 
high risk of substance use-related 
harms. Despite the availability of 
several key sources of epidemiological 

data, substantial gaps in the evidence 
base regarding LGBTQ people and 
overdose are challenging the capacity 
to comprehensively address these 
inequities. We hereby highlight two 
key areas that require new scientific 
and public health investments to more 
fully measure, report, and address 
overdose among LGBTQ people.

First, to improve our understanding 
of the magnitude and distribution 
of the overdose crisis and the 
corresponding effects on LGBTQ 
people, new strategies for data 
capture are urgently required. Current 
approaches to large-scale community 
health surveys around the world, and 
in North America in particular, often 
lack high-quality measures to assess 
differential effects that occur based 
on sexual and gender identities.4 For 
example, the Canadian Community 
Health Survey,4 the Canadian Alcohol 
and Drug Use Monitoring Survey,4 
the US National Survey on Drug 
Use and Health,2 and the US Youth 
Risk Behavior Surveillance System1 
are among the only nation-wide 
community health surveys that 
actively collect (albeit very limited) 
measures of sexual identity and 
substance use. However, none of 
these surveys have contributed to our 
understanding of overdose among 
LGBTQ people. We therefore call on 
major national funding agencies 
(such as the US National Institutes of 
Health and the Canadian Institutes 
of Health Research) to demand that 
all large-scale health surveys adopt 
standard metrics of sexual and gender 
identity to more fully characterise how 
overdose is affecting LGBTQ people 
across North America. These inequities, 
both known and unknown, also oblige 
those of us working in this area to think 
innovatively about identifying new 
surveillance data capture strategies to 
more effectively engage and sample 
LGBTQ people (eg, network-based 
sampling), especially given that LGBTQ 
people might be unwilling to disclose 
their sexual or gender identities in 
traditional surveillance systems. 

Second, despite a limited yet 
emerging evidence base indicating that 
the provision of tailored addiction-
treatment services for LGBTQ people 
is feasible and can improve treatment 
uptake and adherence,5 the majority 
of the treatment infrastructure in 
North America and elsewhere fails 
to respond to the unique needs and 
diversity of LGBTQ people. Challenges 
to improving LGBTQ-appropriate 
care for addiction remain, however, 
in that LGBTQ people are often less 
likely to adhere to treatment for 
substance misuse, partly because of 
negative interactions with health-care 
services that are not well equipped to 
address the needs of LGBTQ people.3 
It is essential for addiction services 
for LGBTQ people to be welcoming, 
evidence-informed, client-centred, 
safe, reflexive, and non-judgmental, 
while also promoting dignity and 
respect in all encounters with LGBTQ 
clients. We call on substance-use 
care and treatment services to equip 
care providers with the skills and 
competencies they need to navigate 
conversations about gender, sexual 
identity, and substance use with their 
LGBTQ clients. 
We declare no competing interests. This work was 
funded by the Canadian Institutes of Health Research 
(grant number CTW-155550). RK is supported by a 
Scholar Award from the Michael Smith Foundation 
for Health Research (MSFHR). MK is supported by the 
Vanier Canada Graduate Scholarship and the Pierre 
Elliott Trudeau Foundation Doctoral Scholarships. OF 
is supported by a Post-Doctoral Award from MSFHR.

Ehsan Moazen-Zadeh, 
Mohammad Karamouzian, 
Hannah Kia, Travis Salway, 
Olivier Ferlatte, *Rod Knight
bccsu-rk@bccsu.ubc.ca

Institute of Mental Health, Department of Psychiatry 
(EM-Z), School of Population and Public Health (TS), 
and Department of Medicine (RK), University of 
British Columbia, Vancouver, BC, Canada; British 
Columbia Centre on Substance Use, Vancouver, BC, 
V6Z 2A9, Canada (MK, RK); HIV/STI Surveillance 
Research Centre, and WHO Collaborating Centre for 
HIV Surveillance, Institute for Futures Studies in 
Health, Kerman University of Medical Sciences, 
Kerman, Iran (MK); Dalla Lana School of Public 
Health, University of Toronto, Toronto, ON, Canada 
(HK); and Department of Social and Preventative 
Medicine, School of Public Health, University of 
Montreal, Montreal, Canada (OF)



Correspondence

726	 www.thelancet.com/psychiatry   Vol 6   September 2019

1	 Johns MM, Lowry R, Andrzejewski J, et al. 
Transgender identity and experiences of 
violence victimization, substance use, suicide 
risk, and sexual risk behaviors among high 
school students—19 states and large urban 
school districts, 2017. MMWR Morb Mortal Wkly 
Rep 2019; 68: 67–71.

2	 Medley G, Lipari RN, Bose J, Cribb DS, Kroutil LA, 
McHenry G. Sexual orientation and estimates of 
adult substance use and mental health: results 
from the 2015 National Survey on Drug Use 
and Health. Substance Abuse and Mental 
Health Services Administration. October, 2016. 
https://www.samhsa.gov/data/sites/default/
files/NSDUH-SexualOrientation-2015/NSDUH-
SexualOrientation-2015/NSDUH-
SexualOrientation-2015.htm (accessed 
July 19, 2019).

3	 Robinson M. LGBTQ people, drug use & harm 
reduction. Rainbow Health Ontario. 2014. 
https://www.rainbowhealthontario.ca/wp-
content/uploads/woocommerce_uploads/ 
2015/06/RHO_FactSheet_
LGBTDRUGUSEHARMREDUCTION_E.pdf 
(accessed March 26, 2019).

4	 Waite S, Denier N. A research note on Canada’s 
LGBT data landscape: where we are and what 
the future holds. Can Rev Sociol 2019; 
56: 93–117. 

5	 Girouard MP, Goldhammer H, Keuroghlian AS. 
Understanding and treating opioid use disorders 
in lesbian, gay, bisexual, transgender, and queer 
populations. Subst Abus 2019; 13: 1–5.

Belgian Superior Health 
Council advises against 
the use of the DSM 
categories
Worldwide, the DSM is, much like the 
ICD, a frequently used classificatory 
diagnostic instrument. However, 
questions have been raised about 
its pragmatic and scientific status.1–3 
Therefore, in 2016, the Belgian 
Governmental Superior Health Council 
set up an expert group comprised 
of academics and practitioners 
in psychiatry, clinical psychology, 
sociology, and philosophy as well as 
a service user to evaluate relevant 
literature and evidence.4

Epistemologically, the expert 
group concluded that mental 
disorder categories should not be 
treated as natural kind categories 
but as constructs that have a causal 
impact on those who are classified. 
Sociologically, the group observed 
that diagnostic classifications tend to 
legitimise organisational structures 

and protect psychiatry from pressures 
to change. Moreover, the literature 
suggests that a biomedical approach 
does not, as hoped, reduce stigma and 
discrimination. Clinically, the group 
concluded that common diagnostic 
categories lack validity, reliability, and 
predictive power. Additionally, these 
do not tally with new conceptions of 
health, defined by the ability to adapt 
despite biopsychosocial obstacles.5

The Council  observed that 
multilayered clinical case formulation 
provides a useful alternative. Thus, 
symptoms, complaints, and suffering 
can best be contextualised in terms of 
biographical information, existential 
challenges, contextual-interactional 
functioning, mental processes, and 
biological considerations. Classification 
can still occur but on the basis of a 
small number of general syndromes 
(eg, psychotic syndrome or depression 
syndrome), which stimulates personal 
diagnostic formulation. These should 
be discussed in terms of a continuum 
from crisis to recovery to assess the 
need for care and support.

The report ends with recommen
dations that encourage contextualised 
patient-centred psychiatry. These 
recommendations include the 
advice to refrain from using the 
DSM categories for organising and 
reimbursing interventions and for 
organising prevention and promoting 
mental health literacy.

The report has five key recom
mendations aimed at clinicians, 
policy makers, and the general public: 
(1) default non-problematising and 
non-medicalising approaches to 
mental complaints or crises because 
they might express existential and 
social problems; (2) careful listening to 
subjective experiences; (3) providing 
help and support for mental complaints 
or crises without a formal diagnosis as a 
precondition; (4) taking the perspective 
of people with mental complaints or 
crises and the way in which they give 
meaning as central to diagnosis and 
treatment; and (6) when formulating 
a case, paying close attention to the 

person-specific way in which, among 
other things, mental, existential (giving 
and losing meaning), biological, social, 
and cultural factors take shape.

To our knowledge, this is the first 
time a public body has drawn such 
an explicit conclusion about how 
psychiatric diagnosis might best be 
used in clinical and public health 
practice.
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