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tation (i.e., erotic attractions and sexual arousal oriented to 
one sex or the other, or both) was unlikely to change due to 
efforts designed for this purpose. Some individuals appeared 
to learn how to ignore or limit their attractions. However, 
this was much less likely to be true for people whose sexual 
attractions were initially limited to people of the same sex. 

Although sound data on the safety of SOCE are extremely 
limited, some individuals reported being harmed by SOCE. 
Distress and depression were exacerbated. Belief in the 
hope of sexual orientation change followed by the failure of 
the treatment was identified as a significant cause of distress 
and negative self-image (Beckstead & Morrow, 2004; Shidlo 
& Schroeder, 2002). 

Although there is insufficient evidence to support the use 
of psychological interventions to change sexual orienta
tion, some individuals modified their sexual orientation 
identity (i.e. , group membership and affiliation), behavior, 
and values (Nicolosi eta!., 2000) . They did so in a variety of 
ways and with varied and unpredictable outcomes, some of 
which were temporary (Beckstead & Morrow, 2004; Shidlo 
& Schroeder, 2002). Based on the available data, additional 
claims about the meaning of those outcomes are scientifi
cally unsupported. 

On the basis of the Task Force's findings, the APA encour
ages mental health professionals to provide assistance to 
those who seek sexual orientation change by utilizing affir
mative multiculturally competent (Bartoli & Gillem, 2008; 
Brown, 2006) and client-centered approaches (e.g., Beck
stead & Israel, 2007; Glassgold, 2008; Haldeman, 2004; 
Lasser & Gottlieb, 2004) that recognize the negative impact 
of social stigma on sexual minorities2 (Herek, 2009; Herek 
& Garnets, 2007) and balance ethical principles of benefi
cence and nonmaleficence, justice, and respect for people's 
rights and dignity (APA, 1998, 2002; Davison, 1976; Halde
man, 2002; Schneider, Brown, & Glassgold, 2002). 

RESOLUTION 

WHEREAS the American Psychological Association (APA) 
expressly opposes prejudice (defined broadly) and discrimi
nation based on age, gender, gender identity, race, ethnicity, 
culture, national origin, religion, sexual orientation, dis
ability, language, or socioeconomic status (APA, 1998, 2000, 
2002,2003,2005, 2006, 2008b); and 
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WHEREAS the A.PA takes a leadership role in opposing 
prejudice and discrimination (APA, 2008b, 2008c) , includ
ing prejudice based on or derived from religion or spiritual
ity, and encourages commensurate consideration of religion 
and spirituality as diversity variables (APA, 2008b); and 

WHEREAS psychologists respect human diversity including 
age, gender, gender identity, race, ethnicity, culture, national 
origin, religion, sexual orientation, disability, language, and 
socioeconomic status (APA, 2002) and psychologists strive to 
prevent bias from their own spiritual, religious, or nonre
ligious beliefs from taking precedence over professional 
practice and standards or scientific findings in their work as 
psychologists (APA, 2008b); and 

WHEREAS psychologists are encouraged to recognize that it 
is outside the role and expertise of psychologists, as psychol
ogists, to adjudicate religious or spiritual tenets, while also 
recognizing that psychologists can appropriately speak to 
the psychological implications of religious/ spiritual beliefs 
or practices when relevant psychological findings about 
those implications exist (APA, 2008b); and 

WHEREAS those operating from religious/spiritual tradi
tions are encouraged to recognize that it is outside their 
role and expertise to adjudicate empirical scientific issues in 
psychology; while also recognizing they can appropriately 
speak to theological implications of psychological science 
(APA, 2008b); and 

WHEREAS the APA encourages collaborative activities in 
pursuit of shared prosocial goals between psychologists and 
religious communities when such collaboration can be done 
in a mutually respectful manner that is consistent with psy
chologists' professional and scientific roles (APA, 2008b); and 

WHEREAS societal ignorance and prejudice about a same
sex sexual orientation places some sexual minorities at risk 
for seeking sexual orientation change due to personal, fam
ily, or religious conflicts, or lack of information (Beckstead 
& Morrow, 2004; Haldeman, 1994; Ponticelli, 1999; Shidlo 
& Schroeder, 2002; Wolkomir, 2001); and 

WHEREAS some mental health professionals advocate treat
ments based on the premise that homosexuality is a mental 
disorder (e.g., Nicolosi, 1991; Socarides, 1968); and 

WHEREAS sexual minority children and youth are especially 
vulnerable populations with unique developmental tasks (Per
rin, 2002; Ryan & Futterman, 1997), who lack adequate legal 
protection from involuntary or coercive treatment (Arriola, 
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1998; Burack & Josephson, 2005; Molnar, 1997) and whose 
parents and guardians need accurate information to make in
formed decisions regarding their development and well-being 
(Cianciotto & Cahill, 2006; Ryan & Futterman, 1997); and 

WHEREAS research has shown that family rejection is a pre
dictor of negative outcomes (Remafedi, Farrow, & Deisher, 
1991; Ryan, Huebner, Diaz, & Sanchez, 2009; Savin
Williams, 1994; Wilber, Ryan, & Marksamer, 2006) and 
that parental acceptance and school support are protective 
factors (D'Augelli, 2003; D'Augelli, Hershberger, & Pilk
ington, 1998; Goodenow, Szalacha, & Westheimer, 2006; 
Savin-Williams, 1989) for sexual minority youth; 

THEREFORE BE IT RESOLVED that the APA affirms that 
same-sex sexual and romantic attractions, feelings, and 
behaviors are normal and positive variations of human 
sexuality regardless of sexual orientation identity; 

BE IT FURTHER RESOLVED that the APA reaffirms its posi
tion that homosexuality per se is not a mental disorder and 
opposes portrayals of sexual minority youths and adults as 
mentally ill due to their sexual orientation; 

BE IT FURTHER RESOLVED that the APA concludes that 
there is insufficient evidence to support the use of psycho
logical interventions to change sexual orientation; 

BE IT FURTHER RESOLVED that the APA encourages mental 
health professionals to avoid misrepresenting the efficacy of 
sexual orientation change efforts by promoting or promising 
change in sexual orientation when providing assistance to in
dividuals distressed by their own or others' sexual orientation; 

BE IT FURTHER RESOLVED that the APA concludes that 
the benefits reported by participants in sexual orientation 
change efforts can be gained through approaches that do 
not attempt to change sexual orientation; 

BE IT FURTHER RESOLVED that the APA concludes that the 
emerging knowledge on affirmative multiculturally com
petent treatment provides a foundation for an appropriate 
evidence-based practice with children, adolescents, and 
adults who are distressed by or seek to change their sexual 
orientation (Bartoli & Gillem, 2008; Brown, 2006; Martell, 
Safren, & Prince, 2004; Norcross, 2002; Ryan & Futterman, 
1997); 

BE IT FURTHER RESOLVED that the APA advises parents, 
guardians, young people, and their families to avoid sexual 
orientation change efforts that portray homosexuality as 
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a mental illness or developmental disorder and to seek 
psychotherapy, social support, and educational services that 
provide accurate information on sexual orientation and 
sexuality, increase family and school support, and reduce 
rejection of sexual minority youth; 

BE IT FURTHER RESOLVED that the APA encourages practi
tioners to consider the ethical concerns outlined in the 1997 
APA Resolution on Appropriate Therapeutic Response to 
Sexual Orientation (APA, 1998), in particular the follow
ing standards and principles: scientific bases for profes
sional judgments, benefit and harm, justice, and respect for 
people's rights and dignity; 

BE IT FURTHER RESOLVED that the APA encourages prac
titioners to be aware that age, gender, gender identity, race, 
ethnicity, culture, national origin, religion, disability, lan
guage, and socioeconomic status may interact with sexual 
stigma, and contribute to variations in sexual orientation 
identity development, expression, and experience; 

BE IT FURTHER RESOLVED that the APA opposes the distor
tion and selective use of scientific data about homosexuality 
by individuals and organizations seeking to influence public 
policy and public opinion and will take a leadership role in 
responding to such distortions; 

BE IT FURTHER RESOLVED that the APA supports the dis
semination of accurate scientific and professional informa
tion about sexual orientation in order to counteract bias 
that is based in lack of knowledge about sexual orientation; 

BE IT FURTHER RESOLVED that the APA encourages advo
cacy groups, elected officials, mental health professionals, 
policymakers, religious professionals and organizations, and 
other organizations to seek areas of collaboration that may 
promote the wellbeing of sexual minorities. 

,:_;. 
'It-f.,. •. 

, .• ~' 
< .••• / 

'-·· 

31 

Case 8:17-cv-02896-CEH-AAS   Document 24-4   Filed 01/12/18   Page 2 of 51 PageID 504



Apprupriate Affirmative Responses to Sexual Orientation Distress and Change Efforts 

ENDNOTES 
1. The APA uses the term sexual orientation 

change efforts to describe all means 
to change sexual orientation (e.g. , 
behavioral techniques, psychoanalytic 
techniques, medical approaches, 
religious and spiritual approaches). This 
includes those efforts by mental health 
professionals, lay individuals, including 
religious professionals, religious leaders, 
social groups, and other lay networks 
such as self-help groups. 

2. The Task Force uses the term sexual 

minority (cf. Blumenfeld, 1992; McCarn 
& Fassinger, 1996; Ullerstam, 1966) to 
designate the entire group of individuals 
who experience significant erotic and 
romantic attractions to adult members 
of their own sex, including those who 
experience attractions to members of 
both their own and the other sex. This 
term is used because the Task Force 
recognizes that not all sexual minority 
individuals adopt a lesbian, gay, or 
bisexual identity. 
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2012 - Position Statement on Attempts to Change Sexual Orientation, 
Gender Identity, or Gender Expression 
The American Psychoanalytic Association affirms the right of all people to their sexual orientation, 

gender identity and gender expression without interference or coercive interventions attempting to 

change sexual orientation, gender identity or gender expression. 

As with any societal prejudice. bias against individuals based on actual or perceived sexual 

orientation, gender identity or gender expression negatively affects mental health, contributing to an 

enduring sense of stigma and pervasive self-criticism through the internalization of such prejudice. 

Psychoanalytic technique does not encompass purposeful attempts to "convert,' "repair," change or 
shift an individual's sexual orientation, gender identity or gender expression. Such directed efforts are 

against fundamental principles of psychoanalytic treatment and often result in substantial 

psychological pain by reinforcing damaging internalized attitudes. 

Adopted June 2012. This position statement replaces APsaA 's December 1999 position statement on 

reparative therapy 

http://www.apsa.org/content/20 12-position-statement-attempts-change-sexual-orientation-. .. 2/27/2017 
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1 AACAP OFFICIAL ACTION 

Practice Parameter on Gay, Lesbian, or 
Bisexual Sexual Orientation, Gender 

Nonconformity, and Gender Discordance 
in Children and Adolescents 

Children and adolescents who are growing up gay, lesbian, bisexual, gender nonconforming, 
or gender discordant experience unique developmental challenges. They are at risk for certain 
mental health problems, many of which are significantly correlated with stigma and prejudice. 
Mental health professionals have an important role to play in fostering healthy development 
in this population. Influences on sexual orientation, gender nonconformity, and gender 
discordance, and their developmental relationships to each other, are reviewed. Practice 
principles and related issues of cultural competence, research needs, and ethics are discussed. 
J. Am. Acad. Child Adolesc. Psychiatry, 2012;51(9):957-974. Key Words: sexual orientation, 
homosexuality, bisexuality, gender identity disorder, gender discordant. 

S cientific studies demonstrating the healthy, 
adaptive functioning of the great majority 
of gay and lesbian adults paved the way 

toward removal of homosexuality as an illness 
from the DSM in 1973.1 Homosexuality is now 
recognized as a nonpathological variant of hu
man sexuality. Although the great majority of 
gay and lesbian individuals have normal mental 
health, as a group they experience unique stres
sors and developmental challenges. Perhaps in 
part as a consequence of these challenges, adult 
and adolescent members of sexual minorities 
(defined below) develop depression, anxiety dis
orders, substance abuse, and suicidality at rates 
that are elevated in comparison with those in the 
general population.Z·3 Thus, psychosocial distress 
may account for the different rates in depression, 
hopelessness, and current suicidality seen be
tween gay, lesbian, and bisexual adolescents and 
their heterosexual peers.4 Studies in the U.S. and 
the Netherlands document this problem continu
ing into adulthood, and show a significant asso
ciation among stigma, prejudice, discrimination, 
and poor mental health.2•5•6 

Sexual development comprises biological, psy
chological, and social aspects of experience. Exten
sive scientific research, described below, has been 
conducted on the influence of these factors on 
sexual orientation and gender in recent years. 

Much of what has been learned scientifically 
about sexual orientation and gender develop
ment in the last generation has occurred in par
allel with societal changes in attitudes toward 
sexual orientation and gender roles. While bias 
against sexual minorities is declining in many 
segments of society, intolerance is still wide
spread. Children and adolescents are exposed to 
these negative attitudes and are affected by them. 
This Practice Parameter is intended to foster 
clinical competence in those caring for children 
and adolescents who are growing up to be gay, 
lesbian, bisexual, gender variant, or transgender, 
reflecting what is currently known about best 
clinical practices for these youth. 

METHODOLOGY 
The list of references for this Practice Parameter 
was developed by online searches of Medline 
and PsyciNFO. A search of PsyciNFO articles 
published since 1806 and Medline articles pub
lished from 1950 through April 27, 2010, of 
key-word terms "sexual orientation," "gay," 
"homosexuality," "male homosexuality," "les
bianism," "bisexuality," "transgender," "trans
sexualism," "gender variant," "gender atypical," 
"gender identity disorder," and "homosexuality, 
attitudes toward" limited to English language, hu-
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man subjects, and ages 0-17 years (PsyciNFO) or 
0-18 years (Medline) produced 7,825 unique and 
967 duplicate references. 

To take full advantage of the MeSH Subject 
Headings database, a subsequent search was 
conducted of articles in the Medline database 
through May 3, 2010 using MeSH Subject Head
ings terms "homosexuality," "male homosexual
ity," "female homosexuality," "bisexuality," "trans
sexualism," and limiting articles to those written in 
English and related to human subjects, all child and 
adolescent ages (0-18 years). This search produced 
2,717 references. 

Similarly, to take full advantage of the Thesau
rus Terms (Descriptors) database, a subsequent 
search was conducted of articles in the PsyciNFO 
articles through May 14, 2010 using Thesaurus 
Terms (Descriptors) "sexual orientation," "homo
sexuality," "male homosexuality," "female homo
sexuality," "lesbianism," 'bisexuality," "transgen
der," "transsexualism," "gender identity disorder," 
and "homosexuality (attitudes toward)" and limit
ing articles to those written in English and related 
to human subjects of childhood age (0-12) and 
adolescent age (13-17). This search produced 1,751 
references. 

The combined search in Medline MeSH Sub
ject Headings and PsyciNFO Thesaurus Terms 
(Descriptors) databases produced 4,106 unique 
references and 361 duplicate references. Of the 
4,106 unique references, the following were win
nowed out: 345 books or book sections; 94 dis
sertation abstracts; 18 editorials; 13 articles whose 
focus was primarily historical; 104 theoretical 
formulation or comment without peer review; 
163 case reports or brief series; 32 related primar
ily to policy or law; 19 related to news; 74 related 
primarily to research methods; 736 primarily 
about human immunodeficiency virus (HIV)/ 
acquired immune deficiency sydrome (AIDS) 
and an additional 404 about early HIV I AIDS or 
other sexually transmitted illness; one each re
lated to an award, book review, or interview; 168 
that dealt primarily with diseases, reproduction, 
paraphilia or intersex conditions beyond the 
scope of the Parameter; an additional 8 that fell 
outside the specified age range; an additional 26 
duplicates that were found; and 10 dating from 
1960 to 1975 related to aversive or "reparative" 
techniques intended to change sexual orientation 
that are inconsistent with current ethical position 
statements of the American Psychiatric Associa-

tion? This winnowing process yielded 1,889 ref
erences. 

To help ensure completeness of the search 
strategies, the search results using Medline 
MeSH terms and PsyciNFO Thesaurus terms 
(Descriptors) were compared to key-word terms 
of the Medline and PsyciNFO databases. This 
comparison demonstrated 1,113 overlapping ref
erences, with 6,712 unique to the key-word 
search and 2,993 unique to the combined Thesau
rus Term (Descriptor) and MeSH searches. 

An updated Medline search of articles through 
March 3, 2011, of the MeSH database using the 
same Subject Headings and limits used in the 
previous search produced 138 references. An 
updated PsyciNFO search of articles through 
March 3, 2011, of the Thesaurus database using 
the same Terms (Descriptors) and limits used 
in the previous search produced 107 references. 

Throughout the search, the bibliographies of 
source materials including books,8-10 book chap
ters,11 and review ar ticles.12- 14 were consulted for 
additional references that were not produced by 
the online searches. Bibliographies of publica
tions by the following experts were also exam
ined to find additional pertinent articles not 
produced by online searches: Jennifer I. Downey, 
M.D., Jack Drescher, M.D., Richard C. Friedman, 
M.D., Gilbert Herdt, Ph.D., Richard Isay, M.D., 
Ellen Perrin, M.D., Heino F. L. Meyer-Bahlburg, 
Dr. rer. nat., Gary Remafedi, M.D., M.P.H., and 
Kenneth Zucker, Ph.D. Recent studies and dis
cussions at scientific meetings in the past decade 
were considered for inclusion. 

From the list of references assembled in this 
way, references were selected whose primary 
focus was mental health related to sexual orien
tation, gender nonconformity, and gender discor
dance in children and adolescents. References 
that were not a literature review, published in 
peer-reviewed literature, or based on method
ologically sound strategies such as use of popu
lation-based, controlled, blinded, prospective, or 
multi-site evidence were eliminated. References 
were selected that illustrated key points related 
to clinical practice. When more than one refer
ence illustrated a key point around which there is 
general consensus, preference was given to those 
that were more recent, relevant to the U.S. pop
ulation, most illustrative of key clinical concepts, 
based upon larger samples, prospective study 
design, or meta-analysis. When discussing issues 
around which consensus is not yet established, 
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citations illustrating a representative sample of 
multiple viewpoints were selected. 

DEFINITIONS 
Many terms related to sexual development are 
being continually updated. The following defini
tions reflect current terminology, and are used in 
this Practice Parameter. 
• Sex, in the sense of being male or female, refers 

to a person's anatomical sex. (Although usu
ally considered dichotomously male or female, 
disorders of sex development can lead to in
tersex conditions, which are beyond the scope 
of this Practice Parameter). 

• Gender refers to the perception of a person's 
sex on the part of society as male or female . 

• Gender role behavior refers to activities, inter
ests, use of symbols, styles, or other personal 
and social attributes that are recognized as 
masculine or feminine. 

• Gender identity refers to an individual's per
sonal sense of self as male or female. It usually 
develops by age 3, is concordant with a per
son's sex and gender, and remains stable over 
the lifetime. For a small number of individuals, 
it can change later in life. 

• Identity refers to one's abstract sense of self 
within a cultural and social matrix. This 
broader meaning (equivalent to ego identity) 
is distinct from gender identity, and usually 
consolidated in adolescence. 

• Sexual orientation refers to the sex of the person 
to whom an individual is erotically attracted. 
It comprises several components, including 
sexual fantasy, patterns of physiological 
arousal, sexual behavior, sexual identity, and 
social role. 
• Homosexual people are attracted erotically to 

people of the same sex, and are commonly 
referred to as gay in the case of males, and 
gay or lesbian in the case of females . 

• Heterosexual people are attracted erotically 
to people of the other sex. 

• Bisexual people are attracted erotically to 
people of both sexes. 

• Sexual minority refers to homosexual and bi
sexual youth and adults. 

• Sexual prejudice (or more archaically, homopho
bia) refers to bias against homosexual people. 
"Homophobia" is technically not a phobia; like 
other prejudices, it is characterized by hostility 
and is thus a misnomer, but the term is used 
colloquially. 15 

Certified as true 

AACAP OFFICIAL ACTION 

• Internalized sexual prejudice (or colloquially, in
ternalized homophobia) is a syndrome of self
loathing based upon the adoption of anti
homosexual attitudes by homosexual people 
themselves. 

• Heterose:dsm refers to individual and societal 
assumptions-sometimes not explicitly recog
nized-promoting heterosexuality to the dis
advantage of other sexual orientations. 

• Childhood gender nonconformity refers to varia
tion from norms in gender role behavior such 
as toy preferences, rough-and-tumble play, 
aggression, or playmate gender. The terms 
gender variance and gender atypicality have been 
used equivalently in the literature. 

• Gender discordance refers to a discrepancy be
tween anatomical sex and gender identity. The 
term gmder identity variance has been used to 
denote a spectrum of gender-discordant phe
nomena in the literature. 
• Transgender people have a gender identity 

that is discordant with their anatomical sex. 
• Transsexuals are transgender people who 

make their perceived gender and/ or ana
tomical sex conform with their gender iden
tity through strategies such as dress, 
grooming, hormone use and/ or surgery 
(known as sex reassignment) . 

• Gender minority refers to gender nonconform
ing and gender-discordant children, adoles
cents, and adults. 

HOMOSEXUALITY 
Homosexuality comprises multiple components, 
and can refer to several aspects of same-sex 
attraction, including physiological arousability, 
erotic fantasy, sexual behavior, psychological 
identity, or social role. These facets of homo
sexuality can be congruent or incongruent in 
any given person.9'16 Many men and women 
with homosexual desire suppress their feelings ' 
or behavior, agonize over sexual orientation, or . 
have homosexual relationships they keep 'se- i 
cret while maintaining a heterosexual public 
identity. 

Not surprisingly, rates of homosexuality vary 
depending upon definition and study method. In 
one study, adult males reported same-sex expe
rience rates of 2.7% for the past year, 4.9% since 
age 18 years, and approximately 7- 9% since 
puberty; for women, rates were 1.3%, 4.1 %, and 
approximately 4%, respectively.16 Homosexual-
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ity was correlated with higher education and 
urban residence. In another study, rates of life
time same-sex experience were 6.7% for men and 
14.2% for women, and 3% of men and 4% of 
women reported a same-sex partner in the pre
ceding 12 months.17 

One large sample of predominantly white but 
geographically and socioeconomically diverse ju
nior and senior high school students found that 
10.1% of males and 11.3% of females were "un
sure" of their sexual orientation, and 1.5% of 
males and 1.1% of females said they were "bisexual 
or predominantly homosexual." Same-sex attrac
tions were reported by 4.5% of males and 5.7% of 
females, same-sex fantasies by 2.2% of males and 
3.1% of females, and same-sex sexual behavior by 
1.6% of males and 0.9% of females. Of youth with 
homosexual experience, only 27.1% identified 
themselves as gay, consistent with a struggle with 
identity and group affiliation.18 

Influences on Sexual Orientation 
There is evidence that biological factors influence 
sexual orientation.19 Evidence from a variety of 
animal and human studies indicate that prenatal 
neuroendocrine factors, including levels of sex 
hormones, influence sexual organization of the 
brain in utero when neuronal patterns are laid 
down, and activate their sexual function begin
ning in puberty. 

Neuroendocrine Factors . The neurohormonal theory 
of sexual orientation posits that prenatal sex 
hormone levels influence development of gender 
role behavior in childhood and sexual orientation 
in adulthood?0 However, evidence of the orga
nizing effects of sex hormones in females, and of 
the degree to which animal studies may be 
relevant to humans is limited.21 Although sex 
hormone levels during fetal brain development 
may influence childhood gender variance and 
adult sexual orientation, neither homosexuality 
nor gender variance is an indication for endo
crine, genetic, or any other special medical eval
uation. 

Genetic Factors. There is evidence of a genetic 
influence on gender role behavior in childhood 
and sexual orientation in adulthood from family, 
twin, and molecular studies.19 One study found 
that, among gay adult males, 52% of monozy
gotic co-twins were homosexual, whereas only 
22% of dizygotic co-twins and 11% of adoptive 

brothers were homosexual.22 Another study 
found that, among adult lesbians, 48% of mo
nozygotic co-twins, 16% of dizygotic co-twins, 
and 6% of adoptive sisters were also lesbian.Z3 

These data suggest a substantial heritable influ
ence on sexual orientation. 

Neuroanatomy. Limited evidence suggests that 
the size of certain neuroanatomical features may 
correlate with sexual orientation. In males, these 
may include the third anterior interstitial nucleus 
of the hypothalamus (INAH-3)24 and the supra
chiasmatic nucleus (SCN).19 Further research is 
needed to confirm these results and to establish 
their significance. When used appropriately, in
formation about biological influences on sexual 
orientation can be relevant to patients, families, 
and clinicians. However, such influences do not 
constitute an illness. 

Psychological and Social Factors. Before the shift to 
empirically based psychiatry following the pub
lication of DSM-III, prevailing psychiatric theory 
ascribed homosexuality to character pathology.1 

However, this view was revised because of a lack 
of empirical evidence. Although homosexuality 
is associated with somewhat elevated rates of 
certain psychiatric disorders such as depression 
and anxiety, there is no evidence from any con
trolled scientific study that most gay and lesbian 
people suffer from character pathology, or from 
any other mental illness; on the contrary, the vast 
majority do not.2•3 In addition, studies of charac
ter profiles and defense mechanisms have found 
no differences between nonheterosexuals and the 
general population.25•26 Another theory, that 
male homosexuality resulted from overly close 
mothers and hostile or distant fathers, was 
similarly not supported by empirical study of 
nonclinical populations.27 Rather, nonclinical 
groups of gay adults, especially males, appear 
to have childhood histories of gender noncon
formity; their family relationships may be the 
result rather than the cause of gender noncon
formity, and may possibly be subject to a 
degree of recall bias. 28•29 

Social learning does not appear to influence 
sexual orientation at the level of erotic fantasy or 
physiological arousal, although it can influence 
identity and social role in both positive and 
negative ways. Knowledge of other homosexual 
people is not necessary for the development of a 
homosexual orientation? The effect of parents' 
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sexual orientation on their children's own gender 
development and sexual orientation has been 
investigated in longitudinal studies of commu
nity samples in the U.S. and the United King
dom?0-33 Parents' sexual orientation had no ef
fect on gender development in general. This was 
true even though tolerance for gender noncon
formity was more common among lesbian par
ents than among heterosexual ones. Boys raised 
by lesbian couples demonstrated greater gender 
role flexibility such as helping with housework, 
on average, a social strength that was also ob
served in some heterosexual-parent families, and 
that appears to be influenced more by parental 
attitudes than by parental sexual orientation. 
Regarding sexual orientation in adolescents who 
were raised by same-sex parents (including 
same-sex attraction, same-sex relationships, 
and gay identity), compared with the general 
population, no differences in sexual attraction 
are found; the large majority of adolescents 
raised by lesbian couples identify as heterosex
ual. However, in the minority of cases, when 
they do experience same-sex attractions, ado
lescent girls raised by lesbian parents appear to 
experience less stigma about acting on those 
feelings than those raised by heterosexual par
ents, and are accordingly slightly more likely to 
identify as bisexual.33 Data on children raised 
by gay male couples is relatively lacking, but 
preliminary evidence appears to be consistent 
with the findings in children raised by lesbian 
couples.30 

Exposure to anti-homosexual attitudes can in
duce shame and guilt in those growing up gay, 
leading them to suppress a gay identity or same
sex behavior; conversely, well-adjusted gay or 
lesbian adults can provide positive role models 
for youth? There is no rational basis for depriv
ing gay youth of such role models, as stereotyped 
views of homosexual adults as being more likely 
to commit sexual abuse of minors is not sup
ported by evidence.34'35 

Psychosexual Development and 
Homosexual Orientation 
Children display aspects of sexuality from in
fancy, and develop sexual feelings almost univer
sally by adolescence or earlier. Although most 
people are predominantly heterosexual, some 
develop predominantly same-sex attractions and 
fantasies in or before adolescence. Most boys, 
whether heterosexual or homosexual, experience 

a surge in testosterone levels and sexual feelings 
in puberty, and almost all begin to masturbate 
then.36 Most girls experience more gradually 
increasing sexual desires. A majority of girls, 
although a smaller majority than among boys, 
also begin to masturbate, and they do so over a 
broader age range. Erotic fantasizing often ac
companies masturbation, and may crystallize 
sexual orientation.37 Whether heterosexual or ho
mosexual, most men experience more frequent 
interest in sex and fantasies involving explicit 
sexual imagery, whereas women's sexual fanta
sies more often involve romantic imagery.38 Sex
ual behavior with others typically begins in or 
after mid-to-late adolescence, although the age of 
onset of activity, number of partners, and prac
tices vary greatly among individuals.16 

One possible developmental pathway of male 
homosexuality proceeds from same-sex erotic 
fantasy to same-sex experience, then homosexual 
identity (self-labeling as gay), and finally a ho
mosexual social role (identifying oneself as gay 
to others).39 In comparison with those who first 
identify as gay in adulthood, those who identify 
as gay in adolescence may be somewhat more 
likely to self-label as gay before same-sex expe
rience, and to achieve the foregoing gay devel
opmental milestones earlier. This developmental 
path appears to be more common in recent 
cohorts than it once was,40 perhaps reflecting the 
consolidation of a gay identity earlier in recent 
generations as the result of the increasing visibil
ity of gay role models for adolescents. Develop
mental pathways may be more variable in fe
males, whose sexuality is generally more fluid 
than that of males.41 Compared with men, 
women are more Likely to experience homosex
ual as well as heterosexual attraction across the 
lifespan.12 This may occur only in youth, may , 
emerge in adulthood, or may be stable through · 
life.42 

Certainty about sexual orientation and identity
both gay and straight-increases with age, sug
gesting "an unfolding of sexual identity during 
adolescence, influenced by sexual experience and 
demographic factors ."18 Although it may be dif
ficult to tell which developmental path a partic
ular adolescent is on at a given moment, a 
consistently homosexual pattern of fantasy, 
arousal, and attraction suggests a developmental 
path toward adult homosexuality. Retrospec
tively, many gay men and lesbians report same
sex erotic attraction from youth onward.Z8 
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Development of Gender Role Behavior. Boys and 
girls generally exhibit different patterns of gen
der role behavior. These are quite distinct from 
erotic feelings, instead involving such areas as 
toy preferences, play patterns, social roles, same
sex or opposite-sex peer preferences, gesture, 
speech, grooming, dress, and whether aggression 
is expressed physically or through social strate
gies.43,44 For example, most boys are more likely 
than girls to engage in rough-and-tumble play. 
Most boys exhibit aggression physically, 
whereas most girls do so through verbal and 
social means. When given a choice, most boys 
are more likely to select conventionally mascu
line toys such as cars, trains, and adventure or 
fighting games, whereas most girls more fre
quently select conventionally feminine toys 
such as dolls, jewelry, and nurturing games. 
Most children exhibit a preference in middle 
childhood for same-sex playmates, or "sex
segregated play." 

Social, psychological, and biological factors, 
including genetic and environmental ones, inter
actively influence childhood gender role behav
ior and gender identity.45·46 Sex differences exist 
at multiple levels of brain organization, and there 
is evidence of neuroanatomic differences be
tween gender-typical and gender-atypical indi
viduals. At the same time, part of a developing 
child's cognitive understanding of gender-for 
example, whether competitiveness and aggres
sion can be feminine, or whether empathic, nur
turing activities can be masculine-is related to 
societal norms.47 As science has progressed, the 
complexity of the way in which factors related to 
gender role behavior such as genes, hormones, 
and the environment (including the social envi
ronment) interact have come to be better appre
ciated. Psychological experience is presumably 
reflected in brain structure or function, and each 
may influence the other. Previous questions 
about the roles of nature and nurture in causing 
childhood gender role differences have come to 
be understood as overly simplistic, and have 
been replaced by models showing biological and 
environmental factors influencing one another 
bidirectionally during critical periods in neuro
developmental processes that are sometimes 
modifiable and sometimes fixed. 

Gender Nonconformity and Its Developmental Rela
tionship to Homosexuality. Most boys and girls 
display some variability in gender role behavior. 

However, some children display toy, play, and 
peer preferences that are typical of the other 
gender. They have been referred to as "gender 
atypical," "gender variant," or, increasingly, 
"gender nonconforming" in scholarly literature. 
Childhood gender nonconformity often is a de
velopmental precursor of homosexuality in 
males, and sometimes in females .48 

Although childhood gender nonconformity 
does not predict adult homosexuality with cer
tainty, many gay men recall boyhood aversion to 
rough-and-tumble play, aggressive behavior, 
and competitive atbletics.49 In females, gender 
nonconformity (e.g., being a "tomboy") is some
times associated with adult homosexual orienta
tion, although less consistently than in males.50 

Many gay people report having felt "different" 
from others long before the development of 
erotic feelings as sucb due to childhood gender 
nonconformity, which can elicit teasing, low peer 
status, and poor self-esteem; boys, who may 
particularly value adherence to gender norms, 
may be especially distressed.51 

Although gender nonconforming children may 
experience discomfort or marked anxiety if 
forced to participate in gender-typical behaviors, 
their gender identity is entirely congruent with 
their sex. They do not express a wish to be, or 
belief they are, the other sex. On the contrary, 
gender nonconforming boys in particular may be 
upset by feelings they are insufficiently mascu
line, especially in contexts in which gender 
norms are highly valued.9 

Adolescence, Sexual Orientation, and Identity Forma
tion. Adolescence normally brings increased sex
ual and aggressive drives, social role experimen
tation, and separation and individuation for all 
youth. For those who are developing as gay, 
lesbian, bisexual, or transgender, the challenge of 
establishing one's ego identity-including a 
sense of one's sexual identity-is uniquely com
plex. Although most heterosexual youth take 
social acceptance of their sexual orientation for 
granted, sexual and gender minority youth usu
ally cannot.9 They must cope with feeling differ
ent, ostracism, and dilemmas about revealing a 
sexual identity that is discrepant from family and 
social expectations (~'coming out").13 These ado
lescents are at somewhat elevated risk for having 
suicidal thoughts52-54; however, only a minority 
actually do, indicating a capacity for resilient 
coping in most. 
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Increasing social acceptance may encourage 
gay, lesbian, or bisexual adolescents to come out 
more frequently and at younger ages. However, 
some youth who become aware that they have 
homosexual feelings may be unprepared to cope 
with possible negative attitudes that they may 
encounter among their own family or peers.55 

Clinical Issues in Homosexuality 
Effects of Stigma, Peer Rejection, Bias, and Bully
ing. Despite increasing tolerance, gender and 
sexual minority youth may experience criticism, 
ostracism, harassment, bullying, or rejection by 
peers, family, or others, even in relatively toler
ant, cosmopolitan settings.56 These can be asso
ciated with significant social problems, distress, 
and psychological symptoms.57 They may be 
shunned or disparaged when they long for peer 
acceptance. A poor developmental fit between 
children's gender nonconformity or sexual orien
tation and parents' expectations can result in 
distress for both parent and child.U 

Internalized Sexual Prejudice. Even when not per
sonally threatened, homosexual youths may be 
indirectly or overtly disparaged by family or 
peers. They may observe other gay people expe
riencing disrespect, humiliation, lower social sta
tus, or fewer civil rights. This experience may 
create difficulty reconciling the simultaneous de
velopmental needs to form a sexual identity on 
the one hand and to feel socially acceptable on 
the other, typically a painful developmental con
flict for gay youthY They may identify with 
others who are emotionally important to them 
but sexually prejudiced, leading to a syndrome of 
self-loathing (internalized sexual prejudice, or 
"internalized homophobia") . This may adversely 
affect self-esteem, lead to denial of same-sex 
attractions, cause difficulty identifying with 
other gay people, and prevent formation of 
healthy relationships.8 

Revealing a Homosexual Orientation to Others. Many 
gay and lesbian youth hide their identity from 
others.55 The dilemma over whether to reveal a 
homosexual orientation- to "come out of the 
closet" or "come out"-is a unique aspect of the 
psychological development of sexual and gender 
minority youth. They must decide whether to 
hide their sexual orientation (remain "in the 
closet," or "closeted") or risk rejection. Coming 
out is usually a highly significant event that may 
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be anticipated with dread. There is no single 
answer to the question whether a particular gay 
youth should come out, or to whom. This re
quires judgment about the youth's maturity and 
coping, as well as the social context. For some, 
coming out brings great relief. Others in hostile 
environments may come out with bravado before 
it is safe; for them, remaining closeted or in 
denial may be adaptive. 

GENDER IDENTITY AND 
GENDER DISCORDANCE 
For the vast majority of people, gender identity is 
established in toddlerhood, is consistent with 
biological sex, and remains fixed. This holds true 
for many children with gender-nonconformity in 
toy, play, and playmate preferences. However, 
some children experience not only gender non
conformity, but also discomfort with their biolog
ical sex. They derive comfort from being per
ceived as, or a wish to be, the other sex. The 
desire leads to discordance between gender iden
tity and phenotypic sex, a core feature of gender 
identity disorder (GID) as conceptualized in the 
DSM-IV.58 The diagnosis of GID in children is 
controversial, and the degree to which DSM-IV 
criteria reflect an illness or social bias against 
gender nonconformity has been debated.59,60 

Several different categories of gender discor
dance, each characterized by a unique develop
mental trajectory, have been described.61 They 
differ in regard to whether gender discordance 
emerges in childhood, adolescence or adulthood; 
whether the gender discordance is persistent or 
transient; and whether there is a post-transition 
homosexual or heterosexual orientation. These 
heterogeneous developmental trajectories may 
subsume different causes of gender discordance. 

In follow-up studies of prepubertal boys with 
gender discordance-including many without 
any mental health treatment-the cross gender 
wishes usually fade over time and do not persist 
into adulthood, with only 2.2%62 to 11.9%63 con
tinuing to experience gender discordance. 
Rather, 75% become homosexual or bisexual in 
fantasy and 80% in behavior by age 19; some 
gender-variant behavior may persist.63 The desis
tence of gender discordance may reflect the res
olution of a "cognitive confusion factor,"64 with 
increasing flexibility as children mature in think
ing about gender identity and realize that one 
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can be a boy or girl despite variation from 
conventional gender roles and norms. 

In contrast, when gender variance with the 
desire to be the other sex is present in adoles
cence, this desire usually does persist through 
adulthood.65 This gender discordance may lead 
to life-long efforts to pass socially as the other sex 
through cross-dressing and grooming, or to seek 
sex reassignment through hormones or surgery. 

Many of the clinical issues pertaining to gay 
and lesbian youth doubtlessly affect youth with 
gender discordance as well. In addition, children 
and especially adolescents with gender discor
dance have been found to have behavior prob
lems and anxiety.66'67 Proposed causes include 
family and social opprobrium, the discrepancy 
between psychological and anatomic gender, and 
maternal and family psychopathology.65,68 

Factors Influencing Development 
of Gender Discordance 
Causes of gender discordance may include bio
logical factors.59 Genetic males with gender dis
cordance tend to have a later birth order, more 
male siblings, and lower birth weight, suggesting 
an influence of prenatal events that is poorly 
understood. Individuals with gender discor
dance may differ in central nervous system lat
eralization from the general population. Consis
tent with this hypothesis, they are more likely to 
be non-righthanded, to have abnormal EEG find
ings, and to have lateral otoacoustic processing 
consistent with their gender identity compared to 
a non-gender discordant population.59 As with 
sexual orientation, variations in prenatal sex hor
mones may influence later gender identity, but 
do not appear to fully determine it.69 There is 
evidence that the central bed nucleus of the stria 
terminalis (BSTc), a hypothalamic structure im
plicated in sexual behavior, is small in male to 
female transsexuals, similar to most females?0 

A hypothesis that inappropriately close ma
ternal and overly distant paternal relationships 
causes gender discordance in boys was not 
borne out by empirical study, which found 
both mothers and fathers to be distant from 
sons with gender discordance, possibly a re
sult, rather than the cause, of gender discor
dance.62 A theory that predisposing biological 
factors, temperamental anxiety, and parental 
tolerance for gender nonconformity interact to 
cause gender discordance has not been empir
ically tested.71 A controlled study found in-

creased rates of psychopathology in mothers of 
boys with gender discordance, but was not 
designed to assess a causal relationship. 68 

PRINCIPLES 
Principle 1. A comprehensive diagnostic evalu
ation should include an age-appropriate assess
ment of psychosexual development for all 
youths. 

The psychiatric evaluation of every patient 
should take into consideration psychosexual de
velopment in a way that is appropriate to devel
opmental level and the clinical situation. Ques
tions about sexual feelings, experiences, and 
identity or about gender role behavior and gen
der identity can help clarify any areas of concern 
related to sexuality. The history should be ob
tained in a nonjudgmental way, for example 
without assuming any particular sexual orienta
tion or implying that one is expected. This can be 
conveyed, for example, by the use of gender
neutral language related to the aim of affection 
(e.g., asking "is there someone special in your 
life?" rather than "do you have a boyfriend/ 
girlfriend?") until the adolescent reveals a partic
ular sexual orientation. 

Sexual and gender minority adolescents very 
frequently face unique developmental chal
lenges, as described above. If an initial screen 
indicates that issues of sexual orientation, gender 
nonconformity, or gender identity are of clinical 
significance, these challenges can be explored in 
greater depth. 

Principle 2. The neEd for confidentiality in the 
clinical alliance is a special consideration in the 
assessment of sexual and gender minority 
youth. 

Issues of confidentiality are important with all 
patients; they are particularly so with sexual and 
gender minority youth, who require a clinical 
environment in which they can explore their 
developing orientation and identity. Prior expe
riences of rejection and hostility may lead them 
to watch social cues vigilantly to determine 
whether they can safely reveal their sexual ori
entation to others without fear of bias or judg
ment. Any sign of these in a mental health 
professional may induce shame and undermine 
the clinical alliance. 

Clinicians should bear in mind potential risks 
to patients of premature disclosure of sexual 
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orientation, such as family rejection or alienation 
from support systems, which might precipitate a 
crisis. They should be familiar with standard 
confidentiality practices for minors, and should 
protect confidentiality when possible to preserve 
the clinical alliance. This is particularly true 
when using media such as electronic health re
cords, in which sensitive information can be 
easily disseminated. It is often helpful to empha
size reasonable expectations of privacy in the 
clinical relationship with sexual and gender mi
nority youth-not to express shame, but to per
mit the exploration of sexual identity free from 
fear and with a sense of control over disclosure. 
As the development of sexual identity is variable, 
it is often desirable to allow youth to set the pace 
of self-discovery. 

Principle 3. Family dynamics pertinent to sex
ual orientation, gender nonconformity, and 
gender identity should be explored in the con
text of the cultural values of the youth, family, 
and community. 

Families of sexual or gender minority youth 
may consult mental health professionals for a 
variety of reasons, for example, to ask whether a 
disclosure of being gay represents a temporary 
stage, to request support for an adolescent, or to 
address problems such as bullying, anxiety, or 
depression. Just as some adults try to alter their 
sexual orientation,72 some parents may similarly 
hope to prevent their children from being gay. 
Difficulty coping with prejudice and stigma are 
often the appropriate focus of treatment. 

Families treat gay or gender-discordant chil
dren with considerable variation. Whereas some 
accept their children, others explicitly or implic
itly disparage or reject them, evoking shame and 
guilt; some force them to leave home. Although 
some are surprised by a child's coming out, 
others are not, and some are supportive. Families 
may have to fundamentally alter their ideas 
about a child who comes out, confront miscon
ceptions, and grieve over lost hopes and/or 
expectations. Most parents experience distress 
following a child's coming out, frequently expe
riencing cognitive dissonance or feelings of anx
iety, anger, loss, shame, or guilt; despite this, 
over time the majority become affirming and are 
not distressed?3 Children frequently predict 
their parents' reactions poorly. Ideally, families 
will support their child as the same person they 
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have known and loved, although doing so may 
require time. 

Youth who are rejected by their parents can 
experience profound isolation that adversely af
fects their identity formation, self-esteem, and 
capacity for intimacy; stigmatized teens are often 
vulnerable to dropping out of school, homeless
ness (which may lead to exploitation or height
ened sexual risk), substance abuse, depression 
and suicide.53 Clinicians should aim to alleviate 
any irrational feelings of shame and guilt, and 
preserve empathic and supportive family rela
tionships where possible. They should assess 
parents' ideas about what constitutes normal, 
acceptable behavior, their cultural background, 
and any misconceptions or distorted expecta
tions about homosexuality. These may include 
fears that their child will have only casual rela
tionships, is fated to contract HIV I AIDS, cannot 
become a parent if desired, or will be ostracized. 
Stereotyped views of gay males as engaging only 
in numerous, indiscriminate sexual encounters 
are not supported by empirical research except in 
rare cases.12 If such behavior is present and 
cannot be explained as part of normal adolescent 
sexual drive or identity formation, factors known 
to be associated with excessive sexuality in 
youth, such as a history of sexual abuse, family 
dysfunction, a pattern of conduct problems, or 
mood disorder such as bipolar disorder or de
pression, should be considered. Clinicians should 
screen for all forms of abuse or neglect (as in any 
evaluation), with careful attention to adverse fam
ily reactions to a youth's sexual or gender develop
ment. If these are suspected, they should involve 
child protective services as clinical appropriateness 
and ethical and legal mandates warrant. Support 
groups may be helpful for families in distress. In 
cases of protracted turmoil or family pathology, 
referrals to family therapy, individual or couples 
therapy may be appropriate. 

Sexual and gender minority youth may expe
rience unique developmental challenges relating 
to the values and norms of their ethnic group?4 

Various groups may place different emphasis on 
ideals of masculinity or femininity, on family 
loyalty, or on social conformity; some with au
thoritarian parenting ideals may sanction youth 
who reject traditional mores. 

For gay and lesbian adolescents who are also 
members of ethnic minorities, the deleterious 
effect of anti-homosexual bias may be com
pounded by the effect of racial prejudice. In 
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response to unique pressures to gain group ac
ceptance, they may give particular weight to 
negative group stereotyping of gay people. Gay 
and lesbian youth who are also members of 
ethnic minorities may be less likely than nonmi
nority youth to be involved in gay-related social 
activities, to be comfortable with others knowing 
they are gay, or to disclose a gay identity?5 In 
caring for youth who are members of both ethnic 
and sexual minorities, mental health profession
als should take into account the unique complex
ities of identity formation for these groups. 

Religion, often a valued aspect of identity, can 
vary widely regarding tolerance for sexual mi
norities. Membership in relatively more liberal or 
conservative religious groups is a significant in
fluence on one's "sexual script," or social pattern 
in the expression of sexuality.16 Some minority 
denominations hold strong religious injunctions 
against homosexuality and stricter views about 
gender roles. As a result, members of certain 
religious groups can experience special chal
lenges in integrating their sexual identity with 
family and community values. However, many 
religious groups are reconciling their traditions 
with more inclusive values. This remains an area 
of active social and cultural debate and change. 
Clinicians should respect the religious values of 
their patients, and should be aware of ongoing 
developments in religious thinking that may pro
vide opportunities to integrate the religious and 
sexual aspects of identity. 

Principle 4. Clinicians should inquire about 
circumstances commonly encountered by youth 
with sexual and gender minority status that 
confer increased psychiatric risk. 

Bullying. Gay, lesbian, bisexual, and gender non
conforming youth are regularly exposed to hos
tile peers. Victims of peer harassment experience 
serious adverse mental health consequences in
cluding chronic depression, anxiety, and suicidal 
thoughts?6-78 Sexual and gender minority youth 
may benefit from support for coping with peer 
harassment. School programs including no-toler
ance policies for bullying have proved effective? 9 

Family treatment may be useful when sexual and 
gender minority youth are harassed in their fami
lies. Psychotherapy may help to avert or alleviate 
self-loathing related to identification with the ag
gressor. Clinicians should consider environmental 
interventions such as consultation or advocacy 

with schools, police, or other agencies and institu
tions advocating enforcement of zero tolerance 
policies to protect youth who may be victims of 
harassment or bullying. 

Suicide. Rates of suicidal thoughts and suicide 
attempts among gay, lesbian, and gender-variant 
youth are elevated in comparison with the gen
eral population.52-st The developmental interval 
following same-sex experience but before self
acceptance as gay may be one of especially 
elevated risk.54 Suicidal thoughts, depression, 
and anxiety are especially elevated among gay 
males who were gender-variant as children.80•81 

Family connectedness, adult caring, and school 
safety are highly significant protective factors 
against suicidal ideation and attempts.82 

High-Risk Behaviors. Unique factors promoting 
risk-taking among gay and lesbian youth include 
maladaptive coping with peer, social and family 
ostracism, emotional and physical abuse, and 
neglect.83 Fear of rejection may lead some youth 
to be truant, run away, become homeless, be 
sexually exploited, or become involved in pros
titution. Positive coping skills and intact support 
systems can act as protective factors . Lesbian 
youth have higher rates of unintended preg
nancy than heterosexual female youth, perhaps 
due to anxiety about their same-sex attractions 
and a desire to "fit in," an assumption birth 
control is unnecessary, or high-risk behavior 
rooted in psychological conflict.M Clinicians 
should monitor for these risks or provide antici
patory guidance for them when appropriate. 

Substance Abuse. Some adolescents explore a gay 
identity in venues such as dance clubs and bars 
where alcohol and drugs are used. These youth 
may be at heightened risk of substance abuse 
because of peer pressure and availability of 
drugs. Lesbian and bisexual girls and boys de
scribing themselves as "mostly heterosexual" (as 
opposed to unambiguously hetero- or homosex
ual) are at increased risk for alcohol use.85 A 
subgroup of gay youth displays higher rates of use 
of alcohol and drugs including marijuana, cocaine, 
inhalants, designer, and injectable drugs.52 They 
may use drugs and alcohol to achieve a sense of 
belonging or to relieve painful affects such as 
shame, guilt, and a lack of confidence associated 
with their romantic and sexual feelings. 
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HIV /AIDS and Other Sexually Transmitted Ill
nesses. Adolescents are at risk for acquiring sex
ually transmitted illnesses included HIV infec
tion through sexual risk taking, especially those 
who feel invulnerable or fatalistic, or who lack 
mature judgment, self-confidence, or the mature 
interpersonal skills needed to negotiate safe sex
ual experiences. Programs aimed at reducing 
adolescent sexual risk taking that are successful 
not only increase information about how HIV 
and sexually transmitted diseases are acquired 
and prevented, but also provide emotionally 
relevant and practical help in having safe sexual 
experiences that are developmentally relevant to 
youth.86 Adolescent gay males may be at partic
ular risk of acquiring HIV sexually because of its 
high prevalence among men who have sex with 
men. Factors such as substance abuse or internal
ized homophobia associated with shame, guilt, 
or low self-esteem may interfere with an individ
ual's motivation to use knowledge effectively 
about how to protect oneself from acquiring HIV 
infection. If present, these issues should be 
addressed clinically. Special HIV -prevention 
programs have been developed for and tested 
in gay youth and have demonstrated promis
ing results .87'88 

Principle 5. Clinicians should aim to foster 
healthy psychosexual development in sexual 
and gender minority youth and to protect the 
individual's full capacity for integrated identity 
formation and adaptive functioning. 

Protecting the opportunity to achieve full de
velopmental potential is an important clinical 
goal in working with sexual and gender minority 
youth. The psychological acceptability of homo
sexual feelings to an individual and his or her 
family, and the individual's capacity to incorpo
rate them into healthy relationships, can change 
with therapeutic intervention, and are an appro
priate focus of clinical attention.9 Clinicians 
should strive to support healthy development 
and honest self-discovery as youth navigate fam
ily, peer, and social environments that may be 
hostile. Family rejection and bullying are often 
the proper focus of psychiatric treatment rather 
than current or future sexual orientation. 

Sometimes questions about a youth's future 
sexual orientation come to psychiatric attention. 
When they do, it may be most useful to explore 
what this issue means to the adolescent and 
significant persons in his/her life. It may be 
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preferable to indicate that it is too early to know 
an adolescent's sexual orientation rather than to 
refer to such feelings as a "phase," which may 
have connotations of disapproval. 

When working clinically with youth whose 
sexual orientation or gender identity is uncertain, 
protecting the opportunity for healthy develop
ment without prematurely foreclosing any devel
opmental possibility is an important goal. Clini
cians should evaluate and support each child's 
ability to integrate awareness of his or her sexual 
orientation into his or her sexual identity while 
developing age-appropriate capacities in the ar
eas of emotional stability, behavior, relation
ships, academic functioning, and progress to
ward an adult capacity for work, play, and love. 

The availability of role models for sexual and 
gender minority youth varies greatly. The in
creasing visibility of gay people in society may 
decrease the isolation and loneliness of some gay 
youth, but others may be confronted with infor
mation that forces self-labeling before they are 
able to cope with irrational bias and feeling 
different. Some have access to positive role mod
els or opportunities to form an affirming sexual 
identity among family, friends, the media, or 
through school programs such as gay-straight 
alliances. Urban environments or the Internet 
may give youth access to positive role models 
and experiences, but may also carry risks that 
require adult supervision. 

Principle 6. Clinicians should be aware that 
there is n() evidence that sexual orientation can 
be altered through therapy, and that attempts to 
do so may be harmful. 

There is no established evidence that change 
in a predominant, enduring homosexual pattern 
of development is possible. Although sexual fan
tasies can, to some degree, be suppressed or , 
repressed by those who are ashamed of or in 
conflict about them, sexual desire is not a choice. 
However, behavior, social role, and- to a degree-
identity and self-acceptance are. Although oper
ant conditioning modifies sexual fetishes, it does 
not alter homosexuality.89 Psychiatric efforts to 
alter sexual orientation through "reparative ther
apy" in adults have found little or no change in 
sexual orientation, while causing significant risk 
of harm to self-esteem? A study of efforts to do 
so in adults71 has been criticized for failure to 
adequately consider risks such as increased an
guish, self-loathing, depression, anxiety, sub-
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stance abuse and suicidality, and for failure to 
support appropriate coping with prejudice and 
stigma.90 

There is no empirical evidence that adult homo
sexuality can be prevented if gender nonconforming 
children are influenced to be more gender con
forming. Indeed, there is no medically valid basis 
for attempting to prevent homosexuality, which 
is not an illness. On the contrary, such efforts 
may encourage family rejection and undermine 
self-esteem, connectedness, and caring, which are 
important protective factors against suicidal ide
ation and attempts.82 As bullies typically identify 
their targets on the basis of adult attitudes and 
cues/ 6 adult efforts to prevent homosexuality 
by discouraging gender variant traits in "pre
homosexual children" may risk fomenting bully
ing. Given that there is no evidence that efforts to 
alter sexual orientation are effective, beneficial, or 
necessary, and the possibility that they carry the 
risk of significant harm, such interventions are 
contraindicated?· 91 

Principle 7. Clinicians should be aware of cur
rent evidence on the natural course of gender 
discordance and associated psychopathology in 
children and adolescents in choosing the treat
ment goals and modality. 

A majority of children display gender role 
behavior that adult caregivers regard as depart
ing from gender role norms in toy preferences at 
least some of the time (demonstrating a differ
ence between that which is culturally expected 
and that which is actually statistically normal) .92 

However, a smaller group of children demon
strate a consistent difference in gender role be
havior from social norms. In different children, 
this may be true to varying degrees. In some, it 
may involve only a few areas-for example, an 
aversion to rough-and-tumble sports in boys, or 
tomboyishness in girls. In others, it may involve 
several areas, including dress, speech, and use of 
social styles and mannerisms. It is important to 
distinguish those who display only variation in 
gender role behavior (gender nonconformity, 
which is not a DSM diagnosis) from those who also 
display a gender identity discordant from their 
socially assigned birth gender and biological sex 
(gender discordance, reflected in the DSM-IV diag
nosis Gender Identity Disorder when accompanied 
by marked gender nonconformity).93 

A clinical interview using DSM criteria is the 
gold standard for making a DSM diagnosis. In 

some cases of gender role variance, there may be 
clinical difficulty distinguishing between gender 
nonconformity and gender discordance-for ex
ample, there may be clearly marked gender non
conforming behavior, but ambiguous cross-sex 
wishes. To assist clinicians in determining 
whether gender discordance is present, in addi
tion to using clinical interviews, they can con
sider using structured instruments such as the 
Gender Identity Interview for Children,94 the 
Gender Identity Questionnaire for Children,95 

and the Gender Identity /Gender Dysphoria 
Questionnaire for Adolescents and Adults.96 In 
using such instruments, clinicians should bear in 
mind that the American Psychiatric Association's 
Gender Identity Disorder subworkgroup for 
DSM-5 is currently debating areas of controversy 
in the diagnostic criteria for GID, including 
whether and how the explicit verbalization of 
gender discordant wishes should be included 
as a criterion, given the difficulty children may 
have expressing such wishes in nonaccepting 
environments.93 

Disorders of sex development are an impor
tant differential diagnosis in gender discordant 
children and adolescents, for which endocrino
logical treatment may be indicatedY7 When the 
clinical history suggests that a somatic intersex 
condition may be present, clinicians should 
consider consultation with a pediatric endocri
nologist or other specialist familiar with these 
conditions. 

Children. Different clinical approaches have been 
advocated for childhood gender discordance. 
Proposed goals of treatment include reducing the 
desire to be the other sex, decreasing social 
ostracism, and reducing psychiatric comorbid
ity.14 There have been no randomized controlled 
trials of any treatment. Early treatments for gen
der discordance developed in the 1970s included 
behavioral paradigrns98; their long-term risks 
and benefits have not been followed up in con
trolled trials, and have been rejected on ethical 
grounds as having an inappropriately punitive 
and coercive basis.99 Psychodynamically based 
psychotherapy for gender discordance in boys 
has been proposed based on a psychodynamic 
hypothesis that gender discordance is a defense 
in fantasy against profound, early separation 
anxiety71; like other treatment strategies, this 
has not been empirically tested in controlled 
trials. 
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Recent treatment strategies based upon un
controlled case series have been described that 
focus on parent guidance and peer group inter
action. One seeks to hasten desistence of gender 
discordance in boys through eclectic interven
tions such as behavioral and milieu techniques, 
parent guidance and school consultation aimed 
at encouraging positive relationships with father 
and male peers, gender-typical skills, and in
creased maternal support for male role-taking 
and independence.100 Another approach encour
ages tolerance of gender discordance, while set
ting limits on expression of gender-discordant 
behavior that may place the child at risk for peer 
or community harassment.101 Desistence of gen
der discordance has been described in both treat
ment approaches, as it is in untreated children. 

As an ethical guide to treatment, "the clinician 
has an obligation to inform parents about the 
state of the empiric database,"14 including infor
mation about both effectiveness and potential 
risks. As children may experience imperatives to 
shape their communications about gender dis
cordant wishes in response to social norms, a true 
change in gender discordance must be distin
guished from simply teaching children to hide or 
suppress their feelings. Similarly, the possible 
risk that children may be traumatized by disap
proval of their gender discordance must be con
sidered. Just as family rejection is associated with 
problems such as depression, suicidality, and 
substance abuse in gay youth,57 the proposed 
benefits of treatment to eliminate gender discor
dance in youth must be carefully weighed 
against such possible deleterious effects. 

Given the lack of empirical evidence from 
randomized, controlled trials of the efficacy of 
treatment aimed at eliminating gender discor
dance, the potential risks of treatment, and lon
gitudinal evidence that gender discordance per
sists in only a small minority of untreated cases 
arising in childhood, further research is needed 
on predictors of persistence and desistence of 
childhood gender discordance as well as the 
long-term risks and benefits of intervention be
fore any treatment to eliminate gender discor
dance can be endorsed. 

There is similarly no data at present from 
controlled studies to guide clinical decisions re
garding the risks and benefits of sending gender
discordant children to school in their desired 
gender. Such decisions must be made based on 
clinical judgment, bearing in mind the potential 
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risks and benefits of doing so. Social gender 
assignment appears to exert partial influence on 
the gender identity of infants with disorders of 
sex development.69 At the same time, counter
vailing biological factors may override social 
gender assignment and contribute significantly 
to gender discordance in many cases. Therefore, 
the possibility that sending a child to school in 
his/her desired gender may consolidate gender 
discordance or expose the child to bullying 
should be weighed against risks of not doing so, 
such as distress, social isolation, depression, or 
suicide due to lack of social support. Further 
research is needed to guide clinical decision 
making in this area. 

Adolescents. For some individuals, discordance 
between gender and phenotypic sex presents 
in adolescence or adulthood.102 Sometimes it 
emerges in parallel with puberty and secondary 
sex characteristics, causing distress leading to a 
developmental crisis. Transgender adolescents 
and adults often wish to bring their biological 
sex into conformity with their gender identity 
through strategies that include hormones, gender 
correction surgery, or both, and may use illicitly 
obtained sex hormones or other medications with 
hormonal activity to this end. They may be at risk 
from side effects of unsupervised medication or 
sex hormone use. 

One goal of treatment for adolescents in whom 
a desire to be the other sex is persistent is to help 
them make developmentally appropriate deci
sions about sex reassignment, with the aim of 
reducing risks of reassignment and managing 
associated comorbidity.14 In general, it is desir
able to help adolescents who may be experienc
ing gender distress and dysphoria to defer sex 
reassignment until adulthood, or at least until the 
wish to change sex is unequivocal, consistent, 
and made with appropriate consent. Transgen
der youth may face special risks associated with 
hormone misuse, such as short- and long-term 
side effects, improper dosing, impure or counter
feit medications, and infection from shared sy
ringes. 

For situations in which deferral of sex
reassignment decisions until adulthood is not clin
ically feasible, one approach that has been de
scribed in case series is sex hormone suppression 
under endocrinological management with psychi
atric consultation using gonadotropin-releasing 
hormone analogues that reversibly delay the 
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development of secondary sexual characteris
tics.102 The goals of such treatment are to avoid 
distress caused by unwanted secondary sexual 
characteristics, to minimize the later need for 
surgery to reverse them, and to delay the need 
for treatment decisions until maturity allows the 
adolescent to participate in providing informed 
consent regarding transition to living as the other 
sex. Prospective, case-controlled study of such 
treatment to delay puberty has shown some 
beneficial effects on behavioral and emotional 
problems, depressive symptoms, and general 
functioning (although not on anxiety or anger), 
and appears to be well tolerated acutely.103 In 
addition, gender discordance is associated with 
lower rates of mental health problems when it is 
treated in adolescence than when it is treated in 
adulthood.104 Therefore, such treatment may be 
in the best interest of the adolescent when all 
factors, including reducing psychiatric comor
bidity and the risk of harm from illicit hormone 
abuse, are considered. 

Treatment approaches for GID using guide
lines based on the developmental trajectories of 
gender-discordant adolescents have been de
scribed.105-107 In one approach, puberty suppres
sion is considered beginning at age 12, cross-sex 
hormone treatment is considered beginning at 
age 16, and gender reassignment surgery at age 
18.105 Gender reassignment services are available 
in conjunction with mental health services focus
ing on exploration of gender identity, cross-sex 
treatment wishes, counseling during such treat
ment if any, and treatment of associated mental 
health problems. In another approach based on 
stage of physical development rather than age, 
pubertal suppression has been described at Tan
ner stage 2 in adolescents with persistent GID; 
risks requiring management include effects on 
growth, future fertility, uterine bleeding, and 
options for subsequent genital surgery and cross
sex hormone use.107 For families of transgender 
adolescents, a therapeutic group approach has 
been described that encourages parental accep
tance.108 This approach may help to mitigate psy
chopathology and other deleterious effects of envi
ronmental nonacceptance. Further research is 
needed to definitively establish the effectiveness 
and acceptability of these treatment approaches. 

Principle 8. Clinicians should be prepared to 
consult and act as a liaison with schools, com
munity agencies, and other health care provid-

ers, advocating for the unique needs of sexual 
and gender minority youth and their families. 

Evaluating youths ' school, community, and 
culture-essential in any psychiatric evaluation-is 
particularly important for sexual and gender 
minority youth. Clinicians should seek informa
tion about the sexual beliefs, attitudes, and expe
riences of these social systems, and whether they 
are supportive or hostile in the patient's percep
tion and in reality. Clinicians should not assume 
that all parties involved in a youth's social sys
tem know about his or her sexual identity. They 
should review with the youth what informa
tion can be shared with whom, and elicit 
concerns regarding specific caregivers. If ap
propriate, the clinician can consider interven
tions to enhance support, with the youth's 
knowledge and assent. 

As consultants, mental health professionals 
can help to raise awareness of issues affecting 
sexual and gender minority youth in schools and 
communities, and advise programs that support 
them. Clinicians can consider advocating for pol
icies and legislation supporting nondiscrimina
tion against and equality for sexual and gender 
minority youth and families, and the inclusion of 
related information in school curricula and in 
libraries. 

Principle 9. Mental health professionals should 
be aware of community and professional re
sources relevant to sexual and gender minority 
youth. 

Many community-based organizations and 
programs provide sexual and gender minority 
students with supportive, empowering experi
ences safe from stigma and discrimination (e.g., 
the Harvey Milk School at the Hetrick Martin 
Institute, www.hmi.org; Gay Straight Alliances, 
www.gsanetwork.org). 

There are many books and Internet resources 
for youth and families on issues such as discov
ering whether one is gay or lesbian. Clinicians 
should consider exploring what youth and fam
ilies read, and help them to identify useful re
sources. Organizations such as Parents, Friends, 
and Families of Lesbians and Gays (PFLAG, 
www.pflag.org) and the Gay, Lesbian and 
Straight Education Network (GLSEN) provide 
support and resources for families, youth, and 
educators. These organizations have programs in 
a number of communities. Clinicians can obtain 
information through professional channels such 
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as the AACAP Sexual Orientation and Gender 
Identity Issues Committee (www.aacap.org), the 
American Psychiatric Association (www.psych. 
org), the Lesbian and Gay Child and Adolescent 
Psychiatric Association (www.lagcapa.org), and 
the Association for Gay and Lesbian Psychiatrists 
(www.aglp.org). 

The Model Standards Project, published by the 
Child Welfare League of America, is a practice tool 
related to the needs of LGBT youth in foster care or 
juvenile justice systems available at www.cwla.org.109 

The Standards of Care for Gender Identity Disorders, 
including psychiatric and medical care, are pub
lished by the World Professional Association for 
Transgender Health (www.wpath.org).110 

PARAMETER LIMITATIONS 
AACAP Practice Parameters are developed to as
sist clinicians in psychiatric decision making. These 
Parameters are not intended to define the sole 
standard of care. As such, the Parameters should 
not be deemed inclusive of all proper methods of 
care or exclusive of other methods of care directed 
at obtaining the desired results. The ultimate judg
ment regarding the care of a particular patient must 
be made by the clinician in light of all of the 
circumstances presented by the patient and that 
patient's family, the diagnostic and treatment op
tions available, and other available resources. & 

This Practice Parameter was developed by Stewartl. Adelson, M.D. 
and the American Academy of Child and Adolescent Psychiatry 
(MCAP) Commiijee on Quality Issues (CQI): Heather j. Walter, M.D., 1 

M.P.H., and Oscar G. Bukstein, M.D., M.P.H., Co-Chairs, and 
Christopher Bellonci, M.D., R. Scoij Benson, M.D., Allan Chrisman, 
M.D., Tiffany R. Farchione, M.D., john Hamilton, M.D., Helene 
Keeble, M.D., joan Kinion, M.D., Nicole Quilerio, M.D., Ulrich 
Schoe~le, M.D., Ma~hew Siegel, M.D., and Saundra Stock, M.D. 
MCAP liaison: jennifer Medicus. 

MCAP Practice Parameters are developed by the MCAP CQI in 
accordance with American Medical Association policy. Parameter 
development is an iterative process between the primary author(s), the 
CQI, topic experts, and representatives from multiple constituent 
groups, including the MCAP membership, relevant MCAP Commit
tees, the M CAP Assembly of Regional Organizations, and the 
MCAP Council. Details of the Parameter development process can be 
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"Therapies" to change sexual 
orientation lack medical justification 
and threaten health 

Washington, D.C., 17 May 2012 (PAHO/WHO)- Services that purport to "cure" people with 

non-heterosexual sexual orientation lack medical justification and represent a serious threat to 

the health and wetl-being of affected people, the Pan American Health Organization (PAHO) 

said in a position statement launched on 17 May, the International Day against Homophobia. 

The statement catls on governments, academic institutions, professional associations and the 

media to expose these practices and to promote respect for diversity. 

Twenty two years ago, on May 17, the World Health Assembly removed homosexuality from the 

list of mental disorders when it approved a new version of the World Health Organization's 

International Classification of Diseases (ICD-10). 

"Since homosexuality is not a disorder or a disease, it does not require a cure. There is no 

medical indication for changing sexual orientation," said PAHO Director Dr. Mirta Roses 

Peri ago. Practices known as "reparative therapy" or "conversion therapy" represent "a serious 

threat to the health and well-being-even the lives-of affected people." 

The PAHO statement notes that there is a professional consensus that homosexuality is a 

natural variation of human sexuality and cannot be regarded as a pathological condition. 

However, several United Nations bodies have confirmed the existence of "therapists" and 

"clinics" that promote treatment intended to change the sexual orientation of non

heterosexual people. 

The document notes that no rigorous scientific studies demonstrate any efficacy of efforts to 

change sexual orientation. However, there are many testimonies about the severe harm to 

mental and physical health that such "services" can cause. Repression of sexual orientation has 

been associated with feelings of guilt and shame, depression, anxiety, and even suicide. 

As an aggravating factor, there have been a growing number of reports about degrading 

treatments, and physical and sexual harassment under the guise of such "therapies," which are 

often provided illicitly. In some cases, adolescents have been subjected to such interventions 

involuntarily and even deprived of their liberty, sometimes kept in isolation for several months. 

http://www. paho.org/hq/index. php?option=com _ content&view=article&id=6803&ltemid= ... 2/27/2017 
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"These practices are unjustifiable and should be denounced and subject to sanctions and 

penalties under national legislation," said Dr. Roses. "These supposed conversion therapies 

constitute a violation of the ethical principles of health care and violate human rights that are 

protected by international and regional agreements." 

To address the problem, PAHO makes a series of recommendations for governments, academic 

institutions, professional associations, the media, and civil society, including: 

• "Conversion" or "reparative" therapies and the clinics offering them should be 

denounced and subject to adequate sanctions. 

• Public institutions responsible for training health professionals should include courses 

on human sexuality and sexual health in their curricula, with a focus on respect for 

diversity and the elimination of attitudes of pathologization, rejection, and hate toward 

non-heterosexual persons. 

• Professional associations should disseminate documents and resolutions by national 

and international institutions and agencies that call for the de-psychopathologization of 

sexual diversity and the prevention of interventions aimed at changing sexual 

orientation. 

• In the media, homophobia in any of its manifestations and expressed by any person 

should be exposed as a public health problem and a threat to human dignity and human 

rights. 

• Civil society organizations can develop mechanisms of civil vigilance to detect violations 

of the human rights of non-heterosexual persons and report them to the relevant 

authorities. They can also help to identify and report people and institutions involved in 

the administration of "reparative" or "conversion therapies." 

PAHO, which celebrates its 110th anniversary this year, is the oldest public health organization 

in the world. It works with its member countries to improve the health and the quality of life of 

the people of the Americas. It also serves as the Regional Office for the Americas of WHO. 

Links: 

• PAHO Position Statement "Cures" for an illness that does not exist 

(http:/ /www.paho.org/hq/index. php? 

option=com_docman&task=doc_download&gid=l7703&1temid=270) 

http://www. paho.orgfhq/index. php?option=com _ content&view=article&id=6803&Itemid=... 2/27/2017 
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(/hq/index.php? 

option=com_docman&task=doc_view&gid=37644&1temid=270&lang=en) 

English (/hq/index.php? 

option=com_docman&task=doc_download&gid=37644&1temid=270&lang=en) I Spanish (/hq/index.php? 

option=com_docman&task=doc_download&gid=37645&1temid=270&lang=en) 

PAHO Campaigns 

~ vwa-hashtags (/vwa) 

Vaccination Week (/vwa) 

~ Depression, Let's Talk (/hq/index.php? 

option=com_content&view=article&id=12933&1temid=42252&lang=en) 

World Health Day (/hq/index.php?option=com_content&view=article&id=12933&1temid=42252&lang=en) 

rm footer logo-en 
Sitemap Help and Servic 

• Home (http://www.paho.org/hq/) • Integrity and Con 
• Health Topics (lhq/index.php? System (ICMS) (I 

option=com_topics&view=topics&lte~~ngAI 

Y•ID • Programs (/hq/index.php? • Doing Business v 

- --.--"--r"~nup:ffwW~ . ornUBe.Co p o 1 . . (http:/l~/./~~INnl1lidiWIIJ.•c~~a@HOO/,ronpro&l(41qf~: 
american- ormat=feed ty O~&~$~om_cont@MS~ 

option=com_content&view=article&id~Sifrwidt=(l6& 

• Publications (/hqlindex.php? option=com_cont 

option=com_content&view=article&id=t"~~.4t 

health-

organization) 

• Data (lhq/index.php? option=com_cont 

option=com_content&view=article&id~Molidf'~ 

• Countries and Centers option=com_conl 

(/hqlindex.php? • Events (lhqlindeJt 
option=com_wrapper&view=wrapper~§.&lan 

• About PAHO (/hq/index.php? • Contacts (/hq/ind 

option=com_content&view=article&id~tillet!abif+~ 

http://www. paho.org/hq/index.php?option=com _ content&view=article&id=6803&l temid=.. . 2/2 7120 17 
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The School Counselor and LGBTQ Youth 
(Adopted 1995, Revised 2000, 2005, 2007, 2013, 2014, 2016) 

American School Counselor Association (ASCA) Position 

o 0 o 
~ 
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AMERICAN 

SCHOOL 
COUNSELOR 
ASSOCIATION 

School counselors promote equal opportunity and respect for all individuals regardless of sexual orientation, gender 
identity or gender expression. School counselors recognize the school experience can be significantly more difficult 
for students with marginalized identities. School counselors work to eliminate barriers impeding LGBTQ student 
development and achievement. 

The Rationale 
Despite widespread efforts, lesbian, gay, bisexual, transgender and questioning (LGBTQ) students continue to face 
challenges that threaten their academic and social/emotional development in schools. Students report feeling unsafe 
in school due to their sexual orientation, perceived orientation, gender identity or gender expression and report expe
riencing homophobic remarks, harassment and bullying (GLSEN, 2012). LGBTQ individuals often face multiple risk 
factors that may place them at greater risk for suicidal behavior (CDC, 2011) . School counselors realize these issues 
affect healthy student development and psychological well-being. 

The School Counselor's Role 
The school counselor works with all students through the stages of identity development and understands this may 
be more difficult for LGBTQ youth. It is not the school counselor's role to attempt to change a student's sexual ori
entation or gender identity. School counselors recognize the profound harm intrinsic to therapies alleging to change 
an individual's sexual orientation or gender identity (SAMHSA, 2015) and advocate to protect LGBTQ students 
from this harm. School counselors provide support to LGBTQ students to promote academic achievement and 
social/emotional development. School counselors are committed to the affirmation of all youth regardless of sexual 
orientation, gender identity and gender expression and work to create safe and affirming schools. School counselors: 

• counsel students with feelings about their sexual orientation and gender identity as well as students' feelings 
about the identity of others in an accepting and nonjudgmental manner 

• advocate for equitable educational and extracurricular opportunities for all students regardless of sexual orien
tation, gender identity or gender expression 

• advocate for gender-nonconforming students in regard to access of building facilities (e.g., ensuring a safe envi
ronment for restroom use and changing) and gender presentation (e.g., wearing a dress or pants for an orches
tra or vocal performance) 

• promote policies that effectively reduce the use of offensive language, harassment and bullying and improves cli
mate 

• address absenteeism, lowered educational aspirations and academic achievement and low psychological well
being as a result of victimization and feeling unsafe at school (GLSEN, 2012) 

• provide a safe space for LGBTQ students and allies such as Gay and Straight Alliance Clubs 
• promote sensitivity and acceptance of diversity among all students and staff to include LGBTQ students and 

diverse family systems 
• advocate for the rights of families to access and participate in their student's education and school activities 

without discrimination (GLSEN, 2009) 
• support an inclusive curriculum at all grade levels 
• model language that is inclusive of sexual orientation and gender identity 
• advocate for adoption of school policies addressing discrimination and promoting violence-prevention pro

grams to create a safe and supportive school environment (Robinson & Espelage, 2012) 
• support students in addressing possible discrimination by staff members 
• encourage staff training on inclusive practices, creating an affirming school environment, accurate information 

and risk factors for LGBTQ students (Russell eta!. 201 0) 
• know the impact of family acceptance on student well-being and ability to thrive (Ryan, 2014) 
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• support families whose children are coming out by helping them navigate these important developmental mile
stones in ways that protect LGBTQ students from harm and help families stay together (Ryan, 2014) 

• identify LGBTQ community resources for students and families and assess the quality and inclusiveness of 
these resources before referring to such resources 

Summary 
School counselors promote affirmation, respect and equal opportunity for all individuals regardless of sexual orien
tation, gender identity or gender expression. School counselors promote awareness of and education on issues related 
to LGBTQ students and encourage a safe and affirming school environment. School counselors work to eliminate 
barriers impeding student development and achievement and are committed to the academic, career and social/emo
tional development of all students. 
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Executive Summary 

Lesbian, gay, bisexual, and transgender youth, and 
those who are questioning their sexual orientation 
or gender identity (LGBTQ youth) experience 
significant health and behavioral health disparities. 
Negative social attitudes and discrimination 
related to an individual's LGBTQ identity can 
contribute to these disparities, and may result 
in institutional, interpersonal, and individual 
stressors that affect mental health and well-being. 
(Bockting, Miner, Swinburne Romine, Hamilton, 
& Coleman, 2013; Meyer, 2003). This stress, 
as well as limited opportunities for support, are 
encountered by sexual and gender minoritylyouth 
in their families, communities, and school settings. 
Additionally, some transgender youth experience 
gender dysphoria- psychological distress due to 
the incongruence between one's body and gender 
identity (Coleman et al., 20 12). 

SAMHSA is committed to eliminating health 
disparities facing vulnerable communities, including 
sexual and gender minority communities. One 
key factor to preventing these adverse outcomes is 
positive family (including guardians and caregivers) 
and community engagement and appropriate 
interventions by medical and behavioral health 
care providers. Supporting optimal development 
of children and adolescents with regard to sexual 
orientation, gender identity, and gender expression 
is vital to ensuring their health and well-being. 

The purpose of this report, Ending Conversion 
Therapy: Supporting and Affirming LGBTQ outh, 
is to provide mental health professionals and 
families with accurate information about effective 
and ineffective therapeutic practices related to 
children's and adolescent's sexual orientation and 
gender identity. Specifically, this report addresses 
the issue of conversion therapy for minors. The 
conclusions in this report are based on professional 
consensus statements arrived at by experts in the 
field. Specifically, conversion therapy-efforts to 
change an individual's sexual orientation, gender 
identity, or gender expression2- is a practice 
that is not supported by credible evidence and 

has been disavowed by behavioral health experts 
and associations. Conversion therapy perpetuates 
outdated views of gender roles and identities as 
well as the negative stereotype that being a sexual 
or gender minority or identifYing as LGBTQ is 
an abnormal aspect of human development. Most 
importantly, it may put young people at risk of 
serious harm. 

Key Findings 
This report and its recommendations are based 
on consensus statements developed by experts 
in the field after a careful review of existing 
research, professional health association reports 
and summaries, and expert clinical guidance. The 
consensus statements highlight areas of the ethical 
and scientific foundations most relevant to the practice 
of conversion therapy with minors. A full list of the 
consensus statements is found in the body of this 
report; key statements that form the underpinnings of 
the guidance in this report are provided here. 

Same-gender3sexual orientation (including 
identity, behavior, and attraction) and variations 
in gender identity and gender expression are a 
part of the normal spectrum of human diversity 
and do not constitute a mental disorder. 

There is limited research on conversion therapy 
efforts among children and adolescents; 
however, none of the existing research supports 
the premise that mental or behavioral health 
interventions can alter gender identity or sexual 
orientation. 

Interventions aimed at a fixed outcome, 
such as gender conformity or heterosexual 
orientation, including those aimed at changing 
gender ident ity, gender expression, and sexual 
orientation are coercive, can be harmful, 
and should not be part of behavioral health 
treatment. (American Psychiatric Association, 
2013b; American Psychological Association, 
2010; National Association of Social Workers, 
2008). 
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Understanding Sexual Orientation 
and Gender Identity in Children 
and Youth 
Behavioral health providers, parents, schools, and 
communities can best provide support to children, 
adolescents, and their families when they have 
access to the most current information about sexual 
orientation, gender identity, and gender expression 
in youth. The following overview presents the best 
current evidence regarding understandings of child 
and adolescent sexual orientation, gender identity, 
and gender expression. 

Sexuality occurs across a continuum; same-gender 
attraction and relationships are normal variations of 
human sexuality (Diamond, 2015; Vrangalova & 
Savin-Williams, 2012). Similarly, a gender identity 
that is incongruent with assigned sex at birth, as 
well as a gender expression that diverges from 
stereotypical cultural norms for a particular gender, 
are normal variations of human gender (American 
Psychological Association, 20 I5a; Knudson, De 
Cuypere, & Bockting, 201 0). Being a sexual or 
gender minority, or identifying as LGBTQ, is not 
pathological (American Psychological Association, 
20I5a; APA Task Force on Gender Identity and 
Gender Variance, 2009; Coleman eta!., 2012). 

There is not a single developmental trajectory 
for either sexual minority or gender minority 
youth. Compared to the 20th century, in the 2I st 
century, youth started realizing and disclosing a 
minority sexual orientation and/or identifying as 
lesbian, gay, or bisexual at younger ages than in 
previous generations (Diamond & Savin-Williams, 
2000; Floyd & Bakeman, 2006; Grov, Bimbi, 
Nanin, & Parsons, 2006; R. C. Savin-Williams, 
2001 ). Though aspects of sexuality are displayed 
beginning in infancy, little is known about 
sexual orientation among pre-pubertal children 
(Adelson & American Academy of Child and 
Adolescent Psychiatry (AACAP) Committee on 
Quality Issues (CQI), 2012). Children are rarely 
if ever distressed about their current or future 
sexual orientation; more commonly, parents and 
guardians are distressed about a child's perceived 
current or future sexual orientation and seek the 

assistance of behavioral health providers (American 
Psychological Association, 2009). Sexual minority 
adolescents face the same developmental tasks that 
accompany adolescence for all youth, including 
sexual orientation identity development. Unlike 
those with a heterosexual orientation however 
adolescents with a minority sexual o;ientation ' 
must navigate awareness and acceptance of a 
socially marginalized sexual identity; potentially 
without family, community, or societal support. In 
comparison with their heterosexual counterparts, 
sexual minority adolescents are at increased risk for 
psychological distress and substance use behaviors 
including depressive symptoms, increased rates ' 
of substance use and abuse, suicidal ideation 
and attempts, as well as increased likelihood 
of experiencing victimization, violence, and 
homelessness (Corliss eta!., 20 I 0; Friedman eta!., 
20 I1 ; Goldbach, Tanner-Smith, Bagwell, & Dunlap, 
2014; Hatzenbuehler, 20I1; Institute ofMedicine 
2011; Kann et al., 20 1I ; Marshal et a!., 20 II ; ' 
Russell, 2003). Supportive families, peers, and 
school and community environments are associated 
with improved psychosocial outcomes for sexual 
minority youth (Bouris et a!., 20 I 0; Kosciw, 
Greytak, Palmer, & Boesen, 2014; Lease, Home, & 
Noffsinger-Frazier, 2005). 

Gender development begins in infancy and 
continues progressively throughout childhood. 
Gender diversity or signs of gender dysphoria may 
emerge as early as a child's preschool years, or as 
late as adolescence (Cohen-Kettenis, 2005). For 
many gender minority children, gender dysphoria 
will not persist, and they will develop a cis gender 
identity in adolescence or adulthood; a majority . 
of these children will identify as lesbian, gay, or 
bisexual in adulthood (Bailey & Zucker, I995; 
Drescher, 20 I4; Leibowitz & Spack, 2011; Wallien 
& Cohen-Kettenis, 2008). Whether or not these 
individuals continue to have a diverse gender 
ex~ression is unl<nown. For other gender minority 
chtldren, gender dysphoria will persist and usually 
worsen with the physical changes of adolescence; 
these youth generally identify as transgender (or 
another gender identity that differs from their 
assigned sex at birth) in adolescence and adulthood 
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(Byne eta!., 2012; Coleman, et al. , 2012). For still 
another group, gender dysphoria emerges in post
puberty without any childhood history of gender 
dysphoria gender diversity (Edwards-Leeper & 
Spack, 2012). Gender dysphoria that worsens with 
the onset of puberty is unlikely to remit later in 
adolescence or adulthood, especially among youth 
with a childhood onset, and long-term identification 
as transgender is likely (American Psychological 
Association, 2015a; American Psychological 
Association, 2008; Byne, et al. , 2012). 

While most adolescents with gender dysphoria 
score within normal ranges on psychological tests 
(Cohen-Kettenis & van Goozen, 1997; de Vries, 
Doreleijers, Steensma, & Cohen-Kettenis, 2011 ; 
Smith, van Goozen, & Cohen-Kettenis, 2001), some 
gender minority children and adolescents have 
elevated risk of depression, anxiety, and behavioral 
issues. These psychosocial issues are likely related 
to if not caused by negative social attitudes or 
rejection (Vance, Ehrensaft, & Rosenthal, 2014). 
As with sexual minority adolescents, other 
issues of clinical relevance for gender minority 
adolescents include increased risk of experiencing 
victimization and violence, suicidal ideation and 
attempts, and homelessness (Coleman, et al. , 2012; 
Garofalo, Deleon, Osmer, Doll, & Harper, 2006; 
Institute of Medicine, 2011 ; Mustanski, Garofalo, 
& Emerson, 201 0; Simons, Leibowitz, & Hidalgo, 
2014). Improved psychosocial outcomes are seen 
among youth when social supports are put in place 
to recognize and affirm gender minority youth's 
gender identities (Vance, et al. , 2014). 

Therapeutic Efforts with Sexual 
and Gender Minority Youth 4 

Given the professional consensus that conversion 
therapy efforts are inappropriate, the following 
behavioral health approaches are consistent with the 
expert consensus statements and current research, 
and are recommended by professional associations 
(American Psychological Association, 2015a; APA 
Task Force on Appropriate Therapeutic Responses 
to Sexual Orientation, 2009; Byne, et al., 2012). 
When providing services to children, adolescents, 
and families, appropriate therapeutic approaches 

include: providing accurate information on the 
development of sexual orientation and gender 
identity and expression; increasing family and 
school support; and reducing family, community, 
and social rejection of sexual and gender minority 
children and adolescents. Approaches should be 
client -centered and developmentally-appropriate 
with the goal oftreatment being the best possible 
level of psychological functioning, rather than 
any specific gender identity, gender expression, 
or sexual orientation. Appropriate therapeutic 
approaches witll sexual and gender minority youth 
should include a comprehensive evaluation and 
focus on identity development and exploration 
that allows the child or adolescent the freedom of 
self-discovery within a context of acceptance and 
support. It is important to identify the sources of any 
distress experienced by sexual and gender minority 
youth and their families, and work to reduce this 
distress. Working with parents and guardians is 
important as parental behaviors and attitudes have 
a significant effect on the mental health and well
being of sexual and gender minority children and 
adolescents. School and community interventions 
may also be necessary and appropriate. 

In addition to the appropriate therapeutic 
approaches described above - comprehensive 
evaluation, support in identity exploration and 
development without an a priori goal of any 
particular gender identity or expression, and 
facilitation of family and community support 
- social transition and medical intervention are 
therapeutic appr<Jaches that are appropriate for 
some gender minority youth. Careful evaluation 
and developmentally-appropriate informed consent 
of youth and their families, including a weighing 
of potential risks and benefits are vital when 
considering medical intervention with gender 
minority youth. 

Eliminating the practice of conversion therapy 
with sexual and gender minority minors is 
an important step, but it will not alleviate the 
myriad of stressors they experience as a result of 
interpersonal, institutional, and societal bias and 
discrimination against sexual and gender minorities. 

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth - 3 

., ..... 

'/} 

~:c c.__. 

,._CJ ~=~:~ 
~:~ C; 
.~:. ~ 11',_ 

0 -~~? ! 

.·•: ! 
; 

! 
I 

Case 8:17-cv-02896-CEH-AAS   Document 24-4   Filed 01/12/18   Page 44 of 51 PageID 546



LGBTQ youth still need additional support to 
promote positive development in the face of such 
stressors. Supportive family, community, school, 
and health care environments have been shown to 
have great positive impacts on both the short- and 
long-term health and well-being ofLGBTQ youth. 
Families and others working with LGBTQ children 
and adolescents can benefit from guidance and 
resources to increase support for sexual and gender 
minority minors and to help facilitate the best 
possible outcomes for these youth. 

Ending the Use of Conversion 
Therapy for Minors 
Given that conversion therapy is not an appropriate 
therapeutic intervention; efforts should be taken 
to end the practice of conversion therapy. Efforts 
to end the practice have included policy efforts to 
reduce the negative attitudes and discrimination 
directed at LGBTQ individuals and families; 
affirmative public information about LGBTQ 
individuals, particularly directed at families and 
youth; resolutions and guidelines by professional 
associations to inform providers that conversion 
efforts are inappropriate and to provide guidance 
on appropriate interventions; and, state and federal 
legislation and legal action to end the practice of 
conversion therapy. Future efforts may include 
improved provider training, federal regulatory 
action, advancement of legislation at the state 
and federal level, and additional activities by the 
Administration, which issued a public statement 
supporting efforts to ban the use of conversion 
therapy for minors in the spring of2015. 
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Introduction 

This report, Ending Conversion Therapy: 
Supporting and Affirming LGBTQ outh, provides 
an overview of the current state of scientific 
understanding of the development of sexual 
orientation and gender identity in children and 
adolescents as well as the professional consensus 
on clinical best practices with these populations. 
Specifically, this report addresses the issue of 
conversion therapy for minors. Conversion 
therapy--efforts to change an individual's sexual 
orientation, gender identity, or gender expression5-

is a practice that is not supported by credible 
evidence, and has been disavowed by behavioral 
health experts and associations. Importantly, 
this report also provides a nuanced overview of 
appropriate supportive interventions to assist 
families in exploring the sometimes difficult issues 
associated with sexual orientation, gender identity, 
and gender expression. 

This work is the result of a collaboration between 
the Substance Abuse and Mental Health Services 
Administration (SAMHSA) and the American 
Psychological Association (APA), which convened 
a panel ofbehavioral health professionals (e.g., 
psychologists, researchers and clinicians from 
psychology, social work, and psychiatry) with 
expertise in the fields of gender development, 
gender identity, and sexual orientation in children 
and adolescents in July 2015. That convening, 
which is discussed in greater depth below, aimed 
to establish consensus with respect to conversion 
therapy for minors, based on the best available 
research and scholarly material available, as well as 
the clinical experience of experts in the field. The 
resultant statements of professional consensus are 
printed in their entirety in the following section. 

In addition, this report highlights areas of 
opportunity for future research, and provides an 
overview of mechanisms to eliminate the use of 
harmful therapies. In an effort to provide useful 
tools for families, practitioners, and educators, the 
report also provides resources on several topics, 
including: Familv and Community Acceptance, 

' ' Being gay is not a 
disorder. Being transgender 

is not a malady that 

requires a cure.' ' 

-Vice Admiral Vivek H. Murthy, 
19th U.S. Surgeon General 

School-Based Issues, Pediatric Considerations, 
and Affirmative Exploratory Therap . In addressing 
these four topics, SAMHSA aims to enable families, 
providers, educators, and community members to 
take actions that will reduce the health risks and 
disparities facing this vulnerable population. 

SAMHSA is committed to eliminating health 
disparities facing vulnerable communities, including 
sexual and gender minority communities. In 
addressing the issues included in this report that 
have a significant impact on the lives and well-being 
of sexual and gender minority youth, SAMHSA 
aims to enable families, providers, and educators 
to take actions that will reduce the health risks and 
disparities facing this vulnerable population 

SAMHSA's mission is to improve the behavioral 
health of the nation. As such, SAMHSA endeavors 
to improve public health and eliminate health 
disparities facing all vulnerable communities, 
including sexual and gender minority 
populations.6As will be addressed in detail below, 
conversion therapy perpetuates outdated gender 
roles and negative stereotypes that being a sexual 
or gender minority or identifYing as LGBTQ is 
an abnormal aspect of human development. Most 
importantly, it may put young people at risk of 
serious harm. This report is one of many steps 
SAMHSA is taking to improve the health and well
being of sexual and gender minority children and 
youth. 
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Professional Consensus Process 

In early April2015, representatives from 
SAMHSA and APA agreed to collaborate to 
address the concerns of professional associations, 
policy makers, and the public regarding efforts 
to change gender identity and sexual orientation 
in children and adolescents (also referred to as 
conversion therapy). Through the support of the 
Federal Agencies Project, APA hosted an expert 
consensus convening on this topic in July 2015, 
which significantly informed this report. The 
research overview and clinical expertise highlighted 
throughout serve as the foundation from which the 
consensus statements were developed. Both the 
process of achieving consensus and the results of 
the meeting are published below. 

APA initially developed a list of the areas of 
expertise to be used in identifYing potential experts 
to participate in the consensus panel based on 
existing professional guidelines and resolutions 
related to sexual orientation, gender identity, and 
gender expression, as well as published research. 
APA solicited nominations from specialists in the 
field with expertise in gender, sexuality and sexual 
orientation, child and adolescent development 
and mental health, and the psychology of religion. 
Additionally, APA solicited nominations from 
professional associations representing the major 
mental health and health professions. Using the 
input received from these sources, APA extended 
invitations to a short list of highly recommended 
group of experts. This initial expert pool nominated 
additional experts based on their assessment of 
the expertise needed to achieve the goals of the 
meeting. The final panel of 13 experts consisted 
often psychologists, two social workers, and 
one psychiatrist. These individuals included 
researchers and practitioners in child and adolescent 
mental health with a strong background in gender 
development, gender identity, and sexual orientation 
in children and adolescents. The panel also included 
experts with a background in family therapy, ethics, 
and the psychology of religion. Among others, the 
panel included: Sheri Berenbaum, PhD; Celia B. 

Fisher, PhD; Laura Edwards-Leeper, PhD; Marco 
A. Hidalgo, PhD; David Huebner, PhD; Colton L. 
Keo-Meier, PhD; Scott Leibowitz, MD; Robin Lin 
Miller, PhD; Caitlin Ryan, PhD, ACSW; Josh Wolff, 
PhD; and Mark Yarhouse, PsyD. APA activities 
were coordinated by Clinton W. Anderson, PhD and 
Judith Glassgold, PsyD. 

Based on published literature on consensus 
methods, APA developed an iterative process that 
culminated in a two-day meeting in Washington, 
DC on July 7 and &, 2015 . During the meeting, 
panelist-led discussions considered the relevant 
research, professional guidelines and clinical 
knowledge-base for each of the topics. The 
panel developed consensus statements on sexual 
orientation change efforts as well as gender identity 
change efforts in children and adolescents for each 
of the relevant developmental stages: pre-pubertal 
children, peri-pubertal adolescents, and pubertal and 
post-pubertal adolescents. 

Panelists agreed that unanimous consensus was 
a strong priority, but that if unanimity could not 
be reached, 80 percent support would consitute 
consensus. The panelists also agreed that minority 
opinions should be reflected in the record if any 
dissenting expert wished to issue such an opinion. 
Unanimous consensus was reached in nearly all 
instances. No dissenting opinions were formaJly 
registered. The statements of professional consensus 
are printed in Section 3 of this report. 

I 
Observers from interested federal agencies, health ' ;. 
and human services professional organizations, 
foundations, and LGBTQ human rights 
organizations also attended the meeting. These 
observers were offered an opportunity to submit 
written questions, which the panel addressed 
throughout the course of the meeting. 
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