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Appendix A: Glossary of Terms 
Cisgender: A person whose gender identity, gender expression, and sex assigned at birth all align. 

Conversion therapy: Efforts to change an individual's sexual orientation, gender identity, or gender 
expression through behavioral health or medical interventions. Any effort with an a priori goal of a gender 
expression that aligns with stereotypical norms, cisgender identity, and/or heterosexual orientation, identity, 
and sexual behaviors. 

Gender dysphoria: Psychological distress due to the incongruence between one 's body and gender identity. 

Gender expression: The way a person expresses their gender identity (e .g., through dress, clothing, body 
movement, etc.). Young children express their gender through choices for personal items such as toys and 
clothes, as well as hairstyle, colors, etc. 

Gender identity: A person's internal sense of being male, female, or something else. Gender identity is 
· internal, so it is not necessarily visible to others. Gender identity is also very personal, so some people may 
not identify as male or female while others may identify as both male and female . 

Gender nonconforming, gender diverse: A person whose gender expression differs from how their family, 
culture, or society expects them to behave, dress, and act. 

Intersex: Individuals with medically defined biological attributes that are not exclusively male or female; 
frequently "assigned" a gender a birth which may or may not differ from their gender identity later in life. 

Questioning: Individuals who are uncertain about their sexual orientation and/or gender identity. Also used 
as a verb to describe the process of exploring ones sexual orientation and/or gender identity. 

Sex assigned at birth: The sex designation given to an individual at birth. 

Sexual orientation: A person's emotional, sexual, and/or relational attraction to others. Sexual orientation 
is usually classified as heterosexual, bisexual, or homosexual (lesbian and gay), and includes components 
of attraction, behavior, and identity (Laumann eta!., 1994). Sexual orientation is expressed in relationship 
to others to meet basic human needs for love, attachment, and intimacy (Institute of Medicine, 2011 ). Thus, 
young people can be aware of their sexual orientation as feelings of attachment and connection to others 
before they become sexually active. Sexual orientation identity is how someone labels and identifies their 
sexual orientation either publicly or privately. Sexual orientation, sexual orientation identity, and sexual 
behaviors are not always congruent. 

Transgender: A person who feels that their gender identity does not match their physical body and differs 
from the gender that others observed and gave them at birth (assigned or birth gender) . 

Transition: A term used to describe the process of moving from one gender to another; in adolescents and 
adults, can be characterized by medical intervention such as the use of cross-sex hormone therapy or gender 
affirming surgeries. For all people, can include social transition, which is the process of outwardly beginning 
to present as a different gender, which can include changes in name, pronouns, and appearance. 
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Endnotes 
1. The term "sexual and gender minority" is an umbrella term. "Sexual minority" refers to individuals who have a same-gender 

(i.e., gay or lesbian) or bisexual orientation. "Gender minority" refers to individuals whose gender identity differs from their 
assigned sex at birth or whose gender expression does not conform to stereotypical mltural norms. Sexual and gender minority 
populations are also referred to as lesbian, gay, bisexual, and transgender (LGBT) populations, as many (though not all) sexual 
and gender minority individuals identifY as lesbian, gay, bisexual, or transgender. Attimes, the phrase LGBTQ - lesbian, gay, 
bisexual, transgender, and questioning- is used to be inclusive of individuals who a re questioning aspects of their gender or 
sexual orientation, and is particularly common when youth are the population of focus, as here. 

2. Conversion therapy consists of any efforts to change an individual's sexual orientation, gender identity, or gender expression 
through behavioral health or medical interventions. Any effort with an a priori goal of a gender expression that aligns with ste
reotypical norms, cisgender identity, and/ or heterosexual orientation, identity, and sexual behaviors. For a full glossary of terms, 
see Appendix A. 

3. To be inclusive oftransgender populations, the term "same-gender" (as opposed to " same-sex") is used throughout this report in 
order to clearly distinguish between the constructs of gender and assigned sex and to recognize that individuals generally label 
their sexual orientation with regard to their gender identity as opposed to assigned sex: at birth. 

4 . This section is based on the consensus statements developed by an expert panel convened by the American Psychological Asso
ciation, July 2015. These statements are based on the best available research and scholarly material available. 

5. Efforts to change an individual's sexual orientation, gender identity, or gender expression through behavioral health or medical 
interventions. Any effort with an a priori goal of a gender expression that aligns with. stereotypical norms, cisgender identity, 
and/ or heterosexual orientation, identity, and sexual behaviors. For a full glossary of terms, see Appendix A. 

6. The term "sexual and gender minority" is an umbrella term. "Sexual minority" refers to individuals who have a same-gender 
(i.e ., homosexual) or bisexual orientation. "Gender minority" refers to individuals whose gender identity differs from their 
assigned sex at birth or whose gender expression does not conform to stereotypical cultural norms. Sexual and gender minority 
populations are also referred to as lesbian, gay, bisexual, and transgender (LGBT) populations, as many (though not all) sexual 
and gender minority individuals identifY as lesbian, gay, bisexual, or transgender. At times, the phrase LGBTQ - lesbian, gay, 
bisexual, transgender, and questioning- is used to be inclusive of individuals who are questioning aspects of their gender or 
sexual orientation, particularly common when youth are the population of focus. 

7. To be inclusive oftransgender populations, the term "same-gender" (as opposed to " same-sex") is used throughout this report in 
order to clearly distinguish between the constructs of gender and assigned sex and to recognize that individuals generally label 
their sexual orientation with regard to their gender identity as opposed to assigned sex at birth. 

8. Secondary sex characteristics refer to sexually dimorphic phenotypic traits that develop due to increased sex hormones in pu
berty. Changes due to increase in androgens includes growth of the testicles and penis, increased height, increased muscle mass, 
changes in body shape and weight distribution (e.g., broadening of the shoulders and chest), growth of facial and body hair, 
and enlargement of the larynx and deepening of the voice. Changes due to increase in estrogens includes breast development, 
changes in body shape and weight distribution (e.g., widening of the hips and narrowing of the waist), growth of underarm and 
pubic hair, and the onset of menses (Lee 1980). 

9. Homosexuality per se was removed from the International Classification of Diseases and it is explicitly stated that "sexual 
orientation by itself is not to be considered a disorder." Certain homosexuality-related diagnoses remain in the lCD, although 
there is some movement underway to remove them in the next edition ofiCD (Cocluan, S. D., Drescher, J ., Kismiidi, Giami, 
Garcia-Moreno, Atalla, . . . , & Reed, 2014). 

10. Biological sex is itself a multidimensional construct, as the chromosomal, gonadal, and anatomical indicators of biological sex 
do not always align, such as in intersex individuals/individuals with disorders of sex development (Hughes eta!. , 2006). 

11 . It should be noted that what behaviors, activities, and appearances are considered feminine or masculine, as well as the expect
ed degree of conformity to gender expressions stereotypically associated with one 's assigned sex at birth, varies by culture and 
over time. The alignment of assigned sex at birth, gender identity, and gender expression has been assumed in many, but not 
all, cultures and religious traditions. Historically several different cultures have recognized, accepted, and sometimes revered 
diversity in gender identity and gender expression (American Psychological Association, 20 15b ). This includes Two Spirit 
individuals within American Indian communities. 

66 -
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12. The diagnosis of Gender Identity Disorder was eliminated and replaced with the diagnosis of Gender Dysphoria in the Diag
nostic and Statistical Manual of Mental Disorders in 2013. Though no longer the clliTent diagnosis, almost all existing research 
includes participants who were diagnosed using the earlier criteria for Gender Identity Disorder. In addition to the diagnostic 
category of Gender Dysphoria (capitalized), the term "gender dysphoria" (lowercase) is used to broadly describe the discomfort 
or distress caused by the discrepancy between a person's gender identity and that person's sex assigned at birth and/or primary 
or secondary sex characteristics. We will use the term " individuals with gender dysphoria" throughout the report as inclusive of 
individuals diagnosed under both current and earlier diagnostic criteria, while recognizing that future research findings focused 
on individuals with Gender Dysphoria may differ from that focused on individuals previously diagnosed with Gender Identity 
Disorder. 

13. There is a third trajectory, in which individuals do not experience gender dysphoria or a diverse gender expression in childhood, 
but experience the onset of gender dysphoria in adolescence or later. This trajectory is discussed in the section on Gender in 
Adolescence. 

14. Scientists now understand that while sexual orientation is not malleable to external pressures to change (American Psycholog
ical Association, 2009), some individuals experience internal changes in sexual attraction and/or changes in what sexual orien
tation identity label they use (e.g., straight, bisexual, gay) throughout adolescence and adulthood; this concept is referred to as 
sexual fluidity (Diamond & Butterworth, 2008; Savin-Williams & Ream, 2006). For findings related to the stability of sexual 
orientation identity in adolescence and young adulthood, refer to research by Ott et al. (20 I 0). 

15. Though opportunities for sexuality- and gender-related stressors and supports also occur throughout these social systems within 
the lives of sexual and gender minority children, research in these areas has generally not included pre-pubertal children. 

16. This section is based on the statements of professional consensus developed by an expert panel convened by the American Psy
chological Association, July 2015 at the request of the US Substance Abuse and Mental Health Services Administration. These 
statements, listed in Section 2, are based on the best available research and scholarly material available. 

17. See American Psychological Association (2009, 2012, and 2015a) 

18. This section is based on reports by American Psychological Association (20 12 and 20 !Sa) and APA Task Force on Appropriate 
Therapeutic Responses to Sexual Orientation (2009). 

19. For more information see White House sources Strengthening Protection against Discrimination. 

20. For example, "A Practitioner's Resource Guide: Helping Families to Support Their LGBT Children" http://store.samhsa.gov/ 
product/A-Practitioner-s-Resource-Guide-Helping-Families-to-Support-Their-LGBT-Children/PEP14-LGBTKIDS. Another 
helpful resources is "Helping Families Support Their Lesbian, Gay, Bisexual, and Transgender (LGBT) Children" http://nccc. 
georgetown.edu/documents/LGBT Brief.pdf. 

21. See for instance, American Psychological Association (2011 ). Guidelines for Psychological Practice with Lesbian, Gay, and 
Bisexual Clients. 

22. Association of American Medical Colleges, 2014. Implementing Curricular and Institutional Climate Changes to Improve 
Health Care for Individuals Who are LGBT, Gender Nonconforming, or Born withDSD. Available at https://www.aamc.org/ 
download/414172/data/lgbt.pdf. 

23. Ferguson v. JONAH, Law Div., Hudson Cy. (Bariso, J.S.C.), HUD-L-5473-12, February 5, 2015. 

24. American Bar Association, 2015. Resolution 112., available at https://www.americanbar.org/content/dam/aba/images/aban
ews/2015annualresolutions/112.pdf. 
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Lesbian, Gay, Bisexual, and Transgender Health Disparities: Executive 
Summary of a Policy Position Paper From the American College 
of Physicians 
Hilary Daniel, BS, and Renee Butkus, BA, for the Health and Public Policy Committee of the American College of Physicians* 

In this position paper, the American College of Physicians exam
ines the health disparities experienced by the lesbian, gay, bisex
ual, and transgender (LGBT) community and makes a series of 
recommendations to achieve equity for LGBT individuals in the 
health care system. These recommendations include enhancing 
physician understanding of how to provide culturally and clini
cally competent care for LGBT individuals, addressing environ-

The lesbian, gay, bisexual, and transgender (LGBT) 
community is diverse, comprising persons from 

various races, ethnicities, and socioeconomic back
grounds; however, LGBT persons face a common set of 
challenges within the health care system. These chal 
lenges range from access to health care coverage and 
culturally competent care to state and federal policies 
that reinforce social stigma, marginalization, or discrim
ination. Recent years have brought about reliable data 
collection, research, and a greater understanding of 
the health care needs of the LGBT community and the 
challenges they face in accessing care. Although great 
strides have been taken in reducing health disparities 
in the LGBT community, much more needs to be done 
to achieve equity for LGBT persons in the health care 
system. 

mental and social factors that can affect their mental and physical 
well-being, and supporting further research into understanding 
their unique health needs. 

Ann Intern Med. 2015;163:135-137. doi: 10.7326/M14-2482 www.annals.org 

For author affiliations, see end of text. 
This article was published online first at www.annals.org on 12 May 2015. 

gender health care in private and public health plans 
may cause a transgender patient to seek treatment op
tions through il legal channels (6). These laws and poli 
cies, along wit h others that reinforce marginalization, 
discrimination, social stigma, or rejection of LGBT per
sons by their families or communities or that simply 
keep LGBT persons from accessing health care, have 
been associated with increased rates of anxiety, sui
cide, and subst ance or alcohol abuse (7). 

Addressing these disparities will require changes 
in the way LGBT persons and their families are re
garded in society and by the health care system. Poli
cies that are discriminatory toward the LGBT commu· 
nity, or are no longer supported by empirical research, 
continue to reinforce the environmental and social fac
tors that can affect the mental and physical well-being 
of LGBT persons. The American College of Physicians 
(ACP) has a long-standing commitment to improving 
the health of all Americans and opposes any form of 
discrimination in the delivery of health care services. 
ACP is dedicated to eliminating disparities in the qual
ity of or access to health care and is committed to work
ing toward ful ly understanding the unique needs of the 
LGBT community and eliminating health disparities for 
LGBT persons. 

This Executive Summary provides a synopsis of the 
full position paper, which is available in Appendix 
(available at www.annals.org). 

Although members of the LGBT community face 
similar health concerns as the general population, cer
tain disparities are reported at a higher rate among 
LGBT persons than the heterosexual population (1 ). 
These disparities experienced by LGBT persons may be 
compounded if they are also part of a racial or ethnic 
minority (1 ). Of note, LGBT persons are more likely to 
identify themselves as being in poor health than het
erosexual individuals, and different segments of the 
LGBT population have individual health risks and 
needs. For example, gay and bisexual men are at in
creased risk for certain sexually transmitted infections 
and account for more than half of all persons living with 
HIV or AIDS in the United States (1 ); lesbian women are 
less likely to have mammography o r Papanicolaou test 
screening for cancer (2); lesbian and bisexual women 
are more likely to be overweight or obese (3); and les
bian, gay, and bisexual persons are more likely to be
come disabled at a younger age than heterosexual in
dividuals (4). 

METHODS i i ...... (.,, 

Various state or federal laws may affect the quality 
of life of LGBT persons and can affect their physical and 
mental health . Same-sex marriage bans may cause psy
chological distress (5), prohibitive hospital visitation 
policies may prevent a same-sex parent from seeing a 
minor while the child is ill or participating in medical 
decision making for the child, and exclusions on trans-
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health care of the U.S. public and the practice of inter
nal medicine and its subspecia lties, developed these 
recommendations. The committee reviewed numerous 
studies, reports, and surveys on LGBT health care and 
related health policy. The committee also reviewed in
formation on how state and federal policies may affect 
the physical and mental health of the LGBT population. 
Draft recommendations were reviewed by the ACP 
Board of Regents, Board of Governors, Council of Early 
Career Physicians, Council of Resident/Fellow Mem
bers, Council of Student Members, and Council of Sub
specialty Societies. The position paper and recommen
dations were reviewed by the ACP Board of Regents 
and approved on 27 April 2015. 

ACP POSITION STATEMENTS AND 

RECOMMENDATIONS 

The following statements represent the official pol 
icy positions and recommendations of the ACP. The 
rationale for each is provided in the full position paper 
(Appendix). 

A glossary of LGBT terminology used throughout 
this paper can be found at https ://lgbt.ucsf.edu 
/glossary-terms. 

1. The American College of Physicians recom
mends that gender identity, independent and funda 
mentally different from sexual orientation, be included 
as part of nondiscrimination and antiharassment poli
cies. The College encourages medical schools, hospi
tals, physicians' offices, and other medical facilities to 
adopt gender identity as part of their nondiscrimination 
and antiharassment policies. 

2. The American College of Physicians recom
mends that public and private health benefit plans in
clude comprehensive transgender health care serVices 
and provide all covered services to transgender persons 
as they would all other beneficiaries. 

3. The definition of "family" should be inclusive of 
those who maintain an ongoing emotional relationship 
with a person, regardless of their legal or biological 
relationship. 

4. The American College of Physicians encourages 
all hospitals and medical facilities to allow all patients to 
determine who may visit and who may act on their be
half during their stay, regardless of their sexual orienta
tion, gender identity, or marital status, and ensure visi
tation policies are consistent with the Centers for 
Medicare & Medicaid Services Conditions of Participa
tion and The Joint Commission standards for Medicare
funded hospitals and critical-access hospitals. 

5. The American College of Physicians supports civil 
marriage rights for same-sex couples. The denial of 
such rights can have a negative impact on the physical 
and mental health of these persons and contribute to 

LGBT Health Disparities 

ongoing stigma and discrimination for LGBT persons 
and their fam ilies. 

6. The American College of Physicians supports 
data collection and research into understanding the de
mographics of the LGBT population, potential causes of 
LGBT health disparities, and best practices in reducing 
these disparities. 

7. Medical schools, residency programs, and con
tinuing medical education programs should incorporate 
LGBT health issues into their curricula. The College sup
ports programs that would help recruit LGBT persons 
into the practice of medicine and programs that offer 
support to LGBT medical students, residents, and prac
ticing physicians. 

8. The College opposes the use of "conversion," 
"reorientation," or "reparative" therapy for the treatment 
of LGBT persons. 

9. The American College of Physicians supports 
continued reviews of blood donation deferral policies 
fo r men who have sex with men. The College supports 
evidence-based deferral policies that take into account 
a comprehensive assessment of the risk level of all indi
viduals seeking to donate, which may result in varying 
deferral periods or a lengthened or permanent deferral 
on blood donation. 

CONCLUSION 

The ACP recognizes that reducing health dispari
ties in the LGBT population will take concerted efforts 
not only by those in the medical community but also 
from society as a whole. Training future physicians to 
be culturally and clinically competent in LGBT health 
care, working with practicing physicians to increase 
their understanding of the LGBT population and their 
health needs, advocating for practical health policies 
supported by empirical research, and working to elim 
inate laws that discriminate against the LGBT commu
nity and their famil ies are all important steps to reduc
ing and ultimately eliminating the health disparities 
experienced by the LGBT community. 

Note Added in Proof: On 12 May 2015, the U.S. Food and 
Drug Administrat ion released the document "Revised Recom
mendations for Reducing the Risk of Human Immunodefi
ciency Virus Transmission by Blood and Blood Products: Draft j 
Guidance for Industry." The proposed recommendations 1 - ~ 
would replace the lifetime ban on blood donation by men I :....... ~:::; 
who have sex with men with a 12-month deferral period from 1 +-' C..:: 
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APPENDIX: LESBIAN, GAY, BISEXUAL, AND 

TRANSGENDER HEALTH DISPARITIES: 

A POLICY POSITION PAPER FROM THE 

AMERICAN COLLEGE OF PHYSICIANS 
Understanding the LGBT Community 

The LGBT community is a highly diverse and multi
faceted group of persons encompassing all cultures, 
ethnicities, and walks of life. Under the LGBT umbrella, 
each individual group faces unique cultural and health
related needs but shares common challenges, such as 
social stigma, discrimination, and disparities in health 
care, that unite them. 

Research into LGBT health has been expanding as 
the community has become more visible and outspo
ken about engaging the health care system in develop
ing a knowledge base on the distinctive challenges and 
health disparities they face. However, gaps in the med
ical community's understanding of the overall makeup 
of the LGBT community and the environmental and so
cial factors that may influence the needs of those per
sons present an obstacle to addressing challenges in a 
meaningful way. In 2011, the Institute of Medicine is
sued a report outlining a research agenda targeting 
several areas that could affect how the health care sys
tem approaches LGBT health, including demographics, 
social influences, disparities and inequalities, interven
tion that includes increasing access to care and 
addressing physical or mental conditions, and 
transgender-specific needs. The report also recom
mended the inclusion of the LGBT community in na
tional health surveys and emphasized a need for scien
tific rigor and a respectful environment when gathering 
data (8). 

One important obstacle to identifying health issues 
within the LGBT population is a lack of reliable data and 
the exclusion of sexual and gender minorities' identifi-

www.annals.org 

cation on federal health surveys. Recent efforts have 
been made to gather population data on persons who 
identify as lesbia n, gay, bisexual, or transgender and 
those who identify as being in a same-sex marriage or 
partnership. For the first time in 2010, the U.S. Census 
Bureau did not change the data reporting the number 
of same-sex couples that identified as being married . 
Before that, the 2000 U.S. Census changed the relation 
ship status of same-sex partners identifying as being 
the spouse of the head of household to an "unmarried 
partner" because there were no states in which same
sex marriage was legal . In the 1990 U.S. Census, if a 
same-sex couple identified themselves as married, the 
sex of 1 of the respondents was automatically changed 
to the opposite sex and the couple was enumerated as 
an opposite-sex married couple (9). The Patient Protec
tion and Affordable Care Act allows the Department of 
Health and Human Services (HHS) to collect "additional 
demographic data to further improve our understand
ing of health disparities," and in 2013, the National 
Health Interview Survey-an annual study of health care 
access, use, and behaviors-included sexual orientation 
as part of its data collection system (1 0). Recent esti
mates put the number of persons who identify as les
bian, gay, bisexual, or transgender at more than 9 mil
lion or approximately 3.4% of the U.S. population, 
which some analysts believe may be an underestimate 
(1 ). Individuals who may have same-sex attractions or 
experiences but do not self-identify as LGBT may still 
fall into the category of sexual minorities and face 
health disparities associated with LGBT persons. 

Access to Care in the LGBT Population 
The LGBT community has often been overlooked 

when discussing health care disparities and continues 
to face barriers to equitable care. Barriers to care are 
multidimensional and include stigma and discrimina
tion, poverty, lack of education, racial or ethnic minority 
status, and other psychological health determinants 
(11 ). Studies show that persons who identify as LGBT 
have greater economic disadvantages and are more 
vulnerable to poverty than those who do not. Using 
available informat ion f rom national surveys, the Wil 
liams Institute reports higher overall poverty rates for 
persons identifying under the LGBT umbrella than het
erosexual persons and higher rates of poverty in same
sex couples than heterosexua l couples ~7 .6% vs. 5.7%) 
(12). 

Research shows that LGBT adults and their children 
are more likely to be uninsured by public or private 
insurance and that they and their family members con
tinue to face difficulties in gaining access to care and 
face a higher risk for health disparities than the general 
population (2). Most Americans gain health insurance 
coverage through their employer; data are limited but 
suggest LGBT persons face higher unemployment rates 
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than non-LGBT persons. A 2009 survey in California 
found a 14% unemployment rate among LGBT adult 
workers compared with 10% among non-LGBT adults 
(13). 

The Affordable Care Act sought to increase access 
to care for low-income Americans by expanding Med
icaid programs to all persons at or below 133% of the 
federal poverty level, providing financial subsidies to 
help those making between 100% and 400% of the fed
eral poverty level purchase insurance on the federal 
and state marketplace exchanges, and including non
discrimination protections in health plans sold on the 
exchanges. Although estimates suggested that the 
number of uninsured LGBT persons would be reduced 
as a result of Medicaid expansion, only about half of 
states have chosen to expand their Medicaid programs, 
which greatly diminishes its effect. This increases the 
number of LGBT persons who may fall into what has 
been dubbed the "coverage gap," in which persons 
may earn too much to qualify for their state's Medicaid 
program but too little to qualify for subsidies (14). 

Transgender individuals face additional cha llenges 
in gaining access to care. Not only are they more likely 
to be uninsured than the general population, they are 
more likely to be uninsured than lesbian, g ay, or bisex
ual persons (1 ). They also face high out-of-pocket costs 
for transgender-specific medical care if they lack insur
ance or their insurance coverage does not cover trans
gender health care. According to the American Con· 
gress of Obstetricians and Gynecologists, transgender 
youth who receive inadequate treatment are at an in
creased risk for engaging in self-mutilation or using il
licit venues to obtain certain treatments; research 
shows more than 50% of persons who identify as trans
gender have obtained injected hormones through ille
gal means or outside of the traditional medical setting 
(6). 

Mental and Physical Health Disparities 
Existing research [nto the health of the LGBT pop

ulation has found some health disparities that dispro
portionately affect the LGBT population. In 2000, the 
first federally funded resea rch study on the health of 
LGBT persons assessed 5 major areas of concern for 
lesbian, gay, and bisexual persons (the report noted 
that transgender health concerns warranted an inde
pendent evaluation): cancer, family planning, HIV and 
AIDS, immunization and infectious diseases, and men
tal health (15). Research has shown that lesbian women 
are less like ly to get p reventive cancer screenings; les
bian and bisexual women are more likely to be over
weight or obese (16); gay men are at higher risk for HIV 
and other sexua lly transmitted infections; and LGBT 
populations have the highest rates of tobacco, alcohol, 
and other drug use (17). Lesbian, gay, and bisexual 
persons are approximately 2.5 times more likely to 
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have a mental health disorder than heterosexual men 
and women (18). 

Transgender persons are also at a higher lifetime 
risk for suicide attempt and show higher incidence of 
social stressors, such as violence, discrimination, or 
childhood abuse, than nontransgender persons (19). A 
2011 survey oftransgender or gender-nonconforming 
persons found that 41% reported having attempted 
suicide, with the highest rates among those who faced 
job loss, harassment, poverty, and physica l or sexual 
assault (20). 

Positions 
1. The American College of Physicians recom

mends that gender identity, independent and funda 
mentally different from sexual orientation, be included 
as part of nondiscrimination and antiharassment poli
cies. The College encourages medical schools, hospi
tals, physicians' offices, and other medical facilities to 
adopt gender identity as part of their nondiscrimination 
and antiharassment policies. 

Nondiscrimination policies are in place to prevent 
employment discrimination or harassment based on 
race, color, national or ethn ic origin, age, religion, sex, 
disability, genetics, or other characteristics protected 
under federal, state, or local law (21 ). However, state 
law varies considerably on the inclusion of sexual orien
tation and gender identity in nondiscrimination policies 
and some policies based on sexual orientation alone 
may not include gender identity. Eighteen states have 
employment nondiscrimination or equal employment 
opportunity statutes that cover both gender identity 
and sexual orientation, and an additional 3 states have 
nondiscrimination statutes that cover sexual orientation 
only (22). The Human Rights Campaign, an LGBT rights 
organization, estimated that as a result of these as
sorted laws, 3 of 5 U.S. citizens live in an area that does 
not provide protection for gender identity or sexual ori
entation (23). 

Sexual o rientation and gender identity are i nher- ~i 
ently different and should be considered as such when r ,-

\ .. " 
assessing whether nondiscrimination or harassment j :;-..:_~ i': 
policies provide protection to all members of the LGBT · en ~·- , 
community. According to the Institute of Medicine, C'v r...: 
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"sexual orientation" refers to a person's enduring pat- \..'Ji >--
r.:t;. ;;..... 

t ern of or disposition to have sexual or romantic desires I ·- -· 0 
for, and relationships with, persons of the same sex or I ~~~ .~ ' 
both sexes (8). "Gender identity" refers to a person's ~ r· 

basic sense of being a man or boy, a woman or girl, or : ·, 1 

another gender. Gender identity may or may not corre-
spond to a person 's anatomica l sex assigned at birth. 
The term "transgender" is now widely used to refer to a 
diverse group of persons who depart significantly from 
traditiona l gender norms (24). Persons who have a 
"marked difference" between their anatomical sex at 
birth and their expressed or experienced gender may 
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be diagnosed with gender dysphoria, which is a diag
nosis under the American Psychiatric Association Diag
nostic and Statistical Manual of Mental Disorders, Fifth 
Edition (25). 

Evidence shows that individuals with gender iden
tity variants face increased discrimination, threats of vi
olence, and stigma. The National Gay and Lesbian Task 
Force and the National Center for Transgender Equal ity 
conducted a national survey of transgender and 
gender-nonidentifying persons and found high rates of 
harassment (78%), physical assault (35%), and sexual 
violence (12%) (20). More than 90% of survey partici
pants reported harassment or discrimination in the 
workplace, and they experience double the rate of un
employment than the general population (20). There
fore, LGBT persons are more likely to lose their job or 
not be hired (26). 

Employers have the option to include g ender iden
tity as part of their company's nondiscrimination or 
anti harassment policies even if their state does not, and 
many companies have chosen to include comprehen
sive protections policies. To reduce the potential for 
discrimination, harassment, and physical and emotional 
harm toward persons who are not covered by current 
protections, the medical community shou ld include 
both sexual orientation and gender identity as part of 
any comprehensive nondiscrimination or antiharass
ment policy. 

2. The American College of Physicians recom
mends that public and private health benefit plans in
clude comprehensive transgender health care services 
and provide all covered services to transgender persons 
as they would all other beneficiaries. 

The LGBT community is at increased risk for physi
cal and emotional harm resulting from discrimination or 
harassment, and transgender persons may face greater 
inequalities in the health care system than the general 
population. Of note, 19% of transgender persons lack 
any type of hea lth insurance (20). A handful of states 
have laws about insurance coverage for transgender 
health care, such as hormone replacement therapy or 
sexual reassignment surgery, which may be considered 
medically necessary as part of the patient's care. Eight 
states and the District of Columbia have prohibitions on 
insurance exclusion of treatments for sex reassignment 
surgery (27). 

The World Professional Association for Transgen
der Health has developed health care standards for 
transgender persons who have been diagnosed with 
gender dysphoria. The standards emphasize treat
ments that will achieve "lasting personal comfort with 
their gendered selves, in order to maximize their over
all health, psychological well-being, and self-fulfillment" 
and may or may not include modification to a person's 
gender expression or how this individual appears or 
presents physica lly to others (28). Research shows that 
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when transgender persons receive individual, medi
cally appropriate care, they have improved mental 
health, reduction in suicide rates, and lower health care 
costs overall because of fewer mental health- related 
and substance abuse-related costs (29). However, not 
all health plans cover all services associated with t rans
gender health or consider such services medical ly nec
essary; some plans may issue blanket exclusions on 
transgender health care, not cover certain services for a 
transgender person as they would for nontransgender 
persons, or only cover the cost of gender reassignment 
surgery if certain conditions are met. For example, an 
insurance company may cover posthysterectomy estro
genic hormone replacement therapy for biological 
women but wi ll not cover a similar type of hormone 
therapy for a postoperative male-to-female transgen
der patient. Many professional medical organizations, 
including the American Medical Association, American 
Psychological Association, American Psychiatric Associ
ation, America n Congress of Obstetricians and Gyne
cologists, and American Academy of Family Physicians, 
consider gender transition-related medical services 
medically necessary (30). 

The decision to institute a hormone therapy regi
men or pursue sexual reassignment surgery for 
transgender ind ividuals is not taken lightly. Transgen
der patients and their health care team, which may in
clude prima ry care physicians, endocrinologists, mental 
health professionals, and others, are in the best posi
tion to determine the most appropriate care plan 
unique to the patient's needs. Throughout the course 
of treatment, patients and their physicians or health 
care team should discuss available options and the ev
idence base for those treatments in which such evi
dence exists. It is especially important that transgender 
patients whose hea lth care team has determined that 
treatment should include cross-sex hormone therapy or , 
sexual reassignment surgery and postoperative hor- 1 
mane therapy be well-informed about the potential l <1' :::~ ~
health risks associated with the long-term use of som~ j ,__ ::~· 
hormonal replacement therapies before treatment. I +-' t..: 

Without insurance coverage, the cost of treatment 1 ~ "t: 

:o:~~~~~:.s ;~~ ~::~e;x~~~~i~~ri:n~a~x~ee~:~~ib~~~~~ I ~J E:= 
reassignment surgeries may cost tens of t housands of I }~~ 8 
dollars; this does not include associated costs, such as , ~:; ·a 

('""" 

counseling, hormone replacement therapy, co pays, or 1 •, __ ·' v.:. 
aftercare. The nigh costs of treatment can result in per-
sons who cannot access the type of care they need, ; 
which can increase thei r levels of stress and discomfort ! 
and lead to more serious health cond itions. In 2014, 
the HHS lifted the b lanket ban on Medica re coverage 
for gender reassignment surgery (31) and the fede ra l 
government announced it wou ld no longer prohibit 
health plans offered on the Federal Employees Health 
Benefits Program from offering gender reassignment 
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as part of the plan (27). Transgender health advocates 
are hopeful this wi ll result in wider coverage for trans
gender care in private health plans. 

The cost of including transgender health care in 
employee health benefits plans is minimal and is un
likely to raise costs significantly, if at all . A survey of 
employers offering transition -re lated health care in 
their health benefit plans found that two thirds of em
ployers that provided information on actual costs of 
employee utilization of transition -related coverage re
ported 0 costs (32). This is the result of a very small 
portion of the population identifying as transgender 
and a smaller portion of that group having the most 
expensive type of gender reassignment surgery as part 
of their treatment. An analysis of the utilization of trans
gender health services over 6 years after transgender 
discrimination was prohibited in one California health 
plan found a utilization rate of 0.062 per 1000 covered 
persons (33). The inclusion of transgender-related 
health care services within a health plan may also result 
in an overall reduction of health care costs over time 
because patients are less likely to engage in self
destructive behaviors, such alcohol or substance 
abuse. 

3. The definition of "family" should be inclusive of 
those who maintain an ongoing emotional relationship 
with a person, regardless of their legal or biological 
relationship. 

The term "family" as it is seen in society is changing 
and no longer means married heterosexual parents 
with children . An analysis shows only 22% of families 
fall into this category (34). Stepparents, single parents, 
grandparents, same-sex couples, or foster or adoptive 
parents all make up the changing face of U.S. families . 
Across the country, LGBT persons are raising children, 
and demographic data shows that 110 000 same-sex 
couples are raising as many as 170 000 biological, ad
opted, or foster children and 37% of LGBT adults have 
had a child (35). This modern concept of family is no 
longer dependent on parental status and does not only 
include adult heads of household with minor children. 
Same-sex couples and different-sex couples who do 
not have children may nevertheless have persons in 
their lives that they consider family. 

Despite research that shows a growing trend to
ward acceptance of LGBT individuals and families (36), 
there is no widely used standard definition of family 
inclusive of the diverse nature of the family structure 
and definitions vary widely: They can differ from state 
to state, within the Internal Revenue Service for tax pur
poses, by employers to determine eligibility for health 
plans, and by hospitals for the purposes of visitation or 
medical decision making. If LGBT spouses or partners 
are not legally considered a family member, they are at 
risk for reduced access to health care and restrictions 
on caregiving and decision making; further, they are at 
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increased risk for health disparities, and their children 
may not be eligible for health coverage (34). Therefore, 
LGBT persons and fami lies may already be at a financial 
disadvantage, with single LGBT parents 3 times more 
li kely to live near the poverty line than their non-LGBT 
counterparts and LGBT families twice as likely to live 
near the poverty threshold (35). These financial disad
vantages can trans late into lack of access to medical 
care and poorer hea lth outcomes simi lar to those expe
rienced by non-LGBT persons and their families who 
are uninsured or underinsured, in addition to the health 
disparities that are already reported among the LGBT 
community. 

The Human Rights Campaign's definition of family 
for health care organizations, developed with multi
stakeholder input, is inclusive of same- and different
sex married couples and families and is an example of a 
broad, comprehensive definition of family that includes 
a person's biological, legal, and chosen family: 

Family means any person(s) who plays a signif
icant role in an individual' s life. This may in
clude a person(s) not legally related to the in
dividual. Members of "fam ily" include spouses, 
domestic partners, and both different-sex and 
same-sex significant others. "Family" includes a 
minor patient's parents, regardless of the gen
der of either parent. (37) 

A definition of family inclusive of all types of fami
lies, including the LGBT population, is not only funda
mental to reducing the disparities and inequalities that 
exist within the health care system, but also important 
for the equal treatment of LGBT patients and their visi 
tors in the hospital setting. Countless accounts show 
loved ones being denied the right to visit; assist in the 
medical decision-making process for their partner, mi
nor, or child; or be updated on the condition of a pa
tient because hospital visitation policy b!oadly prohib
its those who are not recognized family members from 
access to the patient. These policies are discriminatory 
against LGBT patients, their visitors, and the millions of 
others who are considered family, sJJch as friends, 
neighbors, or nonrelative caregivers who can offer sup
port to the patient. 

4. The American College of Physicians encourages 
all hospitals and medical facilities to allow all patients to 
determine who may visit and who may to act on their 
behalf during their stay, regardless of their sexual orien
tation, gender identity, or marital status, and ensure vis
itation policies are consistent with the Centers for Medi
care & Medicaid Services Conditions of Participation 
and The Joint Commission standards for Medicare
funded hospitals and critical-access hospitals. 

When persons or their loved ones need emer
gency care or extended inpatient stays in the hospital , 
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they do not often immediately think about access to 
visitors or hospital visitation policies, the ability to assist 
in medical decision making, or their legal rights as pa
tients or visitors. Hospital visitation policies are not al
ways clear or consistent about who can visit or make 
medical decisions for a patient if they become incapac
itated or cannot do so themselves. The absence or lim
ited access of loved ones can cause uncertainty and 
anxiety for the patient. In contrast, the involvement of 
family and outside support systems can improve health 
outcomes, such as management of chronic illness and 
continuity of care (38). 

A highly publicized incident of LGBT families facing 
discrimination and being denied hospital visitation oc
curred in Florida in 2007. A woman on vacation with 
her family had an aneurysm and was taken to the hos
pital. Her same-sex partner and their children were de
nied the right to see her or receive updates on her 
condition, and she eventually slipped into a coma and 
died (39). In response to this incident, President 
Obama issued a presidential memorandum recom
mending that the HHS review and update hospital visi
tation policies for hospitals participating in Medicare or 
Medicaid and critical-access hospitals to prohibit dis
crimination based on such factors as sexual orientation 
or gender identity (40). 

Throughout the rulemaking process, the HHS re
vised the Medicare Conditions of Participation to re
quire that all hospitals explain to all patients their right 
to choose who may visit during an inpatient stay, in
cluding same-sex spouses, domestic partners, and 
other visitors, and the patients' right to choose a per
son to act on their behalf. The Joint Commission, the 
nation's largest organization for hospital accreditation, 
also updated its standards to include equal visitation 
for LGBT patients and visitors (41 ). As a result of these 
updated policies, most hospitals and long-term care fa
cilities are required to allow equal visitation for LGBT 
persons and their families. 

The presidential memorandum also recommended 
that the HHS instruct hospitals to disclose to their pa
tients that patients have a right to designate a repre
sentative to make medical decisions on their behalf if 
they cannot make those decisions themselves. The re
vised Conditions of Participation emphasized that hos
pitals "should give deference to patients' wishes about 
their representatives, whether expressed in writing, 
orally, or through other evidence, unless prohibited by 
state law" (42). With piecemeal regulations and policies 
governing the legal rights of LGBT persons and their 
families, some same-sex spouses or domestic partners 
choose to prepare advance directives, such as durable 
powers of attorney and health care proxies, in an effort 
to ensure their access to family members and their abil 
ity to exert their right to medical decision making if 
necessary. 
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5. The American College of Physicians supports civil 
marriage rights for same-sex couples. The denial of 
such rights can have a negative impact on the physical 
and mental health of these persons and contribute to 
ongoing stigma and discrimination for LGBT persons 
and their families. 

The health and financial benefits of marriage for 
different-sex couples are widely reported, and contem
porary research supports similar benefits in same-sex 
marriage. On the other hand, denial of marriage rights 
for LGBT persons may lead to mental and physical 
health problems. Health benefits associated with same
sex marriage result from improved psychological 
health and a re inforced social environment with com
munity support (43). Research suggests that being in a 
legally recognized same-sex marriage diminishes men
tal health diffe re ntials between LGBT and heterosexual 
persons (5). A comparison study on the utilization of 
public health services by gay and bisexual men before 
and after Massachusetts legalized same-sex marriage 
found a reduction in the number of visits for health 
problems and mental health services. The study noted 
a 13% reduction in visits overall after the legalization of 
same-sex marri age (44). 

In contrast, denial of such rights can result in ongo
ing physical and psychological health issues. Thus, 
LGBT persons encountering negative societal attitudes 
and discrimination often internalize stressors and have 
poor health unseen to those around them; further, 
these stressors can lead to self-destructive behaviors 
(43). A study of LGBT individuals living in states with a 
same-sex marriage ban found increases in general anx
iety, mood disorders, and alcohol abuse (45). The de
nial of marriage rights to LGBT persons has also been 
found to reinforce stigmas of the LGBT population that 
may undermine health and social factors, which can af
fect young adults (46). The American Medical Associa
tion 's broad policy supporting civil rights for LGBT per
sons acknowledges that denial of -civil marriage rights 
can be harmful to LGBT persons and their families and 
contribute to ongoing health disparities (47). 

Since 2003, the overall support for marriage equal- ; 
i 

ity has increased . The shift in attrtudes toward accep- !' r:·; ··-

tance of same-sex marriage has broad positive implica- ~~ .:.~:' 
tions for the future of U.S. civil marriage rights. A 2013 " 
survey by the Pew Research Center revealed that nearly 
half of U.S. adults expressed support for same-sex mar
riage. Of note, millennials (those born after 1980) 

showed the highest rate of support for same-sex mar- ~1 
ri age rights at 70%. Not only has overall opinion 
changed, but individually, 1 in 7 respondents reported ' 

they had changed their minds from opposing to sup- ' 
porting same-sex marriage. The Pew survey found that ' 
32% of respondents changed their mind because they ( ________ _j 
knew someone who identified as lesbian or gay (36). 
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The legal landscape is also sh ifting in favor of inclu
sive civ il marriage rights for same-sex couples. The 
American Bar Association has adopted a resolution rec
ognizing "that lesbian, gay, bisexual and transgender 
(LGBT) persons have a human right to be free from 
discrimination, threats and violence based on their 
LGBT status and condemns all laws, regulations and 
rules or practices that discriminate on the basis that an 
individual is [an] LGBT person" (48). In June 2013, the 
U.S. Supreme Court struck down a provision of the De
fense of Marriage Act that d efined marriage as a "union 
between a man and a woman." The decision allowed 
legally married same-sex couples to have the same fed
eral benefits offered to heterosexual couples (49). Cur
rently more than half of the states and the District of 
Columbia allow same-sex marriage, and several states 
have rulings in favor of sa me-sex marriage that are 
stayed pending legal appeals (50). In April 2015, the 
Supreme Court heard oral arguments in a case involv
ing same-sex marriage bans in Michigan, Ohio, Ken
tucky, and Tennessee; this will ultimately determine the 
constitutionality of same-sex marriage bans, including 
whether states would be required to recognize same
sex marri ages performed leg ally out of state (51). 

6. The American Colleg e of Physicians supports 
data collection and research into understanding the de
mographics of the LGBT population, potential causes o f 
LGBT health disparities, and best practices in reducing 
these disparities. 

Previous efforts to understand the LGBT population 
by including sexual orientation or gender identity in 
health surveys and data collection are a good first step, 
but there is a long way to go to understand the unique 
health needs of all members of the LGBT community. 
Understanding the demographics of the persons who 
make up this community is a key first step to under
standing how environmental and social d eterminants 
may contribute to the health d isparities they face. Over
whelming evidence shows that racia l and ethnic minor
ities experience greater health disparities than the gen
eral population. In 2010, ACP published an updated 
position paper on racial and ethnic dispa rities in health 
ca re, which identified various statistics on health dispar
it ies in racia l and ethnic minority groups, such as higher 
levels of uninsured Hispanics than white persons (34% 
vs. 13%) and lower rates of medication adherence in 
minority Medica re beneficiaries diagnosed with de
mentia (52). Persons who are part of both the LGBT 
community and a racial or ethnic minority g ro up may 
face the highest levels of disparities. For example, d ata 
show that 30% of African Ameri can adults who identify 
as lesbian, gay, or bisexual are likely to d elay getting a 
prescription compared with 19% of African A merican 
heterosexual adults (26). 

Transg ender persons may also face certain in
creased risk factors that can affect their health that are 
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not included when discussing the LGBT population as a 
who le, wh ich creates research gaps with the LGBT com
munity. A survey study of transgender persons shows 
elevated reports of harassment, physical assault, and 
sexual violence (20). In addition, transgender persons 
are more likely to face discrimination in education, em
ployment, housing, and public accommodations than 
other sexual, racial, or ethnic minority groups. The lack 
of and unfamil iarity with research focused on the phys
ical health issues of transgender persons, such as hor
mone replacement therapy and cancer risk, limit the 
understanding or development of best practices that 
could reduce the disparities felt by this population. The 
dearth of such research is detri mental to physicians' 
understanding of issues unique to transgender patients 
and reduces their ability to care for these patients. 

Data that nave been gathered in the relatively short 
time since the inclusion of sexual orientation, g ender 
identity, and same-sex marital status have revealed in
formation that can be used to create tailored plans to 
decrease healt h disparities in in the LGBT community. 
For example, in 2009 the California Health Interview 
Survey col lected information on certain health indica
to rs and included sexual orientation along with racial 
and minority status. The survey found a higher rate of 
uninsured lesbian, gay, or bisexual Latino adults in the 
state than their African American counterparts (36% vs. 
14%) (20). 

In addition t o obtaining information from pop ula
tion surveys, includ ing gender id entity and sexual ori
entation as a component of a pat ient's medical record 
(paper or electron ic) may help a physician to better un
derstand an LGBT patient's needs and provide more 
comprehensive care. This can be particularly usefu l in 
the care of transgender persons, whose gender ident ity 
and gender expression may differ from thei r sex as
signed at birth and are not in line with the standard sex 
template on ma ny fo rms. Including this information
especially in electronic health records that can stan-

r·--·· 
dardize information, such as anatomy present and the! 
preferred name/pronoun-can create a more comfort-i 
able experience fo r the pat ient and keep the physician j 
up to date on the patient's t ransition history, if appl ica-1 r'' ~

ble (53). If a physician uses paper medical records, the !... . ,_. ,._, c..: 
patient's chart should be f lagged using an indicator, u:• ...... , 
such as a sticker, to alert st aff t o use the preferred name ('::;; c 
and pronoun ofthe patient (54). L:J f~:' 

7. Medical schools, residency programs, and con-1 IQ.' ~.::::;. 
tinuing medical education programs should incorporate! "•-- t!-

~-
LGBT health issues into their curricula. The College sup- _ C 

ports programs that would help recruit LGBT persons' 
into the practice of medicine and programs that o ffer 
support to LGBT medical students, residents, and prac-
ticing physicians. 

Establ ishing understanding, t rust, and communica
tion between a physician and a pat ient is key to an 
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ongoing and beneficial physician-patient relationship. 
However, reported instances of physician bias or denial 
of care to LGBT patients may influence patients to with
hold information on their sexual orientation, gender 
identity, or medical conditions that could help the phy
sician have a better understanding of the potential 
health needs of their patients. Physicians can play an 
integral role in helping an LGBT patient navigate 
through the medical system by providing respectful, 
culturally, and clinically competent care that under
scores the overall health of the patient. In an article 
published in The New England Journal of Medicine, 
Makadon noted how physicians can create a welcom
ing and inclusive environment to LGBT patients: 

[G]uidelines for clinical practice can be very 
simple: ask the appropriate questions and be 
open and nonjudgmental about the answers. 
Few patients expect their providers to be ex
perts on all aspects of gay and lesbian life. But 
it is important that providers inquire about life 
situations, be concerned about family and 
other important relationships, understand sup
port systems, and make appropriate referrals 
for counseling and support when necessary. 
(55) 

Providing clinically and cultu ra lly competent care 
for transgender persons in the primary care setting may 
present a challenge to physicians who are not knowl
edgeable about transgender health. Transgender per
sons have reported encounters with physicians who are 
unaware of how to approach treatment of a transgen
der person, and half of transgender patients reported 
having to "teach" their physician about transgender 
health (20). The National Transgender Survey found 
that 19% of participants had been denied medical care 
because of their transgender status (20). Resou rces for 
physicians on how to approach the treatment of trans
gender patients should emphasize respecting the pa
tient's gender identity while providing prevention, 
treatment, and screening to the anatomy that is present 
(56). 

To better understand the unique health needs of 
the LGBT community, physicians and medical profes
sionals must develop a knowledge base in cultural and 
clinical competency and understand the factors that af
fect LGBT health; this should begin in the medical 
school setting and continue during practice. Assess
ment of LGBT-related content at medical schools found 
a median of 5 hours spent on LGBT-related issues over 
the course ofthe curriculum (57). Exposure t o members 
of the LGBT population in medical school has been 
shown to increase the likelihood that a physician w ill 
take a more comprehensive patient history, have a bet
ter understanding of LGBT health issues, and have a 

www.annals.org 

more positive attitude toward LGBT patients (58). Stud
ies show that undergraduate students pursuing a ca
reer in medicine are receptive to incorporating LGBT
related issues into their education and agree that it 
applies to their future work (59). The College recog
nizes the importance of incorporating LGBT health into 
the medical school curriculum and publishes a compre
hensive medical textbook on LGBT health, The Fenway 
Guide to Lesbian, Gay, Bisexual, and Transgender 
Health, 2nd Edition (60). 

In November 2014, the Association of American 
Medical Colleges Advisory Committee on Sexua l Ori
entation, Gender Identity, and Sex Development re
leased a comprehensive report recommending strate
gies on how to implement changes in academic 
medical institutions to better address the needs of 
LGBT patients; further, the committee identified chal
lenges and barriers to carrying out these changes. The 
report recognizes 3 methods of integrating LGBT 
health into the medical school curricula : full curriculum 
revision, the addition of a required class, or LGBT 
health study as a part of elective materials. The report 
also identifies barriers to curricular changes, including 
but not limited to a lack of material that has been 
shown to be effective, re luctance of faculty and staff to 
teach the new material, and a shortage of institutional 
time that would permit teachers to participate in con
tinuing education on the topic (61 ). 

For some LGBT persons interested in pursuing ca
reers in medicine, there continues to be an underlying 
concern that their sexua l orientation or gender identity 
may affect their selection into a medical school or resi
dency program and acceptance by their peers. In 2012, 
Dr. Mark Schuster published his personal story about 
being gay in medicine starting in the 1980s when he 
entered medical school, th rough residency, and into 
practice. In his article, he spoke of a former attending 
physician he worked under who acted as an advisor 
and had indicated he would offer him a recommenda
tion for residency, only to find this physician later re
nege on that offer after Dr. Schuster shared that he was 
gay (62). Little research has been done on the recruit
ment of LGBT physicians into the practice of medicine 
or how disclosing sexual orientation may affect training. 
One survey measuring the perceptions and attitudes 
toward sexual orientation during training found that 
30% of respondents did not reveal their sexual orienta
tion when applying for residency positions for fear of 
rejection (63). 

Academic medical institutions can make efforts to 
create a welcoming and inclusive environment for stu
dents and faculty. The University of California, San Fran
cisco, LGBT Resource Center developed a checkl ist for 
medical schools to assess LGBT curriculum, admissions, ' 
and the working environment within their institution. ' 
The checklist includes inclusive appl ication procedures, 
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measurement of retention of LGBT students, and efforts 
and resources dedicated to student well-being (64). In 
a 2013 white paper, the Gay and Lesbian Medical As
sociation made several recommendations to support 
an LGBT-inclusive climate at health professional 
schools in such areas as institutional equality, transgen
der services and support, diversity initiatives, admis
sions, staff and faculty recruitment and retention, staff 
and faculty training, and other areas that underscore 
simple yet thoughtful ways to create an accepting envi
ronment for LGBT students, faculty, and employees 
(65). Tools such as these can assist in recruiting and 
retaining LGBT physicians. 

8. The College opposes the use of "conversion," 
"reorientation," or "reparative" therapy for the treatment 
of LGBT persons. 

Since 1973, the American Psychiatric Association 's 
Diagnostic and Statistical Manual of Mental Disorders 
has not considered homosexuality an illness (66). All 
major medical and menta l health organizations do not 
consider homosexua lity as an illness but as a variation 
of human sexuality, and they denounce the practice of 
reparative therapy for treatment of LGBT persons (67). 
The core basis for "conversion," "reorientation," or "re
parative" therapy, which is generally defined as therapy 
aiming at changing the sexual orientation of lesbian 
women and gay men, is mostly based on re ligious or 
moral objections to homosexuality or the belief that a 
homosexual person can be "cured" of their presumed 
illness. 

In 2007, the American Psychological Association 
conducted a literature review of 83 studies on the effi
cacy of efforts to change sexual orientation. It found 
serious flaws in the research methods of most of 
the studies and identified only 1 study that met re
search standards for establishing safety or efficacy of 
conversion therapy and also compared persons who 
received a treatment with those who did not. In that 
study, intervention had no effect on the rates of same
sex behavior, so it is widely believed that there is no 
scientific evidence to support the use of reparative 
therapy (68). The Pan American Health Organization, 
the regional office for the Americas of the larger World 
Health Organization, also supports the position that 
there is no medical basis for reparative therapy and that 
the practice may pose a threat to the overa ll health and 
well-being of an individual (69). Dr. Robert Spitzer, the 
author of a 2003 research study often cited by support
ers of the reparative therapy movement to purport that 
persons may choose to change their sexual orientation, 
has d enounced the research as flawed and apologized 
t o the LGBT com munity in a letter for misinterpretations 
or misrepresentations that arose from the study (70). 

Available research does not support the use of re
parative therapy as an effective method in the treat
ment of LGBT persons. Evidence shows that the prac-
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tice may actually cause emotional or physical harm to 
LGBT individuals, particularly adolescents or young 
persons. Research done at San Francisco State Univer
sity on the effect of familial attitudes and acceptance 
found that LGBTyouth who were rejected by their fam
ilies because oftheir identity were more likely than their 
LGBT peers who were not rejected or only mildly re
jected by their families to attempt suicide, report high 
levels of depression, use illegal drugs, or be at risk for 
HIV and sexually transmitted illnesses (71 ). The Ameri
can Psychological Associat ion literature review found 
that reparative therapy is associated with the loss of 
sexual feeling, depression, anxiety, and suicidality (68). 

States have delved into the debate over the use of 
reparative therapy for minor ch ildren given the poten
tial for harm. California; New Jersey; and Washington, 
DC, have enacted laws banning the practice. Several 
other state legislatures, such as those in Washington 
state, Massachusetts, New York, and Oregon, have in
troduced or passed legislation through one chamber 
but failed to pass the bill into law (72). The New Jersey 
law was challenged on the grounds that the ban limited 
the free speech of mental health professionals, but the 
law was upheld by the Third U.S. Circuit Court of Ap
peals (73). In May 2015, the U.S. Supreme Court de
clined to hear a challenge to the law (74). 

9. The American College of Physicians supports 
continued reviews of blood donation deferral policies 
fo r men who have sex with men. The College supports 
evidence-based deferral policies that take into account 
a comprehensive assessment of the risk level of all indi
viduals seeking to donate, which may result in varying 
deferral periods or a lengthened or permanent deferral 
on blood donation. 

Persons who are considered at increased or possi
ble risk for certain infectious d iseases, such as intrave
nous drug users, recipients of animal organs or tissues, 
and those who have traveled or lived abroad in certain 
countries, are prohibited by the U.S Fopd and Drug 
Administration from donating blood (75). Since the 
early 1980s, the policy has also included men who have 
sex with men (MSM) since 1977. This lifetime deferral of 
blood donation for MSM was instituted during a time 
when the incidence of HIV and AIDS increased to epi
d emic levels in the United States, and the disease and 
how it was transmitted were largely misunderstood by 
the scientific community. In the following years, con
certed efforts by the medical community, patient advo
cates, and government officials and agencies resulted 
in advancements in b lood screening technology and 
treatments for the virus. However, during that time of 
uncertainty, policies were implemented to balance the 
risk for contaminating the blood supply with what was 
known about the transmissibility of the disease. 

Several medical organizations support deferral pol
icy reform based on available scientific evidence and 
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testing capabi lities. The American Medica l Association 
policy on blood donor criteria supports, "the use of ra 
tional, scientifically based blood and tissue donation 
deferral periods that are fairly and consistently applied 
to donors according to their level of risk" (76). The 
American Association of Blood Banks, America's Blood 
Centers, and the American Red Cross have long advo
cated for a modification to deferral criteria to be "made 
comparable with criteria for other groups at increased 
risk for sexual transmission of transfus ion-transmitted 
infections" and recommend a 12-month deferral for 
men who have had sex with another man since 1977, 
which is in line with deferral criteria for others who have 
exhibited high-risk behavior (77). The eligibility stan
dards and policies on the donation of tissues or tissue 
products (5-year deferral since last sexual contact) (78) 
and vascular organs (risk assessed individually, dis
closed to transplant team, and consent required) (79) 
by MSM also reflect a measured assessment of disease 
transmission risk to donor recipients . 

Many countries, including the United Kingdom, 
Canada, Finland, Australia, and New Zealand, have suc
cessfully instituted deferral periods ranging from 12 
months to 5 years in lieu of a lifetime ban on blood 
donation by MSM without measurable increased risk to 
the blood supply. A study ofthe risk of blood donations 
from MSM after the implementation of shorter deferral 
periods in England and Wales 12 months after their last 
sexual encounter found only a marginal increase in the 
risk for transfusion-transmitted HIV (80). Australia 
changed the deferral policy for MSM from 5 years to 12 
months over 1996 to 2000. A study that compared the 
prevalence of HIV among blood donors from the 5-year 
deferral period compared with the 12-month deferral 
period found no evidence that the 12-month period 
increased risk for HIV in recipients (81 ). 

In late 2014, the HHS Advisory Committee on 
Blood and Tissue Safety and Availability voted in favor 
of recommending a 1-year deferral policy for MSM and 
increased surveillance of the blood supply. The U.S 
Food and Drug Administration announced it would be 
updating its policy on blood donation from MSM after 
considering recommendations made by the HHS, re
views of available scientific evidence, and recommen
dations from its own Blood Products Advisory Commit
tee. The policy about indefinite deferral on blood 
donation from MSM is being updated to a 1-year de
ferral period from the last sexual contact, and the U.S. 
Food and Drug Administration will issue draft guidance 
on the policy change in 2015. In addition, the agency 
announced it has already taken steps to implement a 
national blood surveillance system to monitor what, if 
any, effects the new policy has on the nation's blood 
supply (82). Lifting the lifetime ban on blood donation 
by MSM is an important first step toward creating eq
uity among those wishing to donate blood . The U.S 
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Food and Drug Administration should continue to 
monitor the effects of a 1-year deferral and update its 
policy as infor mation and data are gathered through 
surveillance to make furth er strides toward policies that 
assess donor eligibility on the basis of scientific data 
and individual r isk factors, such as the length of time 
since a high-risk behavior has occurred, type of sex that 
occurred, number of partners during a period of time, 
or a combination offactors (83). 
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AMA~ 

Policies on Lesbian, Gay, Bisexual, Transgender & 
Queer (LGBTQ) Issues 

The American Medical Association (AMA) supports the equal rights, privileges and freedom of 

all individuals and opposes discrimination based on sex, sexual orientation, gender identity, 

race, religion, disability, ethnic origin, national origin or age. 

Sexual orientation and gender identity are integral aspects of the AMA communities and AMA 

policies on LGBTQ issues that work to inform individuals about LGBTQ discrimination and 

abuse. AMA's policies for lesbian, gay, bisexual and transgender people's rights represent a 

multiplicity of identities and issues. 

AMA Policies on LGBTQ Issues 

Access full details of these policies and explore more policies. 

Learn More 

Featured Policy Topics 

General Policies: 

• H-65.992 Continued Support of Human Rights and Freedom 

• H-65.983 Nondiscrimination Policy 

• H-65.990 Civil Rights Restoration 

, I 
I ! 

Physician-centered Policies: L .... ·----~ 

https:/fww.N.ama-assn.org/delivering-care/policies-lesbiarr-gay-bisexual-transgender-queer-lgbtq-issues 1/6 
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• B-1.40 Discrimination 

• B-6.524 Council on Ethical and Judicial Affairs 

• E-9.03 Civil Rights and Professional Responsibility 

• E-9.12 Patient-Physician Relationship: Respect for Law and Human Rights 

• H-200.951 Strategies for Enhancing Diversity in the Physician Workforce 

• G-630.130 Discrimination 

• G-630.140 Lodging, Meeting Venues and Social Functions 

• H-295.969 Nondiscrimination Toward Medical School and Residency Applicants 

• H-31 0.919 Eliminating Questions Regarding Marital Status, Dependents, Plans for Marriage 

or Children, Sexual Orientation, Gender Identity, Age, Race, National Origin and Religion 

During the Residency and Fellowship Application Process 

• H-295.878 Eliminating Health Disparities: Promoting Awareness and Education of Lesbian, 

Gay, Bisexual, and Transgender (LGBT) Health Issues in Medical Education 

• D-295.995 Adoption of Sexual Orientation Nondiscrimination and Gender Identity in LCME 

Accreditation 

• H-295.955 Teacher-Learner Relationship in Medical Education 

• H-225.961 Medical Staff Development Plans 

• E-1 0.05 Potential Patients 

Patient-centered Policies: 

• H-160.991 Health Care Needs of the Homosexual Population 

• H-65.973 Health Care Disparities in Same-sex Partner Households 

• H-65.976 Nondiscriminatory Policy for the Health Care Needs of the Homosexual Population 

• D-65.996 Nondiscriminatory Policy for the Health Care Needs of the Homosexual Population 

• H-460.907 Encouraging Research Into the Impact of Long-term Administration of Hormone 

Replacement Therapy in Transgender Patients 

• H-65.972 Repeal of "Don't Ask, Don't Tell" 

• H-270.997 Legal Restrictions on Sexual Behavior Between Consenting Adults 

• D-65.995 Health Disparities Among Gay, Lesbian, Bisexual and Transgender Families 

• H-50.973 Blood Donor Referral Criteria 

https:/lwww.ama-assn.org/delivering-care/policies-lesbian-gay-bisexual-transgender-queer-lgbtq-issues 216 
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• H-50.975 Safety of Blood Donations and Transfusions 

• H-60.940 Partner Co-adoption 

• D-515.997 School Violence 

• H-65.979 Sexual Orientation as an Exclusionary Criterion for Youth Organization 

• H-180.980 Sexual Orientation and/or Gender Identity as Health Insurance Criteria 

• H-185.950 Removing Financial Barriers to Care for Transgender Patients 

• H-185.958 Equity in Health Care for Domestic Partnerships 

• H-215.965 Hospital Visitation Privileges for GLBT Patients 

• H-295.8791mproving Sexual History Curriculum in the Medical School 

• H-440.885 National Health Survey 

COUNCIL REPORTS 

View Reports 

Find policy recommendations made to the AMA House of Delegates. 

Read More 

!i 
m 

l! ;:,_:_ c:: 
-+-" (.) 
(/'') oo(-n3 

C;:\ C · 

MEDICAL ETHICS u ~ 
(;);) ~

;,;::: 0 
l ::-··~ t..,') 

Review Opinions 18 "§ 
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Use the Code of Medical Ethics for guidance on ethical and professional L ___ , ___ ; 
issues. 
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Learn More 

The AMA promotes the art and science of medicine and the betterment of 
public health. 

00000 
AMA Careers AMA Alliance 

Contact Us AM PAC 

Events AMA Foundation 

Press Center AMA Insurance 

Copyright 1995 - 2016 American Medical Association. All rights reserved. 

Terms of Use ! Privacy Policy ! Code of Conduct ! Website Accessibil ity 
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WPA Position Statement on Gender Identity and Same-Sex 
Orientation, Attraction, and Behaviours 

Background 

Recent controversies in many countries suggest a need for clarity on 

same-sex orientation, attraction, and behaviour (formerly referred to as 

homosexuality) . 

Along with other international organisations, World Psychiatric Association 

(WPA) considers sexual orientation to be innate and determined by 

biological , psychological, developmental , and social factors . 

Over 50 years ago, Kinsey et al (1948) documented a diversity of sexual 

behaviours among people. Surprisingly for the time, he described that for 

over 10% of individuals this included same-sex sexual behaviours. 

Subsequent population research has demonstrated approximately 4% of 

people identify with a same-sex sexual orientation (e.g. , gay, lesbian, and 

bisexual orientations). Another 0.5% identify with a gender identity other 

than the gender assigned at birth (e .g., transgender) (Gates 2011) . 

Globally, this equates to over 250 million individuals. 

Psychiatrists have a social responsibility to advocate for a reduction in 

social inequalities for all individuals, including inequal it ies related to 

gender identity and sexual orientation . 

Despite an unfortunate history of perpetuating stigma and discrimination, 

it has been decades since modern medicine abandoned pathologising 

same-sex orientation and behaviour (APA 1980) The World Health 

Organization (WHO) accepts same-sex orientation as a normal va riant of 

human sexuality (WHO 1992) . The United Nations Human Rights Council 

(2012) values Lesbian Gay Bisexual and Transgender (LGBT) rights . In 

two major diagnostic and classification systems (International 
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Classification of Diseases (ICD-10) and DSM-5), same sex sexual 

orientation, attraction, and behaviour and gender identity are not seen as 

pathologies (WHO 1993, APA 2013). 

There is considerable research evidence to suggest that sexual behaviours 

and sexual fluidity depend upon a number of factors (Ventriglio et al 

2016). Furthermore, it has been shown conclusively that LGBT individuals 

show higher than expected rates of psychiatric disorders (Levounis et al 

2012, Kalra et al 2015), and once their rights and equality are recognised 

these rates start to drop (Gonzales 2014, Hatzenbuehler et al 2009, 

2012, Padula et al 2015) 

People with diverse sexual orientations and gender identities may have 

grounds for exploring therapeutic options to help them live more 

comfortably, reduce distress, cope with structural discrimination, and 

develop a greater degree of acceptance of their sexual orientation or 

gender identity. Such principles apply to any individual who experiences 

distress relating to an aspect of their identity, including heterosexual 

individuals. 

WPA believes strongly in evidence-based treatment. There is no sound 

scientific evidence that innate sexual orientation can be changed . 

Furthermore, so-called treatments of homosexuality can create a setting 

in which prejudice and discrimination flou rish, and t hey can be potentially 

harmful (Rao and Jacob 2012). The provision of any intervention 

purporting to "treat" something that is not a disorder is wholly unethica l. 

Action 

1. The World Psychiatric Association (WPA) holds the view that lesbian, 

gay, bisexual, and transgender individuals are and should be regarded as 

valued members of society, who have exactly the same rights and 

responsibilities as all other citizens . This includes equal access to 
~.::u:: ''t:":J .... · .. 
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healthcare and the rights and responsibilities that go along with living in a 

civilised society. 

2. WPA recognises the universality of same-sex expression, across 

cultures. It holds the position that a same-sex sexual orientation per se 

does not imply objective psychological dysfunction or impairment in 

judgement, stability, or vocational capabilities . 

3. WPA considers same-sex attraction, orientation, and behaviour as 

normal variants of human sexuality. It recognises the multi-factorial 

causation of human sexuality, orientation, behaviour, and lifestyle. It 

acknowledges the lack of scientific efficacy of treatments that attempt to 

change sexual orientation and highlights the harm and adverse effects of 

such "therapies". 

4. WPA acknowledges the social stigma and consequent discrimination of 

people with same-sex sexual orientation and transgender gender identity. 

It recognises that the difficulties they face are a significant cause of their 

distress and calls for the provision of adequate mental health support. 

5. WPA supports the need to de-criminalise same-sex sexual orientation 

and behaviour and transgender gender identity, and to recognise LGBT 

rights to include human, civil, and political rights. It also supports anti

bullying legislation; anti-discrimination student, employment, and housing 

laws; immigration equality; equal age of consent laws; and hate crime 

laws providing enhanced criminal penalties for prejudice-motivated 

violence against LGBT people. 

6) WPA emphasises the need for research on and the development of 

evidence-based medical and social interventions that support the mental 

health of lesbian, gay, bisexual, and transgender individuals 
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Nafionol Auociction of Soeiol Wor~eu 

i•Reparative" and "Conversion" Therapies for Lesbians and Gay Men 

Position Statement 

by: National Committee on Lesbian, Gay, and Bisexual Issues, NASW 

January 21. 2000 

"When generally recognized standards do not exist with respect to an emerging area of practice, social workers should 
exercise careful judgment and take responsible steps (including appropriate education, research, training, consultation, 
and supeNision) to ensure the competence of their work and to protect the clients from harm" (NASW, 1996). 

The social worker should not practice, condone, facilitate, or collaborate with any form of discrimination on the basis 
of . .. sexual orientation . . . • (NASW. 1996) 

What are "reparative" or "conversion" therapies? 

Reparative or conversion therapies claim, through the use of psychotherapy or otfler inteNentions, to eliminate a 
person's sexual desire for a member of his or her own gender. The National Association of Social Workers' National 
Committee on Lesbian, Gay, and Bisexual Issues (NCLGB) recognizes the emergence of these misleading therapies. 
Reparative and conversion therapies, sometimes called "transformational ministries, "have received wider attention 
against the backdrop of a growing conseNative religious political climate (NASW. 1992), and through recent media 
campaigns supported by the Christian Coalition and the Family Research Council. By advancing their efforts through 
such propaganda, proponents of reparative and conversion therapies, such as the most commonly cited group 
NARTH, claim that their processes are supported by scientific data; however, such scientific support is replete with 
confounded research methodologies (Mills, 1999). 

What are sexual orientation, sexual identity, and sexual behavior? 

Sexual orientation is defined by the sex of individuals for whom one feels an attraction and affection, both physical and 
emotional. Sexual orientation includes "sexual activity with members of one's own sex (homosexual orientation), the 
opposite sex (heterosexual orientation), or both (bisexual orientation)" (Barker, 1999, pp. 439-440). Moreover, sexual 
orientation differs from other mistakenly ascribed concepts, such as sexual identity and sexual behavior. Sexual 
identity refers to a person's self-perception of his or her sexual orientation, and sex11al behavior refers to a person's 
sexual activities. In an effort to understand human relationships and human sexuality, "social workers must be 
knowledgeable about biological factors, as well as about the roles played by psychological, cultural, and social factors 
in sexual expressions" (Harrison, 1995, p. 1419). 

Can therapy change sexual orientation? 

People seek mental health seNices for many reasons. Accordingly, it is fair to asserl that lesbians and gay men seek 
therapy f()r the same reasons that heterosexual-people do. However, the-increase in media campaigns, often coupled 
with coercive messages from family and community members, has created an environment in which lesbians and gay 
men often are pressured to seek reparative or conversion therapies, which cannot and will not change sexual 

http://www.naswdc .org/diversity/lgb/reparative.asp?print= I 2/27/2017 
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orientation. Aligned with the American Psychological Association's (1997) position, NCLGB believes that such 
treatment potentially can lead to severe emotional damage. Specifically, transformational ministries are fueled by 
stigmatization of lesbians and gay men, which in tum produces the social climate that pressures some people to seek 
change in sexual orientation (Haldeman, 1994). No data demonstrate that reparative or conversion therapies are 
effective, and in fact they may be harmful (Davison, 1991; Haldeman, 1994). 

Why is this issue relevant to the social work profession? 

Social workers should have a broad-based knowledge about human sexuality, hvman sexual development across the 
life cycle, a high degree of comfort and skill in communicating and responding to such issues, and a knowledge of 
appropriate community services (Harrison, 1995). Social workers across fields of practice, including foster care, mental 
health, corrections, substance abuse, school social work, and prevention education, may encounter lesbian and gay 
clients. The literature indicates that "interventative therapies" that attempt to alter .sexual orientation of lesbians and 
gay men have succeeded only in reducing sexual behavior and self-esteem rather than shaping attractions of opposite 
gender (Haldman, 1994). 

What are the value and ethical Implications for social workers? 

NCLGB asserts that conversion and reparative therapies are an infringement to the guiding principles inherent to social 
worker ethics and values. This belief is affirmed by the NASW policy statement 011 "Lesbian, Gay, and Bisexual 
Issues" (1996). In discussing ethical decisions for social work practice, Loewenberg and Do/goff (1996) noted, "the 
priority of professional intervention at the individual/eve/ will be to help people ac!Jieve self-actualization, rather than 
helping them to learn how to adjust to the existing social order'' (p. 47). The NASWCode of Ethics enunciates 
principles that address ethical decision making in social work practice with /esbian.s, gay men, and bisexual 
people-for example, social workers' commitment to clients' self-determination and competence, to achieving cultural 
competence and understanding social diversity, and to clients who lack decision-rna king capacity; social workers' 
ethical responsibilities to colleagues, their commitment to interdisciplinary collaboration, and their responsibility to 
report unethical conduct of colleagues; social workers' ethical responsibilities as professionals-maintaining 
competence, fighting discrimination, and avoiding misrepresentation; social workers' ethical responsibilities to the 
social work profession, to evaluation, and to research. 

How can I practice the nondiscrimination tenets of my profession? 

A social worker may apply techniques that may cause considerable harm and anguish for a client while reinforcing the 
existing prejudice and homophobia that gay men and lesbians experience daily. The use of these therapies deny the 
viability of same-gender relationships as fulfilling and natural; many lesbians and gay men in such arrangements report 
significant satisfaction and contentment. Social workers need to be aware of the sc:ripted attitudes toward lesbians and 
gay men (NASW. 1992). As first asserted in the original NCGLB reparative therapy position statement (1992), "If a 
client is uncomfortable about his/her sexual orientation, the sources of discomfort must be explored, but without prior 
assumption that same-sex attraction is dysfunctional" (pp. 1, 2). Social workers are obligated to use nonjudgmental 
attitudes and to encourage nurturing practice environments for lesbians, gay men, and bisexuals. NASW discourages 
social workers from providing treatments designed to change sexual orientation or from referring clients to practitioners 
or programs that claim to do so (NASW. 1992). 

What can social workers do? 

NASWs policy statement on lesbian, gay, and bisexual issues can be viewed as a "blueprint" for social work's role in 
addressing the concerns and strengths of gay, lesbian, and bisexual clients and communities both within and outside 
the profession. The policy states, "NASW supports legislation, regulation, policies, judicial review, political action, and 
changes in social work policy statements and the NASW Code of Ethics (1996), and any other means necessary to 
establish and protect the equal rights of all people without regard to sexual orientation• (p. 202). 

http://www. naswdc .org/d i versi ty /lgb/reparative.asp ?print= l 2/27/2017 
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Washington, DC 20005; (202) 628-4160; www.hrc.orgNational Youth Advocacy Coalition, 1638 R Street, NW, 
Suite 300, Washington, DC 20009; (202) 319-7596; www.nyacyouth.orgNational Association of Social Workers, 
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Guideline Status 

111is is the current release of the guideline. 

Recommendations 

Major Recommendations 

Principle 1. A corrprehensive diagnostic evaluation should include an age-appropriate assessnl!nt of psychosexual developrrent fur all youths. 

TI1e psychiatric evaluation of every patient should take into consideration psychosexual developm:nt in a way that is appropriate to developrrental 

level and the clinical situation Questions about sexual feelings, experiences, and identity or about gender role behavior and gender identity can help 

clarifY any areas of concern related to sexuality. TI1e history should be obtail1ed in a nonjoogrrental way, fur exarrple without assurring any 

particular sexual orientation or inplying that one is expected. 111is can be conveyed, fur exarrple, by the we of gender-neutrallanguage related to 

the ain1 of atrection (e.g. , asking "is tl1ere sorreone special in your lifu?" rather ilian "do you have a boyfriend/girlfrierrl?'') tmtil the adolescent 

reveals a particular sexual orientation 

i 
Sexual and gender minority adolescents very frequently fuce unique developrrental challenges, as described above. If an initial screen indicates that . 

issues of sexual orientation, gerrler nonconfurrnity, or gender identity are of clinical significance, these challenges can be explored i11 greater depth. I 
Principle 2. TI1e need fur confidentiality in the clinical alliance is a special consideration n1 the assessrrent of sexual and gender minority youth. ~ 

Issues of confidentiality are inportant with all patients; they are particularly so with sexual and gender minority youth, who require a clinical 

environrrent in which tl1ey can explore their developing orientation and identity. Prior experiences of rejection arrl hostility may lead tl1em to watch 

social cues vigilantly to detennine whether they can safuly reveal their sexual orientation to others without rear of bias or joogrrent. Any sign of 

these in a rrental health professional may induce sharre and urrlermil1e the clinical alliance. 

Clinicians should bear il1 mind potential risks to patients of premature disclosure of sexual orientation, su:h as fumily rejection or alienation from 

support system;, which might precipitate a crisis. TI1ey should be fumiliar with starrlard confidentiality practices fur minors, and should protect 

confidentiality when possible to preserve the clinical alliance. 111is is particularly true when usingm:dia such as electronic health records, in which 
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sensitive infomntion can be easily disseminated. It is ofien helpful to e!Illhasize reasonable expectations of privacy in the clinical relationship with 

sexual and gender minority youth--not to express shan-e, but to pemJit the exploration of sexual identity free from rear and with a sense of control 

over disclosm·e. As the developn-ent of sexual identity is variable, it is ofien desirable to allow )Outh to set the pace of self.discove1y. 

Principle 3. Family dynamics pertinent to sexual orientation, gender nonconfonnity, and gender identity shoukl be explored in the context of the 

cultural values of the youth, fumily, and comnmity. 

F arnilies of sexual or gender minority youth rmy consult n-ental health professionals fur a variety of reasons, fur e~le, to ask whether a 

disclosure ofbeing gay represents a tenlJorary stage, to request support for an adolescent, or to address problems such as bullying, anxiety, or 

depression Just as son-e adults try to alter their sexual orientation, son-e parents rmy similarly lnpe to prevent their children from being gay. 

Difficulty coping with prejudice and stignn are often the appropriate fucus of treatment. 

Families treat gay or gender-discordant children with considerable variation Whereas son-e accept their children, others explicitly or iulJiicitly 

disparage or reject them, evoking shan-e and guilt; son-e furce them to leave hmre. Although sorre are SUIJlrised by a child's coming out, others 

are not, and son-e are supportive. Families rmy have to fundamentally alter their ideas about a child \\ho con-es out, confront misconceptions, and 

grieve over lost hopes and/or expectations. Most parents experience distress following a child's coming out, frequently experiencing cognitive 

dissonance or :tee lings of anxiety, anger, loss, shan-e, or guilt; despite this, over tin-e the rmjority becon-e aflirrning and are not distressed. Children 

frequently predict their parents' reactions poorly. Ideally, furnilies will support their child as the sarne person they have known and loved, although 

doing so nny reqtJire tin-e. 

Youth \\ho are rejected by their parents can experience profound isolation that adversely atrects their identity fumntion, self-esteem, and capacity 

for intimacy; stignntized teens are ofien vulnerable to dropping out of school, hon-elessness (which fillY lead to exploitation or heightened sexual 

risk), substance abuse, depression and suicide. Clinician<; should aint to alleviate any inational reeling,<; of shan-e and gtJilt, and preserve e!Illathic 

and supportive fumily relationships where possible. They shoukl assess parents' ideas about what constitutes nomnl, acceptable behavior, their 

cultillal background, and any misconceptions or distorted expectations about homosexuality. llese nny include rears that their child will have only 

casual relatiorl'>hips, is futed to contract hurnan imrnnodeficiency virus/acqtJired irrmmodeficieocy syndi·on-e (HlV/ AlDS), cannot becon-e a 

parent if desired, or will be ostmcized. Stereotyped views of gay rmles as engaging only in mrrrerous, indiscriminate sexual encounters are not 

supported by enlJirical research except in rare cases. If such behavior is present and cannot be explained as part of nomnl adolescent sexual drive 

or identity fumntion, fuctors known to be associated with excessive sexuality in youth, soch as a history of sexual abuse, fumily dysfimction, a 

pattem of condoct problems, or nnod disorder soch as bipolar disorder or depression, shoukl be considered. Clinicians should screen fur all 

funns of abuse or neglect (as in any evaluation), with careful attention to adverse fumily reaction<> to a youth's sexual or gender developn-ent. If 

these are suspected, they shoukl involve child protective services as clinical appropriateness and ethical and legal fll!ndates warmnt. Support 

groups rmy be helpful fur furnilies in distress. In cases of protracted turnnil or fumily pathology, refunals to fumily thempy, individml or couples 

thempy rmy be appropriate. 

Sexual and gender nJinority youth rmy experience unique develop1rental challenges relating to tre values and nonns of their ethnic group. Various 

groups rmy place different e!Illhasis on ideals of masculinity or femininity, on fumily loyalty, or on social confumity; son-e with authoritarian 

parenting ideals rmy sanction youth who reject traditional mores. 

For gay and lesbian adolescents \\ho are also n-eni:Jers of ethnic minorities, the deleteriorn etrect of anti-homosexual bias rrnybe conlJOunded by 

the etrect of mcial prejudice. In response to unique pressures to gain group acceptance, they IIIIY give particular weight to negative group 

stereotyping of gay people. Gay and lesbian youth \\ho are also n-erri:Jers of ethnic minorities IIIIY be less likely than nonnJinority youth to be 

involved in gay-related social activities, to be comfurtable with others knowing they are gay, or to disclose a gay identity. In caring fur youth who 

are n-erri:Jers ofboth ethnic and sexual rrinorities, n-ental health professionals should take into account the unique C011lJlexities of identity fumntion 

fur these groups. 

Religion, ofien a vah.ed aspect of identity, can vary widely regarding tolemnce fur sexual minorities. Merri:Jership in relatively more liberal or 

conservative religious groups is a significant infuence on one's "sexual script," or social pattem in the expression of sexuality. Son-e minority 

denominations hold strong religious nyunctions agairl'>t homosexuality and stricter views about gender roles. As a result, n-erri:Jers of certain 

religiorn groups can experience special challenges in integrating their sexual identity with funily and connmity values. However, rrnny religious 

groups are reconciling their traditions with more inclusive values. This rermins an area of active social and cultural debate and change. Clinicians 

should respect the religious vah.es of their patients, and should be aware of ongoing developn-ents in religious thinking that rrny provide 

opportllllities to integrate the religiorn and sexual aspects of identity. 

Principle 4. Clinicians shoukl inquire about circurn<>tances commnly encountered by youth with sexual and gender minority status that confer 

increased psychiatric risk. 

Bullying. Gay, lesbian, bisexual, and gender nonconfumJing youth are regularly exposed to hostile peers. VIctims of peer hamssn-ent experience 

~:~ '(. •t 
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serious adverse rrental heahh consequences including chronic depression, anxiety, and suicidal troughts. Sexual and gender minority youth may 

benefit from support for coping with peer harassrrent. School program; including no-tolerance policies fur bullying have proved effective. Family 

treatrrent may be usefi.Jl when sexual and gender minority youth are harassed in their fumilies. Psychotherapy nny help to avert or alleviate self

loathing related to identification with the aggressor. Clinicians shouki consider environaental intetventions such as consuhation or advocacy with 

schools, police, or other agencies and institutions advocating enfurcetrent of zero tolerance policies to protect youth who may be victim; of 

harassrrent or bullying. 

Suicide. Rates of suicidal thoughts and suicide atterrpts am:mg gay, lesbian, and gender-variant youth are elevated in corrparison with the general 

popt!lation The developrrental interval following sarre-sex experience but before sel:f-acceptaoce as gay may be one of especially elevated risk. 

Suicidal thoughts, depression, and anxiety are especially elevated arrong gay nnles who were gender-variant as children Family connectedness, 

adt!lt eating, ruxl school safety are highly significant protective fuctors against suicidal ideation and atterrpts. 

High-Risk Behaviors. Unique fuctors pronnting risk-taking annng gay and lesbian youth include naladaptive coping with peer, social ruld fumily 

ostracism, enntional and physical abuse, and neglect. Fear of rejection may lead smre youth to be truant, run away, becorre horreless, be sexually 

exploited, or becon-e involved in prostitution Positive coping skills and intact support system; can act as protective fuctors. Lesbian youth have 

higher rates of unintended pregnrux;y than heterosexual fennle youth, perhaps due to anxiety about their sane-sex attractions atxl a desire to ''fit 

in," an assun1'tion birth control is unnecessary, or high-risk behavior rooted in psychological conJlict. Clinicians shouki nnnit:or fur these risks or 

provide anticipatory guidance for them when appropriate. 

Substance Abuse. Sorre adolescents explore a gay identity in veillles such as dance clubs and bars where alcohol and drug; 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 

descnbing them;elves as ''tmstly heterosexual" (as opposed to unarrbiguously hetero- or honnsexuaQ are at increased risk for alcohol use. A 

subgroup of gay youth displays higher rates of use of alcohol and drug; including marijuana, cocaine, inhalants, designer, and injectable drug;. They 

nny use drug; and alcohol to achieve a sense ofbelonging or to relieve painfi.Jl a:ffucts such as shatre, gmlt, and a lack of confidence associated 

with their romantic and sexual fueling;. 

JDV/AIDS and Other Sexually Transmitted Illnesses. Adolescents are at risk for acquiring seJCUallytransmitted illnesses included HN infuction 

through sexual risk taking, especially those who fuel invt!lnerable or fatalistic, or who lack mature judgnent, self-confidence, or the nnture 

intetpersonal skills needed to negotiate safu sexual experiences. Programs amd at reducing adolescent sexual risk taking that are success fiJI not 

only increase infonmtion about how HN and sexually trat1Smitted diseases are acquired and prevented, but also provide enntionally relevant a.tld 

practical help in having safu sexual experiences that are developrrentally relevant to youth. Adolescent gay nnles may be at partict!lar risk of 

acquiring HlV sexually because of its high prevalence annng rren who have sex with rren Factors such as substatx;e abuse or internalized 

honnphobia associated with shane, guilt, or low self-esteem may interfere with an individuals IIDtivation to use knowledge e:ffuctively about how 

to protect oneself from acquiring HN infuction If present, these issues shouki be addressed clinically. Special illY-prevention program; have 

been developed fur and tested in gay youth ruxl have dennnstrated promising rest!lts. 

Principle 5. Clinicians shouki aim to fuster healthy psychosexual developnent in sexual and gender minority youth a.txl to protect the individuafs full 

capacity for integrated identity funmtion and adaptive fi.rnctioning. 

Protecting the opportunity to achieve full developrrental potential is an in1'ortant clinical goal in working with sexual and gender minority youth. 

lhe psychological acceptability ofhonnsexual feeling; to an individual and his or her funily, and the individuals capacity to incorporate them into 

heahhy relationships, can change with therapeutic intervention, and are an appropriate fucus of clinical attention Clinicians shoukl strive to support 

healthy developn-ent and honest self-discovery as youth navigate funily, peer, and social envirolllrents that nny be hostile. Family rejection and 

bullying are often the proper fucus of psychiatric treatrrent rather than CUITent or future sexual orientation 

Sorretms questions about a youtlls future sexual orientation cone to psychiatric attention When they do, it may be nnst usefi.Jl to explore what 

this issue rrea.tlS to the adolescent and significant persons in his/her lifu. It may be preferable to ioclicate that it is too early to know an adolescent's 

sexual orientation rather than to refer to soch fueling; as a "phase," which may have connotations of disapproval 

When working clinically with youth whose sexual orientation or gender identity is lU1Certain, protecting the opportunity fur healthy developrrent 

without prematurely fureclosing any developn-ental possibility is an in1'ortant g>al Clinicians should evaluate and support each child's ability to 

integrate awareness ofhis or her sexual orientation into his or her sexual identity while developing age-appropriate capacities in the areas of 

enntional stability, behavior, relationships, academic functioning, and progress toward an adt!lt capacity fur work, play, and love. 

The availability of role nndels fur sexual and gender minority youth varies greatly. The increasing wibility of gay people in society nny decrease 

the isolation and loneliness of sone gay youth, but others may be confronted with infunmtion that furces self-labeling befure they are able to cope 

with irratioml bias and fueling di:ffurent. Sorre have access to positive role nndels or opportunities to furman affirming sexual identity arrong 
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furnily, fiiends, the rredia, or through school progrilllli such as gay-straight alliances. Urban envirornrents or the Internet rrny give youth access to 

positive role ITDdels and experiences, but nny also ca.ny risks that require adult supervisio11 

Principle 6. Clinicians should be aware that there is no evidence that sexual orientation can be altered through therapy, and that attenpts to do so 

nny be harmful 

Tilere is no established evidence that change in a predominant, endtning honnsexual pattern ofdeveloprrent is possible. Although sexual funtasies 

can, to sorre degree, be suppressed or repressed by those who are asharred 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 operant comitioning nndifies sexual :fetishes, it does not alter 

hoiTDsexuality. Psychiatric efforts to alter sexual orientation through "reparative therapy'' in adults have found little or no change in sexual 

orientation, while causing significant risk ofham1 to self. esteem A study of efforts to do so in ad1Jlts has been criticized fur fuilure to adequately 

consider risks such as increased anguish, self-. loathing, depression, anxiety, substance abuse arxl suicidality, and fur fuiltn·e to support appropriate 

coping with prejudice and stignn. 

Tilere is no enpirical evidence that adult hoiTDsexuality can be prevented if gender nonconforrring children are influenced to be ITDre gender 

confomling. Indeed, there is no rredically valid basis fur attenpting to prevent hotmsexuality, wbich ~ not an illness. On the contmry, such efforts 

may encoumge furnily rejection and undemline self-. esteem, connectedness, and eating, which are irqlortant protective fuctors against suicidal 

ideation and attenpts. As bullies typically identifY tlleir targets on tile basis of adult attitudes and cues, adult ef!Drts to prevent hoiTDsexuality by 

discoumgit1g getxler variant traits in ''prehoiTDsexual children" rrny risk futrentitJg bullyll1g. Give11 !bat tllere is no evidence tint efforts to alter sexual 

mientation are e:flective, beneficial or necessaty, and the possibility that they catry tile risk of significant ha.nn, such intetventions are 

cont:mindicated. 

Principle 7. Clinicians should be aware of ctnrent evidence on the natuml course of gender ~cordance and associated psychopathology in 

children and adolescents in choosir.1g the treatrrent goals atrl ITDdality. 

A rrnjority of children display gender role belnvior that adult cat·egivers regard as departing fromgerrler role nom1S ir.1 toy preferences at least 

sorre of the titre ( deiTDnstrating a di:flerence between that which is cultumlly expected and that ~his actually statistically nonrnO. However, a 

srrnller group of children detmnstrate a consistent difference ir.1 gender role belnvior from social norm;. In di:flerent children, this rrny be true to 

varying degrees. In sorre, it rrny ir.wolve only a fuw areas-fur exanple, an aversion to rougl}-arrd-tu.rrDle sports in boys, or torrboyishness ir.1 girls. 

In others, it rrny ir.wolve several areas, including dress, speech, and use of social styles and trnlllle~ns. It is ir.rportant to ~tir.~h iliose who 

~play only variation in gender role behavior (gender nonconformity, which is not a Diagnostic arrl Statistical Manual ofMental Disorders [DSM] 

diagnosis) from iliose who also display a gerrler identity discordant from their socially assigned birth gender and biological sex (gender 

~cordance, reflected in the DSM-N diagnosis Gerner Identity Disorder when acconpanied by rnuked gerrler nonconfOrmity). 

A clinical interview usir.Jg DSM criteria is the gold standard fur rrnkir.1g a DSM diagnosis. In son:e cases of gender role variance, there rrny be 

clinical difficulty distir.1guishir.1g between gender nonconfOrmity and geooer discordance-fur exarrple, tllere rrny be clearly rrnrked geooer 

nonconfumling behavior, but arrbiguous cross-sex wishes. To assist clinicians in detemmir.1g wlether gender discordance is present, in addition to 

usir.Jg clinical interviews, they can consider using stmctured instrtnrents such as the Gerner Identity Interview fur Clnldren, the Gender Identity 

Questionnaire fur Children, and the Geixler Identity/Geooer Dysphoria Questionnaire fur Adolescents and Adults. In usir.Jg such instrtnrents, 

clinicians should bear in mir.1d that the Arrerican Psychiatric Association's Geixler Identity Disorder stlbworkgroup fur DSM-5 is currently debating 

areas of controversy m the diagnostic criteria fur geooer identity ~order ( GID), inchrling whether and how the explicit verbali2ation of gender 

discordant wishes should be inchx!ed as a criterion, given tl1e difficulty children rrny have expressing such wishes in nonaccepting envirolltlTnts. 

Disorders of sex developrrent are an irrportant di:flerential diagnosis in gender ~cordant children and adolescents, fur which endocrinological 

treatrrent rrny be indicated. When the clinical history suggests that a sorrntic intersex coixlition II1lY be present, clinicians should consider 

consultation with a pediatric endocrinologist or other specialist fumiliar with these coixlitions. 

Children. Di:flerent clinical approaches have been advocated fur childhood geooer ~cordance. Proposed goals oftreatrrent inchx!e redu:ir.Jg the 

desire to be the other sex, decreasir.Jg social ostracism, and reducir.Jg psychiatric coiTDrbidity. There have been no randomized controlled trials of 

any treatlrent. Early treatrrents fur gender ~cordance developed in the 1970s inch.rled behavi>ral paradigms; their long-term risks and benefits 

have not been folk> wed up in controlled trials, and have been rejected on eiliical grotnxls as having an inappropriately ptn1itive and coercive basis. 

Psychodynamically based psychotherapy fur gender ~cordance in boys has been proposed based on a psychodynamic hypothesis that gender 

discordance is a defense in funtasy against profuuOO, early separation anxiety; like other treal:!rent st:mtegies, this has not been enpirically tested in 

contra lied trials. 

Recent treatrrent strategies based upon mcontrolled case series have been described that fucus on parent guidance and peer group interaction 

One seeks to hasten desistence of geooer ~cordance in boys through eclectic interventions socb. as behavioral and rrilieu techniques, parent 

guidance and school consultation ain"I:d at encoumgit1g positive relationships with futher and mae peers, gender-typical skills, am increased 
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trotemal support fur nnle role-taking and independence. Another approach encourages toleraoc:e of gender discordance, willie setting limits on 

expression of gender-discordant behavior that troy place the child at risk fur peer or comnmity harassm:nt. Desistence of gender discordance has 

been described in both treatlrent approaches, as it is in untreated children 

As an ethical guide to treatm:nt, ''the clinician has an obligation to inform parents about the state ofthe errpiric database," including infomntion 

about both effuctiveness and potential risks. As children troy experience ifiiJeratives to shape their comnmications about gender discordant 

wishes in response to social norms, a true change in gender discordance IUJSt be distinguished from sirrply teaching children to hide or suppress 

their fuelings. Similarly, the possible risk that children troy be traunntized by disapproval of their gender discordance IUJSt be considered. Just as 

fumi1y rejection is associated with problem such as depression, suicidality, and substance abuse in gay youth, the proposed benefits oftreatlrent 

to eliminate gender discordance in youth miSt be carefiilly weighed agairJSt such possible deleterious e:Hects. 

Given the lack of errpirical evidence from randomized, controlled trials ofthe efficacy oftreatm:It aitred at eliminating gerrler discordance, the 

potential risks of treatlrent, and longitt.Kiinal evidence that gender discordance persists in only a snnll minority of untreated cases arising in 

childhood, further research is needed on predictors of persistence and desistence of childhood geooer discordance as well as the long-term risks 

and benefits of intervention befOre any treatlrent to eliminate gender discordruxe can be endorsed. 

There is similarly no data at present from controlled studies to guide clinical decisions regarding the risks and benefits of sending gender-discordant 

children to school in their desired gender. Such decisions mJSt be trode based on clinical jtK:!grrent, bearing in mind the potential risks and benefits 

of doing so. Social gender assignment appears to exert partial influence on the gender identity of infunts with disorders of sex development. At the 

same time, countervailing biological fuctors troy override social gender assignn~nt and contribute significantly to gender discordru1ee in nnny 

cases. TherefOre, the possibility that sending a child to school in his/her desired gender troy comolidate gender discordance or expose the child to 

bullying should be weighed agairJSt 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 tmking in this area. 

Adolescents. For some individuals, discordance between gender and phenotypic sex presents irL adolescet1Ce or adulthood. Sometimes it emerges 

in parallel with puberty and secondary sex characteristics, catJSing distress leading to a develop~ntal crisis. Transgender adolescents and adults 

often wish to bring their biological sex into confomlity with their gender identity through strategies that include horrrones, geooer correction 

surgery, or both, and troy use illicitly obtained sex horrrones or other medications with horrronal activity to this end. They troy be at risk fi-om side 

effucts of unsupervised medication or sex horrrone use. 

One goal oftreatlrent fur adolescents in whom a desire to be the other sex is persistent is to help themnnke developmentally appropriate 

decisions about sex reass~nt, with the aim of reducing tisks of reass~nt and tmnaging associated cmrnrbidity. In generaL it is desirable to 

help adolescents who troy be experiencing gender distress and dysphoria to defur sex reassigrm:nt until adulthood, or at least until the wish to 

change sex is unequivocaL consistent, and nnde with appropriate consent. Trans gender youth ooy face special risks associated with honrnne 

misuse, stx;h as short- and long-term side effects, iniJroper dosing, ifiiJure or cmmterfeit medicatDns, and infection from shared syringes. 

For situations in which defurral of sex-reass~nt decisions until adulthood is not clinically feasible, one approach that has been descnbed in case 

series is sex honrnne suppression under endocrinological tmnagement with psychiatric consultation using gomdotropin-releasing honrnne 

analogues that reversibly delay the development of secoooary sexual characteristics. The goals of such treatlrent are to avoid distress caused by 

unwanted secondary sexual characteristics, to minimize the later need fur surgery to reverse them, and to delay the need fur treatlrent decisions 

until troturity allows the adolescent to participate in providing infu~d consent regarding transition to living as the other sex. Prospective, case

contmlled study of such treatlrent to delay puberty has shown some beneficial effects on behamral arK:! enutional problems, depressive 

Sytll)tom, and general fimctioning (although not on anxiety or anger), and appears to be well tolerated acutely. In addition, gender discordance is 
associated with lower rates of n~ntal health problem; when it is treated in adolescence than wren it is treated in adulthood. TherefOre, soch 

treatlrent troy be in the best interest of the adolescent when all factors, it1eluding redocing psychiatric corrorbidity arK:! the risk ofhann from illicit · 

horrrone abuse, are considered 

Treatlrent approaches fur GID using guidelines based on the developmental trajectories of gender-discordant adolescents have been described. In 
one approach, puberty suppression is considered beginning at age I 2, cross-sex horrrone treannn is considered beginning at age 16, arxl gender 

reass~nt surgery at age 18. Gender reassignment services are available in col!iunction with rn:ntal health services fOcusing on expbration of 

gender identity, cross-sex treatm:nt wishes, counseling during soch treatlrent if any, and treatrrent of associated mental health problem. In another 

approach based on stage of physical development rather than age, pubertal suppression has been descnbed at Tanner stage 2 in adolescents with 

persistent GID; risks requiring nnmgement inc We efiects on growth, future fertility, uterine bleeding. and options fur subsequent genital surgery 

arK:! cross-sex honrnne use. For fumilies of transgender adolescents, a therapeutic group approach has been described that encourages parental 

acceptance. This approach troy help to mitigate psychopathology and other deleterious efiects of enviro~ntal nomcceptance. Further research 

is needed to definitively establish the efiectiveness and acceptability of these treatlrent approacres. 
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Principle 8. Clinicians should be prepared to consult and act as a liaison with schools, comn.mity agencies, and other health care providers, 

advocating fur the unique needs of sexual and gender minority youth and their fumilies. 

Evaluating youths' schooL comn.mity, and culture--essential in any psychiatric evaluation--is particularly irrportant fur sexual and gender minority 

youth. Clinician<; should seek infurmation about the sexual belieJS, attitudes, and experiences of these social systems, and whether they are 

supportive or hostile in the patient's perception and in reality. Clinicians should not assurre that all parties involved in a youth's social system know 

about his or her sexual identity. 1hey should review with the youth what infunmtion can be shared with whom, and elicit concerns regarding 

specific caregivers. If appropriate, the clinician can con~ider interventions to enhance support, with the youth's knowledge and assent. 

As consultants, rrental health professionals can help to raise awareness of issues affecting sexual and gender minority youth in schools and 

comumities, and advise programs that support them Clinicians can consider advocating fur policies and legislation supporting nondiscrimination 

against and equality fur sexual and gender minority youth and fumilies, and the inclusion of related infunmtion in school curricula and in libraries. 

Principle 9. Mental health professionals should be aware of cornrn.mity and professional resources relevant to sexual and gender minority youth. 

Many comnmity-based organizations and programs provide sexual and gender minority students with supportive, errpowering experiences sate 

from stigma and discrimination (e.g., the Harvey Milk School at the Hetrick Martin Institute, www.hniorg ; Gay-Straight 

Alliances, www.gsanetwork.org ). 

There are many books and Internet resources fur youth and fumilies on issues such as discovering whether one is gay or lesbian Clinicians should 

consider exploring what youth and ful1lllies read, and help them to identifY useful resources. Organi2aticm<; such as Parents, Friends, and Families of 

Lesbians and Gays (PFIAG, www.ptlag.org ) and the Gay, Lesbian and Straight Education Network (OLSEN) provide 

suppmt and resources for fumilies, youth, and educators. 1hese organizations have progranE in a nurrber of connullties. Clinicians can obtain 

infunmtion through professional channels such as the Alrerican Academy of Child & Adolescent Psychiatry (MCAP) Sexual Orientation and 

Gender Identity Issues Conrnittee (www.aacap.org ), the Am:rican Psychiatric Association (www.psychorg 

), the Lesbian and Gay Child and Adolescent Psychiatric Association (v<MW.lagcapa.org ), and 

the Association fur Gay and Lesbian Psychiatrists (www.aglp.org ). 

1he Model Standards Project, published by the Child Welfure League of Alrerica, is a practice tool related to the needs oflesbian, gay, bisexuaL 

and transgender (LGB1) youth in foster care or juvenile justice systems available at www.cwla.org . The Standards of 

Care fur Gender Identity Disorders, including psychiatric and rredical care, are published by the World Professional Association fur Trans gender 

Health (www.wpathorg ). 

Clinical Algorithm( s) 

None provided 

Scope 

Disease/ Condition( s) 

Psychosocial distress that can develop in child and adolescent rrerriJers of sexual minorities (hormsexuaL lesbian, bisexuaL gender variant, or 

transgender) including: 

• Depression 

• Anxiety disorders 

• Substance abuse 

• Suicidality 

Guideline Category 

Assessrrent ofTherapeutic Etrectiveness 

Counseling 
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Diagnosis 

Evaluation 

Managerrent 

Treatm::nt 

Clinical Specialty 

Endocrinology 

Pediatrics 

Psychiatry 

Psychology 

Intended Users 

Advanced Practice Nurses 

Ntn-ses 

Physicians 

Psychologists/Non-physician Behavioral Health Clinicians 

Social Workers 

Guideline Objective(s) 

To foster clinical COJJI>etence in those caring for children and adolescents who are growing up gay, lesbian, bisexual, gender variant, or 

trans gender, reflecting what is cmently known about best clinical practices !Or these youth 

Target Population 

Children and adolescents who are growing up gay, lesbian, bisexual, gender variant, or trarngerrler 

Interventions and Practices Considered 

1. CoJJI>rehernive diagnostic evaluation with an assessrrent of psychosexual developrrent 

2. Confidentiality 

3. Exploration of fumily dynamics pertinent to sexual orientation, gender nonconiOrrrity, and gender identity 

4. Awareness of psychiatric risk and a healthypsychosexualdeveloprrent should be iOstered 

5. Utilization of current evidence in choosing treatm::nt goals and mxlality 

6. Liaison with schools, comno:llty agencies, and other health care providers 

7. Corrmmity and proressional resources 

Note: Sexual therapy is not recomrended since there is no evidence that sexual orientation can be altered throu!tl therapy. and that alteltlJts to do so rmy be harmful. 

Major Outcomes Considered 

• Rate of persistence/desistence of gender nonconiOrrrity or discordance 
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• Incidence ofbullying of gay, lesbian, bisexual, or transgender (GLB1) youth 

• Incidence of suicide, dmg abuse, and sexually transmitted diseases in GLBT youth 

• Side efl.ects ofhonmne or sm·gical treatrrent 

Methodology 

Methods Used to Collect/Select the Evidence 

Hand-searches of Published Literature (Prinmy Sources) 

Hand-searches ofPublished Literature (Secondary Sources) 

Searches ofE!ectronic Databases 

Description of Methods Used to Collect/Select the Evidence 

The list of references fur this Practice Pararreter was developed by online searches ofMedline and PsyciNFO. A search ofPsyciNFO articles 

published since 1806 and Medline articles published Ji-om 1950 throughApn127, 2010, ofkey-word tem1> "sexual orientation," "gay," 

'hormsexuality," "male hormsexuality," "lesbianism," 'bisexuality," ''transgender," "transsexualism," "gender variant," "gender atypicaL" "gender 

identity disorder," and 'hormsexuality, attitudes toward" limited to English language, hunnn subjects, ard 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 Heading5 database, a subsequent search was corxlucted of articles in the Medline database through 

May 3, 2010 using MeSH Subject Heading; tenn; 'hormsexuality, "rmle hormsexuality," ''fuimle honnsexuality," 'bisexuality,'·' "transsexualism," 

and limiting mticles to those written in English and related to humm subjects, all child and adolescent ages (0-18 yem-s ). This search produced 

2, 717 references. 

Similarly, to take nill advantage of the Thesaurus Teffili (Descriptors) database, a subsequent search was conducted of articles in the PsyciNFO 

articles through May 14, 2010 using Thesaurus Terrn; (Descriptors) "sexual orientation," 'hormsexuality," "rmle honnsexuality," ''female 

hormsexuality," ''lesbianism," 'bisexuality," ''trans gender," "transsexualism," "gender identity disorder," and 'honnsexuality (attitudes toward)" mld. 

limiting articles to those written in English and related to human subjects of childhood age (0-12) aJ1d. adolescent age ( 13-17). This search 

produced 1,751 references. 

The corrbined search in Medline MeSH Subject Heading; and PsyciNFO Thesaurus Teffili {U!scriptors) databases produced 4,106 unique 

references and 361 duplicate references. Of the 4,106 unique references, the following were winmwed out: 345 books or book sections; 94 

dissertation abstracts; 18 editorials; 13 articles whose fucus was primarily historica~ 104 theoretical funrulation or co!llrent without peer review; 

163 case reports or brief series; 32 related primarily to policy or law; 19 related to news; 7 4 reated primarily to research rrethods; 736 pritmrily 

about human inmmodeJiciency virus (HIV)/acquired imrune deficiency syndrorre (AIDS) and an additional 404 about early HIV/ AIDS or other 

sexually transmitted illness; one each related to aJI award, book review, or interview; 168 that dealt primarily with diseases, reprodoction, 

paraphilia or intersex conditions beyond the scope of the Pararreter; aJI additional8 that full outside the specified age raJige; aJI additional26 

duplicates that were found; and 10 dating from 1960 to 1975 related to aversive or ''reparative" teclmiques intended to chaJige sexual orientation 

that are inconsistent with cment ethical position staterrents of the ArrericaJI Psychiatric Association This wirmowing process yielded I ,889 

references. 

To help ensure coJti>leteness of the search strategies, the search results using Medline MeSH term; and PsyciNFO Thesamus teffili (Descriptors) 

were COJti>ared to key-word teffili of the Medline and PsyciNFO databases. This COJti>arison dermnstrated 1, 113 overlapping references, with 

6, 712 liDique to the key-word search and 2,993 liDique to the corrbined Thesaurus Term (Descriptor) and MeSH searches. 

An updated Medline search of articles through March 3, 2011, of the MeSH database using the sarre Subject Heading5 and linits used in the 

previous search prodoced 138 references. An updated PsyciNFO search of articles through March3, 2011, of the Thesaurus database using the 

sarre Teffili (Descriptors) and 1inits used in the previous search produced 107 references. Througrout the search, the bibliographies of source 

materials inc Wing books, book chapters, and review articles were consulted for additional refureoces that were not prodoced by the online 

searches. Bibliographies of publications by selected experts were also examined to find additional pertinent articles not produced by online 

searches. Recent studies and discussions at scientific meetings in the past decade were considered :fur inch1Sion 
I 
L------~. --·· 
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From the list of references asseni:Jled in this way, references were selected whose primuy focus was rrental health related to sexual orientation, 

gender nonconfonnity, and gender discordance in children and adolescents. References that were not a literatt.u·e review, published in peer

reviewed literatllfe, or based on m:thodologically sound strategies such as use of population-based, controlled, blinded, prospective, or milii-site 

evidence were eliminated. References were selected that illustrated key points related to clinical practice. When llDre than one reference illustrated 

a key point around which there is general consensus, preference was given to those that were nure recent, relevant to the U.S. population, llDSt 

illustrative ofkey clinical concepts, based upon larger sanples, prospective study design, or rreta-analysis. When discussing issues armmd which 

consensus is not yet established, citations illustrating a representative san1Jle of llllitiple viewpoints were selected. 

Number of Source Documents 

Not stated 

Methods Used to Assess the Quality and Strength of the Evidence 

Not stated 

Rating Scheme for the Strength of the Evidence 

Not applicable 

Methods Used to Analyze the Evidence 

Systenntic Review 

Description of the Methods Used to Analyze the Evidence 

Not stated 

Methods Used to Formulate the Recommendations 

Expert Consensus 

Description of Methods Used to Formulate the Recommendations 

American Academy of Child and Adolescent Psychiatry (AACAP) Practice Pararreters are developed by the AACAP Comnittee on Quality 

Issues ( CQI) in accordance with American Medical Association policy. Pararreter developrrent is an iterative process between the prirmry 

author( s ), the CQ I, topic experts, and representatives from llllitiple constituent groups, incltrling the AACAP rreni:Jership, relevant AACAP 

Comnittees, the AACAP Asseni:Jly ofRegional Orgamzations, and the AACAP Council Details of the Pararreter development process can be 

accessed on the AACAP website 

AACAP develops both patient-oriented and clinician-oriented Practice Parameters. Patient-oriented Pararreters provide recomrendations to 

guide clinicians toward best assessment and treatm:nt practices. Recomnendations are based 011 the critical appraisal of enpirical evidence (when 

available) and clinical consensus (when not), and are graded according to the strength of the enpiricaland clinical support. Clinician-oriented 

Pararreters provide clinicians with the infurrmtion (stated as principles) needed to develop practice-based skills. Although enpirical evidence nny 

be available to support certain principles, principles are based prirmrily on clinical consensus. This Pararreter is a clinician-oriented Param:ter. 

Rating Scheme for the Strength of the Recommendations 

Not applicable 
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Cost Analysis 

A funml cost analysis was not pe1forrr:cd and published cost analyses were not reviewed. 

Method of Guideline Validation 

Internal Peer Review 

Description of Method of Guideline Validation 

This Practice Panureter was reviewed at the Menber Forum at the Al.rerican Academy of Child and Adolescent Psychiatry (AACAP) Annual 

Meeting in October 2010. 

From Septerrber 2011 to February 2012, this Panureter was reviewed by a Consensus Group convened by the Comnittee on Quality Issues 

(CQI). 

This Practice Pararreter was approved by the AACAP Cmmcil on May 31 , 20 12. 

Evidence Supporting the Recommendations 

Type of Evidence Supporting the Recommendations 

The type of evideoce supporting the recomrendations is not specifically stated. 

Although errpirical evideoce rmy be available to suppmt certain principles, principles are based primrrily on clinical cornensus. 

Benefits/Harms of Implementing the Guideline Recommendations 

Potential Benefits 

Appropriate nnnagerrent of children and adolescents who are growing up to be gay, lesbian, bisexua~ gender variant, or trnrngender 

Potential Harms 

Urban environrrents or the Internet rmy give youth access to positive role !Tlldels and experiences, but rmy also carry risks that require adult 

supervision 

Contraindications 

Contraindications 

Given that there is no evidence that effurts to alter sexual orientation are effi:ctive, beneficiaL or necessary, and the possibility that they carry the 

risk of significant harm, such intervention; are contraindicated. 

Qualifying Statements 

Oualifvin2: Statements 

f ;_. --

·:::-:· ,:·: 
,;,.. ... "'7~ 

-+~...t ~ .. ..._ 
i U) .... ~ I CJ C> 
t ~0 ;::.:: 
I (!.) ~--
~ ~:_:: 0 
j :~:; C .. ) 

J ~-;:: <::::! 

,) .. j 

I 

Case 8:17-cv-02896-CEH-AAS   Document 24-6   Filed 01/12/18   Page 54 of 64 PageID 655



, -- J CJ -

Arrerican Academy of Child and Adolescent Psychiatry (MCAP) Practice Pararreters are developed to assist clinicians in psychiatric decision 

rmking. These Parameters are not intended to define the sole standard of care. As such, the Pararreters should not be deerred inclusive of all 

proper rrethods of care or exclusive of other nethods of care directed at obtaining the desired results. The ultirmte judgrrent regarding the care of 

a particular patient nust be rmde by the clinician in light of all of the circum;tances presented by the patient and that patient's fumily, the diagnostic 

and treatn~nt option> available, and other available resources. 

Implementation of the Guideline 

Description of Implementation Strategy 

An irq)lerrentation strategy was not provided. 

Implementation Tools 

Patient Resources 

- - -
For infomation about availability, see the Availability of Companion Documents and Patient Resources fields below. - -~--·- - - - --

Institute of Medicine (10M) National Healthcare Quality Report 
Categories 

10M Care Need 

Getting Better 

Staying Healthy 

10M Domain 

Effectiveness 

Patient-centeredness 

Identifying Information and Availability 

Bibliographic Source(s) 

i Adelson SL, Arrerican Academy of Child and Adolescent Psychiatry (MCAP) Committee on Quality Isstes (CQI). Practice pararreter on 
1 gay, lesbian, or bisexual sexual orientation, gender nonconformity, and gender discordance in children and adolescents. J Am Acad Child 
' Adolesc Psychiatry. 2012 Sep;51(9)957-74. [110 rererences] PubMed 

Adaptation 

Not applicable: The guideline was not adapted from another source. 
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Date Released 

2012 Sep 

Guideline Developer( s) 

Arrerican Academy of Child and Adolescent Psychiatty- Medical Specialty Society 

Source( s) of Funding 

Arrerican Academy of Child and Adolescent Psychiatty 

Guideline Committee 

Arrerican Academy of Child and Adolescent Psychiatty (MCAP) Com11ittee on Quality Issues (CQI) 

Composition of Group That Authored the Guideline 

Committee Members: Stewatt L. Adelson, M.D. and the Arrerican Academy of Child and Adolescent Psychiatty (MCAP) Comnittee on 

Quality Issues (CQI): Heather J. Waher, M.D., M.P.H, and Oscar G. Bukstein, M.D., M.P.H., Co-Chairs, and Christopher Bellone~ M.D., R 

Scott Benson, M.D., Allan Chrisnnn, M.D., Tiffuny R Farchione, M.D., Jolm Hamilton, M.D., Helene Keable, M.D., Joan Kinlan, M.D., Nicole 

Quiterio, M.D., Ulrich Schoettle, M.D., Matthew Siege~ M.D., and Saundra Stock, M.D. 

MCAP Liaison: Jennifer Medicus 

Financial Disclosures/Conflicts of Interest 

Oscar Bukstein, M.D., M.P.H, co-chair, has received support fium the National Institute ofMental Heahh (NIMH), the National Institute of 

Child Heahh and Human Developrrent (NICHD), and Shire. He has received royahies from Routledge Press. Stewart L. Adelson, M.D., and 

Heather J. Waher, M.D., M.P.H, co-chair, report no biorredical financial interests or potentialcollflicts of interest. Disclosures of potential 

conflicts of interest fur all other individuals are provided on the Arrerican Academy of Child and Adolescent Psychiatty (MCAP) website on the 

Practice Pararreters page 

Guideline Status 

This is the current release of the guideline. 

Guideline Availability 

Electronic copies: Available in Portable Docurrent Format (PDF) from the Arrerican Academy of Adolescent and Child Psychiatty (MCAP) 

Web site 

Availability of Companion Documents 

None available 

Patient Resources 

The fullowing is available: 
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• Gay, Lesbian and Bisexual Adolescents. Facts fur funilies. Washington (DC): AirericanAcademy of Child and Adolescent Psychiatry; 

2006 Dec. Electronic copies: Available from the Arrerican Academy of Child and Adolescent Psychiatry Web site 

[ _::J. 
Please note: This patient information is intended to provide health professionals with infonmtion to share with their patict1ts to help them better understand their health and their 
diagnosro disorders. By providing a=s to this patient information, it is not the intention ofNGC to provide spccificmxlieal advice for particular patients. Rather we ur~ patients 
and their representatives to review this tmteria! and then to consult with a licensro health professional for evaluation of treatm::nt options sttitahlc for them a' well as for diagnosis and 
answers to their personal mxlieal questions. This patient information ha' hocn derived and prepared from a guideline for health care professionals included on NGC by the authors or 
publishers of that original !}rideline. The patient information is not reviewro by NGC to estahli'h whether or not it acarrat ely reflects the original gJ.ridelinc's content. 

NGC Status 

This NGC surnrnry was colll'leted by ECRI Institute on October 22, 2012. 

Copyright Statement 

111is N GC surnmry is based on the original guideline, which is subject to the guideline developers copyright restrictiorn. Any reproduction, 

retrarnmission, or republication of all or part of the original guideline is expressly prolubited, rnless AACAP has expressly granted its prior written 

consent to so reproduce, retransmit, or republish the tmterial All other rights reserved. 

Disclaimer 

NGC Disclaimer 

The National Guideline Clearinghousefi,,¢ (NGC) does not develop, produce, approve, or endorse the guidelines represented on this site. 

All guidelines surrmuized by NGC and hosted on our site are produced Ullder the auspices of~JJ;dical specialty societies, relevant professional 

associatiorn, public or private organizatiorn, other gove~nt agencies, health care org;:mizations or plarn, and similar entities. 

Guidelines represented on the NGC Web site are submitted by guideline developers, and are screened solely to detennine that they 11"l:et the NGC 

Inclusion Criteria. 

NGC, AHRQ, and its contractor ECRI Institute make no warranties concerning the content or clinical efficacy or efrectiveness of the clinical 

practice guidelines and related rmterials represented on this site. Moreover, the views and opini.>n<; of developers or authors of guidelines 

represented on this site do not necessarily state or reflect those ofNGC, AHRQ, or its contractor ECRI hl'ltitute, and inclusion or hosting of 

guidelines in NGC rmy not be used fur advertising or comrercial endorsel1"l:nt ptnposes. 

Readers with questions regarding guideline content are directed to contact the guideline developer. 

Case 8:17-cv-02896-CEH-AAS   Document 24-6   Filed 01/12/18   Page 57 of 64 PageID 658



FOOTNOTE 15 

Case 8:17-cv-02896-CEH-AAS   Document 24-6   Filed 01/12/18   Page 58 of 64 PageID 659



Pickup v. Brown, 740 F.3d 1208 (2013) 

14 Cal. Daily Op. Serv. 985, 2014 Daily Journal D.A.R. 1175 

740 F.3d 1208 
United States Court of Appeals, 

Ninth Circuit. 

David H. PICKUP; Christopher H. Rosick; Joseph 

Nicolosi; Robert Vazzo; National Association for 

Research and Therapy of Homosexuality, a Utah 

non-profit organization; American Association 

of Christian Counselors, a Virginia non-profit 

association; Jack Doe 1, Parent of John Doe 1; 

Jane Doe 1, Parent of John Doe 1; John Doe 1, 

a minor, guardian ad litem Jane Doe, guardian 

ad litem Jack Doe; Jack Doe 2, Parent of John 

Doe 2; Jane Doe 2, Parent of John Doe 2; John 

Doe 2, a minor, guardian ad litem Jack Doe, 

guardian ad litem Jane Doe, Plaintiffs- Appellants, 

v. 

Edmund G. BROWN, Jr., Governor of the 

State of California, in his official capacity; 

Anna M. Caballero, Secretary of the California 

State and Consumer Services Agency, in her 

official capacity; Sharon Levine, President of 

the Medical Board of California, in her official 

capacity; Kim Madsen, Executive Officer of 

the California Board of Behavioral Sciences, 

in her official capacity; Michael Erickson, 

President of the California Board of Psychology, 

in his official capacity, Defendants-Appellees, 

and 

Equality California, Intervenor

Defendant -Appellee. 

Donald Welch; Anthony Duk; 

Aaron Bitzer, Plaintiffs-Appellees, 

v. 
Edmund G. Brown, Jr., Governor of the State 

of California, in his official capacity; Anna M. 

Caballero, Secretary of California State and 

Consumer Services Agency, in her official 

capacity; Denise Brown, Case Manager, Director 

of Consumer Affairs, in her official capacity; 

Christine Wietlisbach, Patricia Lock Dawson, 

Samara Ashley, Harry Douglas, Julia Johnson, 

Sarita Kohli, Renee Lonner, Karen Pines, Christina 

Wong, in their official capacities as members 

of the California Board of Behavioral Sciences; 

Sharon Levine, Michael Bishop, Silvia Diego, 

Dev Gnanadev, Reginald Low, Denise Pines, 

Janet Salomonson, Gerrie Schipske, David 

Serrano Sewell, Barbara Yaroslavsky, in their 

official capacities as members of the Medical 

Board of California, Defendants-Appellants. 

Nos. 12-17681, 13- 15023. 

I 
Argued and Submitted April17, 2013. 

I 
Filed Aug. 29,2013. 

I 
Amended Jan. 29, 2014. 

Synopsis 
Background: Mental health providers that offered sexual 
orientation change efforts (SOCE) therapy, organizations 
that advocated SOCE therapy, and children undergoing 
SOCE therapy and their parents brought actions seeking 
declaratory judgment that state law prohibiting licensed 
mental health providers from providing SOCE therapy 
to children under 18 violated their constitutional rights. 
The United States District Court for the Eastern 
District of California, Kimberly J. Mueller, J., 2012 
WL 6021465,denied plaintiffs' motion for preliminary 
injunction, and the United States District Court for the 
Eastern District of California, William B. Shubb, Senior 
Judge, 907 F .Supp.2d 1102, granted plaintiffs motion for 
preliminary injunction. Interlocutory appeals were taken. 

Holdings: The Court of Appeals, Graber, Circuit Judge, 
held that: 

[1] providers' claim that statute violated their free speech 
rights was subject to rational basis review; 

[2] statute was rationally related to state's legitimate 
interest in protecting minors; 

[3] therapist-client relationship was not protected intimate 
human relationship; 

[4] statute was not facially void for vagueness; 

[5] statute was not overbroad; and 

WESTLAW © 2017 Thomson Reuters. No cla1m to anginal U.S. Government Works 
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Pickup v. Brown, 740 F.3d 1208 (2013) 

14 Cal. Daily Op. Serv. 985, 2014 Daily Journal D.A.R. 1175 

[6] statute did not infringe on parents' fundamental right 

to make decisions regarding care, custody, and control of 

their children. 

Affirmed in part, reversed in part, and remanded. 

Rehearing en bane denied. 

O'Scannlain, Circuit Judge, joined by Bea and Ikuta, 

Circuit Judges, dissented from denial of rehearing en bane, 

and filed opinion. 

West Headnotes (32) 

(1] 

(2] 

Federal Courts 
... Preliminary injunction; temporary 

restraining order 

Although Court of Appeals generally reviews 

for abuse of discretion district court's decision 

to grant or deny preliminary injunction, it 

may undertake plenary review of issues if 

district court's ruling rests solely on premise 

as to applicable rule of law, and facts are 

established or of no controlling relevance. 

Cases that cite this headnote 

Federal Courts 
t- Failure to mention or inadequacy of 

treatment of error in appellate briefs 

Federal Courts 
t- Lack or inadequacy of citations to record 

Parties challenging constitutionality of state 

law prohibiting licensed mental health 

providers from providing sexual orientation 

change efforts (SOCE) therapy to children 

under 18 waived appellate review of their 

claim that statute violated First Amendment's 

religion clauses, where their response brief 

contained single paragraph regarding claim, 

which cited neither record nor any case. 

U .S.C.A. Const .Amend. 1; West's Ann.Cal. 

Bus. & Prof.Code § 865 et seq. 

Cases that cite this headnote 

(3] 

(4] 

(5] 

(6] 

Constitlltional Law 
... Health care professions 

Health 
t- Regulation of Professional Conduct; 

Boards and Officers 

Mental health providers' claim that state law 

prohibiting licensed mental health providers 

from providing sexual orientation change 

efforts (SOCE) therapy to children under 

18 violated their First Amendment free 

speech rights was subject to rational basis 

review, rather than strict scrutiny, even 

though SOCE therapy could be performed 

through speech alone; regulated activities 

were therapeutic, not symbolic, and law only 

banned form of medical treatment for minors, 

but allowed discussions about treatment, 

recommendations to obtain treatment, and 

expressions of opinions about SOCE and 

homosexuality. U.S.C.A. Const.Amend. I ; 

West's Ann.Cal. Bus. & Prof.Code § 865 et 

seq. 

II Cases that cite this headnote 

Constituti()nal Law 
t- Health care professions 

Doctor-patient communications about 

medical treatment receive substantial First 

Amendment protection, but government has 

more leeway to regulate conduct necessary 

to administering treatment itself. U.S.C.A. 

Const.Amend. 1. 

5 Cases t h.at cite this headnote 

Constituti()nal Law 
... Health. care professions 

Psychotherapists are not entitled to special 

First Amendment protection merely because 

mechanism used to deliver mental health 

treatment 1s spoken word. U.S.C.A. 
Const.Amend. 1. 

Cases that cite this headnote 

Constitutional Law 
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(71 

[81 

(91 

.,_ Health care professions 

Communication that occurs during 
psychotherapy does receive some protection 
under First Amendment, but it is not immune 
from regulation. U.S.C.A. Const.Amend. 1. 

1 Cases that cite this headnote 

Constitutional Law 

Health care professions 

Where medical professional is engaged in 
public dialogue, First Amendment protection 
is at its greatest, but First Amendment 
protection of medical professional's speech 
is somewhat diminished within confines 
of professional relationship. U.S.C.A. 
Const.Amend. 1. 

13 Cases that cite this headnote 

Constitutional Law 

t- Health care professions 

Health 

.,. Negligence, malpractice, or incompetence 

Doctor may not counsel patient to rely on 
quack medicine; First Amendment would not 
prohibit doctor's loss of license for doing so. 
U.S.C.A. Const.Amend. 1. 

2 Cases that cite this headnote 

Constitutional Law 

t- Sanctions or discipline for unprofessional 
conduct, in general 

Lawyer may be disciplined for divulging 
confidences of his client, even though 
such disclosure IS pure speech. U.S.C.A. 
Const.Amend. 1. 

Cases that cite this headnote 

(101 Constitutional Law 

t- Health care professions 

Most, if not all, medical and mental health 
treatments require speech, but that fact does 
not give rise to First Amendment claim when 

(111 

state bans particular treatment. U.S.C.A. 
Const.Amend. I . 

2 Cases that cite this headnote 

Health 
.._ Regulation of Professional Conduct; 

Boards and Officers 

Pursuarrt to its police power, state has 
authority to regulate licensed mental health 
providers' administration of therapies that 
legislatare has deemed harmful. 

Cases tllat cite this headnote 

(121 Constitlltional Law 
.,. Health care professions 

Health 
.._ Validity 

State law prohibiting licensed mental health 
providers from providing sexual orientation 
change efforts (SOCE) therapy to children 
under 18 was rationally related to state's 
legitimate interest in protecting physical and 
psychological well-being of minors, including 
lesbian, gay, bisexual and transgender 
youth, and in protecting its minors against 
exposure to serious harms caused by sexual 
orientation change efforts, and thus did 
not violate mental health providers' First 
Amendment free speech rights, despite some 
evidence that SOCE was safe and effective, 
where report by national psychological 
association concluded that SOCE had not 
been demonstrated to be effective, other 
professional associations opposed use of 
SOCE, concluding, among other things, that 
homosexuality was not illness and did not 
require treatment, and there were anecdotal 
reports of harm, including depression, suicidal 
thoughts or actions, and substance abuse. 
U.S.C.A.Const.Amend. I; West's Ann. Cal. 
Bus. & Prof. Code§ 865 et seq. 

4 Cases that cite this headnote 

(131 Federal Courts 

.,_ Waiver of Error in Appellate Court 
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Rule of waiver is discretionary, and Court of 

Appeals has discretion to address argument 
that otherwise would be waived when issue 
presented is purely one of law and either 

does not depend on factual record developed 
below, or pertinent record has been fully 
developed. 

I Cases that cite this headnote 

(14) Constitutional Law 
... Intimate association;dating relationships 

in general 

Constitutional Law 
.,._ Familial association 

First type of association protected by 
First Amendment concerns intimate human 
relationships, which are implicated m 
personal decisions about marriage, childbirth, 

raising children, cohabiting with relatives, 
and the like, and receives protection as 
fundamental element of personal liberty. 
U.S.C.A.Const.Amend. 1. 

1 Cases that cite this headnote 

(15) Constitutional Law 
... Right of Assembly 

Constitutional Law 

... Right to Petition for Redress of 

Grievances 

Constitutional Law 
... Freedom of Association 

First Amendment protects association 
for purpose of engaging m those 

activities protected by First Amendment, 

speech, assembly, petition for redress 
of grievances, and exercise of religion. 
U.S.C.A.Const.Amend. 1. 

1 Cases that cite this headnote 

(16] Constitutional Law 

.., Freedom of Association 

Health 
.,. Nature and existence of relation 

Therapist-client relationship is not close
knit, intimate human relationship that 

receives protection as fundamental 
element of personal liberty under First 

Amendment freedom of association. 
U.S.C.A.Const.Amend. 1. 

1 Cases that cite this headnote 

(171 Constit11tional Law 

... Health care professionals 

Health 

t- Validity 

State law prohibiting licensed mental health 

providers from providing sexual orientation 
change efforts (SOCE) therapy to children 
under 18 was not facially void for vagueness 
under Due Process Clause, despite providers' 

contention that they could not ascertain 
where line was between what was prohibited 
and what was permitted, where reasonable 
person would understand statute to regulate 
only mental health treatment, including 

psychotherapy, that aimed to alter minor 
patient's sexual orientation, law applied only 
to licensed professionals who had specialized 

knowledge, and term "sexual orientation" 
was defined in other statutory provisions . 
U.S.C.A. Const.Amend. 14; West's Ann.Cal. 
Bus. & Prof. Code§ 865 et seq . 

1 Cases that cite this headnote 

(18] Constitutional Law 

... Certainty and definiteness; vagueness 

It is basic principle of due process that 

enactment 1s void for vagueness if its 
prohibitions are not clearly defined. U.S.C.A. 
Const.Amend. 14. 

1 Cases that cite this headnote 

(19] Constitutional Law 

... Certainty and definiteness; vagueness 

Constitutional Law 

... Speech, press, assembly, and petition 

Perfect clarity and precise guidance have 
never been required even of regulations that 

WESTLAW © 2017 Thomson Reuters. No claim to original U.S Government Works. 
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restrict expressive activity to avoid being void 

for vagueness under Due Process Clause. 

U .S.C.A. Const.Amend. 14. 

1 Cases that cite this headnote 

[20[ Constitutional Law 
..- Certainty and definiteness; vagueness 

Uncertainty at statute's margins will not 

warrant facial due process void for vagueness 

invalidation if it is clear what statute 

proscribes in vast majority of its intended 

applications. U.S.C.A. Const.Amend. 14. 

1 Cases that cite this headnote 

[21) Constitutional Law 
... Vagueness as to Covered Conduct or 

Standards of Enforcement; Offenses and 

Penalties 

Defendant is deemed to have fair notice 
of offense if reasonable person of ordinary 

intelligence would understand that his or her 

conduct is prohibited by law in question. 

Cases that cite this headnote 

[22) Constitutional Law 
... Certainty and definiteness;vagueness 

If statutory prohibition involves conduct of 

select group of persons having specialized 

knowledge, and challenged phraseology is 

indigenous to idiom of that class, standard 

for whether statute regulating that conduct is 

void for vagueness under Due Process Clause 

is lowered, and court may uphold statute that 

uses words or phrases having technical or 

other special meaning, well enough known to 

enable those within its reach to correctly apply 

them. U.S.C.A. Const.Amend. 14. 

Cases that cite this headnote 

[23) Constitutional Law 
.,. Health care professions 

Health 
.,. Validity 

Any incidental effect on speech resulting from 

state law prohibiting licensed mental health 

providers from providing sexual orientation 

change efforts (SOCE) therapy to children 

under 18 was small in comparison to its 

plainly legitimate sweep, and thus statute 

was not overbroad under First Amendment, 

where statute's plainly legitimate sweep 

included SOCE techniques such as inducing 

vomiting or paralysis, administering electric 

shocks, and performing castrations. U.S.C.A. 

Const.Amend. 1; West's Ann.Cal. Bus. & 

Prof. Code§ 865 et seq. 

Cases th.a t cite this headnote 

[24) Constitlltional Law 
..,.. Prohibition of substantial amount of 

speech 

Overbreadth doctrine permits facial 
invalidation of laws that prohibit substantial 

amount of constitutionally protected speech. 

U.S.C.A. Const.Amend. 1. 

Cases that cite this headnote 

[25) Constitutional Law 
.,.. Statutes in general 

Mere fact that one can conceive of some 

impermissible applications of statute IS 

not sufficient to render it susceptible to 

overbreadth challenge. 

Cases that cite this headnote 

[26) Constitutional Law 
... Prohibition of substantial amount of 

speech 

Particularly where conduct and not merely 

speech is involved, statute's overbreadth 

under First Amendment must not only be real, 

but substantial as well, judged in relation to 

statute's plainly legitimate sweep. U.S.C.A. 

Const.Amend. I. 

Cases that cite this headnote 

[27) Health 
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.- Minors in general; consent of parent or 
guardian 

Infants 
.- Health, Safety, and Morals 

Parents do not have fundamental right to 
choose for their children particular type of 
provider for particular medical or mental 
health treatment that state has deemed 
harmful. 

2 Cases that cite this headnote 

[28) Parent and Child 
.- Care, Custody, and Control of Child; 

Child Raising 

Parents have constitutionally protected right 
to make decisions regarding care, custody, 
and control of their children, but that right is 
not without limitations. 

Cases that cite this headnote 

[29) Education 
.- Compulsory Attendance 

Infants 
.- Prohibited hours and premises;curfew 

States may require school attendance and 
mandatory school uniforms, and they may 
impose curfew laws applicable only to minors . 

Cases that cite this headnote 

[30) Health 

[31) 

... Minors in general; consent of parent or 

guardian 

Infants 
..,. Medical and dental 

In health arena, states may require 
compulsory vaccination of children, subject 
to some exceptions, and may intervene when 
parent refuses necessary medical care for 

child. 

Cases that cite this headnote 

Infants 
... Health, Safety, and Morals 

State is not without constitutional control 
over parental discretion in dealing with 
children when their physical or mental health 

is jeopardized . 

1 Cases that cite this headnote 

[32) Health 
i- Validity 

State law prohibiting licensed mental 

health providers from providing sexual 
orientation change efforts (SOCE) therapy 

to children under 18 did not infringe on 
parents' fundamental right to make decisions 
regarding care, custody, and control of their 
children, where state had determined that 
SOCE therapy was harmful to minors. West's 
Ann. Cal. Bus. & Prof.Code § 865 et seq. 

3 Cases that cite this headnote 

West Codenotes 

Negative Treatment Reconsidered 
West's Ann.Cal..Bus. & Prof. Code§§ 865, 865 .1, 865.2 
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