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Appropriate Affirmative Responses to Sexual

Orientation Distress and Change Efforts

RESEARCH SUMMARY

The longstanding consensus of the behavioral and social
sciences and the health and mental health professions is
that homosexuality per se is a normal and positive variation
of human sexual orientation (Bell, Weinberg, & Hammer-
smith, 1981; Bullough, 1976; Ford & Beach, 1951; Kinsey,
Pomeroy, & Martin, 1948; Kinsey, Pomeroy, Martin, &
Gebhard, 1953). Homosexuality per se is not a mental dis-
order (APA, 1975). Since 1974, the American Psychological
Association (APA) has opposed stigma, prejudice, discrimi-
nation, and violence on the basis of sexual orientation and
has taken a leadership role in supporting the equal rights of
lesbian, gay, and bisexual individuals {APA, 2005),

APA is concerned ahout ongoing efforts to mischaracterize
homosexuality and promote the notion that sexual orienta-
tion can be changed and about the resurgence of sexual ori-
entation change efforts (SOCE),! SOCE has been controversial
due to tensions between the values held by some faith-based
organizaticns, on the one hand, and those held by lesbian,
gay, and bisexual rights organizations and professional

and scientific organizations, on the other (Drescher, 2003;
Drescher & Zucker, 2006). Some individuals and groups
have promoted the idea of homosexuality as symptomatic
of developmental defects or spiritual and moral failings and
have argued that SOCE, including psychotherapy and reli-
gious efforts, could alter homosexual feelings and behaviors
{Drescher & Zucker, 2006; Morrow & Beckstead, 2004).
Many of these individuals and groups appeared to be em-
bedded within the larger context of conservative religious
political movements that have supported the stigmatization
of homosexuality on political or religious grounds (Dre-
scher, 2003; Drescher & Zucker, 2006; Southern Poverty
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Law Center, 2005). Psychology, as a science, and various
faith traditions, as theological systems, can acknowledge
and respect their profoundly different methodological and
philosophical viewpoints. The APA concludes that psychol-
ogy must rely on proven methods of scientific inquiry based
on empirical data, on which hypotheses and propositions
are confirmed or disconfirmed, as the basis to explore and
understand human behavior (APA, 2008a, 2008h).

In response to these concerns, APA appointed the Task
Force an Appropriate Therapeutic Responses to Sexual
Crientation to review the available research on SOCE and
to provide recommendations to the Association. The Task
Force reached the following findings.

Recent studies of participants in SOCE identify a popula-
tion of individuals who experience serious distress related to
same sex sexual attractions. Most of these participants are
Caucasian males who report that their religion is extremely
important to them {Beckstead & Morrow, 2004; Nicolosi,
Byrd, & Potts, 2000; Schaeffer, Hyde, Kroencke, Mc-
Cormick, & Nottebaum, 2000; Shidlo & Schroeder, 2002,
Spitzer, 2003). These individuals report having pursued a
variety of religious and secular efforts intended to help them
to change their sexual orientation. To date, the research has
not fully addressed age, gender, gender identity, race, ethnic-
ity, culture, national origin, disability, language, and socic-
economic status in the population of distressed individuals.

There are no studies of adequate scientific rigor to conclude
whether or not recent SOCE do or do not work to change a
persor’s sexual orientation. Scientifically rigorous older work
in this area {e.g., Birk, Huddleston, Miller, & Cohler, 1971;
James, 1978; McConaghy, 1969, 1976; McConaghy, Proctor,
& Barr, 1972; Tanner, 1974, 1975) found that sexual orien-
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tation (i.e., erotic attractions and sexual arousal oriented to
one sex or the other, or both) was unlikely to change due to
efforts designed for this purpose. Some individuals appeared
to learn how to ignore or limit their attractions, However,
this was much less likely to be true for people whose sexual
attractions were initially limited to people of the same sex.

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

Although there is insufficient evidence to support the use

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

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

RESOLUTION

WHEREAS the American Psychological Association (APA)
expressly opposes prejudice (defined broadly) and discrimi-
nation based on age, gender, gender identity, race, ethnicity,
culture, national origin, religion, sexual orientation, dis-
ability, language, or sociceconomic status (APA, 1998, 2000,
2002, 2003, 2005, 2006, 2008h); and

30

WHEREAS the APA takes a leadership role in opposing
prejudice and discrimination (APA, 2008b, 2008¢}, includ-
ing prejudice based on or derived from religion or spiritual-
ity, and encourages commensurate consideration of religion
and spirituality as diversity variables (APA, 2008b); and

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

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

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

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

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

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

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

formed decisions regarding their development and well-being
(Cianciotto & Cahill, 2006; Ryan & Futterman, 1997); and

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

THEREFORE BE IT RESOWED that the APA affirms that
same-sex sexual and romantic attractions, feelings, and

behaviors are normal and positive variations of human

sexuality regardless of sexual orientation identity;

BE IT FURTHER RESCLVED that the APA reaffirms its posi-

tion that homosexuality per se is not a mental discrder and
opposes portrayals of sexual minority youths and adults as
mentally ill due to their sexual orientatior;

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

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

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

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

BE IT FURTHER RESOWED that the APA advises parents,
guardians, young people, and their families to aveid sexual
orientation change efforts that portray homosexuality as

% APA POLICY STATEMENTS o Lesbian, Gay, Bisexual, & Transgender Concerns

a mental iilness or developmental disorder and to seek
psychotherapy, social support, and educational services that
provide accurate information on sexual arientation and
sexuality, increase family and school support, and reduce
rejection of sexual minority youth;

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

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

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

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

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

1. The APA uses the term sexual arientation
change efforts to describe all means
to change sexual orientation {e.g.,
hehavioral techniques, psychoanalytic
techniques, medical approaches,
religious and spiritual approaches). This
includes those efforts by mental health
professionals, lay individuals, including
religious professionals, religious leaders,
social groups, and other lay networks

" such as self-help groups. R

2. The Task Force uses the term sexval
“minerity (cf. Blumenfeld, 1992; McCarn
& Fassinger, 1996; Ullerstam, 1966} to =
designate the entite group of individuals .
who experience significant erotic and
romantic attractfons to adult members
of their own sex, including those who
experience attractions to members of
both their own and the other sex. This
term is used because the Task Force
recognizes that not all sexuzal minority
individuals adopt a lesbian, gay, or
bisexual identity.
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2012 - Position Statement on Attempts to Change
Sexual Orientation, Gender Identity, or Gender
Expression

The American Psychoanalytic Association affirms the right of all people to their sexual orientation,
gender identity and gender expression without interference or coercive interventions attempting to
change sexual orientation, gender identity or gender expression.

As with any societal prejudice, bias against individuals based on actual or perceived sexual
orientation, gender identity or gender expression negatively affects mental health, contributing to an
enduring sense of stigma and pervasive self-criticism through the internalization of such prejudice.

Psychoanaiytic technique does not encompass purposeful attempts to “convert,” “repair,” change or
shift an individual’s sexual orientation, gender identity or gender expression. Such directed efforts
are against fundamental principles of psychoanalytic treatment and often result in substantial
psychological pain by reinforcing damaging internalized attitudes.

Adopted June 2012. This position statement replaces APsaA’s December 1999 position statement
on reparative therapy
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Practice Parameter on Gay, Lesbian, or
Bisexual Sexual Orientation, Gender
Nonconformity, and Gender Discordance
in Children and Adolescents

Children and adolescents who are growing up gay, lesbian, bisexual, gender nonconforming,
or gender discordant experience unique developmental challenges. They are at risk for certain
mental health problems, marny of which are significantly correlated with stigma and prejudice.
Mental health professionals have an important role to play in fostering healthy development
in this population. Influences on sexual orientation, gender nonconformity, and gender
discordance, and their developmental relationships to each other, are reviewed. Practice
principles and related issues of cultural competence, research needs, and ethics are discussed.

J. Am. Acad. Child Adolesc. Psychiatry, 2012;51(9):957-974. Key Words:

sexual orientation,

homosexuality, bisexuality, gender identity disorder, gender discordant.

adaptive functioning of the great majority
of gay and lesbian adults paved the way
toward removal of homosexuality as an illness
from the DSM in 1973.! Homosexuality is now
recognized as a nonpathological varianf of hu-
man sexuality. Although the great majority of
gay and lesbian individuals have normal mental
health, as a group they experience unique stres-
sors and developmental challenges. Perhaps in
part as a consequence of these challenges, adult
and adolescent members of sexual minorities
(defined below) develop depression, anxiety dis-
orders, substance abuse, and suicidality at rates
that are elevated in comparison with those in the
general population.*” Thus, psychosocial distress
may account for the different rates in depression,
hopelessness, and current suicidality seen be-
tween gay, lesbian, and bisexual adolescents and
their heterosexual peers.* Studies in the U.S. and
the Netherlands document this problem continu-
ing into adulthood, and show a significant asso-
ciation among stigma, prejudice, discrimination,
and poor mental health.**®
Sexual development comprises biological, psy-
chological, and social aspects of experience. Exten-
sive scientific research, described helow, has been
conducted on the influence of these factors on
sexual orientation and gender in recent years.

S cienfific studies demonstrating the healthy,

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

METHODOLOGY

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

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

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

The combined search in Medline MeSH Sub-
ject Headings and PsycINFO Thesaurus Terms
{(Descriptors) databases produced 4,106 unique
references and 361 duplicate references. Of the
4,106 unique references, the following were win-
nowed out: 345 books or book sections; 94 dis-
sertation abstracis; 18 editorials; 13 articles whose
focus was primarily historical; 104 theoretical
formulation or comment without peer review;
163 case reports or brief series; 32 related primar-
ily to policy or law; 19 related to news; 74 related
primarily to research methods; 736 primarily
about human immunodeficiency virus (HIV)/
acquired immune deficiency sydrome (AIDS)
and an additional 404 about early HIV/AIDS or
other sexually transmitted illness; one each re-
lated to an award, book review, or interview; 168
that dealt primarily with diseases, reproductior,
paraphilia or intersex conditions beyond the
scope of the Parameter; an additional 8 that fell
outside the specified age range; an additional 26
duplicates that were found; and 10 dating from
1960 to 1975 related to aversive or “reparative”
techniques intended to change sexual orientation
that are inconsistent with current ethical position
statements of the American Psychiatric Associa-
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tion.” This winnowing process yielded 1,889 ref-
erences.

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

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

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

From the list of references assembled in this
way, references were selected whose primaty
focus was mental health related to sexual orien-
tation, gender nonconformity, and gender discor-
dance in children and adolescents. References
that were not a literature review, published in
peer-reviewed literature, or based on method-
ologically sound strategies such as use of popu-
lation-based, controlled, blinded, prospective, or
multi-site evidence were eliminated. References
were selected that illustrated key points related
to clinical practice. When more than one refer-
ence illustrated a key point arcund which there is
general consensus, preference was given to those
that were more recent, relevant to the U.5. pop-
ulation, most illustrative of key clinical concepts,
based upon larger samples, prospective study
design, or meta-analysis. When discussing issues
around which consensus is not yet established,
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citations illustrating a representative sample of
multiple viewpoints were selecfed.

DEFINITIONS

Many terms related to sexual development are

being continually updated. The following defini-

tions reflect current terminoclogy, and are used in
this Practice Parameter.

s Sex, in the sense of being male or female, refers
to a person’s anatomical sex. {Although usu-
ally considered dichotomously male or female,
disorders of sex development can lead to in-
tersex conditions, which are beyond the scope
of this Practice Parameter).

o Gender refers to the perception of a person’s
sex on the part of society as male or female,

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

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

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

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

s Homosexual people are attracted erofically to
people of the same sex, and are commonty
referred fo as gay in the case of males, and
gay or lesbian in the case of females,

s Heferosexual people are attracted erofically
to people of the other sex.

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

o Sexual minority refers to homosexual and bi-
sexual youth and adults.

e Sexual prejudice {or more archaically, homopho-
big) refers to bias against homosexual people.
“Iomophobia” is technically not a phobia; like
other prejudices, it is characterized by hostility
and is thus a misnomer, but the term is used
colloquially.'
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¢ Internalized sexual prejudice (or colloquially, @n-
fernalized homophobig) is a syndrome of self-
loathing based upon the adoption of anti-
homosexual atfitudes by homosexual people
themselves.

e Heterosexism refers to individual and societal
assumptions—sometimes not explicitly recog-
nized—promoting heterosexuality to the dis-
advantage of other sexual orientations.

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

o Gender discordance refers to a discrepancy be-
tween anatomical sex and gender identity. The
term gender identity varignce has been used to
denote a spectrum of gender-discordant phe-
nomena in the literature,

» Transgender people have a gender identity
that ts discordant with their anatomical sex.

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

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

HOMOSEXUALITY

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

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

One large sample of predominantly wh1te but
geographically and socioeconomically diverse ju-
nior and senior high school students found that
10.1% of males and 11.3% of females were “un-
stiere” of their sexual orientation, and 1.5% of
males and 1.1% of females said they were “bisexual
or predominantly homosexual.” Same-sex atfrac-
tions were reported by 4.5% of males and 5.7% of
females, same-sex fantasies by 2.2% of males and
3.1% of females, and same-sex sexual behavior by
1.6% of males and 0.9% of females. Of youth with
homosexual experience, only 27.1% identified
themselves as gay, consistent with a struggle with
identity and group affiliation."®

Influences on Sexual Orientation

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

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

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

brothers were homosexual.”” Another study
found that, among adult lesbians, 48% of mo-
nozygotic co-twins, 16% of dizygotic co-twins,
and 6% of adoptive sisters were also lesbian.”®
These data suggest a substantial heritable influ-
ence on sexual orientation.

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

Psychological and Social Factors. Before the shift to
empirically based psychiatry following the pub-
lication of DSM-III, prevailing psychiafric theory
ascribed homosexuality to character pathology.’
However, this view was revised because of a lack
of empirical evidence. Although homosexuality
is associated with somewhat elevated rates of
certain psychiatric disorders such as depression
and anxiety, there is no evidence from any con-
trolled scientific study that most gay and lesbian
people suffer from character pathology, or from
any other mental illness; on the contrary, the vast
majority do not.>” In addition, studies of charac-
ter profiles and defense mechanisms have found
no differences between nonheterosexuals and the
general population.”*® Another theory, that
male homosexuality resulted from overly close
mothers and hostile or distant fathers, was
similarly not supported by empirical study of
nonclinical populations.” Rather, nonclinical
groups of gay adults, especially males, appear
to have childhood histories of gender noncon-
formity; their family relationships may be the
result rather than the cause of gender noncon-
formity, and may possibly be subject to a
degree of recall bias.?**’

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

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

Psychosexual Development and

Homosexuai Orientation

Children display aspects of sexuality from in-
fancy, and develop sexual feelings almost univer-
sally by adolescence or earlier. Although most
people are predominantly heterosexual, some
develop predominantly same-sex attractions and
fantasies in or before adolescence. Most boys,
whether heterosexual or homosexual, experience
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a surge in testosterone levels and sexual feelings
in puberty, and almost all begin to masturbate
then®® Most girls experience more gradually
increasing sexual desires. A majority of girls,
although a smaller majority than among boys,
also begin to masturbate, and they do so over a
broader age range. EFrotic fantasizing offen ac-
companies masturbation, and may crystallize
sexual orientation.”” Whether heterosexual or ho-
mosexual, most men experience more frequent
interest in sex and fantasies involving explicit
sexual imagery, whereas women's sexual fanta-
sies more often involve romantic imagery.”® Sex-
ual behavior with others typically begins in or
after mid-to-late adolescence, although the age of
onset of activity, number of partners, and prac-
tices vary greatly among individuals.'®

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

Certainty about sexual orientation and identity—
both gay and straight—increases with age, sug-
gesting “an unfolding of sexual identity during
adolescence, influenced by sexual experience and
demographic factors.”*® Although it may be dif-
ficult to tell which developmental path a partic-
ular adolescent is on at a given moment, a
consistently homosexual pattern of fantasy,
arousal, and attraction suggests a developmental
path toward adult homosexuality. Retrospec-
tively, many gay men and lesbians report same-
sex erotic attraction from youth onward.®
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Development of Gender Role Behavior. Boys and
girls generally exhibit different patterns of gen-
der role behavior. These are quite distinct from
erotic feelings, instead involving such areas as
toy preferences, play patterns, social roles, satne-
sex or opposite-sex peer preferences, gesture,
speech, grooming, dress, and whether aggression
is expressed physically or through social strate-
gies. ™4 For example, most boys are more likely
than girls fo engage in rough-and-tumble play.
Most  boys exhibit aggression physically,
whereas most girls do so through verbal and
social means. When given a choice, most boys
are more likely to select conventionally mascu-
line toys such as cars, trains, and adventure or
fighting games, whereas most girls more fre-
quently select conventionally feminine toys
such as dolls, jewelry, and nurturing games.
Most children exhibit a preference in middle
childhood for same-sex playmates, or “sex-
segregated play.”

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

Gender Nonconformity and Iis Developmental Rela-
tionship to Homosexuality., Most boys and gitls
display some variability in gender role behavior.

962 Www ., joacap,org

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

Although childhood gender nonconformity
does not predict adult homosexuality with cer-
tainty, many gay men recall boyhood aversion fo
rough-and-tumble play, aggressive behavior,
and competitive athletics.” In females, gender
nonconformity (e.g., being a “tomboy”) is some-
times associated with adult homosexual orienta-
tion, although less consistently than in males.”
Many gay people report having felt “different”
from others long before the development of
erotic feelings as such due to childhood gender
nonconformity, which can elicit teasing, low peer
status, and poor self-esteem; boys, who may
particularly value adherence to gender norms,
may be especially distressed.”*

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

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

Clinical Issues in Homosexuality

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

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

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

GENDER IDENTITY AND
GENDER DISCORDANCE

For the vast majority of people, gender identity is
established in toddlerhood, is consistent with
biological sex, and remains fixed. This holds true
for many children with gender-nonconformity in
toy, play, and playmate preferences. However,
some children experience not only gender non-
conformity, but also discomfort with their biolog-
ical sex. They derive comfort from being per-
ceived as, or a wish to be, the other sex. The
desire leads to discordance between gender iden-
tity and phenotypic sex, a core feature of gender
identity disorder (GID) as conceptualized in the
DSM-IV.%® The diagnosis of GID in childten is
controversial, and the degree to which DSM-IV
criteria refleci an illness or social bias against
gender nonconformity has been debated.
Several different categories of gender discor-
dance, each characterized by a unique develop-
mental trajectory, have been described.®’ They
differ in regard to whether gender discordance
emerges in childhood, adolescence or adulthood;
whether the gender discordance is persistent or
transient; and whether there is a post-fransttion
homosexual or heterosexual orientation. These
heterogeneous developmental trajectories may
subsume different causes of gender discordance.
In follow-up studies of prepubertal boys with
gender discordance—including many without
any mental health treatment—the cross gender
wishes usually fade over time and do not persist
into adulthood, with only 2.2% to 11.9%" con-
tinuing to experience gender discordance.
Rather, 75% become homosexual or bisexual in
fantasy and 80% in behavior by age 19; some
gender-variant behavior may persist.** The desis-
tence of gender discordance may reflect the res-
olution of a “cognitive confusion factor,”®* with
increasing flexibility as children mature in think-
ing about gender identity and realize that one
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can be a boy or girl despite variation f{rom
conventional gender roles and norms.

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

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

Factors Influencing Development
of Gender Discordance
Causes of gender discordance may include bio-
logical factors.” Genetic males with gender dis-
cordance tend to have a later birth order, more
male siblings, and lower birth weight, suggesting
an influence of prenatal events that is poorly
understood. Individuals with gender discor-
dance may differ in central nervous system. lat-
eralization from the general population. Consis-
tent with this hypothesis, they are more likely to
be non-righthanded, to have abnormal EEG find-
ings, and to have lateral otoacoustic processing
consistent with their gender identity compared to
a non-gender discordant population.”® As with
sexual orientation, variations in prenatal sex hor-
mones may influence later gender identity, but
do not appear to fully determine it.* There is
evidence that the central bed nucleus of the stria
terminalis (B5Tc), a hypothalamic structure fm-
plicated in sexual behavior, is small in male to
female transsexuals, similar to most females.”™
A hypothesis that inappropriately close ma-
ternal and overly distant paternal relationships
causes gender discordance in boys was not
borne out by empirical study, which found
both mothers and fathers to be distant from
sons with gender discordance, possibly a re-
sult, rather than the cause, of gender discor-
dance.®* A theory that predisposing biological
factors, temperamental anxiety, and parental
tolerance for gender nonconformity interact to
cause gender discordance has not been empir-
ically tested.” A controlled study found in-
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creased rates of psychopathology in mothers of
boys with gender discordance, but was not
designed to assess a causal relationship.®®

PRINCIPLES

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

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

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

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

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

Clinicians should bear in mind potential risks
to patients of premature disclosure of sexual
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orientation, such as family rejection or alienation
from support systems, which might precipitate a
crisis. They should be familiar with standard
confidentiality practices for minors, and should
protect confidentiality when possible to preserve
the clinical alliance. This is particularly true
when using media such as electronic health re-
cords, in which sensitive information can be
easily disseminated. If is often helpful to empha-
size reasonable expectations of privacy in the
clinical relationship with sexual and gender mi-
nority youth—mnot te express shame, but to per-
mit the exploration of sexual identity free from
fear and with a sense of control over disclosure.
As the development of sexual identity is variable,
it is often desirable to allow youth to set the pace
of self-discovery.

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

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

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

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

Sexual and gender minerity youth may expe-
rience unique developmental challenges relating
to the values and norms of their ethnic group.”
Various groups may place different emphasis on
ideals of masculinity or femininity, on family
loyalty, or on social conformity; some with au-
thoritarian parenting ideals may sanction youth
who reject traditional mores.

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

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

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

Bullying. Gay, lesbian, bisexual, and gender non-
conforming youth are regularly exposed to hos-
tile peers. Viclims of peer harassment experience
serious adverse mental health consequences in-
cluding chronic depression, anxiety, and suicidal
thoughts.”®”® Sexual and gender minority youth
may benefit from support for coping with peer
harassment. School programs including no-toler-
ance policies for bullying have proved effective.”
Pamily treatment may be useful when sexual and
gender minority youth are harassed in their fami-
lies. Psychotherapy may help to avert or alleviate
self-lpathing related to identification with the ag-
gressor. Clinicians should consider environmental
inferventiors such as consultation or advocacy
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with schoals, police, or other agencies and institn-
tions advocating enforcement of zero tolerance
polides to protect youth who may be victims of
harassment or bullying.

Suicide. Rates of suicidal thoughts and swuicide
attempts among gay, lesbian, and gender-variant
youth are elevated in comparison with the gen-
eral population.””* The developmental interval
following same-sex experience but before self-
acceptance as gay may be one of especially
elevated risk.”* Suicidal thoughts, depression,
and anxiety are especially elevated among gay
males who were gender-variant as children,®#!
Family connectedness, adult caring, and school
safety are highly significant protective factors
against suicidal ideation and attempts.®

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

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

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

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

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

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

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

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

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

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

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

A majority of children display gender role
behavior that adult caregivers regard as depart-
ing from gender role norms in toy preferences at
least some of the time (demonstrating a differ-
ence between that which is culturally expected
and that which is actualiy statistically normal).”
However, a smaller group of children demon-
strate a consgistent difference in gender role be-
havior from social norms. In different children,
this may be true to varying degrees. In some, it
may involve only a few areas—for example, an
aversion to rough-and-tumble sports in boys, or
tomboyishness in girls. In others, it may involve
several areas, including dress, speech, and use of
social styles and mannerisms. It is important to
distinguish those who display only variation in
gender role behavior {gender nonconformity,
which is not a }5M diagnosis) from those who also
display a gender identity discordant from their
socially assigned birth gender and biological sex
{gender discordance, reflected in the DSM-IV diag-
nosis Gender Identity Disorder when accompanied
by marked gender nonconformity).”

A clinical interview using DSM criteria is the
gold standard for making a DSM diagnosis. In
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some cases of gender role variance, there may be
clinical difficulty distinguishing befween gender
nonconformity and gender discordance—for ex-
ample, there may be clearly marked gender non-
conforming behavior, but ambiguous cross-sex
wishes. To assist clinicians in determining
whether gender discordance is present, in addi-
fion to using clinical interviews, they can con-
sider using structured instruments such as the
Gender Identity Interview for Children,™ the
Gender Identity Questionnaire for Children,®
and the Gender Identity/Gender Dysphoria
Questionnaire for Adolescents and Adults.”® In
using such instruments, clinicians should bear in
mind that the American Psychiatric Association’s
Gender Identity Disorder subworkgroup for
DSM-5 is currently debating areas of controversy
in the diagnostic criteria for GID, including
whether and how the explicit verbalization of
gender discordant wishes should be included
as a criterion, given the difficulty children may
have expressing such wishes in nonaccepting
environments,”

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

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

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

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

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

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

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

For situations in which deferral of sex-
reassignment decisions until adultheod is not clin-
ically feasible, one approach thalt has been de-
scribed in case series is sex hormone suppression
under endocrinological management with psychi-
atric consultation using gonadotropin-releasing
hormone analogues that reversibly delay the

www. Edtis 38175 0s9




Case 9:18-cv-80771-RLR Document 128-7

AACAP OFFICIAL ACTION

Entered on FLSD Docket 10/26/2018 Page 14 of
18

development of secondary sexual characteris-
tics.'® The goals of such treatment are to avoid
distress caused by unwanted secondary sexual
characteristics, to minimize the later need for
surgery to reverse them, and fo delay the need
for treatment decisions until maturity allows the
adolescent to participate in providing informed
consent regarding transition to living as the other
sex. Prospective, case-controlled study of such
treatment to delay puberty has shown some
beneficial effects on behavioral and emotional
problems, depressive symptoms, and general
functioning (although nof on anxiety or anger),
and appears to be well tolerated acutely.'® In
addition, gender discordance is associated with
lower rates of mental health problems when it is
treated in adolescence than when it is treated in
adulthood.'™ Therefore, such treatment may be
in the best interest of the adolescent when all
factors, including reducing psychiatric comor-
bidity and the risk of harm from illicit hormone
abuse, are considered.

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

Principle 8. Clinicians should be prepared to

consult and act as a Haison with schools, com-
munity agencies, and other health care provid-
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ers, advocating for the unique needs of sexual
and gender minority youth and their families.

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

As consultants, mental health professionals
can help to raise awareness of issues affecting
sexual and gender minority youth in schools and
commumities, and advise programs that support

them. Clinicians can consider advocating for pol-

icies and legislation supporting nondiscrimina-
tion against and equality for sexual and gender
minority youth and families, and the inclusion of
related information in school curricula and in
libraries,

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

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

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

The Model Standards Project, published by the
Child Welfare League of America, is a practice tool
related to the needs of EGBT youth in foster care or
juvenile justice systems available at www.cwla.org.'®”
The Standards of Care for Gender Identity Disorders,
including psychiatric and medical care, are pub-
lished by the World Professional Association for

Transgender Health (www.wpath.org).""¢

PARAMETER LIMITATIONS

AACAP Practice Parameters are developed to as-
sist clinicians in psychiatric decision making, These
Parameters are not intended to define the sole
standard of care. As such, the Parameters should
not be deemed inclusive of all proper methods of
care or exclusive of other methods of care directed
at obtaining the desired results. The ultimate judg-
ment regarding the care of a parficular patient mist
be made by the clinician in light of all of the
circurmstances presented by the patient and that
patient’s family, the diagnostic and treatment op-
tions available, and other available resources. &
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"Therapies" to change sexual orientation lack medical
justification and threaten health

Washington, D.C., 17 May 2012 (PAHO/WHO) — Services that purpert to "cure” people with non-heterosexual sexual orientafion
{ack medical justification and represent & serious threat {o the health and well-being of affected people, the Pan American Health
Crganization (PAHO) said in a position statement faunched on 17 May, the International Day against Homaophobia. The statement
calls on governments, academic institutions, professional associations and the media fo expose these practices and to promote

respect for diversity.

Twenty two years ago, on May 17, the World Health Assembly removad homosexuality from the list of mental disorders when it
approved a new version of the World Health Organization's International Classification of Diseases (ICD-10).

"Since homosexuality is not a disorder or a disease, it dees not require a cure. There is no medical indication for changing sexual
orientation,” said PAHC Director Dr, Mirta Roses Periago. Practices known as "reparative therapy” or "conversion therapy” represent

"a serious threat to the health and well-being—even the lives—of affected paople.”

The PAHC statement notes that there is a professional consensus that homosexuality is a natural variation of human sexuality and
cannot be regarded as a pathological condition. However, several United Nations bodies have confirmed the existence of "therapists"

and "clinics" that promote treatment intended to change the sexual orientation of non-heterosexual people.

The document notes that no rigorous scientific studies demonstrate any efficacy of efforts to change sexual orientation. However,
there are many testimonies about the severe harm to mental and physical health that such "services" can cause. Repression of sexual
orientation has been asscciated with feelings of guilt and shame, deprassion, anxiety, and even suicide.

As an aggravating factor, there have been a growing number of reporis about degrading freatments, and physical and sexual
harassment under the guise of such "therapies,” which are often provided illicitly. in some cases, adolescents have been subjected to

such inferventions involuntarily and even deprived of their liberty, sometimes kept in isclation for several months.

"These praciices ara unjustifiable and should be dencunced and subject 1o sanctiens and penalties under national legislation,” said Dr.
Roses. "These supposed conversion therapies constitute a violation of the ethical principies of health care and violate human rights

that are protected by international and regional agreements."

To address the problem, PAHO rmakes a series of recommendations for governmends, academic instisutions, professional

associations, the media, and civil society, including:

&  "Conversion” or "reparative” theraples and the clinics offering them should be dencunced and subject to adeguate
sanctions.

s Public institutions responsible for training health professionals should include courses on human sexuality and sexual health
in their curricula, with a focus on respect for diversity and the elimination of attifudes of patholcgization, rejection, and hate
toward non-heterosexuai persons.

& Professional associations should disseminate documents and resoluticns by national and international instituticns and
agencles that call for the de-psychopathologization of sexual diversity and the prevention of interventions aimed at changing
sexual orfentation.

*  In the media, homophobia in any of its manifestations and expressed by any person should be exposed as a public health

problem and a threat to human dignity and human rights.

Defendant/City of Boca Raton's Trial
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*  Civil society organizations can develop mechanisms of civil vigilance to detsct violatians of the human rights of non-
heterasexual persens and report them te the relsvant authorities. They can also help to identify and report people and
institutions involved in the administration of “reparative” or "conversion therapies."

PAHO, which celebrates its 110th anniversary this year, is the oldest public health organization in the world. It works with its member
countries to improve the health and the quality of life of the people of the Americas. It also serves as the Regional Cffice for the
Americas of WHO.
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The School Counselor and LGBTQ Youth
(Adopted 1995, Revised 2000, 2005, 2007, 2013, 2014, 2016)

American School Counselor Association (ASCA) Position

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

The Rationale

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

The School Counselor’s Role
The school counselor works with all students throngh the stages of identity development and understands this may
be more difficult for LGBTQ youth. Tt is not the school counselor’s role to attempt to change a student’s sexual ori-
entation or gender identity. School counselors recognize the profound harm intrinsic to therapies alleging to change
an individual's sexual orientation or gender identity (SAMHMSA, 2015) and advocate to protect LGBT(Q students
from this harm. School counselors provide support to LGBTQ students to promote academic achievement and
social/emotional development. School counselors are committed to the affirmation of all youth regardless of sexual
orientation, gender identity and gender expression and work to create safe and affirming schools. School counselors:
+ counsel students with feelings about their sexual orientation and gender identity as well as students’ feelings
about the identity of others in an aceepting and nonjudgmental manner
* advocate for equitable educational and extracurricular opportunities for all students regardless of sexual orien-
tation, gender identity or gender expression
» advocate for gender-nonconforming students in regard to access of building facilities (e.g., ensuring a safe envi-
ronment for restroom use and changing) and gender presentation (e.g., wearing a dress or pants for an orches-
tra or vocal performance)
* promote pelicies that effectively reduce the use of offensive language, harassment and bullying and improves cli-
mate
+ address absenteeism, lowered educational aspirations and academic achievement and low psychological well-
being as a result of victimization and feeling unsafe at school {GLSEN, 2012)
« provide a safe space for LGBTQ students and allies such as Gay and Straight Alliance Clubs
* promote sensitivity and acceptance of diversity among all students and staff to include LGBT(Q students and
diverse family systems
+ advocate for the rights of families to access and participate in their student’s education and school activities
without discrimination (GLSEN, 2008)
» support an inclusive curriculum at all grade levels
* model language that is inclusive of sexual orientation and gender identity
« advocate for adoption of school policies addressing discrimination and promoting violence-prevention pro-
grams to create a safe and supportive school environment (Robinson & Hspelage, 2012)
+ support students in addressing possible discrimination by staff’ members
» encourage staff training on inclusive practices, creating an affirming school environment, accurate information
and risk factors for LGBTQ students (Russell et al. 2010)
* know the impact of family acceptance on student well-being and ability to thrive (Ryan, 2014)
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* support families whose children are coming out by helping them navigate these important developmental mile-
stones in ways that protect LGBTQ students from harm and help families stay together (Ryan, 2014)

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

Summary

School counselors promote affirmation, respect and equal opportunity for all individuals regardless of sexual orien-

tation, gender identity or gender expression. Schoo! counselors promote awareness of and education on issues related

to LGBTQ students and encourage a safe and affirming school environment. School counselors work to eliminate

barriers impeding student development and achievement and are committed to the academic, career and socialfernao-

tional development of all students,
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Executive Summary

Lesbian, gay, bisexual, and transgender youth, and
those who are guestioning their sexual orientation
or gender identity (L(GBTQ youth) experience
significant health and behavioral health disparities.
Negative social attitudes and discrimination
related to an individual’s LGBTQ identity can
contribute to these disparities, and may result

in institttional, interpersonal, and individual
stressors that affect mental health and well-being.
(Bockting, Miner, Swinburne Romine, Flamilton,
& Coleman, 2013; Meyer, 2003). This stress,

as well as limited opportunities for support, are
encountered by sexual and gender minovity'youth
in their families, communities, and school settings.
Additionatly, some transgender youth experience
gender dysphoria — psychological distress due to
the incongruence between one’s body and gender
identity (Coleman et al., 2012).

SAMHSA is commiited to eliminating health
disparities facing vulnerable communities, including
sexual and gender minority communities. One

key factor to preventing these adverse outcomes is
posifive family (including guardians and caregivers)
and community engagement and appropriate
interventions by medical and behavioral health

care providers. Supporting optimal development

of children and adolescents with regard to sexual
orientation, gender identity, and gender expression
is vital to ensuring their health and well-being.

The purpose of this report, Ending Conversion
Therapy: Supporting and Affirming LGBIO outh,
is to provide mental health professionals and
families with accurate information about effective
and ineffective therapeutic practices related to
children’s and adolescent’s sexual orientation and
gender identity. Specifically, this report addresses
the issue of conversion therapy for minors. The
conclusions in this report are based on professional
consensus statements arrived at by experts in the
field. Specifically, conversion therapy—efforts to
change an individual’s sexual orientation, gender
identity, or gender expression®*—is a practice

that is not supported by eredible evidence and

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

Key Findings

This report and its recommendations are based

on consensus statements developed by experts

in the field after a carefil review of existing

reseatch, professional health association reports

and summaries, and expert clinical guidance. The
consensus statements highlight areas of the ethical
and scientific foundations most relevant to the practice
of conversion therapy with minors. A full list of the
consensus statements is found in the body of this
report; key statements that form the underpinnings of
the guidance in this report are provided here.

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

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

» Interventions aimed at a fixed outcome,

such as gender conformity or heterosexual
orfentation, including those aimed at changing
gender identity, gender expression, and sexual
orientation are coercive, can be harmful,

and should not be part of behavioral health
treatment. (American Psychiatric Association,
2013b; American Psychological Association,
2010; National Association of Social Workers,
2008).

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 1
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Understanding Sexual Orientation
and Gender Identity in Children
and Youth

Behavioral health providers, parents, schools, and
communities can best provide support to children,
adolescents, and their families when they have
access to the most current information about sexual
arientation, gender identity, and gender expression
in youth. The following overview presents the best
current evidence regarding understandings of child
and adolescent sexual orientation, gender identity,
and gender expression.

Sexuality occurs across a continuum, same-gender
attraction and relationships are normal variations of
human sexuality (Diamond, 2015; Vrangalova &
Savin-Williams, 2012}, Similarly, a gender identity
that is incongruent with assigned sex at birth, as
well as a gender expression that diverges from
stereotypical cultural norms for a particular gender,
are normal variations of human gender (American
Psychological Association, 2015a; Knudson, De
Cuypere, & Bockting, 2010). Being a sexual or
gender minority, or identifying as LGBTQ, is not
pathological (American Psychological Association,
2015a; APA Task Force on Gender Identity and
Gender Variance, 2009; Coleman et al., 2012).

There is not a single developmental frajectory

for either sexual minority or gender minority
youth, Compared to the 20" century, in the 21
century, youth started realizing and disclosing a
minority sexual orientation and/or identifying as
lesbian, gay, or bisexual at younger ages than in
previous generations (Diamond & Savin-Williams,
2000; Floyd & Bakeman, 2006; Grov, Bimbi,
Nanin, & Parsons, 2006; R. C. Savin-Williams,
2001). Though aspects of sexuality are displayed
beginning in infancy, little is known about

sexual orientation among pre-pubertal children
{Adelson & American Academy of Child and
Adolescent Psychiatry (AACAP) Committee on
Quality Issues (CQD), 2012}, Children. are rarely
if ever distressed about their current or future
sexual orientation; more commonly, parents and
guardiang are distressed about a child’s perceived
current or future sexual orientation and seek the

76
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assistance of behavioral health providers (American
Psychological Association, 2009). Sexual minority
adolescents face the same developmental tasks that
accompany adolescence for all youth, including
sexual orfentation identity development. Unlike
those with a heterosexual crientation, however,
adolescents with a minority sexual orientation

must navigate awareness and acceptance of a
socially marginatized sexual identity; potentially
without family, community, or societal support. In
comparison with their heterosexual counterparts,
sexual minority adolescents are at increased risk for
psychological distress and substance use behaviors,
including depressive symptoms, increased rates

of substance use and abuse, suicidal ideation

and attempts, as well as increased likelihood

of experiencing victimization, violence, and
homelessness (Corliss et al., 2010; Friedman et al.,
2011; Goldbach, Tanner-Smith, Bagwell, & Dunlap,
2014; Hatzenbuehler, 2011; Institute of Medicine,
2011; Kann et al., 2011; Marshal et al., 2011;
Russell, 2003). Supportive families, peers, and
school and community environments are associated
with improved psychosocial outcomes for sexual
minority youth (Bouris et al., 2010; Kosciw,
Greytak, Palmer, & Boesen, 2014; Lease, Horne, &
Noffsinger-Frazier, 2003).

Gender development begins in infancy and
continues progressively throughout childhood.
Gender diversity or signs of gender dysphoria may
emerge as early as a child’s preschool years, or as
late as adolescence (Cohen-Kettenis, 2005). For
many gender minority children, gender dysphoria
will not persist, and they will develop a cisgender
identity in adolescence or adulthood; & majority

of these children will identify as lesbian, gay, or
bisexual in adulthood (Bailey & Zucker, 1995;
Drescher, 2014; Leibowitz & Spack, 2011; Wallien
& Cohen-Kettenis, 2008). Whether or not these
individuals continue to have a diverse gender
expression is unknown. For other gender minority
children, gender dysphoria will persist and usually
worsen with the physical changes of adolescence;
these youth generally identify as transgender {or
another gender identity that differs from their
assigned sex at birth) in adolescence and adulthood
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{Byne et al., 2012; Coleman, et al., 2012). For still
another group, gender dysphotia emerges in post-
puberty without any childhood history of gender
dysphatia gender diversity (Edwards-Leeper &
Spack, 2012). Gender dysphoria that worsens with
the onset of puberty is unlikely to remit lafer in
adolescence or adulthood, especially among youth
with a childhood onset, and long-term identification
as transgender is likely {American Psychological
Association, 2015a; American Psychological
Association, 2008; Byne, et al., 2012).

While most adolescents with gender dysphoria

- seore within normal ranges on psychological tests
{Cohen-Kettenis & van Goozen, 1997; de Vries,
Doreleijers, Steensma, & Cohen-Kettenis, 2011;
Smith, van Goozen, & Cohen-Kettenis, 20013, some
gender minority children and adolescents have
elevated risk of depression, anxiety, and behavioral
issues. These psychosocial issues are [ikely related
{0 if not caused by negative social attitudes or
rejection (Vance, Fhrensaft, & Rosenthal, 2014).
As with sexual minority adolescents, other
issues of clinical relevance for gender minority
adolescents include increased risk of experiencing
victimization and violence, suicidal ideation and
atternpts, and homelessness (Coleman, et al., 2012;
Garofalo, Deleon, Osmer, Doll, & Harper, 2000;
Institute of Medicine, 201 1; Mustanski, Garofalo,
& Bmerson, 2010; Simons, Leibowitz, & Hidalgo,
2014). Improved psychosocial outcomes are seen
among youth when social supports are put in place
to recognize and affirm gender minority youth’s
gender identities (Vance, et al., 2014).

Therapeutic Efforts with Sexual
and Gender Minority Youth*

Given the professional consensus that conversion
therapy efforts are inappropriate, the following
behavioral health approaches are consistent with the
expert consensus statements and current research,
and are recommended by professional associations
{(American Psychological Association, 201 5a; APA
Task Force on Appropriate Therapeutic Responses
to Sexual Orientation, 2009; Byne, et al., 2012).
‘When providing services to children, adolescents,
and families, appropriate therapeutic approaches

Ending Conversion Therapy: Supporting and Affitming LGBTQ
1

include: providing accurate information on the
development of sexual orientation and gender
identity and expression; increasing family and
school support; and reducing family, community,
and social rejection of sexual and gender minority
children and adolescents. Approaches should be
client-centered and developmentally-appropriate
with the goal of treatment being the best possible
level of psychological functioning, rather than

any specific gender identity, gender expression,

or sexual orientation. Appropriate therapeutic
approaches with sexual and gender minority youth
should include a comprehensive evaluation and
focus on identity development and exploration
that altows the child or adolescent the freedom of
self-discovery within a context of acceptance and
support. It is important to identify the sources of any
distress experienced by sexual and gender minority
youth and their families, and work to reduce this
distress. Working with parents and guardians is
important as parental behaviors and attitudes have
a significant effect on the mental health and well-
being of sexual and gender minority children and
adolescents. School and community irderventions
may also be necessary and appropridte.

In addition to the appropriate therapeutic
approaches described above — comprehensive
evatuation, support in identity exploration and
development without an a priori goal of any
particular gender identity or expression, and
facilitation of family and community support

— social transition and medical intervention are
therapeutic approaches that are appropriate for
some gender minority youth. Careful evaluation
and developmentally-appropriate informed consent
of youth and their families, including a weighing
of potential risks and benefits are vital when
considering medical intervention with gender
minority youth.

Eliminating the practice of conversion therapy

with sexual and gender minority minors is

an important step, but it will not alleviate the
myriad of stressors they experience as a result of
interpersonal, institutional, and societal bias and
discrimination against sexual and gender minorities.

Youth e= 3
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LGBTQ youth still need additional support to
promote positive development in the face of such
stressors, Supportive family, community, school,
and health care environments have been shown to
have great positive impacts on both the short- and
long-term health and well-being of LGBTQ youth.
Families and others working with LGBTQ children
and adolescents can benefit from guidance and
resources to increase support for sexual and gender
minority minors and to help facilitate the best
possible outcomes for these youth.

Ending the Use of Conversion
Therapy for Minors

(Given that conversion therapy is not an appropriate
therapeutic intervention; efforts should be taken
to end the practice of conversion therapy. Efforts
to end the practice have included policy efforts to
reduce the negative attitudes and discrimination
directed at LGBTQ individuals and families;
affirmative public information abowt LGBTQ
individuals, particularly directed at families and
youth; resolutions and guidelines by professional
associations to inform providers that conversion
efforts are inappropriate and to provide guidance
on appropriate interventions; and, state and federal
legislation and legal action to end the practice of
conversion therapy. Future efforts may include
[improved provider training, federal regulatory
action, advancement of fegislation af the state

and federal fevel, and additional activities by the
Administration, which issued a public statement
supporting efforts to ban the use of conversion
therapy for minors in the spring of 2015.
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Introduction

This report, Ending Conversion Therapy:
Supporting and Affirming LGBTQ  outh, provides
an overview of the current state of scientific
understanding of the development of sexual
orientation and gender identity in children and
adolescents as well as the professional consensus
on clinical best practices with these populations.
Specifically, this report addresses the issue of
conversion therapy for minors. Conversion
therapy—efforts to change an individual’s sexual
orientation, gender identity, or gender expression®—
is a practice that is not supported by credible
evidence, and has been disavowed by behavioral
health experts and associations. Importantly,

this report also provides a nuanced overview of
appropriate supportive interventions to assist
families in exploring the sometimes difficult issues
associated with sexual orientation, gender identity,
and gender expression.

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

In addition, this report highlights areas of
opportunity for future research, and provides an

overview of mechanisms fo eliminate the use of

harmful therapies. In an effort to provide useful

tools for families, practitioners, and educators, the
- report also provides resources on several topics,

including: Family and Community Acceptance

Entered on FLSD Docket 10/26/2018 Page 15 of
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School-Based Issues, Pediatric Considerafions,

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

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

to take actions that will reduce the health risks and
disparities facing this vulnerable population

SAMEHSA’s mission is to improve the behavioral
health of the nation. As such, SAMHSA endeavors
to improve public health and eliminate health
disparities facing all vulnerable communities,
including sexuai and gender minority
populations.’As will be addressed in detail beiow,
conversion therapy perpetuates outdated pender
roles and negative stereotypes that being a sexual
or gender minority or identifying as LGBTQ is

an abnormal aspect of human development. Most
importantly, it may put young people at risk of
serious harm. This report is one of many steps
SAMHSA. is taking to improve the health and well-
being of sexual and gender minority children and
yotuth.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 7
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Professional Consensus Process

In early April 2015, representatives from
SAMHSA and APA agreed to collaborate to
address the concerns of professional associations,
policy makers, and the public regarding efforts

to change gender identity and sexual orientation

in children and adolescents (also referred to as
conversion therapy). Through the support of the
Federal Agencies Project, APA hosted an expert
consensus canvening on this topic in July 2015,
which significantly informed this report, The
research overview and clinical expertise highlighted
throughout serve as the foundation from which the
consensus statements were developed. Both the
process of achieving consensus and the results of
the meeting are published below.

APA initially developed a list of the areas of
expertise to be used in identifying potential experts
to participate in the consensus panel based on
existing professional guidelines and resolutions
related to sexual orientation, gender identity, and
gender expression, as well as published research.
APA solicited nominations from specialists in the
field with expertise in gender, sexuality and sexual
orientation, child and adolescent development

and mental health, and the psychology of religion.
Additionally, APA solicited nominations from
professional associations representing the major
mental health and health professions. Using the
input received from these sources, APA extended
invitations to a short list of highly recommended
group of experts, This initial expert pool nominated
additional experts based on their assessment of
the expertise needed to achieve the goals of the
meeting. The final panel of 13 experts consisted

of ten psychologists, two social workers, and

one psychiatrist. These individuals inciuded
researchers and practitioners in child and adolescent
mental health with a strong background in gender
development, gender identity, and sexual orientation
in children and adolescents. The panel also included
experts with a background in family therapy, ethics,
and the psychology of ieligion. Among others, the
panel included: Sheri Berenbaum, PhD; Celia B.

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

Based on published literature on consensus
methods, APA developed an iterative process that
culminated in a two-day meeting in Washington,
DC on July 7 and 8, 2015. During the meeting,
panelist-led discussions considered the relevant
research, professional guidelines and clinical
knowledge-base for each of the topics. The

panel developed consensus statements on sexual
orientation change efforts as well as gender identity
change efforts in children and adolescents for each
of the relevant developmental stages: pre-pubertal
children, peri-pubertal adolescents, and pubertal and
post-pubertal adolescents.

Panelists agreed that unanimous consensus was

a strong priority, but that if unanimity could not

be reached, 80 percent support would consitute
consensus, The panelists also agreed that minority
opinions should be reflected in the record if any
dissenting expert wished to issue such an opinion.
Unanimous consensus was reached in nearly all
instances. No dissenting opinions were formally
registered. The statements of professional consensus
are printed in Secfion 3 of this report.

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

_: developed a Statemenf regardmg the gwa’mg human nghts and Sczenrf ¢ prmcwles
- provid 'afoundatzon For behavwml healfh professzonals work n z‘hzs areq.’

Guiding Principles

Behavioral health professionals respect human dignity and rights. The foundational ethical principle of
“self-determination” requires that children and adolescents be supported in their right to explore, define,
and articulate their own identity. The principles of “justice” and “beneficence and nonmaleficence” require
that all children and adolescents have access to behavioral health treatments that will promote their health
and welfare, Children and adolescents have the right to participate in decisions that affect their treatment
and future. Behavioral health professionals respect human diversity and strive to incorporate multicultural
awareness into their work.

These guiding principles are based upon the cades of ethics for the professional fields of Psychology,
Psychiatry, and Social Work (American Psychiatric Association, 2013b; American Psychological
Association, 2010; National Association of Social Workers, 2008).

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

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

3. Interventions aimed at a fixed outcome, such as gender conformity or heterosexual orientation,
including those aimed at changing gender identity, gender expression, and sexual orientation ate
coercive, can be harmful, and should not be part of behavioral health treatments, Directing the
child to be comforming to any gender expression or sexual orientation, or directing the parents
to place pressure for specific gender expressions, gender identities, and sexual orientations are
inappropriate and reinforce harmful gender and sexual orientation stereotypes.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 11
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1. Same-gender sexual identity, behavior, and attraction are not mental disorders. Same-gender
sexual attractions are part of the normal spectrum of sexual orientation. Sexual orientation
change in children and adolescents should not be a goal of mental health and behavioral
interventions.

2. Sexual minority children and adolescents are especially vulnerable populations with unique
developmental tasks who lack protections from involuntary or coercive treatment, and whose
parents and guardians need accurate information to make informed decisions about behavioral

health treatment,

3. There is a lack of published research on efforts to change sexual orientation among children and
adolescents; no existing research supports that mental health and behavioral interventions with
children and adolescents alter sexual orientation. Given the research on the secondary outcomes
of such efforts, the potential for risk of harm suggests the need for other models of behavioral
health treatment.

4. Behavioral health professionals provide accurate information on sexual orientation, gender
identity, and expression; increase family and school support; and, reduce rejection of sexual
minority youth. Behavioral health practitioners identify sources of distress and work to reduce
distress experienced by children and adolescents. Behavioral health professionals provide efforts
to encourage identity exploration and integration, adaptive coping, and family acceptance to
improve psychological well-being.

Consensus on the Overall Phenomena of Gender Identity and Gender
Expression

1. Variations in gender identity and expression are normal aspects of human diversity and do
not constitute a mental disorder. Binary definitions of gender may not reflect emerging gender
identities.

2. Pre-pubertal children and peri-pubertal adolescents who present with diverse gender expressions
or gender dysphoria may or may not develop a transgender identity in adolescence or adulthood.
In pubertal and post-pubertal adolescents, diverse gender expressions and transgender identity
usually continue into adulthood.

12 ,
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Consensus on Efforts to Change Gender Identity

3. There is a lack of published research on efforts to change gender identity among children and
adolescents; no existing research supports that mental health and behavioral interventions with
children and adolescents alter gender identity.

4, Itis clinically inappropriate for behavioral health professionals to have a prescriptive goal related
to gender identity, gender expression, or sexual orientation for the ultimate developmental
outcome of a child’s or adolescent’s gender identity or gender expression.

5. Mental health and behavioral interventions aimed at achieving a fixed outcome, such as gender
conformity, including those aimed at changing gender identity or gender expression, are coercive,
can be harmful, and should not be part of treatment. Directing the child or adolescent to conform
to any particular gender expression or identity, or directing parenis and guardians to place
pressure on the child or adolescent to conform to specific gender expressions and/or identities, is
inappropriate and reinforces harmful gender stereotypes.

Consensus on Appropriate Therapeutit: Intervention for Youth with
Gender-Related Concerns

6. Children and adolescents experiencing gender-related concerns are an especially vulnerable
population with unique developmenta] tasks. Parents and guardians need accurate scientific
information to make informed decisions about appropriate mental heatth and behavioral
interventions, including whether or not to initiate a social gender transition or, in the case of peri-
pubertal, pubertal, and post-pubertal adolescents, medical intervention. Treatment discussions
should respect the child’s and adolescent’s developing autonomy, recognizing that adolescents are
still transitioning into adult decision-making capacities,

7. Approaches that focus on developmentally-appropriate identity exploration, integration, the
reduction of distress, adaptive coping, and family acceptance to improve psychological well-
being ate recommended for children and adolescents of all ages experiencing gender-related
CONCErns.

Pre-Pubertal Children

8. Gender expression and gender identity are interrelated and difficult to differentiate in pre-
pubertal children, and are aspects of identity that develop throughout childhood. Therefore, a
detailed psychological assessment should be offered to children and families to better understand
the present status of a child’s gender identity and gender expression, as well as any associated
distress.
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Peri-Pubertal Adolescents

9

For peri-pubertal adolescents, the purpose of pubertal suppression is to provide time to support
identity exploration, to alleviate or avoid potential distress associated with physical maturation
and secondary sex characteristics®, and to improve future healthy adjustment. If pubertal
suppression is being considered, it is strongly recommended that parents or guardians and
medical providers obtain an assessment by a licensed behavioral health provider to understand
the present status of a peri-pubertal adolescent’s gender identity or gender expression and
associated distress, as well as to provide developmentally-appropriate information to the peri-
pubertal adolescent, parents or guardians, and other health care professionals involved in the
peri-pubertal adolescent’s care. The purpose of the assessment is to advise and inform treatment
decisions regarding pubertal suppression after sharing details of the potential risks, benefits, and
implications of pubertal suppression, including the effects of pubertal suppression on behavioral
health disorders, cognitive and emotional development, and future physical and sexual health.

Pubertal and Post-Pubertal Adolescents

10. Decision-making regarding one’s developing gender identily is a highly individualized process

14 -

and takes many forms. For pubertal and post-pubertal adolescents, if physical gender transition
(such as hormone therapy or gender affirming surgeries) is being considered, it is strongly
recommended that adolescents, parents, and providers obtain an assessment by a licensed
behavioral health provider to understand the present status of an adolescent’s gender identity
and gender expression and associated distress, as well as to provide developmentally-appropriate
information to adolescents, parents or guardians, and other health care professionals involved in
the pubertal or post-pubertal adolescent’s care. If physical transition is indicated, the potential
risks, benefits, and implications of the transition-related procedures being considered — including
the effects on behavioral health disorders, cognitive and emotional developntent, and potentially
irreversible effects on physical health, fertility, and sexual health — are presented to the adolescent
and parents or guardians.

Withholding timely physical gender (ransition interventions for pubertal and post-pubertal
adolescents, when such interventions are clinically indicated, prolongs gender dysphoria and
exacerbates emotional distress.
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Research Overview

Sexual QOrientation

Sexual orientation is a multidimensional construct
that consists of sexual identity, sexual and romantic
attraction, and sexual behavior. Great shifts in the
understanding of sexual orientation have occurred
over the past century (Herek, 2010). Though a
minority sexual orientation was once considered
abnormal or 2 medical problem, scientists now
understand that sexuality occurs on a continuum
and variations in sexual orientation are part of

the normal range of human sexuality (American
Psychological Association, 2009; Diamond, 2015;
Vrangalova & Savin-Williams, 2012). In 1973,
homaosexuality was removed as a diagnostic
category in the Diagnostic and Statistical Manual
of Mental Disorders with a declaration of support
for the civil rights of lesbian, gay, and bisexual
people from the American Psychiatric Association.
Many health organizations followed suit in passing
resolutions that affirmed their support for the

civil rights of leshian, gay, and bisexual people,
including the American Psychological Association,
the National Association for Social Workers, the
American Counseling Association, the American
Medical Association, the American Psychoanalystic
Association, and the American Academy of
Pediatrics. In 1992, the World Health Organization
removed homosexuality from the International
Classification of Diseases (Nakajima, 2003; World
Health Organization, 1992.

Gender

Gender is a ubiquitous and multi-faceted social
category. When discussing the concept of gender,
scientists distinguish between biological sex, gender
identity, and gender expression. Biological sex
refers to one’s physical sex characteristics (Hughes,
Houk, Ahmed, & Lee, 2006). Infants’ biological
sex is labeled at birth, almost always basad solely
on external genital appearance; this is referred to

as one’s assigned sex at birth®®. Gender identity
refers to a person’s deeply felt, inherent sense of
being a girl, woman or female; a boy, a man or
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male; a blend of male or female; or an alternative
gender (Bethea, 2013; Institute of Medicine, 2011).
Gender expression refers to the ways a person
communicates their gender within a given culture,
including clothing, communication patterns, and
interests; a person’s gender expression may or may
not be consistent with socially prescribed gender
roles or assigned sex at birth, and may or may

not reflect his or her gender identity (Ametican
Psychological Association, 2008).

Similar to sexual orientation, significant changes
have occurred over time in the scientific
understanding of gender. Though one’s biological
sex, gender identity, and gender expression are
distinct constructs, society expects that they will
align, and for most individuals this is true — that is,
most individuals who are assigned female at birth
identify as girls or women and adopt a feminine
gender expression, while most individuals who are
assigned male at birth identify as boys or men and
adopt a masculine gender expression"(American
Psychological Association, 2013a). However, for
some individuals, these constructs do not align. The
term transgender refers to individuals whose gender
identity is not consistent with their sex assigned

at birth. The term gender diverse (or gender
nonconforming) refers to individuals whaose gender
expression does not conform to the stereotypical
norms in their culture for their assigned sex at birth,
Research in recent decades has also challenged

the perception of gender as a binary construct

with mutually exclusive categories of male or
female, boy or girl, man or woman (American
Psychological Association, 2015a; Steensma,
Kreukels, de Vries, & Cohen-Kettenis, 2013). It
has also often been assumed that one’s gender
identity — that is, the deeply felt, inherent sense of
one’s gender — always aligns with sex assigned as
birth (American Psychological Association, 2015a),
Scientists now recognize that a wide spectrum of
gender identities and gender expressions exist (and
have always existed), including people who identify
as either man or woman, neither man nor woman,
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a blend of man and woman, or a unique gender
identity (Harrison, Grant, & Herman, 2012; Kuper,
Nussbaum, & Mustanski, 2012},

Furthermore, scientists and clinicians now
understand that identifying with a gender that does
not align with sex assigned at birth, as well as a
gender expression that varies from that which is
stereotypical for one’s gender or sex assigned at
birth, is not inherently pathological (American
Psychological Association, 2015a; Coleman, et al.,
2012; Knudson, De Cuypere, & Boclting, 2010)
and does not always require clinical attention
(Steensma, Kreukels, et al., 2013). However, people
may experience distress associated with discordance
between their gender identity and their body or sex
assigned at birth (i.e., gender dysphoria) as well
distress associated with negative social attitudes
and discrimination (Coleman, et al., 2012). This
paradigmatic shift in the understanding of diverse
gender identities and expressions was reflected

in the replacement of Gender Identity Disorder
with Gender Dysphoria in the 2013 edition of

the Diagnostic and Statistical Manual of Mertal
Disorders (American Psychiatric Association,
20134a). The diagnosis of Gender Dysphaoria,
which is marked in children and adolescents by
clinically significant distress encountered by the
discordance between biological sex and gender
identity that disrupts school or social functioning,
depathologizes diverse gender identities and
expressions, instead focusing on the potential
psychosocial challenges associated with gender
diversity (American Psychiatric Association, 2013a;
Simons, et al., 2014; Vance, et al., 2014).

Sexual Orientation and Gender in
Childhooad

Sexual Crientation in Childhood

Sexual orientation, as usually conceptualized,
begins at ar near adolescence with the development
of sexual feelings (APA Task Force on Appropriate
Therapeutic Responses to Sexual Orientation,
2009). While children display aspects of sexuality
from infancy, and almost universally develop sexual
feelings by adolescence or earlier, the limited
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research focused on children’s sexuality generally
does not assess sexual orientation (Adelson &
AACAP CQI, 2012). Therefore, little is known
about sexual orientation in pre-pubertal children,
and no direct research on sexual orientation in
pre-pubertal children has been conducted. Studies
that have retrospectively asked lesbian, gay, and
bisexual adults about their childhood experiences
have reported that LGB adults often deseribe having
had same-gender emotional and sexual feelings and
attractions from childhood or early adolescence;
many recall a sense of being different even earlier
in childhood (APA Task Force on Appropriate
Therapeutic Responses to Sexual Orientation,
2009).

Gender Identity and Gender Expression in
Childheood

Gender-related development begins in infancy and
continues progressively throughout childhood.
Research has focused on three key concepts: gender
constancy, gender consistency, and gender identity.
On average, children develop gender constancy —
stability across time in identification of their gender
— between ages 3 to 4 (Kohlberg, 1966) and gender
congistency — recognition that gender remains

the same across situations — between ages 4 to 7
(Siegal & Robinson, 1987). The development of
gender identity appears to be the result of 2 complex
interplay between biological, environmental, and
psychological factors (Steensma, Kreukels, et af.,
2013). For most people, gender identity develops

in alignment with one’s sex assigned at birth,
Howaever, for some individuals, gender identity
may not align with one’s assigned sex at birth, and
the period during which gender identity is clarified
and solidified is unclear (Diamond & Butterworth,
2008; Steensma, Kreukels, et al., 2013). There is no
single trajectory of gender identity development for
gender minority children.

Itis important to note that research on gender
identity issues among children is largely clinical in
nature and focuses on the treatment and intervention
of Gender Dysphoria and, previousky, Gender
Identity Disorder’*(APA Task Force on Gender
Identity and Gender Variance, 2009). Though there
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have been no epidemiological studies to determine
the prevalence of gender diverse and transgender
children or adolescents, there has been a notable
increase in the mamber of gender minority youth
presenting to specialty gender clinics in the past
decade (Vance, et al., 2014). Recent evidence
indicates that as a culfure becomes motre supportive
of gender diversity, more children are affirming a
transgender identity or diverse gender expressions
(Vanee, et al., 2014).

Some gender non-conforming children experience
significant distress, currently termed gender
dysphoria. Signs of gender dysphoria may emerge
as early as the preschool years; children as young
as two years may indicate that they want to be
another gender, express dislike for the gender
associated with their sex assigned at birth, express
anatomic dysphoria, and state that they want to

be another gender as soon as they can express
language (Cohen-Kettenis, 2005). For most gender
minority children, gender dysphoria does not
persist through adolescence. Existing research
suggests that between 12 percent and 50 percent
of children attending a specialty clinic for gender
dysphoria may peisist in their identification

with a gender different than sex assigned at

birth into late adolescence and young adulthood
{Drummond, Bradley, Peterson-Badali, & Zucker,
2008; Steensma, McGuire, Kreukels, Beekman, &
Cohen-Kettenis, 2013; Wallien & Cohen-Kettenis,
2008). These studies were based on clinical
samples of youth and many of the researchers
categorized youth no longer aftending the clinies
(whose gender identity may be unknown) as no
longer gender dysphoric, and so this research
likely underestimates the percentage of youth who
persist with a cross-gender or transgender identity
(American Psychological Association, 2015a).

The fact that a large proportion of gender minority
children do eventually develop a gender identity
consistent with their sex assigned at birth has been
viewed as evidence of the malleability of gender
identity (Zucker, 2004; Zucker & Bradley, 1995).
However, this conclusion has been challenged in
recent years by some scholars. These researchers
and clinicians have pointed out that the diagnostic

criteria for Gender Dysphoria (and, previously,
Gender Identity Disorder) in Childhood includes
indicators that might denote gender dysphoria or
gender identity, bat might also simply be markers of
diverse gender expression (for example, children’s
play preferences; Steensma, Biemond, de Boer,

& Cohen-Kettenis, 2011; Steensma, McGuire, et
al., 2013). These scholars have suggested that the
inclusion in study samples of many children with
diverse gender expressions who may not have
gender dysphoria could explain the large proportion
of gender minerity children who eventually do not
meet the diagnostic criteria in adolescence (Hidalgo
et al., 2013; Wallien & Cohen-Kettenis, 2008).

One of gender’s greatest complexities is that

some people never identify with the sex they

were assigned at birth, some people consistently
identify with the sex they were assigned at birth,
and still others vary over time. Gender minority
children follow two trajectories™: On the first,
children will experience gender dysphoria through
adolescence and adulthood (unless dysphoria is
mitigated through social or medical transition)

and will identify as transgender ot as a gender
different from that assigned at birth. On the other
trajectory, gender minority children will develop to
be cisgender individuals, i.e., they will eventually
identity with a gender consistent with their sex
assigned at birth (Simons, et al., 2014). Gender
minority children who eventually develop a
cisgender identity are more likely to identify as
lesbian, gay, or bisexual in adolescence and young
adulthood (Bailey & Zucker, 1995; Drescher,
2014; Leibowitz & Spack, 2011; Wallien & Cohen-
Keitenis, 2008). Tt is unknown whether gender
minority children who develop a cisgender identity
continue to express their gender in ways that do
not conform to stereotypical gender norms, as this
has not been studied. No prospective data exist on
factors that might predict for any particular child
which trajectory they will follow. There is, however,
recent retrospective evidence identifying factors that
are more common among children who eventually
identify ag transgender: early cognitive (“I am

a girl™) rather than affective (“I feel like a girl”)
assertion of gender; consistent and firm gender-
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fluid or gender-crossing expressions and identity;
and distress about the incongruence betweern their
physical sex characteristics and affirmed gender
{Steensma, Biemond, de Boer, & Cohen-Kettenis,
2011, Steensma, McGuire, et al., 2013; Vance, et
al,, 2014).

Clinical Issues in Childhood

Researchers have not systematically investigated
whether children experience distress related to their
sexual orientation. No published research suggests
that children are distressed about their sexual
orientation. When pre-pubertal children are referred
to behavioral health professionals for concerns
related to sexual orientation, such referrals are
often precipitated by a parent or guardian’s concern
or distress about a child’s behavior — generally,

a failure to conform to stereotypical gender role
behaviors — and possible future sexual orientation
{APA Task Force on Appropriate Therapeutic
Responses to Sexual Orientation, 2009). Research
has shown that gender diverse children who develop
a cisgender identity do have a higher likelihood of
identifying as a sexual minority in adulthood, and
that some (but not all) sexual minority adults recall
gender nonconforming behaviors in childhood
{APA Task Force on Appropriate Therapeutic
Responses to Sexual Orientation, 2009). It is
unknown whether cisgender lesbian, gay, and
bisexual adults who were treated by behavioral
heaith providers as youth experienced distress
related to their gender nonconformity (APA Task
Force on Appropriate Therapeutic Responses to
Sexual Orientation, 2009).

Gender minority children are not a monolithic

" group: some gender diverse children are distressed,;
while others are not distressed, but may be referred
for mental health care because of parental concerns
related to their gender or perceived future sexual
arientation. Among those who ate distressed, the
source of distress varies. Some gender diverse
children are distressed by their primary sex
characteristics or by the anticipation of future sex
characteristics, while others are not (Coleman,
etal., 2012; Vance, et al., 2014). In addition to
anatomical dysphoria, children’s feclings of gender
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typicality, gender contentedness, and pressure to
conform to stereotypical gender norms also appear
related to children’s psychosocial adjustment.
Researchers have reported on the relationships
between these various components of gender
identity and indicators of children’s psychosocial
adjustment, such as self-esteem, internalizing and
externalizing problems, and social competence
with peers (Carver, Yunger, & Perry, 2003; Egan &
Perry, 2001; Yunger, Carver, & Perry, 2004),

Gender minority children, on average, have poorer
relationships with parents (Adelson & AACAP
CQI, 2012; Alanko et al., 2009) and peers (Smith
& Leaper, 2006; Zucker, 2005), experience high
rates of mistreatment from peers (D’ Augelli,
Grossman, & Starks, 2006), and are at increased
risk of physical and sexual abuse in childhood,

as compared to their gender conforming peers
(Roberts, Rosario, Corliss, Koenen, & Austin,
2012). Clinical samples of gender minority
children with gender dysphoria have increased
rates of internalizing disorders, such as depression
and anxiety (de Vries, et al,, 2011; Spack et al.,
2012} and behavioral problems (Simons, et al.,
2014; Zucker, 2004), as compared to the general
population of children. Behavioral issues among
those with gender dysphoria increase with age;
poor peer relations explain most of the variance in
behavioral problems among children with gender
dysphoria (Zucker, 2004). Negative social attitudes
or refection are likely related if not the direct causes
of these psychological difficulties (Vance, et al.,
2014). Additionally, autism spectrum disorders
appear to occur more commonly among clinical
samples of children with gender dysphaoria than
among children in the general population, though
the reasan for this increased co-occurrence, and
whether this increased co-occurrence also occurs
outside of clinic populations, is not fully understood
(de Vries, et al., 2010; Edwards-Leeper & Spacl,
2012).
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Sexual Orientation and Gender in
Adolescence

Sexual Orientation in Adolescence

Significant physical, cognitive, and social
development occurs during adolescence. Sexual
minority adolescents face the same developmental
tasks that accompany adolescence for all youth,
including sexual identity development. Unlike
those with a heterosexual orientation, however,
adolescents with a minority sexual orientation
must navigate awareness and acceptance of a
socially marginalized sexual identity; potentially
without family, community, or societal support.
Various factors affect the trajectory of development
related to sexual orientation, and there isnot a
single or simple trajectory experienced by all
individuals {Diamond, 2006, 2008; Diamond &
Savin-Williams, 2000; Dube & Savin-Williams,
1999; Horowitz & Newcomb, 2001). In a large
prospective cohort study of adolescents living
throughout the U.S., 12 percent of males and 22
percent of females at one point indicated a minority
sexual orientation identity (i.e., mostly heterosexual,
bisexual, mostly homosexual, or completely
homosexual; Ott, Corliss, Wypij, Rosario, & Austin,
2010y, Compared to earlier cohorts, today’s sexual
minority adolescents are developing an awareness
of their sexual orientation and disclosing their
sexual orientation to others earlier than previous
generations, frequently disclosing their sexual
orfentation or “coming out” as lesbian, gay, or
bisexual in middle or high school (Diamond

& Savin-Williams, 2000; Floyd & Bakeman,

2006; Grov, et al., 2006; R, C. Savin-Williams,
2001; R.C. Savin-Williams, 2005). This earlier
disclosure means that adolescents are now often
coming out while still dependent on their families
and communities for emotional and instrumental
suppott.

Ending Conversion Therapy. Supporting and Affirming LGBTQ Youth =

Gender Identity in Adolescence

Gender minority adelescents include both youth
who realized a transgender identity or gender
diverse presentation in childhood (i.e., early-onset
individuals) and youth for whom gender dysphoria
first emerges in adolescence (i.e., [ater-onset
individuals). Adolescence is a crucial period for the
consolidation of gender identity and persistence
of gender dysphoria in early-onset individuals and
for the initiation of gender dysphoria in later-onset
individuals (Steensmma, McGuire, et al., 2013).
Youth for whom gender dysphortia first emerges

in adolescence may have no history of a gender
diverse expression or gender identity questioning
in childhood (Edwards-Leeper & Spack, 2012;
Wallien & Cohen-Kettenis, 2008). The onset of
fypical physical changes associated with puberty
is often associated with worsening of anatomical
dysphoria and distress in adolescents with gender
dysphoria (Byne, et al,, 2012; Coleman, et al.,
2012). Increasing numbers of adolescents have
already starting living in their desired gender role
upon entering high school (Cohen-Kettenis &
Prafftin, 2003) and many (but not all) adolescents
with gender dysphoria express a strong desire for
hormone therapy and gender affirming surgeries
(Coleman, et al., 2012),

When gender dysphoria persists through childhood
and intensifies into adolescence, the likelithood

of long-term persistence of gender dysphoria and
identification as transgender in adulthood increases.
Two different follow up studies reported that 50-

67 percent of adolescents attending a specialty
clinic for gender dysphoria went on to have gender
affirmiing surgeries, suggesting high rates of
persistence (Cohen-Kettenis & van Goozen, 1997;
Sntith, van Goozen, & Cohen-Kettenis, 2001).
Since not all individuals with gender dysphoria
have gender affirming surgeries, the percentage of
adolescents in these study samples who continued
to experience gender dysphoria is likely higher than
50-67 percent; in fact, the Smith et al. (2001) study
suggested that a considerable number of the patients
who did not have gender affirming surgeries still
experienced gender dysphoria four years later.
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Clinical 1ssues in Adolescence

Although many sexual and gender minority youth
successfully navigate the challenges of adolescence,
others experience a variety of mental health and
psychosocial concerns. In comparison with their
heterosexual and cisgender counterparts, sexual
and gender minority adolescents are at increased
risk for psychological distress and substance
use behaviors, including depressive symptoms,
increased rates of substance use and abuse,
suicidal ideation and attempts, as well as increased
likelihood of experiencing victimization, violence,
and homelessness (Coleman, et al., 2012; Corliss,
et al., 2010; Friedman, et al., 2011; Garofalo, et
al., 2006; Goldbach, et al., 2014; Hatzenbuehler,
2011; Institute of Medicine, 2011; Kann, et al.,
2011; Liu & Mustanski, 2012; Marshal, et al., 2011;
Mustanski, et al., 2010; S. T. Russell, 2003; Simons,
- etal, 2014). Sexual and gender minority youth
who lack supportive environmerts are especially
vulnerable to these negative outcomes (for example,
research from Kosciw, et al., (2014), Ryan,
Huebner, Diaz, & Sanchez, (2009), and Travers, et
al. (2012)).

Pubertal development can be especially

distressing for transgender adolescents and can

set off a cascade of mental health problems during
adolescence (Byne, et al,, 2012; Coleman, et al.,
2012). Mental health chailenges are more common
among adolescents with gender dysphoria than
among children with gender dysphoria (Byne et
al., 2012), which may be due to peer ostracism that
increases with age (APA Task Force on Gender
Identity and Gender Variance, 2009). Additionally,
as with children, the prevalence of autism spectrum
disorders appears to be higher among clinical
samples of adolescents with gender dysphoria
than among the general population of adolescents
{(de Vries, et al,, 2010; Edwards-Leeper & Spack,
2012). Adolescents with autism spectrum disorders
(ASD) would benefit from careful assessment
distinguishing hetween symptomatology related to
gender dysphoria and symptoms related to ASD.
de Viries, et al. (2010) reported a rate of autism
spectrum disorders 10 times higher among children
and adolescents referred to their gender clinic
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in Amsterdam, Netherlands as compared to the
general population. This research only examined
cases of severe autism and not milder versions
such as Asperger’s disorder, which Edwards-
Leeper and Spack (2012) reported being more
commonly seen among patients in the GeMS clinic
in Boston, especially among those with a late-onset
of gender dysphoria. The question of whether
gender dysphoria is simply a symptom of autism
spectrum disorder among youth with ASD has been
raised by behavioral health providers; Edwards-
Leeper and Spack (2012) suggest that it is also
worth questioning validity of the autism diagnosis
among transgender youth, particularly those with
Asperger’s disorder, as it is possible that social
awlkwardness and lack of peer relationships are the
result of feeling isolated and rejected due to gender
idenity and expression (Edwards-Leeper & Spack,
2012). More research is needed into appropriate
treatment for sexual and gender minority children
and adolescents with developmental disabilities

as well; behavioral health providers should not
presume that young people with developmental
disabilities cannot also be sexual and gender
minorities.

Iinfluences on Health and
Well-Being

The increased risks faced by sexual or gender
minority youth are not a fimetion of their identity.
Rathet, these risks stem from the stresses of
prejudice, discrimination, rejection, harassment,
and violence (Bockting et al., 2013; Harper &
Schneider, 2003; Hendricks & Testa, 2012; Meyer,
1995). The presence of sexual orientation- and
gender-related stressors — and opportunities for
support — encompasses multiple social systems,
including family, school, and religious networks
(U. Bronfenbrenner, 1979; U. Bronfenbrenner,
2005; Harper, 2007); Mustanski, Birkett, Greene,
Hatzenbuehler, & Newcomb, 2013)%. Therefore,
when a distressed sexual and gender minority
adolescent is evaluated by a behavioral health
provider, it is imperative to assess the broader
family and community systems in which the child
lives, in addition to individual issues. Assessing
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not only the adolescent’s level of distress, but also
identifying the source(s) of distress and suppozt are
vital components of a comprehensive assessment.

Family

Family response to an adolescent’s sexual
orfentation, gender identity, or gender expression
has a significant impact on the adolescent’s
wellbeing, Parents can serve as both a source

of stress and a source of support for sexual and
gender minority youth (Bouris, et al.,, 2010; Ryan,
Russell, Huebner, Diaz, & Sanchez, 2010; Travers
et al., 2012). Negative parental responses to sexual
orientation or gender are associated with young
people’s psychological distress; however, parent-
child relationships characterized by closeness and
support, however, are an important correlate of
mental well-being. Research by Doty, Willoughby,
Lindahi and Malik (2010} has emphasized the
benefits of sexuality-specific family and peer
support to sexual minority adolescents’ well-being.

Sexual and gender minority adolescents are at
increased risk for experiencing violence and
victimization, including psychological, physical,
and sexual abuse from those within their families
compared to adolescents from the general
population {Friedman, et al., 2011; Robetts, et al.,
2012). Past parental verbal and physical abuse has
been associated with suicide attempts in transgender
adolescents (Grossman & D’ Augelli, 2007). These
adolescents may also be ejected from their homes
or runt away, contributing to the overrepresentation
of sexual and gender minority adolescents among
the nation’s homeless youth; 20-40 percent of all
homeless youih identify as lesbian, gay, bisexual, or
transgender (Durso & Gates, 2012; Ray & National
Gay and Lesbian Task Force, 2006). Some data
sugpest that, compared to cisgender youth who
conform to stereotypical gender norms, transgender
and other adolescents whose gender expressions do
not conform to stereotypical norms have a higher
rislk of abuse from family members (Roberts, et al,,
2012; Roberfs, Rosario, Slopen, Calzo, & Austin,
2013).
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Furthermore, the level of family acceptance or
rejection an adolescent experiences appears to have
effects that extend into young adulthood. Data
from the Family Acceptance Project have shown
that sexual and gender minority young adults who
experienced high levels of family rejection during
adolescence fared significantly worse than those
who experience low levels of family rejection in
terms of depression, substance abuse, sexual risk
behaviors, and suicide atternpts (Ryan, Huebner,
Diaz, & Sanchez, 2009); conversely, high levels of
family acceptance in adolescence predicted greater
self-esteem, social support, and general health
status, and protected against depression, substance
abuse, and suicidal ideation and behaviors in young
adulthood as compared to those with low levels

of family acceptance in adolescence (Ryan, et al.,
2010).

Religion & Spirituality

When considering family and community
influences, an adolescent’s religious background

is also an important factor, Religious beliefs

and background are far-reaching influences that
encompass multiple arenas of one’s life, including:
personal and family religious identity, beliefs and
coping; family attitudes, beliefs and relationships;
and community character and support. Religious
views of homosezuality in the United States vary
widely (Moon, 2014), and religion can have a
large influence on sexual minority adolescents’
mental health and wellbeing {cf. Ream & Savin-
Williams, 2005; Page, Lindahl, & Malik, 2013).
Thaough research on who seeks conversion therapy
to change sexual orientation is lacking, it appears
that such requests occur primarily among religious
communities that view minority sexual orientations
as undesirable or morally wrong (APA Task Force
on Appropriate Therapeutic Responses to Sexual
Orientation, 2009),

Though religiosity is often associated with better
psychosocial adjustment among young people in
general, sexual minority youth may feel rejected
by their religion or experience conflict between
their sexual orientation and religious identities
(Cotton, Zebracki, Rosenthal, Tsevat, & Drotar,
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2006). However, various ways in which adolescents
and young adults reconcile this conflict have been
identified (Meanley, Pingel, & Bauermiester, 2015;
Ream & Savin-Williams, 2005). Sexual minority
youth growing up in more conservatively religious
families are, on average, exposed to more messages
that portray minority sexual orientations as
undesirable or morally wrong (Schope & Eliason,
2000), which are associated with shame, guilt, and
internalized homophaobia (Ream & Savin-Williams,
2005), Sexual minority adolescents with religious
parents may be less likely to disclose their sexual
orientation 1o others (Schope, 2002; Stewart, Heck,
& Cochran, 2015). Some research has indicated
that involvement with religious or spiritual

belief systems that cast rejecting or disapproving
messages about sexual minorities is associated with
greater psychosocial challenges, including increased
internalized homophobia (Meanley, Pingel, &
Bauermeister, 2015; Page, Lindahl, & Malik, 2013).

Religiosity or spirituality can be a deeply affirming
and supporiive aspect of identity, including for
sexual minorities from faith communities. Research
with adults indicates that affirming religious
environments — that is, those that are inclusive and
supportive of sexual minorities —may be associated
with improved psychological wellbeing and
reduced internalized homophobia (e.g., research
from Lease, et al. (2005) and Yakushko (2005).
Research from Hatzenbuehler, Pachankis, and Wolff
{2012) supports the benefit of affirming religious
environments for youth as well; the researchers
reported that Tesbian, gay, and bisexual high school
students who lived in Oregon counties with a
supportive religious climate (i.e., counties where
the majority of religious individuals adhered to

a religious denomination supportive of minority
sexual orientations) had significantly fewer alcohol
abuse symptoms and fewer sexual tisk behaviors
than those living in counties with a less supportive
religious climate.

It is important not to reify categories within faiths
such as “traditional”, “liberal”, “affirming™ and
“non-affirming™; religion and spirituality are
complex, nuanced aspects of human diversity.
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Parents from faith backgrounds have reactions that
are similar in essential ways to all parents (e.g.,
sense of loss, desire for information, coming to
terms with difference between hopes and reality;
Maslowe and Yarhouse, 2015). Research indicates
that families who identify superordinate goals such
as unconditional love, mercy, forgiveness, and
respect for all human beings can remain connected
to their children in positive ways (Ryan et al, 2009;
Maslowe & Yarhouse, 2015).

Given the great potential impact of religion on the
lives of sexual and gender minority vouth, little
research has been done in this area with sexual
minority adolescents and almost none has been
completed with gender minority adolescents;
further, almost no research has focused on sexual
minority youth or adulis in the United States from
non-Christian religious baclgrounds (c¢f. Harari,
Glenwick, & Cecero, 2014; Siraj, 2012). Tt is -
unknown whether similar relationships between
various aspects of religion and well-being would
be seen among gender minority youth and among
sexual and gender minority youth from non-
Christian religious backgrounds.

School

Sexual and gender minority adolescents may also
experience a myriad of sexual orientation and
gender-related stressors in the school environment,
where they spend a large portion of their time.

The climates of U.S. middle and high schools

are generally unsupportive and unsafe for many
sexual and gender minority youth, who experience
high levels of verbal and physical harassment

and assault, sexual harassment, social exclusion
and isolation, and other interpersonal problems
with peers (Kosciw, Greytak, & Diaz, 2009). In
the most recent National Schoaol Climate Survey,
the Gay, Lesbian & Straight Education Netwotlc
{GLSEN) found that 55.5 percent of surveved
sexual and gender minarity students felt unsafe

at school because of their sexual orientation and
37.8 percent felt unsafe because of their gender
expression (Kosciw, et al., 2014). Most students
reported hearing homophobic remarks and negative
remarks about their gender expression at school
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from fellow students and teachers or other school
staff; a third of students reported hearing negative
remarks specifically about transgender people. Of
the students surveyed, 74.1 percent of surveyed
students were verbally harassed, 36.2 percent were
physically harassed, 16.5 percent were physically
assaulted, and 49.0 percent were cyberbullied in
the past year because of their sexual orientation.
On average, sexual minority students of color and
students who did not conform to stereotypical
gender roles experienced higher frequencies of
victimization. Over half of the students surveyed
experienced policies that were discriminatory
based on sexual orientation, gender identity, or
gender expression at school. Transgender students
were particularly tarpeted by some discriminatory
policies: 42.2 percent of transgender students had
been prevented from using their preferred name;
59.2 percent were required to use a bathroom or
locker room of their legal sex; and 31.6 percent
were not allowed to wear clothes consistent with
their gender identity.

This mistreatment has a significant effect on sexnal
and gender minority adolescents’ mental health and
wellbeing. Those who experience victimization due
to sexual orientation or gender expression are more
likely to report depressive symptoms, suicidality,
and low self-esteem {Burton, Marshal, Chisolm,
Sucato, & Friedman, 2013; Kosciw, et al., 2014).
Experiences of vietimization and discrimination are
linked to negative academic outcomes, including
missing school, lower grades, and not planning

to pursue post-secondary education (Kosciw, et

al., 2014), Further, these effects may last into
young aduithood (Russell, Ryan, Toomey, Diaz,

& Sanchez, 2011). Victimization from peers and
school staff, combined with discriminatory policies,
likely contributes to the over-representation of
sexual and gender minorities in the juvenile justice
system: though sexual and gender minority youth
comprise only five to seven percent of the nation’s
youth, it is estimated that 13 to 15 percent of youth
in the juvenile justice system are sexual and gender
minority youth (Majd, Marksamer, & Reyes, 2009).

School and peer networks can also be a place where
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sexual and gender minority youth find suppot.

The presence of friends to whom youth can be out
abowt their sexual orientation or gender identity has
been linked to mental health and wellbeing (Doty &
Brian, 2010; Elizur & Ziv, 2001). Sexual and gender
minority friends may be of particular importance,
as they are more likely than heterosexual and
cisgender friends to provide support for sexuality-
related sfress, which is associated with lower levels
of both emotional distress and sexuality distress
(Daty, et al., 2010; Snapp, Watson, Russell, Diaz, &
Ryan, 2015). Additionally, both the presence of and
participation in a Gay-Straight-Alliance (GSA) —a
student-led, school-based club aiming to provide

a safe place for LGBTQ students — has beneficial
outcomes for sexual and gender minority students
(for example, research from Gooadenow, Szalacha,
and Westheimer (2006), Kosciw, Greytak, Diaz,
and Bartkiewicz (2010), Toomey, Ryan, Diaz, and
Russell (2011), and Walls, Kane, and Wisneski
(2010)). '

Identity Development

Sexmal and gender minority adolescents may
experience identity conflict when reconciling a
sexual minority identity that may conflict with the
expectations of their family, peers, and community.
Difficulty with the identity development process,
such as difficulty accepting one’s sexual orientation
and dissonance between one’s self-image and
societal beliefs about sexual minorities, can increase
infernalized homophobia (Page et al., 2013).

Sexual orientation conflict has been linked to
negative psychosocial outcomes in adolescents and
young adults (Willoughby, Doty, & Malik, 2010),
Furthermore, a negative self<image as a sexual
minority comtributes to the relationship between
sexuality-specific stressors, including family
rejection and victimization, to poorer mental health
outcomes (Page, et al., 2013; Willoughby, et al.,
2010).

Though less research has been done with gender
minority adolescents overall, and especially on
topics related to identity, internalized transphobia
is expected to have a deleterious effect on mental
health (Hendricks & Testa, 2012). Therefore,
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important areas of focus for behavioral health
professionals who work with sexual and gender
minority adolescents include internalized
homophobia, transphobia, and clients® minority
identity.

Intersecting ldentities

Finally, sexual and gender minority adolescents are
not a single, homogenous population; individuals
may hold multiple minority identities. Race,
ethnicity, sex assigned at birth, social class,
religion, disability, and immigration status may
each confer their own unigue minority identities,
stressors, and strengths that interact with those
related to sexual orientation and gender identity
and expression, Sexual and gender minority youth
have multiple, interlocking identities defined by
relative sociocultural power and privilege that
shape individual and collective identities and
experiences (Crenshaw, 1991; Parerit, DeBlaere,
& Moradi, 2013; Shields, 2008; Yarhouse & Tan,
2005). Though a full review is beyond the scope
of this report, research has begun to identify

some of the ways that sexual and gender minority
adolescents” experiences vary by race/ethnicity
(Corby, Hodges, & Perry, 2007, Grow, et al., 2006,
Kosciw, et al., 2014; Ryan, et al., 2009; Ryan, et
al., 2010), immigration status (Daley, Solomon,
Newman, & Mishna, 2008; Ryan, et al,, 2009;
Ryan, et al., 2010), gender (Bontempo & D’ Augelli,
2002; Ryan, et al., 2009), gender expression
{Hidalgo, Kuhns, Kwor, Mustanski, & Garofalo,
2015; Roberts, et al,, 2012; Roberts, et al., 2013;
Toomey, Ryan, Diaz, Card, & Russell, 2010), and
socioeconomic status (K.osciw, et al., 2009; Ryan,
et al., 2009; Ryan, et al., 2010). Behavioral health
professionals working with sexual and gender
minority youth should be aware of and responsive
to the intersecting identities held by young people
when considering the effects of minority stress on
mental health and wellbeing. Given the gaps in our
understanding, more research on the experiences
of adolescents who hold multiple marginalized
identities is needed in order to understand both
the unique strengths and sources resilience, as
well as the stressors youth and their families may
experience,
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Therapeutic Efforts with Sexual
and Gender Minority Youth

Introduction™

Despite dramatic social changes in the recognition
of same-gender relationships and families and
transgender identities, sexual and gender minority
children and adolescents and their families face
misinformation, negative social attitudes and
discrimination that can pose challenges for child
development and family acceptance. Behavioral
health providers may receive referrals for
treatment that include requests to change a child
or adolescent’s actual, perceived, or future sexual
orientation or same-gender sexual behaviors,
gender identity, or gender expression. Requests for
conversion therapy most often come from a parent
or guardian, or more rarely, a child or adolescent.

In providing services to children, adolescents, and
families experiencing distress related to sexual
orientation or gender, behavioral health providers
should consider the following as the scientific basis
of treatment!”:

+  Same-gender sexual identity, behavior, and
attraction do not constitute a mental disorder;

»  Transgender identities and diverse gender
expressions do not constitute a mental disorder;

Same-gender sexual aftractions are part of

the normal spectrum of sexual orientation

and occur in the context of a variety of sexual

orientations and gender identities;

»  Variations in gender identity and expression are
normal aspects of human diversity, and binary
definitions of gender may not reflect emerging
gender identities;

*  Gay men, lesbians, bisexual and transgender

individuals can lead satisfying lives as well

as form stable, committed relationships and

families.

Conversion Therapy

Lesbian, gay, and bisexual orientations are normal
variations of human sexuality and are not mental
health disorders; therefore, treatment seeking to
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change an individual’s sexual orientation is not
indicated. Thus, behavioral health efforts that
attempt to change an individual’s sexual orientation
are inappropriate. In 2009, the APA Taskforce on
Appropriate Therapeutic Responses to Sexual
Orientation Change Efforts conducted a thorough
review of peer-reviewed literature published on
conversion therapy. The APA Taskforce concluded
that no methodologically-sound research on adults
undergoing conversion therapy has demonstrated its
effectiveness in changing sexual orientation. There
have been no studies on the effects of conversion
therapy on children, though adults’ retrospective
accounts of their experiences of conversion therapy
during childhood or adolescence suggests that many
wete harmed (American Psychological Association,
2009). No new studies have been published that
would change the conclusions reached in the APA
Taskforce’s 2009 review,

Given the lack of evidence of efficacy and the
potential risk of serious harm, every major medical,
psychiatric, psychological, and professional mental
health organization, including the American
Psychological Association, the American
Psychiatric Association, the National Association
for Social Work, the Pan American Health
Organization, and the American Academy of Child
and Adolescent Psychiatry, has taken measures

to end conversion therapy effosts to change

sexual orientation. To the extent that children and
adolescents experience distress related to their
sexual crientation, treatment efforts should focus on
identifying and ameliorating the sources of distress.

The discussion surrounding conversion therapy
with gender minority youth is complicated by

the fact that though diverse gender expressions
and transgender identities are now understood to
be part of the normal spectrum of human gender
{American Psychological Association, 2015a;
Coleman, et al., 2012; Knudson, De Cuypere,

& Bockting, 2010), there remains a related
psychiatric diagnasis: Gender Dysphoria (formerly
Gender Identity Disorder {American Psychiatric
Association, 2013a). Although there is much debate
over whether Gender Dysphoria should remain a
psychiatric diagnosis (for example, see Bockting
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& Ehrbar (2005)), such a discussion is beyond
the scope of this report. However, the shift from
Gender Identity Disorder to Gender Dysphoria

in version five of the Diagnostic and Statistical
Manual of Mental Disorders does reflect a shift
away from a pathological view of gender diversity
towards a focus on the distress experienced as a
result of the incongruence between one’s physical
body and gender identity (American Psychiatric
Association, 2013a; Simons, et al., 2014; Vance,
etal., 2014). Thus, the distress remains the target
of intervention, rather than gender identity. There
is also scientific consensus that for many people,
medical intervention in the form of hormone
therapy or gender affirming surgeries may be
medically necessary to alleviate gender dysphoria
{American Medical Association, 2008; American
Psychological Assaciation, 2008; Anton, 2009;
Warld Professional Association for Transgender
Health, 2008).

Historically, conversion therapy efforts to make
children’s behaviors, dress, and manmerisms more
consistent with those stereotypically expected of
their assigned sex at birth (i.e., more stereotypically
masculine expression for those assigned male at
bitth and more stereotypically feminine expression
for those assigned female at birth) were the
primary clinical approach used with children
experiencing gender dysphoria (Vance, et al.,

2014; Zucker, 2004). Efforts to change children’s
gender expression have been made with the goal of
preventing a transgender identfity, as well as with
the goal of preventing a firture minority sexual
orientation. Such efforts were based on the belief
that variations in gender identity and expression
are pathological and that certain patterns of

family relationships cause a transgender identity

ot minority sexual orientation; research has not
supported these theories or inferventions (American
Psychological Association, 2009). Because there

is scientific consensus that gender dysphoria

in adolescence is unlikely to remit without

medical intervention, even those who support
gender identity change efforts with pre-pubertal
children generally donot attempt such efforts

with adolescents experiencing gender dyspharia




(Adelson & AACAP CQI, 2012; American
Psychological Association, 2008). Alternative
affirmative and supportive approaches to therapy
with transgender and gender diverse children have
been developed and are becoming increasingly
common {Edwards-Leeper, Leibawitz, &
Sangganjanavanich, in press; Hidalgo, et al., 2013;
Lev, 2005; Menvielle & Tuerk, 2002; Menvielle,
Tuerk, & Perrin, 2005).

No research has been published in the peer-
reviewed literature that demonstrates the efficacy
of conversion therapy efforts with gender minority
vouth, nor any benefits of such interventions to
children and their families. Researchers have
reported that these interventions are ineffective in
decreasing the likelihood of a future same-gender
sexual orientation or minority sexual identity
{Zucker & Bradley, 1995). In addition to a lack of
evidence for the efficacy of conversion therapy with
gender minority youth, there are conecerns about the
. ethics of this practice (Byne, et al., 2012; Coleman,
et al,, 2012) as well as the practice’s potential for
harm (Minter, 2012; Wallace & Russell, 2013).
Although no research demonstrating the harms of
conversion therapy with gender minority youth has
been published, the potential harms of conversion
therapy are suggested by clinicians’ observations
that the behavioral issues and psychological
distress of many children and adolescents with
gender dysphoria improves markedly when their
gender identities and expressions are affirmed
through social and/or medical transition (de Vries,
Steensma, Doreleijers, & Cohen-Kettenis, 2011,
Edwards-Leeper & Spack, 2012), as well as by the
body of literature demonstrating the negative effects
of both rejection and a lack of support on the health
and well-being of gender minority youth (e.g.,
research from Kosciw, et al. (2014), Ryan, et al.
(2010), and Travers, et al. (2012)).

In conclusion, given the lack of evidence for
the efficacy conversion therapy and the fact that
conversion therapy efforts are based on a view
of gender diversity that runs counter to scientific
consensus, in addition to evidence that rejecting
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behaviors and a lack of support have adverse
effects on the psychological well-being of gender
minority youth — conversion therapy, as well as any
therapeutic intervention with an a priori goal for a
child’s or adolescent’s gender expression, gender
identity, or sexual orientation, is inappropriate.
Given the potential for harm associated with
conversion therapy efforts, other affirmative
behavioral health interventions are recommended
for individual or family distress associated with
sexual orientation and gender identity.

Appropriate Interventions for Distress in
Children, Adolescents, and Families™

Behavioral health providers are in a unique position
to provide accurate information on the development
of sexual orientation and gender identity and
expression; to increase family and school support;
and to reduce family, community and social
rejection of sexual and gender minority children and
adolescents. The descriptions of interventions below
provide general guidance to behavioral health
providers working in this area.

Client-Centered Individual Approaches

Behavioral health providers should provide
children, adolescents and their families with
developmentally-appropriate multiculturally-
competent and clienf-centered interventions that
emphasize acceptance, support, assessment, and
understanding, A clear tréatment goal is to identify
sources of distress and work to reduce any distress
experienced by children, adolescents and their
families.

Appropriate approaches support children and
adolescents in identity exploration and development
without seeking predetermined outcomes related
10 sexual orientation, sexual identity, gender
identity, or gender expression. Such approaches
include an awareness of the interrelatedness of
multiple identities in individual development as
well an understanding of cuitural, ethaic, and
religious variation in families. Specific approaches
can include (a) providing a developmentally-
informed cognitive, emaotional, mental health
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and social assessment of the child and family;

(b) supporting children and adolescents in their
developmental processes and age-appropriate
milestones and facilitiating adaptive coping; (c¢)
providing developmentally-appropriate affirmative
information and education on sexual orientation,
gender identity, gender expression, sexuality, and
the identities and lives of leshian, gay, bisexual,
transgender people and those who are guestioning
their sexual orientation or gender identity (LGBTQ)
to children and adolescents, parents or guardians
and community organizations; and, (d) reducing
internalized negative attitudes toward same-gender
attractions, gender diversity, and LGBTQ identities
in children and youth and in parents or guardians
and community institutions (e.g., schools and
community social groups).

Behavioral health providers should provide
developmentally-sensitive interventions to children
and adolescents. Such interventions include a
comprehensive evaluation taking info account
appropriate developmental emotional and cognitive
capacities, developmental milestones, and emerging
or existing behavioral health concerns. Specific
evaluation procedures for children and adolescents
with persistent gender concerns have been described
by Leibowitz and Telingator (2012).

Behavioral health providers should not have an

a priori goal for sexual orientation or gender
expression, or identity outcomes. The goal of
treatment should be the best level of psychological
functioning not a specific orientation or identity.
Rather, behavioral health providers should focus on
identity development and exploration that allows the
child or adolescent the freedom of self-discovery
within a context of acceptance and support.

Behavioral health providers should strive to
incorporate multicultural awareness into their
treatment, considering age, ethnicity and race,
gender and gender identity, sexual orientation and
attraction, ability and disability issues, religion and
spirituality, generation, geographic issues and other
notable factors. A key aim is to dispel negative
stereotypes and to provide accurate information in
developmentalfy-appropriate terms for children and

adolescents. [dentity development is multifaceted
and may include multiple and intersecting identities,
such as ethnic and racial and religious and spiritual
identities. Sexual orientation, gender identity and
expression are fluid concepts and in flux, requiring
the consideration of generational changes and norms.
Supporting vouth in age-appropriate tasks such

as developing positive peer relationships, positive
parent and family relations, dating, exploring gender
expression, sexuality, multiple identity development
and disclosure as appropriate is a critical
consideration. Behavioral health providers should
take into consideration potential sources of social
support and community resources. Client-centered
and exploratory approaches specific to gender
minority youth have been discussed in numerous
publications (Edwards-Leeper, et al,, in press;
Hidalgo, ef al., 2013; Lev, 2005; Menvielle & Tuerk,
2002; Menvielle, et al., 2005; Yarhouse, 2015c¢).

Behavioral health providers should deseribe their
treatment plan and interventions to children,
adolescents and their families and to ensure the
goals of treatment as well as potential benefits

and risks are understood. Where appropriate
developmentally, behavioral health providers
should obtain informed consent with all parties

to freatment. If informed consent isnot a
developmentally appropriate option (as the child
cannot cognitively or legally provide consent),
behavioral health providers should explain
freatment in a developmentally appropriate manner
and receive assent for treatment. Interventions

that are involuntary, especially those in inpatient

or residential settings, are potentially harmful and
inappropriate. In addition, inferventions that attempt
to change sexual orientation, gender identity,
gender expression, or any other form of conversion
therapy are also inappropriate and may cause
harm. Informed consent cannot be provided for

an intervention that does not have a benefit to the
client.
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Family Approaches

Parental attitudes and behaviors play a significant
role in children’s and adolescents’ adjustment and
parents’ distress often is the cause of a referral

for treatment (APA Task Force on Appropriate
Therapeutic Responses to Sexual Orientation, 2009;
Ryan et al., 2009, 2010), Family rejection, hostility,
and violence are key predictors of negative health
outcomes in LGBTQ children and adolescents
{Ryan, et al., 2009; Ryan & Rees, 2012). Reducing
parental rejection, hostility, and violence (verbal or
physical) contribiies to the mental health and safety
ofthe child and adolescent (Ryan, et al,, 2009; R.
Savin-Williams, 1994; Wilbur, Ryan, & Marksamer,
2006). '

Family therapy that provides anticipatory guidance
to parents and guardiang to increase their support
and reduce rejection of children and adolescents

is essential. Interventions that increase family

and community support and understanding

while decreasing LGBTQ-directed rejection are
recommended for families. School and community
interventions are also recomnmended to reduce
societal-level negative attitudes, behaviors and
policies, as well as provide accurate information
and social support to children, adolescents, and
famities.

Akey focus of treatment should be addressing
parental concerns regarding current or future sexual
orientation and gender identity. Behaviosal health
providers should provide family members with
accurate developmentally-appropriate information
regarding minority sexual orientations and strive

to dispel myths regarding the lives, health, and
psychological well-being of sexual and gender
minority individuals.

Ryan, et al. (2010) recommended that behavioral
health providers assess family reactions to LGBTQ
children and adolescents, specifically the presence
of family rejection. Further, behavioral health
providers should attempt to modify highly rejecting
behaviors, providing anticipatory guidance to
families that include recommendations for support
on the part of the family, and explaining the link
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between family rejection and negative health
problems in children and adolescents. Behavioral
health providers should seek ways to ameliorate
parents’ distress about their children’s sexual
orientation and/or gender, such as exploring
parental attributions and values regarding minority
sexual orientations and gender diversity. Family
therapy may be helpful in facilitating dialogues,
increasing acceptance and support, reducing
rejection, and improving management of conflicts
or misinformation that may exacerbate a child

or adolescent’s distress (Mattison & McWhirter,
1995; Ryan, ct al., 2009; Salzburg, 2004, 2007).
Such therapy can include family psychoeducation
to provide accurate information and teach coping
skills and prablem-solving sirategies for dealing
more effectively with the challenges sexual and
gender minority youth may face and the concerns
the families and caretakers may have (Ben-Axi,
1995, Perrin, 2002; Ryan & Diaz, 2005; Ryan &
Futterman, 1998; Ryan, et al., 2009; Salzburg, 2004,
2007, Yarhouse, 1998).

When working with families of young children,
behavioral health providers should counsel parents
who are concerned that their children may grow

up to be lesbian, gay, bisexual, or transgender

to tolerate the ambiguity inherent in the [imited
scientific knowledge of development. A two-prong
approach may be helpful: (a) provide information
to reduce heterosexism and cisgenderism (that is,
attitudes and actions that a heterosexual orientation
and gender identity and expression that conform to
stereotypical norms ate preferable to a same-gender
sexual orientation, transgender identity, or diverse
gender expression) within the family and itcrease
the family’s capacity to provide support; and (b)
introduce information about sexual and gender
minority issues into family discussions to increase
the child’s own self-awareness and self-acceptance
and to counter negative attitudes directed toward
the self that might reduce self-esteem. For example,
consider ways in which respect and value of all
persons is frequently a shared goal. Even in cases
in which family members may disagree about
decisions each person may male, there may be
opportunity to agree on broader principles and
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concepts that can lead to mutual understanding
(Yarhouse, 2015b),

Families with strong beliefs who see same-gender
atfractions or refationships and gender diversity

as undesirable and contrary to those beliefs may
struggle with a child’s emerging minority sexual
orientation or gender, Ryan and Rees (2012) and
Yarhouse (1998; Yarhouse & Tan, 2005; Maslowe
& Yarhouse, 2015) have suggested that family
therapy focus encouraging love of their child. This
involves focusing on superordinate values such

as unconditional love and changing behaviors

to reduce rejection. The authors stress that these
positive steps can lay a constructive foundation
for commurication and problem solving and
reduce family discord and rejection (Yarhouse

& 'Tan, 2005). Ryan, et al, (2009) and Ryan and
Rees (2012) focus on reframing family concerns
as a manifestation of care and love and focus on
teaching non-rejecting ways to communicate those
positive emotions. For example, providers can help
the family create an atmosphere of mutual respect
that ensures the safety of each person from being
hurt or bullied as a natural extension of seeing
each person as having intrinsic worth (Yarhouse,
2015b). One of the most important messages that
can be communicated to a young person is that
their safety is important to the provider and to the
family. [t is helpfil to set an atmosphere of mutual
respect for one another in the home and then to see
the value of extending that to other settings, such as
neighborhood, school, and places of worship. Safety
in this context is not just physical safety, but also
emotional safety (Yarhouse, 2015b).

Many families may feel they have to choose
between competence (in a provider) and deeply
held beliefs, It is ideal when a family can work
with competent providers who also share their
deeply held beliefs and who are affisming of sexual
orfentation and gender diversity. However, when
such providers are not available, it is important

for families to work with competent providers

who will be sensitive to the family’s deeply held
beliefs and values while offering competent,
appropriate services for sexual and gender minority
minors (Yarhouse, 2015b). Thus, behavioral

health providers may wish to increase their own
competence in working with certain communities
with deeply held beliefs and focus on viewing these
belefs through the imperative of multicultural
competence and mutual respect (Bartoli & Gillem,
2008). This is includes understanding how to
translate between psychology and deeply held
beliefs rather than judging those beliefs. Certain
language, such as acceptance, might not resonate
with communities that have strongly held beliefs,
whereas the concept of unconditional love might
{Yarhouse, 2015a),

Providing multiculturally-sensitive anticipatory
guidance to all parents to address their unique
peisonal concerns can be helpful (Ryan &
Futterman, 1998). Behavioral health providers
can help the parents plan in an affirmative way
for the unique life challenges that they may face
as parents of a sexual or gender minority child.
Also, parents must deal with their own process of
“coming out” and resolve fears of discrimination
or negative social reactions if they risk disclosure
within their communities, at work, and to other
family members (Ryan & Rees, 2012), Further,
behavioral health providers can address other
stresses, such as managing life celebrations and
transitions and coping feelings of loss, and aid
parents in advocating for their children in school
situations—for example, when they face bullying
or harassment. Multiple family groups led by
behavioral health providers might be helpfuf to
counter the isolation that many parents experience
(Menveille & Tuerk, 2002),

School and Community Interventions

Research has itlustrated the potential that school-
based and community interventions have for
increasing safety and tolerance of sexual and
gender minorities, preventing distress and negative
mental health consequences, and increasing the
psychological well-being and health of sexual
minority children and adolescents (American
Psychological Association, 2015¢; I’ Augelli &
Patterson, 2001; Goodenow, et al., 2006; Harper,
Jamil, & Wilson, 2007; Kosciw & Diaz, 2006;
Safren & Heimberg, 1999). For instance, sexual
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and gender minority adolescents in schoals with
suppart groups for LGBTQ students reported lower
rates of suicide attempts and victimization than
those without such groups (Goodenow, et al., 2006;
Kosciw & Diaz, 2006; Szalacha, 2003; Toomey, ot
al., 2011).

These support groups provided accurate affirmative
information and social support, and the groups’
presence was also related to increased school
talerance and safety for LGB adolescents
(Goodenow, et al., 2006; Kosciw & Diaz, 2006;
Szalacha, 2003; Toomey, et al., 2011). School
policies that increased staff support and positive
school climate have been found to moderate
suicidality and to positively affect sexual minority
children’s and adolescents’ school achievement and
mental health (Goodenow, et al., 2006).

Additional Appropriate Approaches with
Gender Minecrity Youth

In addition to the appropriate therapeutic
approaches described above — comprehensive
evaluation, support in identity exploration and
development without an a priorf goal of any
particular gender identity or expression, and
facilitation of family and community support
— social fransition and medical intervention are
therapeutic approaches that are appropriate for
some gender minority youth,

Social Transition

Social transition refers to adopting a gender
expression, name, and pronouns consistent with
one’s gender identity. Over the past ten years,

the age at which individuals socially transition

has decreased dramatically, and it has become
increasingly common for children to present to
specialty gender clinics having already socially
transitioned (Cohen-Kettenis & Klink, 2015;
Steensma & Cohen-Kettenis, 2011). There is

less controversy around social transition with
adolescents, for whom gender identity is typically
more stable and desistence of gender dysphoria
(without social transition or medical intervention) is
less common. Gender specialists recommended that
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adolescents socially transition at or before the time
they begin medically transitioning with hormone
therapy, though many adolescents will socially
transition earlier (Cohen-Kettenis & Klink, 2015).

There is no research evidence on the benefits

vs. tisks of social transifion among pre-pubertal
children, and the impact of social transition on
likelihood of persistence or desistence of gender
dysphoria has not yet been studied (Adelson &
AACAP CQJ, 2012; Leibowitz & Telingator,
2012). A divergence of expett opinion exists
among specialists treating gender minority children
{Adelson & AACAP CQI, 2012; Leibowitz &
Telingator, 2012). Given the lack of data on the
tisks and benefits of sociat transition in childhood,
the American Academy of Child and Adolescent
Psychiatry suggests that concerns related to social
transition in school environments should be
weighed against the risks of not doing so, inchuding
distress, social isolation, depression, or suicide

due to lack of social support (Adelson & AACAP
CQI, 2012). Edwards-Leeper and Spack (2012)
outline several factors that need to be considered

in determining when and if a child should socially
transition, including the child’s needs, the potential
impact on the child’s siblings, whether it is safe

for the child to socially transition in his or her
community, and emphasizing to the child and
tamily the possibility that the child’s gender identity
and gender expression may change as development
continues.

Medical Intervention

The appropriateness of medical interventions vary
by the age of the child. No medical interventions
are currently undertalken or recommended tor
children with gender dysphoria before the initial
onset of puberty. Medical intervention has proven
efficacious in improving the well-being of young
adolescents with gender dyspharia both during
and well after treaiment (Cohen-Kettenis & van
Goozen, 1997; de Vries, et al., 2011; Smith, et al.,
2001), and most adolescents who seek medical
intervention usually have extreme forms of gender
dysphoria beginning in childhood (Cohen-Kettenis
& Klink, 2015). Pubertal suppression and hormone

City - 00222




therapy are medical interventions used to treat
gender dysphoria in adolescents.

Medical intervention with gender dysphoric
adolescents is a multi-disclipinary endeavor
including Behavioral health providers, pediatricians,
and often pediatric endocrinologists (Hembree

et al., 2009; Leibowitz & Telingator, 2012). A
comprehensive assessment, including assessmennt
of the degree of an individual adolescent’s gender
dysphoria and desire to seek gender reassignment,
helps determine the risks and benefits of medical
interventions (for featured examples of assessments
with children and adolescents, see Leibowitz and
Telingator (2012)). Importantly, not all individuals
who experience gender incongruence or gender
dysphoria necessarily experience a complete cross-
gender identity, want hormone therapy as well as
gender affirming surgeries, or want to live as the
other gender permanently or completely (Coleman
et al., 2012).

If a diagnosis of gender dysphoria is assigned and
the adolescent desires and is eligible for treatment,
readiness for medical treatment must be considered
{Cohen-Kettenis & Klink, 2015). Adolescents and
their parents or guardians must be informed about
possibilities and limitations of pubertal suppression,
hormone therapy, and other types of treatment, such
as psychological interventions, in order to give full
informed consent (Coleman et al., 2012; Vance

et al., 2014). Taking into account developmental
considerations when working with adolescents is
key. Youth should realize that medical intervention
or a complement of hormone therapy and gender
affirming surgeries are not the only freatment option
to solve gender dysphoria, and should realize that
gender dysphoria may exist in many forms and
intensities (Cohen-Kettenis, Delemarre-van de
Waal, & Gooren, 2008). Continued mental health
freatment should be offered when an adolescents’
gender incongruence requires further exploration
and/or when other psychological, psychiatric,

or family problems exist. Adolescents receiving
medical intervention without these additional
concerns may also benefit from continued
psychological treatment (Vance et al., 2014); given
that pubertal suppression or administration of
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hormone therapy occurs over many years during
important developmental periods, the need for
psychological treatment may change with time
as new questions arise (Cohen-Kettenis & Klink,
2015).

Pubertal suppression using gonadotrophin-
releasing hormone (GnRH) analogues prevents
the development of unwanted secondary sex
characteristics in a peri-pubertal adolescent, which
are irreversible and highly distressing for some
adolescents with gender dysphoria (Leibowitz &
Telingator, 2012). Pubertal suppression is fully
reversible and serves as an extended diagnostic
period, providing additional time for gender
exploration as well as cognitive and emotional
development that allows adolescents to become
psychologically and neurologically mature enough
to make decisions regarding their gender and

to provide infermed consent years later for the
partially irreversible treatment interventions {(e.g.,
hormone therapy) without having to experience
distressful, irreversible changes of puberty
(Hembree et al., 2009; Edwards-Leeper & Spack,
2012; Leibowitz & Telingator, 2012). Pubertal
suppression also has therapeutic effects, often
resulting in a large reduction in the distress the
physical changes of puberty were producing (de
Vries et al., 2011; Edwards-Leeper & Spack, 2012).

Pubertal suppression for young adolescents
remains controversial, with concern over whether
adolescents are able to make far-reaching decisions
and understand the impact of pubertal suppression
on their lives and over the lack of robust research
on the long-term effects of pubertal suppression on
brain and bone development in these populations
{Cohen-Kettenis & Klinlk, 20135; Leibowitz &
Telingator, 2012). However, results of preliminary
research on the long-term effects of pubertal
suppression are promising (Delemarre-van de
Waal & Cohen-Kettenis, 2006; Cohen-Kettenis,
Schagen, et al., 2011; Staphorsius et al., 2015).
Abstaining from treatment in adolescence comes
with risks as well: adolescents can experience
refusal for treatment and the progression of
secondary sex characteristic development as
extremely psychologically painful, and a refusal
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of medical intervention can lead to worse
psychological adjustment and risky behaviors
(e.g., self-mutitation, self-medication, or suicide;
Cohen-Kettenis & Klink, 2015; Leibowitz &
Telingator, 2012; Vance et al., 2014). Given the
current evidence that diagnosis can be made
reliably in adolescence, that gender dysphoria that
worsens with puberty rarely subsides atterwards,
and that — with careful diagnostic procedures —
early pubertal suppression leads to good outcomes
with young adults, withholding GnRHa is not
considered a neutral option (Cohen-Kettenis &
Klink, 2015). According to the Endocrine Society
Guidelines, pubertal suppression with GnRH
analogues is considered a medical standard of care
for adolescents in Tanner stage 2 or 3 of puberty,
once appropriate mental health assessments and
recommendations are in place (Hembree et al.,
2009). However, the importance of full informed
consent for both adolescents and their parents or
guardians is important and must include awareness
and consideration of the risks and benefits involved,
as weill as an emphasis on continued exploration of
gender identity.

The initiation of hormone therapy (estrogen and
testosterone blocking medication for those assigned
male at birth and testosterone for those assigned
female at birth) around age 16 promotes the
development of secondary sexual characteristics
consistent with one’s gender identity (Coleman et
al., 2012; Hembree et al., 2009). While a minimum
age of 16 was previously a requirement, the optimal
time for initiation of hormone therapy is now
determined by duration of GnRH analogue use
{when used) and the adolescent’s psychological
state (Cohen-Kettenis & Klink, 2015). Unlike
GnRH analogues, which are completely reversible,
hormone therapy is only partially reversible.
Again, once hormone therapy is indicated and

an adolescent has been carefully assessed for
readiness, care must be taken to get the informed
consent of the adolescent and his or her parents

or guardians before hormone therapy is initiated,
including a full understanding of the potential risks
and benefits of hormone therapy and the impact

of hormone therapy on future fertility and options
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related to fertility (Cohen-Kettenis & Klink, 2015;
EBdwards-Leeper & Spack, 2012; Leibowitz &
Telingator, 2012). The support of a behavioral
health professional during this process can aid an
adolescent in adjusting to their changing physical
characteristics and the response from people in
different aspects of the adolescent’s life.

In addition to hormone therapy, some transgender
adolescents desire and will eventually pursue
gender affirming surgeries. The age of legal
consent for surgery is 18, so most surgeries are
not performed on adolescents, though behavioral
health providers and medical providers working
with adolescents may need to obtain and provide
knowledge of the surgical processes in order to
assist in navigating the emotional issues leading up
to gender affirming surgeries; additionatly, those
assigned female sex at birth may be considered
for virilizing mammoplasty beginning at age 16
(Edwards-Leeper & Spack, 2012; Leibowitz &
Telingator, 2012).

Future Directions for Research

Areas of opportunity for future research, as well
as the validity and quality of extant research are
discussed in several sections of this report and were
topics of conversation during the APA Consensus
Panel Meeting in July, 2015. Methodologically
rigorous, longitudinal, and peer reviewed research
is vital to improving our understanding of the
complexities of sexual orientation and gender
identity and expression among children and
adolescents. Several potential areas for future
research are identified below,
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Development of sexual orientation and
gender identity

Little is known about the development of sexual
orientation and gender identity in childhood and
adolescence. Basic research on the developmental
pathways of these fundamental issues is necessary.
How these identities are embedded in cognitive and
emotional development and other developmental
processes would aid in the understanding of human
development as well as appropriate interventions.

Culturally-specific mitigation of distress
refating to sexual orientation, gender
identity, and gender expression

More targeted research that acknowledges the
intersections of identity, including race, ethnicity,
taith, and class, among others, could shed light on
positive and appropriate whole-family therapeutic
approaches to addressing these issues. Researchers
should evaluate these practices and integrate them
into behavioral health care. Researchers should
also work collaboratively with young people

and families from faith communities to better
understand the interplay between deeply held
religions beliefs and the importance of ensuring the
safety and well-being of LGBTQ young people.
The work of the Family Acceptance Project, cited
throughout this report, speaks to the necessity

of an increased focus on approaches specific to
various communities including culturally diverse
communities and those with deeply held morals
and values that include conversations about sexuat
orientation, gender identity, and gender expression.

Addressing the needs of disconnected
LGBTQ youth

LGBTQ youth experiencing homelessness, in
juvenile justice facilities, or otherwise in out-of-
home care may lack permanent and stable family
connections in part because of family distress
around issues relating to their LGBTQ identity.
These vulnerable populations, as well as low-
incorne and racial and ethnic minority LGBTQ
youth, are often neglected in research studies
that most often recruit youth who are already
connected to clinics or providers. This need for
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more representative sampling and better recruitment
efforts should be addressed by future researchers
interested in sexual orientation and gender identify
among youth.

Long-term Outcomes

More research is necessary to explore the
developmental trajectory of sexual orientation,
gender identity, and gender expression, in addition
to the long-term medical and hehavioral health
outcomes associated with early experiences of
family and community distress due to sexual
orientation and gender identity and expression.
Other recommended areas of opportunity for long-
term research topics include:

* A nuanced exploration of the factors that may
differentiate children and adolescents who
continue to experience gender dysphoria info
adolescence and those who do not.

* Long-term outcomes from early social
transition and pubertal suppression (including
effects on brain development, sexual health
function, fertility, etc.).

»  Rigorous evaluation of current practices
and protocols, including affirmative models,
structural interventions, and culturally-specific
models, among others.

*  Prospective research focusing on younger
children, in partnership with pediatric clinics.

«  Sources of distress among sexual and gender
minority youth, focusing on distinguishing
between internal and external factors that may
drive gender dysphoria.

+  Methods of supporting positive behavioral
health for LGBTQ vouth, including building
resiliency against suicidality, self-harm and
risky behaviors, depression, anxiety, substance
abuse, and other behavioral health issues.

Integration, Collaboration, and Dissemination

Researchers and clinicians should examine and
evaluate the best methods of integrating and
disseminating best and promising practices for
addressing sexual orientation and gender identity
and expression among children and youth, and
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how to successfully collaborate with parents and
guardians, caregivers and providers, and community
leaders. This could include conducting studies with
these populations focused on knowledge, attitudes,
and beliefs relating to efforts to change sexual
orientation, gender identity, or gender expression.

Finally, the behavioral health community can work
to support community-based organizations to
develop common ground and consensus on these
topics and promote the health and well-being of
youth. This could also include the development

of treatment registries, support for sexual health
research across the country, and the inclusion of
LGBT-specific questions in national behavioral and
mental health surveys.

Based on careful review of the research and

the consensus of clinical experts in this field,
conversion therapy is not an appropriate therapeutic
intervention. Consequently, efforts should be taken
to end the practice. The Administration has issued a
public statement supporting efforts to ban the use of
conversion therapy for minors, stating in part:

“When assessing the validity of conversion
therapy, or other practices that seek to
change an individual s gender identity
or sexual orientation, it is as imperative
to seek guidance from certified medical
experts. The overwhelming scientific
evidence demonstrates that conversion
therapy, especially when it Is practiced
on young people, is neither medically
nor ethically appropriate and can cause
substantial harm.

As part of our dedication to protecting
Americak youth, this Adminisiration
supports efforts to ban the use of
conversion therapy for minors.” (Jarrett,
2015)
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Approaches to Ending the Use of Conversion

Therapy

Several approaches have been employed as
mechanisms for eliminating the use of harmful
practices, and encouraging positive and appropriate
alternatives to discussing issues related to sexual
orientation, gender identity, and gender expression
with children and adolescents. These efforts will be
reviewed in depth in this section:

1. Reducing discrimination and negative social

attitudes towards LGBT identities and

individuals

« Adoption of public policies that end
discrimination

* Increasing access to health care

* Publication of affirmative, culturally
competent resources for the public on LGBT
individuals and families.

Dissemination of information, training and

education for behavioral health providers

+ Dissemination of professional association
and federal agency documents and
resolutions related to ending conversion
therapy

*» (uidelines by professional associations on
affirmative approaches to LGBTQ children
and youth as well as LGBT adults

* Inelusion of affirmative information and
treatment models in professional training
curriculum

» Continuing education on elements of ethical
codes and licensing laws relevant to these
issues.

3. Legislative, regulatory, and legal efforts

«» State and federal legislation that bans sexual
orientation and gender identity change
efforts

+ Federal and state regulatory actions and
additional Administration activities

« Legal action

Reducing discrimination and
negative social attitudes towards
LGBT identities and individuals

Reducing the discrimination and negative

social attitudes that many LGBTQ children

and adolescents experience can improve health
outcomes. As previously discussed, negative
social attitudes are stressors that can result in poor
mental health. Working with individuals, families,
communities, and diverse populations to increase
family acceptance and change cuitural norms that
are unsupportive of sexual and gender minority
identities is one way to improve health and well-
being overall.

The Administration has taken significant steps

to reduce discrimination and negative social
attitndes towards and increase support for LGBT
communities, ®including improving access to
health care. Among other notable signals of social
acceptance and support, the Administration has:

«  Ended the “Don’t Ask, Dor’t” Tell” policy in
military service for lesbian, gay, and bisexual
people, and taken steps to remove barriers to
service for transgender people;

+  Supported same-sex marriage and ensured that
same-sex couples and their famities have full
access to federal benefits;

»  Prevented employment discrimination by
federal contractors;

+  Advanced policies that expand access to quality
healtheare for millions of Americans, including
LGBT Americans; and

*  Supported public information campaigns, such
as the “It Gets Better” Project, which aims to
gives LGBTQ youth hope and build public
support.

Broad dissemination of supportive actions such
as those outlined above serves to both mitigate
negative social attitudes, and to build more
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accepting ones. SAMHSA, in addition to partner
organizations and professional associations, has
developed fargeted resources geared towards
providers working with sexual and gender minority
youth and their families.

Dissemination of information,
training and education for
behavioral health providers

The major health associations have issued policy
statements critical of conversion therapy including
the World Health Organization, the American
Medical Association, the American Academy of
Pediatrics, the American Academy of Child and
Adolescent Psychiatry, the American Psychological
Association, American Counseling Association,
American Psychoanalytic Association, and the
National Association of Sacial Workers, among
others. Other Association publications include
professional guidelines on affirmative practices for
this population (APA, 2011; APA 2015a).

In addition, some professional associations,
including the American Academy of Child and
Adolescent Psychiatrists, American Psychiatric
Association, and the American Psychological
Association, have published reports and
professional practice guidelines on appropriate
therapeutic efforts for this population. These
documents provide important resources for
providers on the types of interventions that are
appropriate for sexual and gender minority children
and youth as well as for LGBT adulis.*

Professional mental health, medical, and social
services organizations can require training

that includes appropriate interventions for this
population. For example, The American Association
of Medical Colleges (AAMC) produced a report on
Implementing Curvicular and Institutional Climate
Changes to Improve Health Care for Individuals
Who ave LGBT, Gender Nonconforming, or

Born with DSD. As part of this publication, the
agsociation indicates that “doctors should be able to
demonstrate an investigatory and analytic approach
to clinical situations by [...] identifying various
harmful practices (e.g., historical practice of using
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‘reparative’ therapy to attempt to change sexual
orientation; withholding hormaone therapy from
transgender individuals) that perpetuate the health
disparities for [LGBT] patients.”

Professional heaith and mental heatth associations
also have ethical codes (American Psychiatric
Association, 2013; American Psychological
Association, 2010; National Association of Social
Worlers, 2008). These codes include provisions that
stress aspirational principles and standards for practice
that can be applied to sexual and gender minority
youth and LGBT individuals broadly. Many of these
codes are integrated into state licensing laws and thus
govern standards of professional practice.

Experts have suggested that the use of conversion
therapy to change the sexual orientation or gender
identity of cHents may be inconsistent with

the aspirational principles of behavioral health
professions. For example, conversion therapy might
violats the principle of “Do No Harm” through
techniques that are deleterious rather than beneficial
to mental health. Additionalty, conversion therapy
may be inconsistent with professional standards that
treatment be based on the best scientific knowledge
and standards of professional competence, in its use
of treatments that cannot be justified by established
scientific and clinical knowledge in the field, and
which imply that variations in sexual orientation and
gender identity are not normative. Experts have also
suggested that conversion therapy is inconsistent
with principles of non-discrimination and justice that
guarantee ali clients, including sexual and gender
nnorities, equal access to the benefits of psychology
and to equal quality of services. Finally, by denying
the inherent worth of LGBT individuals and engaging
in an intervention based on negative social or cultural
attitudes, practitioners of conversion therapy could
potentially violate principles that dictate respect for

people’s dignity.
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Legislative, regulatory, and legal
efforts

Many individuals, organizations, and several
state legislatures have talken steps to regulate
and eliminate the practice of conversion therapy.
Efforts to end the practice of conversion therapy
have included legislative bans and causes of
action alleging consumer fraud, among others.
Future efforts may include federal regulatory
action, advancement of legistation at the state
and federal level, and additional activities by the
Administration.

As of August 2015, four states and the District of
Columbia have passed laws banning the practice
of conversion therapy for minors, and 21 other
states have introduced similar legislation. All of the
bills bar mental health providers from practicing
conversion therapy on minors; some also include
protections for vulnerable adults, restrictions on
the use of state funds, and consumer protection
provisions,

There is currently no federal ban on conversion
therapy. Severat bills and resolutions have

been introduced in 2015, including FL.R. 2450:
Therapeutic Fraud Prevention Act; S.Res. 184:
Stop Harming Our Kids Resolution of 2015; HR
3060 Stop Child Abuse in Residential Programs for
Teens Act of 2015; and H.Con.Res. 36: Expressing
the sense of Congress that conversion therapy,
including efforts by mental health practitioners to
change an individual’s sexual orientation, gender
identity, or gender expression, is dangerous and
harmful and should be prohibited from being
practiced on minors. These efforts discourage

or ban conversion therapy ot require non-
discrimination in the provision of services to sexual
and gender minority minors.

Stakeholders have also suggested the following as
potential federal actions to end conversion therapy:

+  Restrictions on the use of federal or state
funding for conversion therapy by federal
programs, by recipients of such funding, or
through health insurance reimbursements.

»  Policies for institutions that house out-of-home
youth (such as juvenile justice and foster care
programs) that prohibit conversion therapy
efforts on minors in care. These entities are
often licensed by states or receive federal
funding.

= Clarification of existing non-discrimination
policies to extend to prohibitions on conversion
therapy

In addition to legislative and regulatory action,
legal action has been explored as a mechanism for
ending the use of conversion therapy. Most notably,
a jury found in favor of a claim brought under

New Jersey’s consumer fraud law, finding that a
“conversion therapy”™ program that offered services
purported to change people from gay to straight was
fraudulent and unconscionable.” '

In addition, potential claims of discrimination have
been rafsed under the theory that the provision

of iseffective and potentially harmful therapy is
due solely to an individual’s sexual orientation or
gender identity.

Notably, the American Bar Association also

passed a resofution urging “all federal, state, local,
territorial, and tribal governments to enact laws
that prohibit state-ficensed professionals from
using conversion therapy on minors,” as well as “to
protect minors, particularky minors in their care,
from being subjected to conversion therapy by
state-licensed professionals.”

Ending Conversion Therapy: Supporting and Affirming LGBT(} Youth = 3%
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Guidance for Families, Providers, and Educators

Being a sexual or gender minority, or identifying
as LGBTQ, does not constitute a mental disorder.
Sexual or gender minority status, however, is
associated with increased risk of psychosocial
issues such as psychological distress, mistreatment,
and discrimination, Social support, as well as a
lack of rejection, in family, community, schoal,
and health care environments has been shown

to have great positive impacts on both the short-
and long-term health and well-being of LGBTQ
youth (see Research Overview Section 3.2).
Beyond eliminating the practice of conversion
therapy with sexual and gender minority minors,
LGBTQ youth need additional support to promote
resilience and positive development in the spite of
the still-pervasive interpersonal, institutional, and
gocietal bias and discrimination against sexual and
gender minorities. The following portions of this
report provide families and others working with
LGBTQ children and adolescents with guidance
and additional resources to help facilitate the best
possible outcomes for these youth. The information
in these sections is based on research findings as
well as clinical expertise.

Promoting Family and Community
Acceptance and Support

As children and adolescents increasingly experience
and integrate LGBTQ and gender diverse identities
during childhood and adolescence, it is critical

to provide support to reduce risk and promaote
well-being across social institutions and systems.
This includes families, peers, schools, religious
institutions, health and social systems and
community services.

Over the past decade, the concept of
“connectedness” has been seen by researchers and
clinicians as an essential aspect in helping to protect
against risk and promote weliness for individuals

in famities and conumunities. For LGBTQ youth,
family, peer and community support have been

shown to be important sources of support, and
among these, family support and acceptance during
adolescence were found to have the strangest
influence on overall adjustment and well-being

in young adulthood. Because most young people
are nurtured through diverse family, caregiver

and kinship systems, LGBTQ and gender diverse
children and adolescents need support in the context
of their families, cultures and faith communities.
Access to accurate information about sexual
orientation and gender identity development is
critical for families and caregivers who often have
limited and inaccurate information about these core
aspects of human development. This is particularly
important for families and caregivers who believe
that LGBTQ identities and gender diversity may
be at odds with or disavowed by their religious and
cultural values and beliefs.

In 2014, SAMHSA worked with the Family
Aceeptance Project to publish a resource guide to
help practitioners to provide support for families
with LGBTQ children. The Family Acceptance
Project has developed a family support model and
research-based resources to help diverse families,
including conservative families, to support their
LGBTQ children in the context of their values and
beliefs.

Key Points:

*  Family reactions to learning that a child is
lesbian, gay, bisexual or transgender range from
highly rejecting to highly accepting. The largest
propottion of families are ambivalent about
having an LGBTQ or gender diverse child,
and rejecting families become less rejecting
over time. Families can learn to support their
LGBTQ children — and do so more quickly
— when guidance and services are provided
in ways that resonate for them, including
education presented in the context of cultural
and deeply held values.

Ending Conversion Therapy: Supporting and Affirming LGBEQ Yo%h =4
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All families and caregivers need to receive
accurate information about sexual orientation
and gender identity and expression in children
and adolescents, and they need to understand
that how they respond to their LGBTQ
children matters, For example, family rejecting
behaviors during adolescence — including
attempts to change an adolescent’s sexual
orientation — have been linked with health
risks, including suicidal behavior and risk for
HIV, during young adulthood. In addition,
family supportive and accepting behaviors
during adolescence, which include supporting
a child’s gender expression, have been found

to help protect against health risks and to help
promote well-being for LGBTQ young adults.
As family rejecting and supportive behaviors
increase, so, too, does the level of health risks
and protective role of family acceptance in
promoting an LGBTQ child’s averall health and
well-being.

Parents and families with LGBTQ and

gender diverse children need to be heard and
understood by providers, educators and others
who provide services and support for their
children and family. This means meeting
parents and families where they are, supporting
their need to express their feelings, perceptions,
hopes and concerns for their LGBTQ child

in the context of their cuitural and refigious
perspectives, and being sensitive to how deeply
held values shape reactions and responses to
having an LGBTQ or gender diverse child.

Parents and caregivers who are perceived

as rejecting their LGBTQ children and who
engage in rejecting behaviors (such as trying to
change their child’s sexual orientation or gender
expression, using deeply held values and morals
to prevent or change an adolescent’s identity or
preventing them from participating in LGBTQ
support groups) are typically motivated by
trying to help their LGBTQ child “fit in,” have
a good life and be accepted by others. The
Family Acceptance Project’s reseatrch-informed
approach to providing services and care for
LGBTQ children and adolescents uses a
strengths-based framework that views families
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and caregivers as potential allies in reducing
risk, promoting well-being, and creating
healthy futures for their LGBTQ children. The
family’s cultural values, including deeply-held
morals and values, are viewed as strengths.
Research findings related to family accepting
and rejecting behaviors are aligned with
underlying deeply held morals and cuftural
values (such as supporting an individual’s
dignity and self-worth) to help families
understand that it is specific family reactions
and communication patterns that contribute to
both their LGBTQ child’s risk and their well-
being.

Families that are struggling with having an
LGBTQ or gender diverse child don’t have

to choose between their LGBTQ child and
their culture or their morals and values.

Many parents who are struggling believe that
responding with positive reactions such as
expressing affection once they learn that a
child is LGBTQ will condone or encourage a
behavior or identity that is at odds with their
beliefs. However, expressing affection for an
LGBTQ child is a key supportive behavior that
helps protect their child against health risks and
increases connectedness. [n addition, parents
that are struggling can respond with other
supportive behaviors that help increase parent-
child connectedness and have been identified
in research to help protect against risk and
help promote an LGBTQ child’s well-being -
without “accepting” an identity they believe is
wrong, This includes behaviors such as talking
with their child and listening respectfully to
understand their child’s experiences; requiring
that other family members treat their child with
respect even if they disagree; ensuring their
child’s safety by standing up for their child
when others hurt, mistreat or discriminate
against their LGBTQ or gender diverse child
because of who they are. These behaviors also
reflect the key values of dignity, mercy, and
COmpassion.
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Resources
Family Acceptance Project: hitp:/familyproject.
sfeu.edu/

Gender Spectrum: www.genderspectrum.org

Institute for the Study of Sexual Identity: www.
sexualidentityinstitute.org

PFLAG : www.pflag.org
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Bullying, Harassment, and Other
School-Based Issues

Children and adolescents spend the vast majority of
their time in schools and other institutional settings.
Research has shown that students with positive
school experiences achieve healthier outcomes
across a range of variables. Conversely, negative
experiences in school can have a detrimental impact
on educational attainment, in addition to numerous
health-related outcomes. LGBTQ young people in
schools experience disproportionately high levels of
bullying, harassment, and discrimination. This puts
them at higher risk of depression, anxiety, suicidal
ideation and attempt, substance use, and other
mental health problems, in addition to negative
educational outcomes. Families, guardians, and
school-based professionals can and should take
steps to mitigate issues that arise because students
are, or are perceived to be, LGBTQ. Safe and
supportive school environments are an imporiant
factor in ensuring the health and well-being of all
students, including LGBTQ students.

Key points:

«  Much of the distress that LGBTQ children and
adolescents experience is not the result of their
gender non-conformity or LGBTQ identity
- in other words, it is not being LGBTQ that
causes the distress, but rather the way they are
treated for being LGBTQ that does. This can
include being bullied, harassed, or otherwise
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mistteated, in addition to experiences with
structural barriers such as the lack of access
to an appropriate restroom for a transgender
student. School-based professionals can

help minimize mental health issues for
LGBTQ students by taking steps to eliminate
structural bartiers and proactively working
to create a positive school climate, which can
include measures such as LGBTQ-inclusive
curriculum and intervening to stop bullying
and harassment.

+  School-based mental health professionals may
often be one of the few trusted adults with
whom young people can be open about who
they are and what barriers they are facing as a
tesult. Some LGBTQ young people may not be
in a position to discuss their sexual orientation
or gender identity with their families, whether
because their family has already made it clear
that such conversations are not welcome, or
because of fears of family rejection if they
come out. In addition to providing a safe and
welcoming atmosphere, school-based mental
health professionals can equip themselves with
LGBTQ-related resources, know the warning
signs for identity-based mistreatment, and be
prepared to serve as one of the primary adults
with whom LGBTQ youth can discuss these
issues.

» Ttis important to understand that confidentiality
is essential; students should rot be outed to
their parents or to their peers, and professionals
should not assume that the name, proncuns, or
manner of dress that a student uses in school
is the same at home; often times, school may
be the only place where a young person feels
comfortable being out or expressing their
gender in a certain way. Students should be
asked how they would like to be addressed and
in which context. Safety and support should be
of paramount concern.

=  Students should never be asked to change
gender non-conforming behavior as a means
of resolving issues arising in school. Beyond
the potential for increasing psychological
distress, such requests occur within the
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context of a system that already frequently
penafizes LGBTQ youth. This population
is disproportionately disciplined in schools,
and is over-represented in the juvenile justice
system. While five to seven percent of youth
are estimated to be LGBTQ, they represent 15
percent of the juvenile justice population, and
up to 40 percent of homeless youth. Helping
to ensure that LGBTQ youth can be who they
are and stay in school is a life-changing and
potentially life-saving infervention.

¢ One of the most important steps that families
and schools can take is to ensure that schools
have inclusive and supportive policies for
LGBTQ vouth that are implemented effectively.
Numerous resources have been developed
(several are listed below) that walk through all
of the ways in which a school can make system-
wide changes that benefit all students, including
LGBTQ students. Beyond simply being in
the best interest of LGBTQ students and their
behavioral health, Title IX of the Education
Amendments of 1972 protects transgender
and gender nonconforming students from
discrimination. Proactive adoption of inclusive
policies can prevent costly and time-consuming
efforts to remedy issues after damage has
already occurred.

Resources:

Centers for Disease Control, Division of Adolescent
and School Health (DASH): www.cde.gov/

Healthy Youth/

GLSEN: www.glsen.org

Human Rights Campaign, Welcoming Schools
Initiative: www.welcomingschools.org

National Center for Lesbian Rights, Youth Project:
www.ncirights. org/our-work/youth

National Association for School Psychologists,
Committee on GLBTQ Issues: www.nasponline.
org/advocacv/glb.apsx

PFLAG : www.pflag.org
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Safe & Supportive Schools Project: http://www.apa.
org/pi/lgbt/programs/safe-supportive/default.aspx
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Pediatric Care Considerations for
LGBTQ Children and Adolescents

Pediatricians are often the first health professional
that families turn to when they need help addressing
issues that have arisen because their child is, or is
perceived to be, LGBTQ. Families often develop

a longstanding, trusting relationship with their
family pediatrician and may feel more comfortable
discussing issues with them before reaching out

to a behavioral health professional. They may

rely also on them for referrals to other appropriate
professionals. Consequently, it is important for
pediatricians to understand appropriate therapeutic
approaches when worldng with LGBTQ children
and their families.

In 2014, the Association of American Medical
Colleges (AAMC) published a set of thirty
gender, sex anatomy, and sexuality competencies
that physicians should be able to demonstrate in
their practices (Association of American Medical
Colleges, 2014), Additionally, the American
Academy of Child and Adolescent Psychiatry
published a set of practice parameters pettaining
to the care of LGBTQ youth that speaks to the
importance of addressing family dynamics when
working with families with LGBTQ youth (Adelson
& AACAP CQI, 2012), Specifically for eligible
transgender adolescents who meet criteria for
gender dysphoria (GD), the World Professional
Association of Transgender Health Standards

of Cate, 7% Bdition, recommends that family
involvement in the consent process is crucial

for physical interventions that are prescribed by
health professionals who are not behavioral health
professionals. The following key principles can
be drawn from these resources as they apply o
pediatricians and family practice physicians when
youth who are, or are perceived to be, LGBTQ
present in clinical practice. '

Key points:

+  Families need accurate information about
LGBTQ identities as being normal variants
of the human experience. Specifically, this is
important in helping pediatricians respond
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to family and parent questions about the
healthiness or normality of their child’s or
adolescent’s behavior or identity is inherently
pathological and whether these behaviors or
identities can or should be changed. This can
be particularly important for transgender and
gender nonconforming youth, who may be
seeking medical interventions to help mitigate
the effects of untreated gender dysphoria,

as some parents might hold the belief that
their youth’s gender identity is inherently
pathological. In fact, it is the associated
gender identity-sex anatomy discrepancy that
characterizes gender dysphoria, and which

is the treatable phenomena, not the gender
identity itself. This information is readily
available (several resources are listed below),
and sharing it may be the most important

way a pediatrician can support the healthy
development of sexual and gender minority
youth.

Practices should provide office climates that
atlow all youth to feel comforiable disclosing
their gender identity or sexual orientation,
whether it differs from societal expectations
and cultural norms or not. Steps to do so can
inchide a number of things, ranging from
changing intake forms to include both gender
identity and sex assigned at birth, routinely
asking about pronoun preferences when with
youth alone, training frontline staff to use
youths’ preferred name and pronoun (and when
it is safe and appropriate to do so), to forming
partnerships with local LGBTQ organizations
and building relationships with LGBTQ
community providers to whom they can refer
youth and famikies to when appropriate.
Family dynamics are particularly important to
address as they pertain to attitudes and beliefs
about gender identity and sexual orientation.
Research has shown that LGBTQ youth who
come from highly rejecting families are nearly
nine times more likely to engage in suicidal
behavior when compared to their LGBTQ
youth counterparts who come from accepting
families (Ryan, et al,, 2009), Pediatricians
should be aware of the various types of
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reactions from family members towards their
child or adolescent which can range from

subtle forms of rejection (e.g., calling their
child’s identity a “phase™) to more overt forms
of rejection (e.g,, kicking their youth out of

the home or physical abuse). Pediatricians
should encourage whole-family resoltions

of issues with which they are confronted,
including referral to mental health professionals
who can work with young people as well as

for individual family members who may be
struggling with the idea that their child or
adolescent is or may be LGBTQ. Partnering
with parents or family members who are
struggling with their youths’ gender identity or
sexual orientation may sometimes be necessary
in order to gain family members’ trust,
increasing adherence and reducing resistance to
the pediatrician’s futare recommendations,

«  Pediatricians should be carefil not to
reinforce gender stereotypes when working
with LGBTQ and gender nonconforming
vouth and their families. This can require
recognizing your own implicit biases and
working to change ingrained patterns, such
as giving certain stereotypically masculine
toys to boys and others to gitls, or asking
adolescents specifically whether they have a
boyfriend or a girlfriend instead of determining
the information in a manner that does not
presuppose the gender of their romantic or
sexual interest or attraction.

Pediatricians should be aware of the

situations when it is necessary to enlist an
interdisciplinary team of providers to address
the health of some LGBT(Q youth. While some
issues may be resolved through the simple
provision of information, it ay be necessaty fo
establish an interdisciplinary team that includes
qualified behavioral health professionals and
ongoing collaboration, For all LGBTQ youth,
recognizing and detecting signs of emotional
distress and psychiatric co-occurring diagnoses
(such as depression, anxiety, substance abuse),
requires astute screening (particularly in

the case of suicide), detection of psychiatric
conditions, and prompt referral to a behavioral

health provider. As is addressed in depth in the
Affirmative Care section, for adolescents with
gender dysphoria, it is important to coordinate
the care with a qualified behavioral health
provider and endocrinologist in determining
eligibility and readiness for physical
interventions such as pubertal suppression

or cross-gender hormone therapy. In some
situations, coordination of care with the
behavioral health provider and surgeon may be
necessary as well when considering surgical
interventions for eligible adolescents with
gender dysphoria as described in the WPATH
standards of care (Coleman et al., 2012).
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American Academy of Pediatrics. (2013). Policy
Statement: Office-based care for leshian, gay,
bisexual, transgender, and questioning youth.
Pediatrics, 132(1), 198 -203 doi: 10.1542/
peds.2013-1282
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H. (Eds.). (2015). The Fenway Guide to
lesbian, bisexual, and transgender health (2
ed.). Philadelphia, PA: American College of
Physicians.
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Affirmative Care for Gender
Minority Youth

Increasingly, families, providers, and researchers
alike are realizing that providing supportive,
affirmative care to transgender children and
adolescents results in better outcomes for youth.
This positive development has resulted in a
significant increase in the number of families and
providers seeking accurate information about
appropriate treatment protocals for working with
gender minority (fransgender and gender diverse)
yauth, including information about socially
transitioning youth, and about medical interventions
for adolescents.

It is important to ensure that supportive behaviorat
heaith and medical care take an affirmative
approach which aims to facilitate in children and
adolescents the time and space they need fo develop
and transition in whatever way that might make
sense for them, whenever they are ready.

In this approach, children and adolescenis are
encouraged to actively explore their gender identity
and gender expression at home, with peers, and
within the context of supportive therapy. This
approach encourages children, adolescents, and
families to move away from the gender binary

and accept the child’s developing gender identity
and sexudl orientation at whatever point they are

in their own trajectory. With young children, this
may include exploring all options related to social
transitioning, For example, perhaps the child is
assigned male at birth and prefers feminine clothing
and toys but is not pushing for a female name and
pronouns. Rather than assume the child should
undergo a full social transition, an affirmative
approach would allow the child to continue

sorting out their gender identity over time. For an
adolescent uninterested in medical interventions,
an affirmative approach might include encouraging
them to consider non-body altering ways of living
in their affirmed gender and helping them explore
the variety of ways to live in their individualized
gender identity.
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Here are a few key points to keep in mind when
considering a supportive and balanced approach for
transgender and gender diverse, or gender minority,
youth:

«  Affirmative work with gender non-conforming
young children should consider the option
of socially transitioning for each child
individually, carefully exploring the pros and
cons In a client-centered approach. The existing
research should be discussed with parents,
with acknowledgement that many gender non-
conforming children do not persist to become
transgender adolescents and adults.

«  Affiemative work with gender minority
adolescents involves offering puberty blocking
medication (at Tanner Stage 2-3) and cross-
sex medical interventions {generally offered
around the age of 16). However, the research
showing positive effects for these interventions
are based on protocols that require supportive,
gender-clarifying therapy and a psychological/
readiness evaluation. Offering these
medical interventions in the absence of an
interdisciplinary team that provides the mental
health component does not have empirical
support and carries risks {e.g,, greater chance of
regret).

»  While lowering the age requirement for
hormone treatment may be in the best interest
of some adolescent patients, this decision
carries risks as most adolescents prior to age
16 are still solidifying their identities and have
underdeveloped neurological and cognitive
functioning that allows for mature long-term
decision making, Mental health involvement,
most importantly a formal readiness evaluation,
is always recommended in these cases,

*  Research shows that gender minority children
and adolescents are most likely to thrive when
they have the support of their parents. For this
reason, an affirmative approach should involve
parents in the process.

+  Medical interventions (puberty blockers and
cross-sex hormone therapy) have been shown to
be helpful in decreasing gender dysphoria and
improving quality of life for transgender and

gender minority youth when the youth treated
follow a specific protocol that involves two
important steps: () gender exploring therapy
with a qualified mental health provider, and

(2) a comprehensive evaluation to determine
readiness for a medical intervention.

Because of the potential impact that hormone
therapy may have on fertility, this fopic should
be discussed at length with any adolescent
seelking medical interventions and should
occur with both their mental health and
medical providers. Parents should also be
made aware of these potential side effects.
Additionally, because many gender minority
young adolescents who are prescribed puberty
blocking medication eventually pursue
hormone treatment, the conversation about
fertility should happen prior to starting blockers
as well.

Although many young adolescents who are
prescribed puberty blockers will eventually
pursue hormone treatment, blockers are not
intended as the first step in the physical/medical
transition process. The affirmative client-
centered approach reminds parents, youth (and
providers) that the primary purpose of the
blockers is to give the adolescent more time

to continue exploring their gender identity in
an effort to help them make the best decision
for themselves regarding initiation of other
medical interventions in the future. Adults that
are unable to or are uncomfortable with the
possibility that an adolescent on blockers could
change their mind may explicitly or inexplicitly
malke an adolescent feel “stuck” in a gender
identity.

Affirmative care encourages providers,
patients, and families to critically examine
their own values and beliefs about gender and
the gender binary specifically. Providers and
parents are encouraged to accept a more fluid
expression of gender and allow their child

or adolescent the freedom to explore their
developing gender identity without pressure to
select one of two options.
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Due to the complexity that exists for most
transgender and gender diverse youth, due

1o their evolving gender identity and sexual
orientation, their rapidly changing and
developing bodics and brains, along with a
rapidly shifting societal landscape around
acceptance of and treatment for transgender
and gender diverse people, an affirmative
approach recognizes the importance of
providing care within an interdisciplinary team,
wherein each provider’s input is valued and
perceived as equally critical to the care of the
individual patients served.

Resources

TransYouth Family Allies: www.imatyfa.org/

Trans Youth Equality Foundation: www.
Iransyouthequality.org

PFLAG Transgender Network: http://community.
pflag.org/transgender

Gender Spectrum: www.genderspectrum.org

Brill, 8. A., & Pepper, R. (2008). The transgender
child: A handbook for families and
professionals. Berkeley, CA: Cleis Press,

Ehrensaft, D. (2011). Gender born, gender made.
Raising healthy gender-nonconforming childven
(1 ed.). New York: The Experiment.
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Summary and Conclusion

SAMIHSA is committed to eliminating health
disparities facing vulnerable communities,
including sexual and gender minority children

and youth. To build a healthy and supportive
environment for all children and adolescents,
families and providers need resources and accurate
information to help inform healthy decision
making. Two key strategies that can help prevent
adverse outcomes and support healthy development
for LGBTQ youth are; strong and positive family
and community engagement, and appropriate and
supportive therapeutic interventions by health and -
behavioral health care providers.

These strategies are grounded in psychological
research. Being a sexual or gender minority, or
tdentifying as LGBTQ), is not a mental disorder.
Variations in sexual orfentation, gender identity, and
gender expression are normal. Sexual and gender
minority children have unique health and behavioral
health needs, and may experience distress related to
their sexual orientation or gender, as well as others’
responses to their current, future, or perceived
sexual orientation, gender expression, or gender
identity. In addition, gender minority youth may
experience distress caused by the incongruence
between their gender identity and physical body.

The research, clinical expertise, and expert
consensus make it clear that conversion therapy
efforts to change a child’s or adolescent’s gender
identity, gender expression, or sexual arientation
are not an appropriate therapeutic intervention.
No evidence supports the efficacy of such
interventions o change sexual orientation or gender
identity, and such interventions are potentially
harmful. Appropriate therapeutic approaches to
working with sexual and gender minority youth
include: providing accurate information on the
development of sexual orientation and gender
identity and expression, increasing family and
school support, and reducing family, community,
and social rejection of sexual and gender minority
children and adolescents. Social transition

and medical interventions, including pubeital
suppression and hormone therapy, are additional
therapeutic approaches that are appropriate for
some gender minority youth. Careful evaluation,
developmentaily-appropriate informed consent of
youth and their families, and a weighing of potential
risks and benefits are vital when considering
inferventions with gender minority youth,

Beyond ending potentially harmful practices, it is
important to also build greater social acceptance
of LGBTQ youtk; fo adopt appropriate and
suppaortive therapies; and to provide targeted
resources and accurate information for children,
adolescents, their families, and their providers.
Building better supportive environments and
working to eliminate negative social attitudes will
reduce health disparities and improve the health
and well-being of all LGBTQ youth.
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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. i

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, efc.). Young children express their gender through choices for personal items such as toys and
clothes, as well as hairstyle, colors, ete.

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 attribufes that are not exclugively male or female;
frequently “assigned” a gender a birth which may or may not differ from their gender identity later i 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 affraction to others. Sexual orientation
is usually classified as heterosexual, bisexual, or homosexuval (fesbian and gay), and includes components
of attraction, behavior, and identity (Laumann et al., 1994). Sexual orientation is expressed in relationship
to others to meet basic human needs for love, aftachment, 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 iabels 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.

10.

11

The term: “sexuval and gender minority” is an umbrella ferm. “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 cultural norms. Sexual and gender minority
populations are also referred fo as lesbian, gay, bisexual, and transgender (LGBT) populations, as many (though not all) sexual
and gender minerity 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
sexval orientation, and is particularly common when youth are the population of focus, as here.

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 @ priori goal of a gender expression that aligns with ste-
reotypical norms, cisgender identity, and/or heterosexual crientation, identity, and sexual behaviors. For a full glossary of termms,
see Appendix A.

To be inclusive of transgender 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.

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

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.

The term “sexual and gender minority” is an nmbrella term. “Sexual minority” refers to individuals who have a same-gender
(i.e., homosexual) or bisexual orientation, “Gender minority™ refers to individuals whase 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 {L.GBT) 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 questicning aspects of their gender or
sexual orientation, particularly common when youth are the population of focus.

To be inclusive of transgender 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 fo recognize that individuals generally 1abel
their sexual orientation with regard to their gender identity as opposed to assigned sex at birth.

Secondary sex characteristics refer to sexually dimorphic phenotypic treits 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
pubie hair, and the onset of menses (Lee 1980).

Homosexuality per se was removed from the Tnternational 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 ICD, although
there is some movement underway to remove them in the next edition of FICD (Cochran, S, D., Drescher, I., Kismadi, Giami,
Garcia-Moreno, Atalia, ..., & Reed, 2014).

Biological sex Is itself a multidimensional construct, as the chromesomal, gonadal, and anatomical indicators of biological sex
do not always align, such ag in intersex individuals/individuals with disorders of sex development (Hughes et al., 2006).

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 sterectypically 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 cuttures have recognized, accepted, and sometimes revered
diversity in gender identity and gender expression (American Psychological Association, 2015b). This includes Two Spirit
individuals within American Indian communitics.
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12, The diagnosis of Gender Identity Disorder was eliminated and replaced with the disgnosis of Gender Dysphoria in the Diag-
nostic and Statistical Manual of Mental Disorders in 2013. Though no longer the cuvent diagnosis, almost all existing research
includes participants who were diagrosed 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 fhe discomfort
or disiress caused by the discrepancy between a person’s gender identity and that person’s sex assigned at birth and/or primary
or secondary sex charactetistics. We will use the term “individuais with gender dysphoria” throughout the report as inclusive of
individuals diagnosed under both current and eartier 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 tater. This trajectory is discussed in the section on Gender in
Adolescence,

14. Scientists now understand that while sexual ozientation is not malleable to external pressures to change (American Psycholog-
ical Association, 2009), some individuals experience internal changes in sexual atfraction 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
sexcual finidity (Diamond & Butterworth, 2008; Savin-Williams & Ream, 2006). For findings related to the stability of sexual
orientation identity in adolescence and young aduithood, refer to research by Ott et al. (2010).

[5. Though opportunities for sexuality- and gender-related stressots and supports also aceur 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 congensus 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 20152)

18. This section is based on reports by American Psychological Association (2012 and 2015a) and APA Task Force on Appropriate
Therapeutic Responses to Sexual Orientation (2009).

19. Formore information see White House sources Strengthening Protection against Discrimination.

20. For example, “A Practitioner’s Resource Guide: Helping Families to Support Their LGBT Children™ hitn:/store.samhsa.goy/

roduct/A-Practitiener-s-Resource-Guide-Helping-Famifies-to-Suppori-Their-1.GB T-Children/PEP14-L GBTKIDS, Another
helpful resources is “Helping Families Support Their Lesbian, Gay, Bisexual, and Transgender (LGBT) Children” hitp:/fncee,
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 Medijcal Colleges, 2014, Implementing Cwiricutar and Institutional Climate Changes to Improve
Health Care for Individuals Who are LGBT, Gender Nonconforming, or Born with DSD. Available at https://www,aame.org/

download/414172/data/lgbt.pdf.

23. Fergusonv. JONAH, Law Div., Hudson Cy. (Bariso, J.5.C.), HUD-1-5473-12, February 5, 2015.

24, American Bar Association, 2015, Resolution 112., available at https://www.americanbar.org/content/dam/abafimages/aban-
ews/201 Sannualresolutions/112.pdf.
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