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Call to Order — Lori Conklin, MD — Vice-President, Chair
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Adoption of Agenda
Public Comment on Agenda Items (15 minutes)
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6. U.S. Department of Veterans Affairs’ proposed regulations............cccccoovevveviiiciicce e, 140
Announcements
Next Meeting: TBA
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PERIMETER CENTER CONFERENCE CENTER
EMERGENCY EVACUATION OF BOARD AND TRAINING ROOMS
(Script to be read at the beginning of each meeting.)

PLEASE LISTEN TO THE FOLLOWING INSTRUCTIONS ABOUT EXITING THESE
PREMISES IN THE EVENT OF AN EMERGENCY.

In the event of a fire or other emergency requiring the evacuation of the building,
alarms will sound.

When the alarms sound, leave the room immediately. Follow any instructions
given by Security staff

Board Room 4

Exit the room using one of the doors at the back of the room. (Point) Upon
exiting the room, turn RIGHT. Follow the corridor to the emergency exit at the
end of the hall.

Upon exiting the building, proceed straight ahead through the parking lot to the
fence at the end of the lot. Wait there for further instructions.



Agenda Item: Approval of Minutes of the May 17, 2019

Staff Note: Draft minutes that have been posted on Regulatory Townhall
and the Board's website are presented. Review and revise if
necessary.

Action: Motion to approve minutes.
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VIRGINIA BOARD OF MEDICINE
LEGISLATIVE COMMITTEE MINUTES

Friday, May 17, 2019

CALL TO ORDER:

ROLL CALL:

MEMBERS PRESENT:

MEMBERS ABSENT:

STAFF PRESENT:

OTHERS PRESENT:

Department of Health Professions Henrico, VA

The meeting of the Legislative Committee convened at
8:34 am.

Ms. Opher called the roll; a quorum was established.

Ray Tuck, DC, Vice-President, Chair
David Giammittorio, MD

Jane Hickey, JD

Karen Ransone, MD

David Taminger, MD

Svinder Toor, MD

Alvin Edwards, PhD

William L. Harp, MD, Executive Director

Barbara Matusiak, MD, Medical Review Coordinator
Colanthia Morton Opher, Deputy Director for Administration
David Brown, DC, DHP Director

Barbara Allison-Bryan, MD, DHP Chief Deputy

Erin Barrett, JD, Assistant Attorney General

W. Scott Johnson, Esq., MSV
Richard Grossman, VCNP

EMERGENCY EGRESS INSTRUCTIONS

Dr. Ransone provided the emergency egress instructions.

APPROVAL OF MINUTES OF SEPTEMBER 7, 2018

Dr. Ransone moved to approve the meeting minutes of September 7, 2018 as presented.
The motion was seconded and carried unanimously.

ADOPTION OF AGENDA

Dr. Ransone moved to accept the agenda as presented. The motion was seconded and

carried unanimously.

1-
Legislative Committee Minutes
May 17, 2019



3
--- DRAFT UNAPPROVED --

PUBLIC COMMENT
There was no public comment
DHP DIRECTOR’S REPORT

David Brown, DC, DHP Agency Director, advised the Committee that DHP’s website has a
new look. The pilot for the new site began with the Board of Nursing, and by year’s end, the
remaining boards will migrate over to the new format. He said the new format will make it
easier for the external stakeholders to navigate, which in turn, should decrease the number of
phone calls to the boards.

Dr. Brown then provided an update on the Board of Pharmacy’s cannabidiol oil and THC-A
processing program. He noted that Pharmacy has approved five processors, one for each
health district. By the end of 2019, they are to be up and running. Dr. Brown spoke to the
CBD oil that is currently available at a number of retail outlets. He said that for the last
couple of years, federal farm bills have supported market research, including cultivating hemp
for fiber or bio fuel. Hemp is also now being used as a source for CBD oil. Virginia farmers
are not currently allowed to grow hemp or produce CBD oil. A bill will be introduced next year
in the General Assembly to align Virginia law with federal law. It will provide for the Secretary
of Agriculture to develop a regulatory scheme for hemp and hemp products in the
Commonwealth. Dr. Brown also pointed out that the CBD oil currently being sold at retail
stores is hemp-derived and unregulated, so products may contain contaminants and
pesticides. Once the CDC became aware of contaminated oil and its effect on those who
used the oll, it issued an advisory notification.

Dr. Allison-Bryan advised that some studies show that up to 70% of available CBD oil is
mislabeled.

Dr. Toor asked if CBD oil is already being produced by a pharmaceutical company, why is the
Board of Pharmacy proceeding with an alternative process?

Dr. Allison-Bryan stated that before Epidiolex was approved, the General Assembly was
interested in going forward with a Board of Pharmacy oil processing program.

Dr. Brown noted that Dr. Toor makes a good point; however, it is not up to DHP to change
the program, that would be the prerogative of the General Assembly. There has been a
significant amount of money invested in the program already, and an effort to change its
current structure would probably meet a lot of resistance.

As an aside, Dr. Allison-Bryan said that Virginia-produced CBD oil will not be covered by
insurance, because it is still illegal under federal law.

Dr. Brown then advised that the 2019 Session requires DHP to convene two workgroups to
study 1) access to telemedicine, including changing the definition, and 2) the licensure
process and what barriers exist for foreign trained physicians.

-2-

Legislative Committee Minutes
May 17, 2019



4
— DRAFT UNAPPROVED --

EXECUTIVE DIRECTOR’S REPORT

Dr. Harp informed the members that we now have five months of experience with Licensure
by Endorsement, and we are still ironing out the process. The Interstate Medical Licensure
Compact reports their applicants are being licensed in an average of 36 days. He said the
Board should be able to meet that standard. The Compact reports 32% of its participants get
licensed within 15 days.

NEW BUSINESS

1. Requlatory/Policy Actions from the 2019 General Assembly

Dr. Harp briefed the members on the status of the following regulations and actions:

EMERGENCY REGULATIONS:

Legislative | Mandate Promulgating Board adoption Effective date
source agency date Within 280 days
of enactment
HB1952 Patient care team — PAs Medicine 6/13/19 or 8/2/19 | 11/25/19
(signed 2/22)
HB2559 Waiver for electronic Medicine 6/13/19 or 8/2/19 | 12/24/19
prescribing (signed 3/21)
APA REGULATORY ACTIONS
Legislative Mandate Promulgating Adoption date | Effective date
source agency
HB2457 Retiree license Medicine NOIRA — ?
6/13/19
NON-REGULATORY ACTIONS
Legislative Affected Action needed Due date
source agency
HB1970 Department Review of telehealth; practice by | 11/1/19
adjacent physicians
HB2169 Medicine Review/revision of application 7/1/19
content & process to identify &
expedite military spouse apps
SB1557 Medicine/Pharmacy/Department | Inclusion of NPs and PAs for 7/1/19
registration to issue certifications
Participation in workgroup to
study oversight organization
SB1760 Department (Medicine) Study of Xrays in spas — VDH 11/1/19
(not passed)
HJ682 Department Study of foreign-trained 11/1/19
(not passed) physicians to provide services in
rural areas

-3-
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Future Policy Actions:

HB793 (2018) - (2) the Department of Health Professions, by November 1, 2020, to report to the General
Assembly a process by which nurse practitioners who practice without a practice agreement may be included in
the online Practitioner Profile maintained by the Department of Health Professions; and (3) the Boards of
Medicine and Nursing to report information related to the practice of nurse practitioners without a practice
agreement that includes certain data, complaints and disciplinary actions, and recommended modifications to the
provisions of this bill to the Chairmen of the House Committee on Health, Welfare and Institutions and the
Senate Committee on Education and Health and the Chairman of the Joint Commission on Health Care by
November 1, 2021.

HB2559 (2019) - requires the Secretary of Health and Human Resources to convene a work group to identify
successes and challenges of the electronic prescription requirement and offer possible recommendations for
increasing the electronic prescribing of controlled substances that contain an opioid and to report to the
Chairmen of the House Committee on Health, Welfare and Institutions and the Senate Committee on Education
and Health by November 1, 2022.

Dr. Harp then provided a brief synopsis of the following bills:

HB 1952 Patient care teams; podiatrists and physician assistants.

HB 1970 Telemedicine services; payment and coverage of services.

HB 1971 Health professions and facilities; adverse action in another jurisdiction.

HB 2169 Physician assistants; licensure by endorsement.

HB 2184 Volunteer license, special; issuance for limited practice.

HB 2228 Nursing and Psychology, Boards of; health regulatory boards, staggered terms.

HB 2457 Medicine, osteopathy, podiatry, or chiropractic, practitioners of; inactive license,
charity care.

HB 2557 Drug Control Act; classifies gabapentin as a Schedule V controlled substance.
HB 2559 Electronic transmission of certain prescriptions; exceptions.

HB 2731 Lyme disease; disclosure of information to patients.

SB 1004 Elective procedure, test, or service; estimate of payment amount.

SB 1106 Physical therapists & physical therapist assistants; licensure, Physical Therapy
Licensure Compact.

-4-
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SB 1167 Medicaid recipients; treatment involving opioids or opioid replacements, payment.

SB 1439 Death certificates; medical certification, electronic filing. This bill requires the completed
medical certification portion of a death certificate to be filed electronically with the State Registrar of
Vital Records through the Electronic Death Registration System and provides that, except for under
certain circumstances, failure to file a medical certification of death electronically through the
Electronic Death Registration System shall constitute grounds for disciplinary action by the Board of
Medicine. The bill includes a delayed effective date of January 1, 2020, and a phased-in requirement
for registration with the Electronic Death Registration System and electronic filing of medical
certifications of death for various categories of health care providers. The bill directs the Department
of Health to work with stakeholders to educate and encourage physicians, physician assistants, and
nurse practitioners to timely register with and utilize the Electronic Death Registration System.

Dr. Harp advised that this system was implemented several years ago; however, not all practitioners
signed up to use it.  This bill will make using the EDRS mandatory. To ensure awareness, a
notification will be placed in the Board Briefs, and an email will be sent to the Board’s licensees who

are required to complete death certificates.
SB 1547 Music therapists; Board of Health Professions to evaluate regulation.

SB 1557 Pharmacy, Board of; cannabidiol oil and tetrahydrocannabinol oil, regulation of
pharmaceutical processors.

SB 1760 Diagnostic X-ray machines; operation of machine.
SB 1778 Counseling minors; certain health regulatory boards to promulgate regulations.
This report was for information only and did not require any action.

2. Chart of Requlatory Actions

Dr. Harp reviewed the status of the Board’s five pending regulatory actions.
This report was for information only and did not require any action.

3. Response to Petition for Rulemaking

Dr. Harp referred to the Petition for Rulemaking submitted by Luke Vetti, DPM. Dr. Vetti asks
the Board to consider amending the Regulations Governing the Practice of Medicine,
Osteopathy, Podiatry, and Chiropractic, 18VAC 85-20-10 et. seq, specifically 18VAC85-20-
141 “Licensure by endorsement’, section 4, and 18 VACB85-20-350 “Informed consent”
section B. He requests that the American Board of Podiatric Medicine be added to these
sections.

Dr. Harp advised that four (4) comments in support of this request were received during

-5-
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the comment period, with none opposed. He also reflected the thinking of the podiatric Board
member to the Committee.

MOTION: After a brief discussion, Dr. Ransone moved to initiate rulemaking to adopt the
amendments by a fast-track action. The motion was seconded and carried unanimously.

4. Letter regarding Opioid Regulations Impact on Patient Care

Dr. Harp provided a summary of an e-mail from Sydney Rab asking the Board to reconsider
its regulations for the prescribing of opioids, Dr. Harp’s response to the e-mail, and an article
regarding the regulation of opioids.

MOTION: After discussion, Dr. Ransone moved to recommend to the full Board that no
action be taken. The motion was seconded and carried unanimously.

5. Reminder
Travel vouchers for this meeting should be submitted no later than June 17, 2019.

Presentation of Consent Order

Dr. Harp presented a Consent Order for the Board’s consideration regarding a licensee’s
reinstatement. After a short discussion, Dr. Ransone moved to accept the Consent Order as
presented; Dr. Toor seconded. The motion carried unanimously.

ANNOUNCEMENTS

Members were reminded to stay for probable cause review

NEXT MEETING

September 6, 2019

ADJOURNEMENT

With no other business to conduct, the meeting adjourned at 9:39 a.m.

Ray Tuck, Jr., DC William L. Harp, MD
Vice-President, Chair Executive Director

Colanthia Morton Opher
Recording Secretary
-6-
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Agenda Item: Director’s Report
Staff Note: None.

Action: Informational presentation. No action required.



Agenda Item:  Executive Director’s Report

Staff Note: All items for information only

Action: None.
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Agenda Item: Regulatory Actions - Chart of Regulatory Actions

; iy
e \ :l

[18 VAC 85-20] Regulations Governing the Practice of
Medicine, Osteopathic Medicine, Podiatry, and
Chiropractic

[18 VAC 85 -20] | Regulations Governing the Practice of
| Medicine, Osteopathic Medicine, Podiatry, and
| Chiropractic

[18 VAC 85 - 20] | Regulations Governing the Practice of
' Medicine, Osteopathic Medicine, Podiatry, and
Chiropractic

| [18 VAC 85 - 20] ! Regulations Governing the Practice of
| Medicine, Osteopathic Medicine, Podiatry, and
Chiropractic

[18 VAC 85 -21] : Regulations Governing Prescribing of Opioids
rand Buprenorphine

[18 VAC 85 - 50] |Regulations Governing the Practice of
| Physician Assistants
|
|

[18 VAC 85-50] Regulations Governing the Practice of
Physician Assistants

[18 VAC 85 - 50] |Regulations Governing the Practice of
Physician Assistants

[18 VAC 85 - 110] Regulations Governing the Practice of
Licensed Acupuncturists

[[18 VAC 85 - 120] Regulations Governing the Licensure of
- | Athletic Trainers

As of Sugust 22,

........

Result of periodic review [Action 5167]

Fast-Track - Register Date: 7/22/19
Effective: 9/6/19

| Addition of American Board of Podiatric '

| Medicine [Action 5316]

|| Fast-Track - At Governor's Office for 10

|| days

Supervision and direction for laser hair

. removal [Action 4860]

Final - Register Date: 7/8/19
Effective: 8/7/19

‘ l Renewal fee reduction [Action 5353]
|
|| Final - Register Date: 9/2/19

I|Effect/'ve: 10/2/19
! Waiver for e-prescribing of an opioid
[Action 5355]

Emergency/NOIRA - DPB Review in
progress

i Practice with patient care team
! physician [Action 5357]

i Emergency/NOIRA - DPB Review in
i | progress

Result of periodic review [Action 5168]

| Fast-Track - Register Date: 7/8/19
\ Effective: 8/22/19

‘ ! Licensure by endorsement for spouses
|

\ of military [Action 5356]
i i Final - Register Date: 9/2/19
|| Effective: 10/2/19
Result of periodic review [Action 5169]

Fast-Track - Register Date: 6/24/19
Effective: 8/8/19

|

i
|| Result of periodic review [Action 5170] [

Fast-Track - Register Date: 6/24/19
Effective: 8/8/19
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Agenda Item: Committee recommendation on Retiree License

Included in agenda package:
Legislation passed by 2019 General Assembly (HB2457)

Information relating to discussion of a Notice of Intended Regulatory Action

Staff note:
The Board will need to adopt a Notice of Intended Regulatory Action (NOIRA) at

the October meeting. Specific language in regulation is not necessary, but the
general intent of the action should be described.

Committee action:

Recommendations for the Notice of Intended Regulatory Action on issuance of a
retiree license
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VIRGINIA ACTS OF ASSEMBLY -- 2019 SESSION

CHAPTER 379

An Act to amend the Code of Virginia by adding a section numbered 54.1-2937.1, relating to Board of
Medicine; retiree license.

[H 2457]
Approved March 14, 2019

Be it enacted by the General Assembly of Virginia:

1. That the Code of Virginia is amended by adding a section numbered 54.1-2937.1 as follows:

§ 54.1-2937.1. Retiree license.

A. The Board may issue a retiree license to any doctor of medicine, osteopathy, podiatry, or
chiropractic who holds an unrestricted, active license to practice in the Commonwealth upon receipt of
a request and submission of the fee required by the Board. A person to whom a retiree license has been
issued shall not be required to meet continuing competency requirements for the first biennial renewal
of such license.

B. A person to whom a retiree license has been issued shall only engage in the practice of medicine,
osteopathy, podiatry, or chiropractic for the purpose of providing (i) charity care, as defined in
$ 32.1-102.1, and (ii) health care services to patients in their residence for whom travel is a barrier to

receiving medical care.
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Information for Consideration of a “Retiree License”
Current regulations for issuance of a “restricted volunteer license”

18VACS85-20-226. Restricted Volunteer License.

A. Any doctor of medicine, osteopathic medicine, podiatry or chiropractic who held an
unrestricted license issued by the Virginia Board of Medicine or by a board in another state as a
licensee in good standing at the time the license expired or became inactive may be issued a
restricted volunteer license to practice without compensation in a clinic that is organized in whole or
in part for the delivery of health care services without charge in accordance with § 54.1-106 of the
Code of Virginia.

B. To be issued a restricted volunteer license, a doctor of medicine, osteopathic medicine, podiatry or
chiropractic shall submit an application to the board that documents compliance with requirements of
§ 54.1-2928.1 of the Code of Virginia and the application fee prescribed in 18VAC85-20-22.

C. The licensee who intends to continue practicing with a restricted volunteer license shall renew
biennially during his birth month, meet the continued competency requirements prescribed in
subsection D of this section, and pay to the board the renewal fee prescribed in 18VAC85-20-22.

D. The holder of a restricted volunteer license shall not be required to attest to hours of continuing
education for the first renewa! of such a license. For each renewal thereafter, the licensee shall attest
to 30 hours obtained during the two years immediately preceding renewal with at least 15 hours of
Type | activities or courses offered by an accredited sponsor or organization sanctioned by the
profession and no more than 15 hours of Type 2 activities or courses.

Reference in Code to practice with restricted volunteer license

§ 54.1-106. Health care professionals rendering services to patients of certain clinics and
administrators of such services exempt from liability.

A. No person who is licensed or certified by the Boards of/for Audiology and Speech-Language
Pathology; Counseling; Dentistry; Medicine; Nursing; Optometry; Opticians; Pharmacy; Hearing Aid
Specialists; Psychology; or Social Work or who holds a multistate licensure privilege to practice nursing
issued by the Board of Nursing who renders at any site any health care services within the limits of his
license, certification or licensure privilege, voluntarily and without compensation, to any patient of any
clinic which is organized in whole or in part for the delivery of health care services without charge or any
clinic for the indigent and uninsured that is organized for the delivery of primary health care services as a
federally qualified health center designated by the Centers for Medicare & Medicaid Services, shall be
liable for any civil damages for any act or omission resulting from the rendering of such services unless
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the act or omission was the result of his gross negligence or willful misconduct. Additionally, no person
who administers, organizes, arranges, or promotes such services shall be liable to patients of clinics
described in this section for any civil damages for any act or omission resulting from the rendering of
such services unless the act or omission was the result of his or the clinic's gross negligence or willful
misconduct.

For purposes of this section, any commissioned or contract medical officers or dentists serving on active
duty in the United States armed services and assigned to duty as practicing commissioned or contract
medical officers or dentists at any military hospital or medical facility owned and operated by the United
States government shall be deemed to be licensed pursuant to this title.

B. For the purposes of Article 5 (§ 2.2-1832 et seq.) of Chapter 18 of Title 2.2, any person rendering such
health care services who (i) is registered with the Division of Risk Management and (ii) has no legal or
financial interest in the clinic from which the patient is referred shall be deemed an agent of the
Commonwealth and to be acting in an authorized governmental capacity with respect to delivery of such
health care services. The premium for coverage of such person under the Risk Management Plan shall be
paid by the Department of Health.

C. For the purposes of this section and Article 5 (§ 2.2-1832 et seq.) of Chapter 18 of Title 2.2, "delivery
of health care services without charge" shall be deemed to include the delivery of dental, medical or other
health services when a reasonable minimum fee is charged to cover administrative costs.

Fee for Restricted Volunteer License (in regulation)

M. The fee for an application or for the biennial renewal of a restricted volunteer license shall be
$75, due in the licensee's birth month. An additional fee for late renewal of licensure shall be $25
for each renewal cycle. For renewal of a restricted volunteer license in 2018, the fee shall be $65.

Definition in Code of Charity Care — referenced in 54.1-2937.1:

"Charity care" means health care services delivered to a patient who has a family income at or
below 200 percent of the federal poverty level and for which it was determined that no payment
was expected (i) at the time the service was provided because the patient met the facility's criteria
for the provision of care without charge due to the patient's status as an indigent person or (ii) at
some time following the time the service was provided because the patient met the facility's
criteria for the provision of care without charge due to the patient's status as an indigent person.
"Charity care" does not include care provided for a fee subsequently deemed uncollectable as
bad debt. For a nursing home as defined in § 32.1-123, "charity care" means care at a reduced
rate to indigent persons.



Agenda Item:

Staff Note:

Action:

15

Audit of Practitioners Performing MDR

In late 2018, an audit was begun on 60 practitioners who indicated
during the renewal process that they perform mixing, diluting, or
reconstituting of drugs for administration in their practice. In the
following pages, you will find a copy of the audit, the results of
the audit, and options for resolving the audit findings with the
licenses.

Discuss options for resolving issues of noncompliance with the
licensees for recommendation to the Board in October.
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61 Practitioners were audited.

} Specialties of the non-compliant practitioners were:

|

31 were totally compliant with the regulatory requirements.

oncology, neurology,
plastic surgery, urology,
dermatology,
anesthesiology,

' pediatrics, obstetrics-
' gynecology,

‘30 practitioners were non-compliant in various ways.

endocrinology,
ophthalmology,
pulmonary physical
medicine and
rehabilitation, family
medicine, psychiatry,

‘ rheumatology, infectious
disease, aesthetic/med
spa medicine, and
vascular surgery

‘Non-compliance was noted in the following ways: .|

e Not documenting name, drug, date, time for MDR in the record-21

e Not providing a second check-13

e Not having policies and procedures for MDR-12

e Not having a copy of Chapter 797 on-site-4

e Not abiding by 797 requirements for low, medium or high-risk

drugs-3

e Not utilizing aseptic manipulations-2

e Not ensuring all personnel are properly trained-1

e Not beginning administration within 10 hours after preparation-1

|
|
1
|
|
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OPTIONS TO RESOLVE MDR CASES
MDR regulations became effective in September 2007.

The first audit was accomplished in 2012. Advisory Letters were sent to all licensees
found to be non-compliant with some aspect of the regulations.

The current audit is the second, and the same options apply to the resolution of the
findings with the licensees.

*Tt should be noted that there have been no patient complaints or standard of care
complaints regarding mixing, diluting or reconstituting drugs for administration.

[_] First Option

Send the 30 non-compliant licensees an Advisory Letter based upon the requirement(s)
on the audit form for which the licensee was not compliant. This will be the most
expeditious way to get feedback to the licensees

[ ]Second Option

Send Confidential Consent Agreements to licensees that demonstrated some non-
compliance with the regulations to ensure that it will be corrected. This approach will not
be accomplished as quickly as an Advisory Letter. Further investigation may also be
necessary.

[ ] Third Option

Public discipline in the form of a Consent Order that specifies allegations of violating
some requirement in the regulations. Again, not as expeditious as an Advisory Letter,
and more investigation would need to occur prior to issuing a Consent Order.
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Conversion Therapy

On October 5, 2018, the Department of Health Professions
convened a Conversion Therapy Workgroup. Included were
representatives from the Board of Social Work, Board of Nursing,
Board of Medicine, Board of Counseling, Board of Psychology,
House of Delegates, DHP staff and others. The workgroup heard
testimony from the public, reviewed relevant documents, and
discussed the issues thoroughly. It was determined that it would
be up to the individual boards to decide whether they wanted to
develop a guidance document or promulgate regulations. In the
following pages you will find the minutes from the October 5,
2018 meeting, a proposed guidance document for the Board of
Psychology, draft regulations for the Board of Counseling, and
stances of the American Psychiatric Association, American
Academy of Child and Adolescent Psychiatry, American Academy
of Pediatrics, American Medical Association, and SAMHSA.

To discuss the issues and recommend to the Board of Medicine in
October to develop a guidance document, promulgate regulations,
or recommend no action at this time.
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DHP Conversion Therapy Workgroup

Friday, October 5, 2018
Perimeter Center, 2" Floor Conference Center, Board Room 2
Henrico, Virginia

MEETING MINUTES

In Attendance:

Workgroup Convener

David E. Brown, DC
Director, Department of Health Professions

Workgroup Members

Jamie Clancey, LCSW
Member, Board of Social Work

Jay Douglas, MSM, RN, CSAC, FRE
Executive Director, Board of Nursing

Kevin Doyle, EdD, LPC, LSATP
Chairperson, Board of Counseling

William Harp, MD
Executive Director, Board of Medicine

Patrick A. Hope
Delegate, Virginia General Assembly

Jaime Hoyle
Executive Director, Boards of Counseling, Psychology and Social Work

Trula Minton
Member, Board of Nursing

Jennifer Morgan, PsyD
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DHP Conversion Therapy Workgroup
Friday, October 5, 2018

Kevin O'Connor, MD
President, Board of Medicine

Jennifer Phelps, BS, LPN, QMHPA
First Vice President, Board of Nursing

Jane Probst, LCSW

Herb Stewart, PhD
Chairperson, Board of Psychology

Terry Tinsley, PhD, LPC, LMFT, NCC, CSOTP
Member, Board of Counseling

Elaine Yeatts

Sentor Policy Analyst, Department of Health Professions

Staff

Laura 7. Rothrock

Executive Assistant to Director David E. Brown, DC, Department of Health Professions

Opening Remarks and Approval of Agenda:

Minutes
Page 2 of 6

At 10:00am, prior to calling the meeting to order, Dr. Brown asked the workgroup members to

take some time to review the documents that were not sent to them previously:

e Letter dated October 4, 2018 from Senator Scott Surovell re: Adding Conversion

Therapy to the Standards of Practice; Unprofessional Conduct

* American Counseling Association (ACA) Resolution on Reparative Therapy/Conversion

Therapy/Sexual Orientation Change Efforts (SOCE) as a Significant and Serious

Violation of the ACA Code of Ethics.

 Letter dated October 4, 2018 from Alliance Defending Freedom re: Proposed Regulation

to Limit Counseling and Therapeutic Freedom

NOTE: Prior to the meeting, the workgroup had been provided with a letter dated October 1,

2018 from the National Task Force for Therapy Equality.
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DHP Conversion Therapy Workgroup Minutes
Friday, October 5, 2018 Page 3 of 6

Dr. Brown called the meeting to order at 10:07am. He welcomed everyone, provided emergency
egress information, and asked the workgroup members to introduce themselves. He also
provided background of events leading to formation of the workgroup and what he hopes to
accomplish during the meeting.

During the 2018 General Assembly session, Delegate Hope introduced HB 363 which would
prohibit a person licensed by a health regulatory board from engaging in sexual orientation
change efforts with a person under 18 years of age. During discussion before a subcommittee of
the House, the question arose as to why licensing boards had not addressed this issue in
regulation. Subsequently, Dr. Herb Stewart, President of the Board of Psychology, made the
recommendation to Dr. Brown to convene a workgroup to discuss the issue. The workgroup will
discuss the big picture and will not have authority to do anything but make a recommendation to
the boards (i.e., Counseling, Medicine, Nursing, Psychology, and Social Work). Each board
would have to make the decision whether to promulgate regulation. The process would take
approximately 172 to 2 years to go through all of the regulatory process steps, and there will be
more than one opportunity for public comment during the process. Dr. Brown emphasized that
this meeting is an initial step in the process.

Call for Public Comment:

Dr. Brown indicated that he will try to enforce a three minute time limit per speaker. Twenty-

cight (28) people (24 signed-up plus and an additional 4 people) provided comment, including

Senator Amanda Chase. Senator Chase spoke to the events during the 2018 General Assembly
session where both the House and Senate (SB 245 - Surovell) bills were passed by indefinitely,
indicated that regulations should conform to the actions of the General Assembly, and told the

attendees that it was important to have a constructive and respectful conversion.

The comments from the public included personal experiences of how conversion therapy either
helped the individual or did more harm (e.g., feelings of helplessness, fear and low-sel{-esteem)
that took years of healing to overcome. One individual told the workgroup that no one should
have to go through therapy because of therapy. One individual noted that as far back as 1973 the
APA (American Psychiatric Association) indicated that homosexuality was not to be classified as
a mental disorder.

Some comments expressed concerns about potential regulations in areas such as “fluidity,”
freedom of speech of counselors, access to treatment, parental rights, minors’ rights to treatment.
religious freedom rights, suicide/suicidal thoughts among LGBTQ youths. Other comments
noted issues such as science versus morals, conversion therapy is not evidence-based treatment,
and need for regulations to protect a vulnerable population.
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DHP Conversion Therapy Workgroup Minutes
Friday, October 5, 2018 Page 4 of 6

Dr. Brown thanked Senator Chase for setting a respectful tone and thanked all of the speakers for
coming forward with their comments. He indicated that some comments were outside the scope
of the workgroup (e.g., legislative intent, constitutionality) and the boards would have legal
counsel to advise them before moving forward. He also indicated that the need to regulate would
not be determined by vote in the meeting but by consensus, if there was one.

Dr. Brown announced a 10 minute break before continuing. The meeting resumed at 11:49am.
Discussion of Public Comment and Agenda Packet Materials:

Dr. Brown asked the workgroup members to provide their thoughts on what they had heard from
the public.

Delegate Hope thanked Dr. Brown for convening the workgroup and indicated he wanted to
clarify three items: 1) In regards to the General Assembly, the committee votes do not represent
the whole General Assembly because of the makeup of the committees. 2) He has brought a bill
forward in each of the past 4 years. 3) The scope of the legislation is limited to children under
18 years of age and only deals with licensed professionals. He feels the government’s role is to
protect children and asked the workgroup to give the following questions thought: Do these
therapies work? Do they cause harm? What does science/evidence suggest?

The workgroup members found the public comment to be compelling and emotional on both
sides and indicated that youths and adults need therapies that are not harmful. Dr. Stewart put
together the chart of policy and position statements in the agenda packet (pages 103 — 105) and
asked for regulations to be considered. Dr. O’Connor felt that it is important to separate science
from emotion. Dr. Doyle asked if the regulations currently offer adequate protection,

Several of the board representatives concurred with the need to regulate, as the mission of the
boards is to protect the public; and they also reported that they do not recall receiving any
complaints related to conversion therapy. Ms. Clancey felt that the public may need to be
educated about filing complaints and suggested reevaluating accessibility to the public possibly
through use of social media. Ms. Yeatts stated the expectation of getting complaints from a
child/youth is unrealistic.

Dr. Tinsley brought up concern with the title “conversion” which could bring up issues and
deflect from options parents have in seeking treatment. Other common terms were discussed by
the workgroup: reparative therapy and Sexual Orientation Change Efforts (SOCE). Ms. Yeatts
indicated that the legislation defines what conversion therapy is and is not and that the
workgroup should look at the total definition.
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DHP Conversion Therapy Workgroup Minutes
Friday, October 5, 2018 Page 5 of 6

Dr. Stewart discussed a recent Williams Institute Study based on a national survey which showed
that more than 20,000 LGBT youths will receive conversion therapy from a licensed health care
professional in 41 states that don’t ban the practice. He asked that this information be included
with the meeting materials.

Ms. Phelps spoke to the freedom of speech issue and indicated that conversion therapy is only
one side of freedom of speech. Ethics practices say to put religious beliefs aside in professional
practice. Other workgroup members indicated that conversion therapy may be done by non-
licensed therapists.

Prior to breaking for lunch, Dr. Brown invited Senator Chase to make further comments.
Senator Chase indicated the Senate committee did not advance the legislation, and no floor vote
was taken. The workgroup heard from the public as to where conversion therapy went wrong,
and she agrees that the general public needs a reporting mechanism for complaints. She
indicated there could be unintended consequences to a regulatory ban on conversion therapy in
that parents may not take their children to professionals for help. She feels that more options
need to be allowed for children.

The workgroup broke for lunch at 12:38pm and resumed at 1:1 lpm.

Dr. Brown asked for any further comments from the workgroup on the need to regulate and the
ability of conversion therapy to occur under current regulations. Discussion took place as to the
fact that minors would not report complaints for themselves and concerning treatment plans,
consent and a child’s right to confidentiality.

There was not a complete consensus among the workgroup members. Most saw the need to
regulate in regards to conversion therapy, but existing regulations may be adequate; and some
felt there may be some negative connotations as to the term “conversion therapy.”

Review of Potential Regulatory Language:

Dr. Brown asked Ms. Yeatts to review the regulatory language that she drafted (page 107 of the
agenda packet). Ms. Yeatts indicated that the draft is identical to what is in the legislation on
pages 1 and 3. She referred to lines 17 — 20 in both HB 363 and SB 245. Different terms were
used (HB 363 used “sexual orientation change efforts,” and SB 245 used “conversion therapy™),
but the rest of the language is the same.

It was noted that licensees sometimes read things differently than intended, so whatever language
is used should be clearly stated.
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DHP Conversion Therapy Workgroup Minutes
Friday, October 5, 2018 Page 6 of 6

The draft language on page 107 has three parts: 1) the first sentence related to the practitioners
specified in the regulation; 2) the definition of conversion therapy; and 3) what conversion
therapy does not include.

Some felt that the term used (i.e., conversion therapy) is not important, but rather describe the
behavior because practitioners could call it by a different name. The wording “this practice” or
something similar could be used. Others felt that a label was needed, and it was pointed out that
the media uses “conversion therapy.”

Another item of discussion in the draft was the word *“‘seeks” on the third line. Patients have a
right to explore, and the draft indicates in the third part that conversion therapy does not include
identity exploration. Ms. Yeatts suggested using “that is aimed at changing” instead of “seeks to
change.”

Dr. Brown indicated that Ms. Yeatts will work on the language that will be presented to the
boards.

Closing Comments:

Dr. Brown discussed the next steps. There will be a report to the boards and interested
stakeholders concerning the workgroup’s discussions with alternate proposed regulatory
language. The boards can elect to promulgate regulations or not.

Delegate Hope thanked Dr. Brown for allowing him to be part of the process. He expressed his
appreciation for everyone’s diligence and indicated there was discussion that was missing from
previous discussions on the topic.

Dr. Brown informed the public that the boards will post agendas for upcoming meetings on their
websites.

Adjourn:

With no further business to discuss, Dr. Brown adjourned the meeting at 2:09pm.
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Guidance document: 125-9 Adopted: January 22, 2019, April 2, 2019
Effective: May 2, 2019

Virginia Board of Psychology

Guidance Document on the Practice of Conversion Therapy

For the purposes of this guidance "conversion therapy” or "sexual orientation change efforts” is
defined as any practice or treatment that seeks to change an individual's sexual orientation or
gender identity, including efforts to change behaviors or gender expressions or to eliminate or
reduce sexual or romantic attractions or feelings toward individuals of any' gender. "Conversion
therapy" does not include counseling that provides assistance to a person undergoing gender
transition or counseling that provides acceptance, support, and understanding of a person or
facilitates a person's coping, social support, and identity exploration and development, including
sexual-orientation-neutral interventions to prevent or address unlawful conduct or unsafe sexual
practices, as long as such counseling does not seek to change an individual's sexual orientation or
gender identity in any direction.

In 18VAC125-20-150 of the Regulations Governing the Practice of Psychology (“Regulations”),
the Virginia Board of Psychology (“Board”) has stated that “[t]he protection of the public health,
safety, and welfare and the best interest of the public shall be the primary guide in determining
the appropriate professional conduct of all persons whose activities are regulated by the board.
Psychologists respect the rights, dignity and worth of all people, and are mindful of individual
differences.”

One of the standards of practice established in the Regulations is that persons licensed or
registered by the Board shall:

"Avoid harming patients or clients, research participants, students and others for whom they
provide professional services and minimize harm when it is foreseeable and unavoidable."
18VACI125-20-150(B)(5).

Many national behavioral health and medical associations have issued position and policy
statements regarding conversion therapy/sexual orientation change efforts, especially with
minors. Such statements have typically noted that conversion therapy has not been shown to be
effective or safe.

Consistent with established positions by the American Psychological Association, National
Association of School Psychologists, and Virginia Academy of Clinical Psychologists (see
below), the Board considers “conversion therapy” or “sexual orientation change efforts” (as
defined above) to be services that have the potential to harm patients or clients, especially
minors. Thus, under the Regulations governing applied, clinical, and school psychologists and
others licensed or registered by the Board, practicing conversion therapy/sexual orientation
change efforts with minors could result in a finding of misconduct and disciplinary action against
the licensee or registrant.
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Guidance document: 125-9 Adopted: January 22, 2019, April 2, 2019
Effective: May 2,2019

An email communication to the Board, dated May 7, 2018, stated the position of the Virginia
Academy of Clinical Psychologists (VACP).

The following was unanimously approved by the VACP Board of Directors and represents the
official position statement of VACP:

- Significant research by both the American Psychological Association and the American
Psychiatric Association substantiates that “conversion therapy” should be prohibited in that it
has the potential to be harmful to patients. “Conversion therapy,” or, “efforts to change a
person’s sexual orientation” shall mean any practice or treatment that seeks to change

an individual's sexual orientation or gender identity, including efforts to change behaviors or
gender expressions, or to eliminate or reduce sexual or romantic attractions or feelings toward
individuals of the same gender. "Conversion therapy” does not include counseling that provides
assistance to a person undergoing gender fransition, or counseling that provides acceptance,
support, and understanding of a person, or facilitates a person's coping, social support, and
identity exploration and development. This includes sexual-orientation-neutral interventions to
prevent or address unlawful conduct or unsafe sexual practices, as long as such counseling does
not seek to change an individual's sexual orientation or gender identity.

- 1tis the stance of VACP that “Conversion therapy” should be considered as a violation of
standards of practice in that rendering such services is considered to have real potential of
Jeopardizing the health and well-being of patients.

The American Psychological Association has issued several statements related to this subject,
including:

“Appropriate Affirmative Responses to Sexual Orientation Distress and Change Efforts”
(2010) [https://www.apa.org/about/policy/sexual-orientation.pdf] :

... On the basis of the Task Force’s findings, the APA encourages mental health
professionals to provide assistance to those who seek sexual orientation change by
utilizing affirmative multiculturally competent and client-centered approaches
that recognize the negative impact of social stigma on sexual minorities and
balance ethical principles of beneficence and nonmaleficence, justice, and respect
for people’s rights and dignity. [note: internal footnotes and references deleted for
readability]

... Be it further resolved that the [American Psychological Association] concludes
that there is insufficient evidence to support the use of psychological interventions
to change sexual orientation;

...Be it further resolved that the [American Psychological Association] advises
patients, guardians, young people, and their families to avoid sexual orientation
change efforts that portray homosexuality as a mental illness or developmental
disorder and to seek psychotherapy, social support, and educational services that
provide accurate information on sexual orientation and sexuality, increase family
and social support, and reduce rejection of sexual minority youth....
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Guidance document: 125-9 Adopted: January 22, 2019, April 2, 2019
Effective: May 2, 2019

The National Association of School Psychologists stated in its Position Statement on “Safe and
Supportive Schools for LGBTQ+ Youth” (2017) that:

The National Association of School Psychologists (NASP) believes school psychologists
are ethically obligated to ensure all youth with diverse sexual orientations, gender
identities, and/or gender expressions, are able to develop and express their personal
identities in a school climate that is safe, accepting, and respectful of all persons and free
from discrimination, harassment, violence, and abuse. Specifically, NASP’s ethical
guidelines require school psychologists to promote fairness and justice, help to cultivate
safe and welcoming school climates, and work to identify and reform both social and
system-level patterns of injustice (NASP, 2010, pp. 11--12). NASP further asserts all
youth are entitled to equal opportunities to participate in and benefit from affirming and
supportive educational and mental health services within schools. As such, any efforts to

change one’s sexual orientation or gender identity are unethical, are illegal in some states.
and have the potential to do irreparable damage to youth development (Just the Facts

Coalition, 2008 (emphasis added)). The acronym LGBTQ+ is intended to be inclusive of
students of diverse sexual orientations, gender identities, and/or gender expressions, and
the term youth is inclusive of all children, adolescents, and young adults.

' Because of the evolving nature of terminology in this area, both the American Psychological Association
and National Association of School Psychologists have included definitions in their documents related to
sexual orientation and gender expression. Of special note, these definitions have made it clear that
adhering to a binary construction of gender (male OR female) is inconsistent with evolving descriptions
of self and others. For example, in its “Guidelines for Psychological Practice with Transgender and
Gender Nonconforming People,” the American Psychological Association stated in Guideline 1 that
“Psychologists understand that gender is a nonbinary construct that allows for a range of gender identities
and that a person’s gender identity may not align with sex assigned at birth.” (p. 3)
[https://www.apa.org/practice/guidelines/transgender.pdf]. Thus, the definition above refers to “any”
gender and “in any direction” instead of referring specifically to “same” gender attraction.
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Project 5842 - NOIRA
BOARD OF COUNSELING

Unprofessional conduct - conversion therapy

Part |

General Provisions

18VAC115-20-10. Definitions.

A. The following words and terms when used in this chapter shall have the meaning ascribed

to them in § 54.1-3500 of the Code of Virginia:
"Board"
"Counseling"
"Professional couns_e[or_": _

B. The following words and terms when used in this chapter shall have the following meanings,

unless the context clearly indicates otherwise:

"Ancillary coun\s'e\ii_n_g services" means activities such as case management, recordkeeping,
referral, and coordination of servicé_s:.

"Applicant” means any:individual who has submitted an official application and paid the

application fee for licensure as a professional counselor.

"CACREP" means the Council for Accreditation of Counseling and Related Educational

Programs.

"Candidate for licensure" means a person who has satisfactorily completed all educational

and experience requirements for licensure and has been deemed eligible by the board to sit for

its examinations.



31

"Clinical counseling services" means activities such as assessment, diagnosis, treatment

planning, and treatment implementation.

"Competency area" means an area in which a person possesses knowledge and skill and the
ability to apply them in the clinical setting.

“Conversion therapy” means any practice or treatment that is aimed at changing an

individual's sexual orientation or gender identity, including efforts to change behaviors or gender
expressions or to eliminate or reduce sexual or romantic attractions or feelings toward individuals

of the same gender. Conversion therapy does not incl;l;ciéﬁr:

1. Counseling that provides assistance td-..”’g.-nérson undergoing gender transition; or

2. Counseling that provides acceptance, support, and understanding of a person or

facilitates a person's coping, social support, and identity exploration and development,

including sexual-orientation-neutral interventions to prevent or address unlawful conduct

or unsafe sexual practices, as long as such counseling does not seek to change an

individual's sexual orientation or gender identity.

"CORE" means Co’u‘nci_l._q_r_? :Réha'bili't-ét"ilt)‘_iflj Edgcafion.

"Exerﬁpgf.se.ttihé.": ﬁw'e_al__ns. é'h agency or institution in which licensure is not required to engage
in the -pfgctice of counséling_accordfﬁg to the conditions set forth in § 54.1-3501 of the Code of
Virginia. g

"Face-to»facé‘" _rh_e__an:?'fhé in-person delivery of clinical counseling services for a client.

"Group supervision" means the process of clinical supervision of no more than six persons in

a group setting provided by a qualified supervisor.
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"Internship" means a formal academic course from a regionally accredited college or
university in which supervised, practical' experience is obtained in a clinical setting in the

application of counseling principles, methods, and techniques.

"Jurisdiction" means a state, territory, district, province, or country that has granted a
professional certificate or license to practice a profession, use a professional title, or hold oneself

out as a practitioner of that profession.

"Nonexempt setting" means a setting that does not meet“:tﬁé”‘.bzo.n'diti'gns of exemption from the
requirements of licensure to engage in the practice of .{:'Su'nseling as set forth in § 54.1-3501 of
the Code of Virginia. |

"Regional accrediting agency" means one of thé"ré'.g_ion_al[ 'é.ccreditation agencies recognized
by the U.S. Secretary of Education resbbnsible for accrediﬁn"g senior postsecondary institutions.

"Residency" means a postgraduate, superwsed ééii:hi_c-:al expéﬁénce registered with the board.

"Resident" means an individﬁal;_Who haé 's'ubmif;téd a sub’éf\fisory contract and has received
board approval to pquidé clinical se:,'.'r'v.ices in profgssional counseling under supervision.

"Supervision" meahé f_h_e' O'ng;bir;g prbcé‘s_s- performed by a supervisor who monitors the
perform_ance.o.f :the perspn supervised and provides regular, documented individual or group

consultation, guidance, and instruction that is specific to the clinical counseling services being

performed with respect to the clinical skills and competencies of the person supervised.

Part V

Standards of Practice; Unprofessional Conduct; Disciplinary Actions; Reinstatement
18VAC115-20-130. Standards of practice.

A. The protection of the public health, safety, and welfare and the best interest of the public

shall be the primary guide in determining the appropriate professional conduct of all persons
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whose activities are regulated by the board. Regardless of the delivery method, whether in

person, by phone, or electronically, these standards shall apply to the practice of counseling.
B. Persons licensed or registered by the board shall:

1. Practice in a manner that is in the best interest of the public and does not endanger the

public health, safety, or welfare;

2. Practice only within the boundaries of their compet‘en_c_é,__ based on their education,
training, supervised experience, and appropriate prdfé'ssional "_ex_perience and represent

their education, training, and experience accujrat”ely to clients;

3. Stay abreast of new counseling informa'tipn_. concepts, applications, and practices that

are necessary to providing appropriate, effective professional services;

4. Be able to justify all services réhdered to clients. as necessary and appropriate for

diagnostic or therapeutic purposeé;

5. Document the f}éed for: and steps t'a_k_'eﬁ to terminate a counseling relationship when it
becomes c!egr that the cIi'eht is not bénefiting from the relationship. Document the
assistance provided in making appropriate_éi'r"angements for the continuation of treatment
for cs'ients,'When' necéésary, following termination of a counseling relationship;

6. Make appropriate érrangements for continuation of services, when necessary, during

interruptions such as'vacations, unavailability, relocation, iliness, and disability;

7. Disclosé:-'t_dlclign_t:s all experimental methods of treatment and inform clients of the risks
and benefits of any such treatment. Ensure that the welfare of the clients is in no way

compromised in any experimentation or research involving those clients;

8. Neither accept nor give commissions, rebates, or other forms of remuneration for

referral of clients for professional services;
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9. Inform clients of the purposes, goals, techniques, procedures, limitations, potential
risks, and benefits of services to be performed; the limitations of confidentiality; and other
pertinent information when counseling is initiated and throughout the counseling process
as necessary. Provide clients with accurate information regarding the implications of

diagnosis, the intended use of tests and reports, fees, and billing arrangements;

10. Select tests for use with clients that are valid, reliable; ah"d appropriate and carefully

interpret the performance of individuals not represented in é‘ta’ndardized norms;

11. Determine whether a client is receiving s_e_r_iﬁbés from another mental health service
provider, and if so, refrain from providing__sei'_vibes to the client without héVing an informed
consent discussion with the client and having been granted communication privileges with

the other professional;

12. Use only in connection with‘{one's'practice_as a fh_'en_tal health professional those
educational and professional degrée;fs___ q_r_;t_it[és iﬁat have been earned at a college or
university acci‘éditedl by ah:accreditingé.égency recognized by the U.S. Department of
Education, or credentials gra_nted by a naiic’ma! certifying agency, and that are counseling
in nature; and ” . =

: 13 Advertisé ;;r(;fessiohé[ services fairly and accurately in a manner that is not false,

misleading, or deceptive; and

14. Not engage in coh'v'ersion therapy with any person under 18 years of age.
C. Inregard to pat'ient records, persons licensed by the board shall:

1. Maintain written or electronic clinical records for each client to include treatment dates
and identifying information to substantiate diagnosis and treatment plan, client progress,

and termination;
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2. Maintain client records ,securely, inform all employees of the requirements of
confidentiality, and provide for the destruction of records that are no longer useful in a

manner that ensures client confidentiality;

3. Disclose or release records to others only with the client's expressed written consent or
that of the client's legally authorized representative in accordance with § 32.1-127.1:03 of

the Code of Virginia;

4. Ensure confidentiality in the usage of client records and blih_ical materials by obtaining
informed consent from the client or the client'_s__ !égélly authorized representative before (i)
videotaping, (ii) audio recording, (iii) p_etﬁﬁsittl;ng third party obser\fa{ib'h, or (iv) using
identifiable client records and clinical mater-i:élé in_teachiﬁé,.writing, or public presentations;

and

5. Maintain client records for a mm:mum of five years or és Q_t_herwise required by law from

the date of termination of th_g couns:a!_i_ng _reia_t'io'néihipw'i__th the following exceptions:
a. At minimum; records of.a minor ch'iI:Ci shall be maintained for five years after attaining
the age of maj_orit_y (18 years) p_r 10 yeaf‘s following termination, whichever comes later;

_ b. Reéords -thaf .Iaré; required by c;nt;réctual obligation or federal law to be maintained
for a longer pé’tiqd of ti’me_; or
ot R_ecords that ljave been transferred to another mental health service provider or
given to the ciient.bgr. his legally authorized representative.
D. In regard to dual rellationships, persons licensed by the board shall:
1. Avoid dual relationships with clients that could impair professional judgment or increase
the risk of harm to clients. Examples of such relationships include, but are not limited to,

familial, social, financial, business, bartering, or close personal relationships with clients.

Counselors shall take appropriate professional precautions when a dual relationship
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cannot be avoided, such as informed consent, consultation, supervision, and

documentation to ensure that judgment is not impaired and no exploitation occurs;

2. Not engage in any type of romantic relationships or sexual intimacies with clients or
those included in a collateral relationship with the client and not counsel persons with
whom they have had a romantic relationship or sexual intimacy. Counselors shall not
engage in romantic relationships or sexual intimacies with fq‘fr'nierlclients within a minimum
of five years after terminating the counseling relationshibi Coitin_selors who engage in such
relationship or intimacy after five years following t:é:rm.ination shall have the responsibility
to examine and document thoroughly that sUQﬁ ft;lations do not havé an exploitive nature,
based on factors such as duration of co.unseling, amount of time sinb‘e counseling,
termination circumstances, client's personal history__r and mental status, or adverse impact
on the client. A client's consen.t:tu_:;.' initiation of, of:par_ticipation in sexual behavior or
involvement with a counselor does not change the nature of the conduct nor lift the

regulatory prohibition; |

3. Not engage |n any roman_fic relationshib_-'or sexual intimacy or establish a counseling or
psychother__a.peutic-rel_ationéhiio W|th a supervisee or student. Counselors shall avoid any
noh‘sexual dual relatibh‘ship with a supervisee or student in which there is a risk of
A éxploitation or potential harm to the supervisee or student or the potential for interference

with the supervisor's p;r:ofessional judgment; and

4. Recognize confliE’:ts of interest and inform all parties of the nature and directions of

loyalties and responsibilities involved.

E. Persons licensed by this board shall report to the board known or suspected violations of

the laws and regulations governing the practice of professional counseling.
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F. Persons licensed by the board shall advise their clients of their right to report to the
Department of Health Professions any information of which the licensee may become aware in
his professional capacity indicating that there is a reasonable probability that a person licensed
or certified as a mental health service provider, as defined in § 54.1-2400.1 of the Code of Virginia,
may have engaged in unethical, fraudulent, or unprofessional conduct as defined by the pertinent

licensing statutes and regulations.



APA Reiterates Strong Opposition to Conversion "nggrapy Page 1 of 2

AMERICAN
PSYCHIATRIC
ASSOCIATION

14 News Releases

Nov 16, 2018

APA Reiterates Strong Opposition to
Conversion Therapy

Washington, D.C. — In the wake of recent popular entertainment portrayals of conversion
therapy, the American Psychiatric Association (APA) today reiterates its long-standing
opposition to the practice. APA made clear with its 1998 position statement that “APA
opposes any psychiatric treatment, such as “reparative” or “conversion” therapy, that is
based on the assumption that homosexuality per se is a mental disorder or is based on
the a priori assumption that the patient should change his or her homosexual orientation.”

APA expanded on that position with a statement in 2013: “The American Psychiatric
Association does not believe that same-sex orientation should or needs to be changed,
and efforts to do so represent a significant risk of harm by subjecting individuals to forms
of treatment which have not been scientifically validated and by undermining self-esteem
when sexual orientation fails to change. No credible evidence exists that any mental
health intervention can reliably and safely change sexual orientation; nor, from a mental
health perspective does sexual orientation need to be changed.”

Conversion therapy is banned in 14 states as well as the District of Columbia. The APA
calls upon other lawmakers to ban the harmful and discriminatory practice.

American Psychiatric Association

https://www.psychiatry.org/newsroom/news-releases/apa-reiterates-strong-opposition-to-co...  8/8/2019
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The American Psychiatric Association, founded in 1844, is the oldest medical association
in the country. The APA is also the largest psychiatric association in the world with more
than 37,800 physician members specializing in the diagnosis, treatment, prevention and
research of mental ilinesses. APA’s vision is to ensure access to quality psychiatric
diagnosis and treatment. For more information please visit www.psychiatry.org.

Media Contacts

Glenn O'Neal, 202-459-9732
press@psych.org

Erin Connors, 202-609-7113
econnors@psych.org

The American Psychiatric Association (APA) is committed to ensuring accessibility of its
website to people with disabilities. If you have trouble accessing any of APA's web
resources, please contact us at 202-559-3900 for assistance.
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Variations in sexual orientation and gender expression represent normal and expectable
dimensions of human development. They are not considered to be pathological; therefore, they
are not included in the Diagnostic and Statistical Manual of Mental Disorders, and other
accepted nosological systems (1). Health promotion for all youth encourages open exploration
of all identity issues, including sexual orientation, gender identity, and/or gender expression
according to recognized practice guidelines (2). This fosters healthy development, especially for
sexual and gender diverse youth, as they integrate their sexual orientation, gender identity,
and/or gender expression, into their overall identity without any pre-determined outcome.

“Conversion therapies” (or “reparative therapies”) are interventions purported to alter same-sex
attractions or an individual’s gender expression with the specific aim to promote heterosexuality
as a preferable outcome (3, 4). Similarly, for youth whose gender identity is incongruent with
their sex anatomy, efforts to change their core gender identity have also been described and
more recently subsumed under the conversion therapy rubric (5). These interventions are
provided under the false premise that homosexuality and gender diverse identities are
pathological. They are not; the absence of pathology means there is no need for conversion or
any other like intervention. Further, there is evidence that "conversion therapies” increase risk
of causing or exacerbating mental health conditions in the very youth they purport to treat (2-5).

Comprehensive assessment and treatment of youth that includes exploration of all aspects of
identity, including sexual orientation, gender identity, and/or gender expression is not
“conversion therapy” (2). This applies whether or not there are unwanted sexual attractions and

https://www.aacap.org/AACAP/Policy Statements/2018/Conversion_Therapy.aspx 6/3/2019
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when the gender role consistent with the youth's assigned sex at birth is non-coercively
explored as a means of helping the youth understand their authentic gender identity. In the
presence of gender dysphoria (distress related to the incongruence between gender identity
and sex assigned at birth), the standard of care may involve exploration of living in a different
gender role (appropriate to the child or adolescent’s developmental understanding of gender)
and/or potential use of affirming gender transition interventions to align anatomical features with
one's gender identity for appropriately assessed pubertal adolescents (6, 7). This follows
recognized standards of care and is not considered “conversion therapy.”

The AACAP Policy on “Conversion Therapies”

The American Academy of Child and Adolescent Psychiatry finds no evidence to support the
application of any “therapeutic intervention” operating under the premise that a specific sexual
orientation, gender identity, and/or gender expression is pathological. Furthermore, based on
the scientific evidence, the AACAP asserts that such “conversion therapies” (or other
interventions imposed with the intent of promoting a particular sexual orientation and/or gender
as a preferred outcome) lack scientific credibility and clinical utility. Additionally, there is
evidence that such interventions are harmful. As a resuit, “conversion therapies” should not be
part of any behavioral health treatment of children and adolescents. However, this in no way
detracts from the standard of care which requires that clinicians facilitate the developmentally
appropriate, open exploration of sexual orientation, gender identity, and/or gender expression,
without any pre-determined outcome.

Developed by AACAP’s Sexual Orientation and Gender Identity Issues Committee
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POLICY STATEMENT Organizational Principles to Guide and Define the Child Health Care System
and/or Improve the Health of all Children
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g
DEDICATED TO THE HEALTH OF ALL CHILDREN™

Ensuring Comprehensive Care and
Support for Transgender and Gender-
Diverse Children and Adolescents

Jason Rafferty, MD, MPH, EdM, FAAP, COMMITTEE ON PSYGHOSOCIAL ASPECTS OF GHILD AND FAMILY HEALTH,
COMMITTEE ON ADOLESCENCE, SECTION ON LESBIAN, GAY, BISEXUAL, AND TRANSGENDER HEALTH AND WELLNESS

As a traditionally underserved population that faces numerous heaith
disparities, youth who identify as transgender and gender diverse (TGD)
and their families are increasingly presenting to pediatric providers

for education, care, and referrals. The need for more formal training,
standardized treatment, and research on safety and medical outcomes often
leaves providers feeling ill equipped to support and care for patients that
identify as TGD and families. In this policy statement, we review

relevant concepts and challenges and provide suggestions for pediatric
providers that are focused on promoting the health and positive
development of youth that identify as TGD while eliminating discrimination
and stigma.

INTRODUCTION

In its dedication to the health of all children, the American Academy of
Pediatrics (AAP) strives to improve health care access and eliminate
disparities for children and teenagers who identify as lesbian, gay,
bisexual, transgender, or questioning (LGBTQ) of their sexual or gender
identity.}? Despite some advances in public awareness and legal
protections, youth who identify as LGBTQ continue to face disparities
that stem from multiple sources, including inequitable laws and policies,
societal discrimination, and a lack of access to quality health care,
including mental health care. Such challenges are often more intense for
youth who do not conform to social expectations and norms regarding
gender. Pediatric providers are increasingly encountering such youth and
their families, who seek medical advice and interventions, yet they may
lack the formal training to care for youth that identify as transgender and
gender diverse (TGD) and their families.?

This policy statement is focused specifically on children and youth that
identify as TGD rather than the larger LGBTQ population, providing
brief, relevant background on the basis of current available research

PEDIATRIGS Volume 142, number 4, October 2018:¢20182162

abstract
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TABLE 1 Relevant Terms and Definitions Related to Gender Care

Term

Definitinn

Jex
Gender identity

Gender expression
Gender pergoption
Gender diverse

Transgender

Cisgender

Agender
Affirmed gender

MTF: affirmed female;
trans female

FTM; affirmed male;
trans male

Gender dysphoria

Gender identity
disorder

An assignment that is made at birth, usually male or female, typlcelly on the basla of external ganital anatomy but somatimos on the
basis ol interal gonads, chimnusoinss, or hurmone fevels

A person’s deep Internal sense of baing female, mafe, a combination of both, somewhere in between, or neither, resulting from a
multiteceted interaction ol biological traits, enviranmental factors, seif-understanding, and allitliral pxpartatinns

The external way a person expresses their gender. such as with clothing, hair. mannerisms, activities, or social roles

The way ethers intorpret a person’s gender exprosgion

A term that is used to describe people with gender behaviors, appearances, or identitles that are Incongruent with those cuiturally
assigned to their birth sex; gender-diverse individuals may refer to themselves with many different termas, such as transgender,
nonbinary, genderqueer,” gender fluid, gender creative, gender independent, or noncisgender. “Gender diverse™ is used to
acknowladge and include the vast diversity of gender identities that exists. It replaces the former term, “gender nonconforming,”
which has a negative and exclusionary connotation,

A subset of gender-diverse youth whose gender identity does not match their assigned sex and generally remains persistent.
consistent, and insistent over time; the term “transgender” also encompasses many other labels individuals may usa to refer to
themselves.

A term that is used to describe a person who identifies and expresses a gender that is consistent with the cutturally defined norms of
the sex they were assigned at birth

Aterm that Is used to describe a person who does not identify as having a particular gender

When a person’s true gender identity, or concern about their gender identity, is communicated to and velideted from others as
authentic

Tarms that are used to describe individuals who were assigned male sex at birth but who have a gender identity and/or expression
that is asserted to be more feminine

Terms that are used to describe individuals who were assigned female sex at birth but wha have a gender identity and/or expression
that is asserted to be more masculine

A clinical symptom that is characterized by a sense of alienation to some or all of the physical characteristics or sacial roles of one’s
assigned gender; also, gender dysphoria is the psychiatric diagnasis in the DSM-5, which has focus on the distress thet stems from
the incangruence between one's expressed or experienced (affirmed) gender and the gender assigned at birth.

A psychiatric diagnosis defined previously in the DSM-/V {changed to “gender dysphoriga™ in the DSM-5); the primary criteria include a
strong, persistent cross-sex identification and significant distress and sacial impairment. This diagnosis is no longer appropriate
for use and may lead to stigma, but the term may be found in older research.

Sexual orientation
separately,

A person’s sexual identity in relation to the gender(s) to which they are attracted; sexual orientation and gender identity develop

This list is not intended to be all inclusive. The pronouns “they” and "their™ are used intentiona!ly to be Inclusive rather than the binary pronouns “*he’ and “she™* and “hls” and “her.

Adapted from Bonifacic H, R
D, R hal SM, Peycholaglcal and

and expert opinion from clinical and
research leaders, which will serve
as the basis for recommendations.

It is not a comprehensive review of
clinical approaches and nuances to
pediatric care for children and youth
that identify as TGD. Professional
understanding of youth that
identify as TGD is a rapidly evolving
clinical field in which research on
appropriate clinical management is
limited by insufficient funding.34

DEFINITIONS

To clarify recommendations and
discussions in this policy statement,
some definitions are provided.
However, brief descriptions of
human behavior or identities may not
capture nuance in this evolving field.

“Sex,” or “natal gender,” is a label,
generally “male” or “female,” that

is typically assigned at birth on

the basis of genetic and anatomic
characteristics, such as genital
anatomy, chromosomes, and sex
hormone levels. Meanwhile, “gender
identity” is one’s internal sense of
who one is, which results from a
multifaceted interaction of biological
traits, developmental influences,
and environmental conditions. It
may be male, female, somewhere

in between, a combination of both

or neither (ie, not conforming to a
binary conceptualization of gender),
Self-recognition of gender identity
develops over time, much the same
way as a child’s physical body does.
For some people, gender identity
can be fluid, shifting in different
contexts. “Gender expression”

hei SM. Bender variance and dysphoria in children and adolescents. Pediatr Clin North Am. 2015:82(4):1001-1018. Adapted from Vance SR Jr, Ehrensaft
dical care of gender nanconforming youth. Pediatrics. 2014;134(6):1184-1192. DSM-5, Diagnostic and Statistical Manuat of Mentat Disorders, Fifth
Edition; DSM-WV, Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; FTM, female to male; MTF, male to female.

refers to the wide array of ways
people display their gender through
clothing, hair styles, mannerisms, or
social roles. Exploring different ways
of expressing gender is common

for children and may challenge
social expectations. The way others
interpret this expression is referred
to as “gender perception”

(Table 1).56

These labels may or may not be
congruent. The term “cisgender”
is used if someone identifies and
expresses a gender that is consistent
with the culturally defined norms of
the sex that was assigned at birth.
“Gender diverse” is an umbrella term
to describe an ever-evolving array of
labels that people may apply when
their gender identity, expression, or
even perception does not conform
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to the norms and stereotypes

others expect of their assigned sex.
“Transgender” is usually reserved
for a subset of such youth whose
gender identity does not match their
assigned sex and generally remains
persistent, consistent, and insistent
over time. These terms are not
diagnoses; rather, they are personal
and often dynamic ways of describing
one’s own gender experience.

Gender identity is not synonymous
with “sexual orientation,” which
refers to a person’s identity in
relation to the gender(s) to which
they are sexually and romantically
attracted. Gender identity and
sexual orientation are distinct but
interrelated constructs.® Therefore,
being transgender does not imply a
sexual orientation, and people who
identify as transgender still identify
as straight, gay, bisexual, etc, on the
basis of their attractions. (For more
information, The Gender Book, found
at www.thegenderbook.com, is a
resource with lllustrations that are
used to highlight these core terms
and concepts.)

EPIDEMIOLOGY

In population-based surveys,
questions related to gender identity
are rarely asked, which makes

it difficult to assess the size and
characteristics of the population

that is TGD. In the 2014 Behavioral
Risk Factor Surveillance System of
the Centers for Disease Control and
Prevention, only 19 states elected to
include optional questions on gender
identity. Extrapolation from these
data suggests that the US prevalence
of adults who identify as transgender
or “gender nonconforming” is

0.6% (1.4 million), ranging from
0.3% in North Dakota to 0.8%

in Hawaii,? On the basis of these

data, it has been estimated that

0.7% of youth ages 13 to 17 years
{~150000) identify as transgender.10
This number is much higher than
previous estimates, which were

PEDIATRICS Volume 142, number 4, October 2018

45

extrapolated from individual states
or specialty clinics, and is likely an
underestimate given the stigma
regarding those who openly identify
as transgender and the difficulty in
defining “transgender” in a way that
is inclusive of all gender-diverse
identities, 1

There have been no large-scale
prevalence studies among children
and adolescents, and there is no
evidence that adult statistics reflect
young children or adolescents. In

the 2014 Behavioral Risk Factor
Surveillance System, those 18 to

24 years of age were more likely
than older age groups to identify

as transgender (0.7%).? Children
report being aware of gender
incongruence at young ages. Children
who later identify as TGD report first
having recognized their gender as
“different” at an average age of

8.5 years; however, they did not
disclose such feelings until an
average of 10 years later.12

MENTAL HEALTH IMPLICATIONS

Adolescents and adults who identify
as transgender have high rates of
depression, anxiety, eating disorders,
self-harm, and suicide.13-2% Evidence
suggests that an identity of TGD

has an Increased prevalence among
individuals with autism spectrum
disorder, but this association is

not yet well understood.?1.22 |p 1
retrospective cohort study, 56% of
youth who identified as transgender
reported previous suicidal ideation,
and 31% reported a previous
suicide attempt, compared with
20% and 11% among matched
youth who identified as cisgender,
respectively.!? Some youth who
identify as TGD also experience
gender dysphoria, which is a
specific diagnosis given to those
who experience impairment in peer
and/or famlily relationships, school
performance, or other aspects of
their life as a consequence of the

incongruence between their assigned
sex and their gender identity.23

There is no evidence that risk

for mental illness is inherently
attributable to one’s identity of
TGD. Rather, it is believed to be
multifactorial, stemming from an
internal conflict between one’s
appearance and identity, limited
availability of mental health services,
low access to health care providers
with expertise in caring for youth
who identify as TGD, discrimination,
stigma, and social rejection.?* This
was affirmed by the American
Psychological Association in 200825
{with practice guidelines released in
2015%) and the American Psychiatric
Association, which made the
following statement in 2012:

Being transgender or gender vartant
implies no impairment in judgment,
stability, rellability, or general social or
vocational capabllities; however, these
individuals often experience discrimination
due to a lack of civil rights protections
for their gender identity or expresston....
[Such] discrimination and lack of equal
civil rights is damaging to the mental
health of transgender and gender variant
individuals.26

Youth who identify as TGD often
confront stigma and discrimination,
which contribute to feelings of
rejection and isolation that can
adversely affect physical and
emotional well-being. For example,
many youth believe that they

must hide their gender identity

and expression to avoid bullying,
harassment, or victimization. Youth
who identify as TGD experience
disproportionately high rates of
homelessness, physical violence

(at home and in the community),
substance abuse, and high-risk
sexual behaviors,561227-31 Among
the 3 million HIV testing events that
were reported in 2015, the highest
percentages of new infections were
among women who identified as
transgender3? and were also at
particular risk for not knowing their
HIV status.30



GENDER-AFFIRMATIVE CARE

In a gender-affirmative care model
(GACM), pediatrie providers uffer
developmentally appropriate

care that is oriented toward
understanding and appreciating the
youth’s gender experience. A strong,
nonjudgmental partnership with
youth and their families can facilitate
exploration of complicated emotlons
and gendér-diverse expressions
while allowing questions and
conceris to be raised in a supportive
environment.’ In a GACM, the
following messages are conveyed:

e transgender identties and
diverse gender expressions do not
constitute a mental disorder;

e variations {n gender |dentity
and expression are normal
aspects of human diversity, and
binary definitions of gender do not
always reflect emerging gender
identities;

gender identity evolves as an
interplay of biology, development,
socialization, and culture; and

if a mental health issue exists,

it most often stems from stigma
and negative experiences
rather than being intrinsic to
the child.2”:33

The GACM is best facilitated
through the integration of medical,
mental health, and social services,
including specific resources

and supports for parents and
families.2* Providers work together
to destigmatize gender variance,
promote the child’s self-worth,
facilitate access to care, educate
families, and advocate for safer
community spaces where children
are free to develop and explore
their gender.5 A specialized
gender-affirmative therapist,

when available; may be an asset in
helping children and their families
build skills for dealing with gender-
based stigma, address symptoms of
anxiety or depression, and reinforce
the child’s overall resiliency.3435
There is a limited but growing body
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of evidence that suggests that using
an Intégrated affirmative model
results in young people having
fewer mental health concerns
whether they ultimately identity

as transgender,?436.37

In contrast, “converslon” or
‘“reparative” treatment models
are used to prevent children and
adolescents from identifying as
transgender or to dissuade them
from exhibiting gender-diverse
expressions. The Substance
Abuse and Mental Health Services
Administration has concluded
that any therapeutic intervention
with the goal of changing a youth’s
gender expression or identity

is inappropriate.33 Reparative
approaches have been proven to
be not only unsuccessful3® but also
deleterious and are considered
outside the mainstream of
traditional medical practice.2%3%-42
The AAP described reparative
approaches as “unfafr and
deceptive.”43 At the time of this
writing,” conversion therapy was
banned by executive regulation

in New York and by legislative
statutes in 9 other states as well
as the District of Columbia,**

Pediatric providers have an
essential role in assessing gender
concerns and providing evidence-
based information to assist youth
and families in medical decision-
making. Not doing so can prolong
or exacerbate gender dysphoria
and contribute to abuse and
stigmatization.® If a pediatric
provider does not feel prepared to
address gender concerns when they
occur, then referral to a pediatric or
mental health provider with more
expertise is appropriate. There is
little research on communication
and efficacy with transfers in care

for youth who identify as TGD,

* For more information regarding state-specific
laws, please contact the AAP Division of State
Government Affairs at stgov@ aap.org.

particularly froxi pediatric to aduit
providers.

DEVELOPMENTAL CONSIDERATIONS

Ackniowledging that the capacity

for emerging abstract thinking

in childheod Is important to
conceptualize and reflect on identity,
gender-affirmation guidelines are
being focused on individually tailored
interventions on the basis of the
physical and cognitive development
of youth who identify as TGD.%
Accordingly, research substantiates
that children who are prepubertal
and assert an identity of TGD know
their gender as clearly and as
consistently as their developmentaliy
equivalent peers who identify as
cisgender and benefit from the

same level of social acceptance.46
This developmental approach to
gender affirmation is in contrast to
the outdated approach in which a
child’s gender-diverse assertions

are held as “possibly true” until an
arbitrary age (often after pubertal
onset) when they can be considered
valid, an approach that authors of
the literature have termed “watchful
waiting.” This outdated approach
does not serve the child because
critical support is withheld. Watchful
waiting is based on binary notions of
gender in which gender diversity and
fluidity is pathologized; in watchful
waiting, it is also assumed that
notions of gender identity become
fixed at a certain age. The approach
is also influenced by a group of

early studies with validity concerns,
methodologic flaws, and limited
follow-up on children who identified
as TGD and, by adolescence,

JETI NI P N Pay
did not seek fuither treatment

(“desisters”).454? More robust and
current research suggests that,
rather than focusing on who a child
will become, valuing them for who
they are, even at a young age, fosters
secure attachment and resillence,
not only for the child but also for the
whole family.5454849
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MEDICAL MANAGEMENT

Pediatric primary care providers

are in a unique position to routinely
inquire about gender development
in children and adolescents as part of
recommended well-child visits50 and
to be a reliable source of validation,
support, and reassurance. They

are often the first provider to be
aware that a child may not identify
as cisgender or that there may be
distress related to a gender-diverse
identity. The best way to approach
gender with patients is to inquire
directly and nonjudgmentally about
their experience and feelings before
applying any labels,27.51

Many medical interventions can be
offered to youth who Identify as TGD
and their families. The decision of
whether and when to initiate gender-
affirmative treatment is personal
and involves careful consideration
of risks, benefits, and other factors
unique to each patient and family.
Many protocols suggest that clinical
assessment of youth who identify

as TGD is ideally conducted on an
ongoing basis in the setting of a
collaborative, multidisciplinary
approach, which, in addition to the
patient and family, may include the
pediatric provider, a mental health
provider (preferably with expertise
In caring for youth who identify as
TGD ), social and legal supports,

and a pediatric endocrinologist

or adolescent-medicine gender
specialist, if avajlable.6.28 There is

no prescribed path, sequence, or

end point. Providers can make every
effort to be aware of the influence of
their own biases. The medical options
also vary depending on pubertal and
developmental progression.

Clinical Setting

In the past year, 1 in 4 adults who
identified as transgender avoided a
necessary doctor’s visit because of
fear of being mistreated.3! All clinical
office staff have a role in affirming

a patient’s gender identity. Making
flyers available or displaying posters
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related to LGBTQ health issues,
including information for children
who identify as TGD and families,
reveals inclusivity and awareness.
Generally, patients who identify as
TGD fee! most comfortable when
they have access to a gender-neutral
restroom. Diversity training that
encompasses sensitivity when
caring for youth who identify as
TGD and their families can be
helpful in educating clinical and
administrative staff. A patient-
asserted name and pronouns are
used by staff and are ideally reflected
in the electronic medical record
without creating duplicate charts.5253
The US Centers for Medicare and
Medicaid Services and the National
Coordinator for Health Information
Technology require all electronic
health record systems certified
under the Meaningful Use incentive
program to have the capacity to
confidentially collect information
on gender identity.5+55 Explaining
and maintaining confidentiality
procedures promotes openness and
trust, particularly with youth who
identify as LGBTQ.! Maintaining a
safe clinical space can provide at
least 1 consistent, protective refuge
for patients and families, allowing
authentic gender expression and
exploration that builds resiliency.

Pubertal Suppression

Gonadotrophin-releasing hormones
have been used to delay puberty
since the 1980s for central
precocious puberty.5é These
reversible treatments can also be
used in adolescents who experience
gender dysphoria to prevent
development of secondary sex
characteristics and provide time up
until 16 years of age for

the individual and the family to
explore gender identity, access
psychosocial supports, develop
coping skills, and further define
appropriate treatment goals. If
pubertal suppression treatment is

suspended, then endogenous puberty
will resume,2057.58

Often, pubertal suppression creates
an opportunity to reduce distress
that may occur with the development
of secondary sexual characteristics
and allow for gender-affirming care,
including mental health support

for the adolescent and the family.

It reduces the need for later surgery
because physical changes that are
otherwise irreversible (protrusion
of the Adam's apple, male pattern
baldness, voice change, breast
growth, etc) are prevented. The
avallable data reveal that pubertal
suppression in children who identify
as TGD generally leads to Improved
psychological functioning in
adolescence and young
adulthood,20.57-59

Pubertal suppression is not
without risks, Delaying puberty
beyond one’s peers can also be
stressful and can lead to lower
self-esteem and increased risk
taking.5? Some experts believe that
genital underdevelopment may
limit some potential reconstructive
options.5! Research on long-term
risks, particularly in terms of bone
metabolism®2 and fertility,3

is currently limited and provides
varied results.57.6465 Families often
look to pediatric providers for help
in considering whether pubertal
suppression is indicated in the
context of their child’s overall well-
being as gender diverse.

Gender Affirmation

As youth who identify as TGD

reflect on and evaluate their gender
identity, various interventions

may be considered to better align
their gender expression with their
underlying identity. This process of
reflection, acceptance, and, for some,
intervention is known as “gender
affirmation.” It was formerly referred
to as “transitioning,” but many

view the process as an affirmation
and acceptance of who they have
always been rather than a transition
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TABRE 2 The Process of Gender Affirmation May Include > 1 of the Followinhg Componients

Component

Definition

General Age Range®

Reversibility®

Social effirmation

Puberty blockers

firpsg-sex hormone therapy

Adopting gender-affirming hairstyles, clothing,
nama, gender pronouns, and restrooms and
other facilitiss

Gonadotranin-releasing harmone analngues
such as leuprolide and histrelin

Testosterone (for those who were assigned
female at birth and are mascutlnizing);
estrogen plus androgen inhibitor (for those
who were assigned male af birth and are

Any

Nuring puherty (Tanner stage 2-5)°

Early adolescence onward

feminizing}

Gender-affirming surgeries

“Top” surgery (to create a male-typicat
chest shape or enhance breasts);

by-case basis®

“hottom’ surgery (surgery on genitals or
reproductive organs); facial feminization
and other procedures

Legal affirmation

Changing gendar and name recorded on

Any

birth certificate, schoal records, and other

documents

Typically adults (adolescents on case-

Reversible

Reversible®

Partially reversible (skin toxturc.
muscle mass, and fat deposition);
irreversible once developed
(testosterone: Adam’s apple
protrusion, voice changes, and male
pattern baldness; estrogen: breast
development); unknown reversibility
{effect on fertility)

Not reversible

Reversible

2 Note that the provided age range and reversibility is based on the little data that are currently avallablc
© There is limited benefit to starting gonadotropin-releasing hormone after Tanner stage 5 for pubertal suppression. However, when cross-sex hormones are initisted with a gradually
ingreasing schedule, the initial levels are often not high anough to suppress endogenous sex hormone secretion. Therefore, gonadotropin-releasing hormone may he continued in

accordance with the Endocrine Soclety Guidelines 8

“The effect of susteined puberty suppression on fertility is unknown Pubertal suppression can be, and often is indicated to be, followed hy cross-sex hormone treatment. However. when
cross-sex hormones are initiated without endogenous hormones, then fertility may be decreased.?®

o Eligibility criteria for gender-affirmative surgical inter

among

dol 3 are not clearly defined between established protocols and practice. When applicable, eligibility is

usually determined on a case-by-case basls with the adolescent and the family along with input from medical, mental heaith, and surgical providera,&-7!

from 1 gender identity to another.
Accordingly, some people who have
gone through the process prefer to
call themselves “affirmed females,
males, etc” (or just “females, males,
etc”), rather than using the prefix
“trans-.” Gender affirmation s also
used to acknowledge that some
individuals who identify as TGD
may feel affirmed in their gender
without pursuing medical or surgical
interventions,’.6é

Supportive involvement of parents
and family is associated with
better mental and physical health
outcomes.®” Gender affirmation
among adolescents with gender
dysphoria often reduces the
emphasis on gender in thelr lives
allowing them to attend to other
developmental tasks, such as
academic success, relationship
building, and future-oriented
planning.64 Most protacols for
gender-affirming interventions
incorporate World Professional
Association of Transgender

Health35 and Endocrine Society$®
recommendations and include 21 of
the following elements (Table 2):

1. Social Affirmation: Thisis a
reversible intervention in which
children and adolescents express
partially or completely in their
asserted gender identity by
adapting halirstyle, clothing,
pronouns, name, etc. Children
who identify as transgender and
socially affirm and are supported
in their asserted gender show no
increase in depression and only
minimal (clinically Insignificant)
increases in anxiety compared
with age-matched averages.*®
Social affirmation can be
complicated given the widc range
of social Interactions children
have (eg, extended families, peers,
school, community, etc), There
is little guidance on the best
approach (eg, all at once, gradual,
creating new social networks,
or affirming within existing
networks, etc). Pediatric providers

w

can best support families by
anticipating and discussing such
complexity proactively, either

in their own practice or through
enlisting a qualified mental health
provider.

. Legal Affirmation: Elements of

a social affirmation, such as a
name and gender marker, become
official on legal documents, such
as birth certificates, passports,
identification cards, schoo!
documents, etc. The processes

for making these changes depend
on state laws and may require
specific documentation from
pediatric providers.

imim

A €65 vvnn -y oe

RMAdiaal - Th
. maCGiICar AnniMadClic 1 s is

the process of using cross-sex
hormones to allow adolescents
who have initiated puberty

to develop secondary sex
characteristics of the opposite
biological sex. Some changes are
partially reversible if hormones
are stopped, but others become
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irreversible once they are fully
developed (Table 2).

4. Surgical Affirmation: Surgical
approaches may be used to
feminize or masculinize features,
such as hair distribution, chest, or
genitalia, and may include removal
of internal organs, such as ovaries
or the uterus (affecting fertility).
These changes are irreversible.
Although current protocols
typically reserve surgical
interventions for adults,35.68 they
are occasionally pursued during
adolescence on a case-by-case
basis, considering the necessity
and benefit to the adolescent’s
overall health and often including
multidisciplinary input from
medical, mental health, and
surgical providers as well as from
the adolescent and family.59-71

For some youth who identify as
TGD whose natal gender is female,
menstruation, breakthrough
bleeding, and dysmenorrhea can
lead to significant distress before

or during gender affirmation. The
American College of Obstetrics

and Gynecology suggests that,
although limited data are

available to outline management,
menstruation can be managed
without exogenous estrogens by
using a progesterone-only pill,

a medroxyprogesterone acetate
shot, ora progesterone-containing
intrauterine or implantable device.”2
If estrogen can be tolerated, oral
contraceptives that contain both
progesterone and estrogen are more
effective at suppressing menses.”?
The Endocrine Society guidelines
also suggest that gonadotrophin-
releasing hormones can be used for
menstrual suppression before the
anticipated initiation of testosterone
or in combination with testosterone
for breakthrough bleeding (enables
phenotypic masculinization at a
lower dose than if testosterone

Is used alone).%® Masculinizing
hormones in natal female patients
may lead to a cessation of menses,
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but unplanned pregnancies have
been reported, which emphasizes
the need for ongoing contraceptive
counseling with youth who identify
as TGD.”2

HEALTH DISPARITIES

In addition to societal challenges,
youth who identify as TGD face
several barriers within the health
care system, especially regarding
access to care. In 2015, a focus
group of youth who identified as
transgender in Seattle, Washington,
revealed 4 problematic areas related
to health care:

1. safety issues, including the lack
of safe clinical environments
and fear of discrimination by
providers;

2. poor access to physical health
services, including testing for
sexually transmitted Infections;

3. inadequate resources to address
mental health concerns; and

4. lack of continuity with
providers,74

This study reveals the obstacles many
youth who identify as TGD face in
accessing essential services, including
the limited supply of appropriately
trained medical and psychological
providers, fertility options, and
insurance coverage denials for
gender-related treatments,”4

Insurance denials for services related
to the care of patients who identify
as TGD are a significant barrier.
Although the Office for Civil Rights
of the US Department of Health and
Human Services explicitly stated in
2012 that the nondiscrimination
provision in the Patient Protection
and Affordable Care Act includes
people who identify as gender
diverse,”576 insurance claims for
gender affirmation, particularly
among youth who identify as

TGD, are frequently denied.5477

In 1 study, it was found that
approximately 25% of individuals

who identified as transgender

were denied insurance coverage
because of being transgender.3!

The burden of covering medical
expenses that are not covered

by insurance can be financially
devastating, and even when expenses
are covered, families describe high
levels of stress in navigating and
submitting claims appropriately.”®
In 2012, alarge gender center in
Boston, Massachusetts, reported
that most young patients who
identified as transgender and were
deemed appropriate candidates for
recommended gender care were
unable to obtain it because of such
denials, which were based on the
premise that gender dysphoria was
a mental disorder, not a physical
one, and that treatment was not
medically or surgically necessary.2¢
This practice not only contributes to
stigma, prolonged gender dysphoria,
and poor mental health outcomes,””
but it may also lead patients to seek
nonmedically supervised treatments
that are potentially dangerous.2
Furthermore, insurance denfals can
reinforce a socioeconomic divide
between those who can finance the
high costs of uncovered care and
those who cannot.2477

The transgender youth group in
Seattle likely reflected the larger TGD
population when they described how
obstacles adversely affect self-esteem
and contribute to the perception

that they are undervalued by society
and the health care system,’477
Professional medical associations,
including the AAP, are increasingly
calling for equity in health care
provisions regardless of gender
identity or expression,18.23.72

There is a critical need for
investments in research on the
prevalence, disparities, biological
underpinnings, and standards of
care relating to gender-diverse
populations. Pediatric providers
who work with state government
and insurance officials can play

an essential role in advocating for

87



stronger nondiscrimination policies
and improved coverage,

There is a lack of quality research on
the experfence of youth of color who
identify as transgender, One theory
suggests that the fntersection of
racjsm, transphobla, and sexism may
result in the extreme marginalization
that is experienced among many
women of color who identify as
transgender,” including rejection
from their family and dropping out
of school at younger ages {often in
the setting of rigid reiigious beiiefs
regarding gender),’? increased levels
of violence and body objectification,??
3 times the risk of poverty compared
with the general population,3!

and the highest prevalence of HIV
compared with other risk groups
(estimated as high as 56.3% in 1
meta-analysis).3? One model suggests
that pervasive stigma and oppression
can be associated with psychological
distress (anxiety, depression,

and suicide) and adoption of risk
behaviors by such youth to obtain

a sense of validation toward their
complex identities.”?

FAMILY ACCEPTANCE

Research increasingly suggests that
familial acceptance or rejection
ultimately has little influence on the
gender identity of youth; however, it
may profoundly affect young people’s
ability to openly discuss or disclose
concerns about their identity.
Suppressing such concerns can affect
mental health.? Families often find it
hard to understand and accept their
child’s gender-diverse traits because
of personal beliefs, soclal pressure,
and stigma.4%83 Legitimate fears

may exist for their child’s welfare,
safety, and acceptance that pediatric
providers need to appreciate and
address. Families can be encouraged
to communicate their concerns

and questions, Unacknowledged
concerns can contribute to shame
and hesitation in regard to offering
support and understanding,®4
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which is essential for the child’s
self-esteem, social involvement, and
overail health as TGD,%685-87 Some
caution has been expiessed that
unquestioning acceptance per se may
not best serve questioning youth vr
their families, Instead, psychological
evidence suggests that the most
benefit comes when family members
and youth are supported and
encouraged to engage In reflective
perspective taking and validate their
own and the other’s thoughts and
feelings despite divergent views.4%82

In this regard, suicide attempt rates
among 433 adolescents in Ontario
who identified as “trans” were

4% ameong those with strongly
supportive parents and as high as
60% among those whose parents
were not supportive.®> Adolescents
who identify as transgender and
endorse at least 1 supportive person
in their life report significantly

less distress than those who only
experience rejectlon. In communities
with high levels of support, it was
found that nonsupportive families
tended to increase their support
over time, leading to dramatic
improvement in mental health
outcomes among their children who
identified as transgender.®®

Pediatric providers can create a

safe environment for parents and
families to better understand and
listen to the needs of their children
while receiving reassurance and
education.?? It is often appropriate to
assist the child in understanding the
parents' concerns as well. Despite
expectations by some youth with
transgender identity for immediate
acceptance after “coming out,”
family members often proceed
through a process of becoming more
comfortable and understanding of
the youth’s gender identity, thoughts,
and feelings. One mode! suggests
that the process resembles grieving,
wherein the family separates from
their expectations for their child to
embrace a new reality. This process
may proceed through stages of shock,

denial, anger, feelings of betrayal,
fear, self-discovery, and pride.8? The
amount of time spent in any of these
stuges and the vverall pace varies
widely. Many family memhers also
struggle as they are pushed to reflect
on their own gender experience

and assumptions throughout this
process. [n some situations, youth
who identify as TGD may be at

risk for internalizing the difficult
emotions that family members may-
be experiencing. In these cases,
individual and group therapy for the
family members may be helpful.#*76

Family dynamics can be complex,
involving disagreement among legal
guardlans or between guardians

and their children, which may

affect the ability to obtain consent
for any medical management or
interventions. Even in states where
minors may access care without
parental consent for mental health
services, contraception, and sexually
transmitted infections, parental

or guardian consent {s required

for hormonal and surgical care of
patients who identify as TGD.”%%°
Some families may take issue with
providers who address gender
concerns or offer gender-affirming
care. In rare cases, a family may deny
access to care that raises concerns
about the youth’s welfare and safety;
in those cases, additional legal or
ethical support may be useful to
consider. In such rare situations,
pediatric providers may want to
familiarize themselves with relevant
local consent laws and maintain their
primary responsibllity for the welfare
of the child.

SAFE SCHOOLS AND COMMUNITIES

Youth who identify as TGD are
becoming more visible because
gender-diverse expression is
increasingly admissible in the
media, on social media, and

in schools and communities.
Regardless of whether a

youth with a gender-diverse
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identity ultimately identifies as
transgender, challenges exist in
nearly every social context, from
lack of understanding to outright
rejection, isolation, discrimination,
and victimization, In the US
Transgender Survey of nearly
28000 respondents, it was found
that among those who were out
as or perceived to be TGD between
kindergarten and eighth grade,
54% were verbally harassed,
24% were physically assaulted,
and 13% were sexually assaulted;
17% left school because of
maltreatment.3! Education

and advocacy from the medical
community on the importance

of safe schools for youth who
identify as TGD can have a
significant effect.

At the time of this writing,* only
18 states and the District of
Columbia had laws that prohibited
discrimination based on gender
expression when it comes to
employment, housing, public
accommodations, and insurance
benefits. Over 200 US cities have
such legislation. In addition to
basic protections, many youth
who identify as TGD also have to
navigate legal obstacles when It
comes to legally changing their
name and/or gender marker.5¢
In addition to advocating and
working with policy makers

to promote equal protections
for youth who Identify as TGD,
pediatric providers can play an
important role by developing a
familiarity with local laws and
organizations that provide social
work and legal assistance to youth
who identify as TGD and their
families,

School environments play a
significant role in the social and
emotional development of children.
Every child has a right to fee] safe

* For more information regarding state-specific
laws, please contact the AAP Division of State
Government Affairs at stgov@ aap.org.
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and respected at school, but for
youth who identify as TGD, this can
be challenging. Nearly every aspect
of school life may present safety
concerns and require negotiations
regarding their gender expression,
including name/pronoun use, use

of bathrooms and locker rooms,
sports teams, dances and activities,
overnight activitles, and even peer
groups. Conflicts in any of these
areas can quickly escalate beyond
the school’s control to larger debates
among the community and even on a
national stage.

The formerly known Gay, Lesbian,
and Straight Education Network
(GLSEN), an advocacy organization
for youth who identify as LGBTQ,
conducts an annual natlonal survey
to measure LGBTQ well-being in

US schools. In 2015, students who
identified as LGBTQ reported high
rates of being discouraged from
participation in extracurricular
activities. One in 5 students who
identified as LGBTQ reported

being hindered from forming or
participating in a club to support
lesbian, gay, bisexual, or transgender
students (eg, a gay straight alliance,
now often referred to as a genders
and sexualities alliance) despite such
clubs at schools being associated
with decreased reports of negative
remarks about sexual orientation

or gender expression, increased
feelings of safety and connectedness
at school, and lower levels of
victimization. In addition, >20% of
students who identifled as LGBTQ
reported being blocked from writing
about LGBTQ issues In school
yearbooks or school newspapers

or being prevented or discouraged
by coaches and school staff from
participating in sports because of
their sexual orientation or gender
expression.9!

One strategy to prevent conflict

is to proactively support policies
and protections that promote
inclusion and safety of all students.
However, such policies are far from

consistent across districts. In 2015,
GLSEN found that 43% of children
who identified as LGBTQ reported
feeling unsafe at school because of
their gender expression, but only
6% reported that their school had
official policies to support youth
wha identified as TGD, and only
11% reported that their school’s
antibullying policles had specific
protections for gender expression.?
Consequently, more than half of

the students who identified as
transgender in the study were
prevented from using the bathroom,
names, or pronouns that aligned with
their asserted gender at school.
Alack of explicit policles that
protected youth who identified as
TGD was associated with increased
reported victimization, with

more than half of students who
identified as LGBTQ reporting verbal
harassment because of their gender
expression. Educators and school
administrators play an essential
role in advocating for and enforcing
such policies. GLSEN found that
when students recognized actions
to reduce gender-based harassment,
both students who identified as
transgender and cisgender reported
a greater connection to staff and
feelings of safety.! In another study,
schools were open to education
regarding gender diversity and
were willing to implement policies
when they were supported by
external agencies, such as medical
professionals.?2

Academic content plays an
important role in building a

safe school environment as well.
The 2015 GLSEN survey revealed
that when positive representations
of people who identified as LGBTQ
were included in the curriculum,
students who identified as LGBTQ
reported less hostile school
environments, less victimization
and greater feelings of safety,
fewer school absences because

of feeling unsafe, greater feelings
of connectedness to their school



community, and an increased
interest in high school graduation
and postsecondary education.®!

At the time of this writing,” 8 states
had laws that explicitly forbade
teachers from even discussing
LGBTQ issues,5*

MEDICAL EDUCATION

One of the most important ways

to promote high-quality health
care for youth who identify as TGD
and their families is increasing

the knowledge base and clinical
experience of pediatric providers
in providing culturally competent
care to such populations, as
recommended by the recently
released guidelines by the
Association of American Medical
Colleges.” This begins with the
medical school curriculum in areas
such as human development, sexual
health, endocrinology, pediatrics,
and psychiatry. In a 2009-2010
survey of US medical schools, it was
found that the median number of
hours dedicated to LGBTQ health
was 5, with one-third of US medical
schools reporting no LGBTQ
curriculum during the clinical
years.%

During residency training, there

is patential for gender diversity to
be emphasized in core rotations,
especially in pediatrics, psychiatry,
family medicine, and obstetrics and
gynecology. Awareness could be
promoted through the inclusion of
topics relevant to caring for children
who identify as TGD in the list of
core competencies published by

the American Board of Pediatrics,
certifying examinations, and
relevant study materials. Continuing
education and maintenance of
certification activities can include
topics relevant to TGD populations
as well.

* For more information regarding state-specific
laws, please contact the AAP Division of State
Government Affairs at stgov@ aap.org,
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RECOMMENDAYIONS

The AAP works toward all children
and adolescents, regardless of
gender Identity or expression,
receiving care to promote optimal
physical, mental, and social well-
being, Any discrimination based on
gender identlty or expression, real
or percelved, is damaging to the
socioemotional health of children,
families, and society. In particular,
the AAP recomimends the following:
i. that youth who identify as TGD
have access to comprehensive,
gender-affirming, and
developmentally appropriate
health care that is provided in a
safe and inciusive clinical space;

2. that family-based therapy
and support-be available to
recognize and respond to the
emotional and mental health
needs of parents, caregivers,
and siblings of youth who
identify as TGD;

3. that electronic health records,
billing systems, patient-centered
notification systems, and clinical
research be designed to respect
the asserted gender identity of
each patient while maintaining
confidentiality and avoiding
duplicate charts;

4. that insurance plans offer

coverage for health care that

is specific to the needs of
youth who identify as TGD,
including coverage for medical,
psychological, and, when
indicated, surgical gender-
affirming interventions;

5. that provider education, including
medical school, residency, and
continuing education, integrate
core competencies on the
emotional and physical health
needs and best practices for the
care of youth who identify as TGD
and their families;

6. that pediatricians have a role in
advocating for, educating, and
developing liaison relationships

with schoal districts and |

other community organizations
to promote acceptance and
inclusion of all children without
fear of harassment, exclusion,
or bullying because of gender
expression;

7. that pediatricians have a role in
advocating for policies and laws
that protect youth whe identify
as TGD from discrimination and
violence;

8. that the heaith care workforce
protecis diversity by offering
equa) employment opportunities
and workplace protections,
regardless of gender identity or
expression; and

9. that the medical field and federal
government prioritize research
that is dedicated to improving the
quality of evidence-based care for
youth who identify as TGD.
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ISSUE BRIEF

LGBTQ change efforts (“conversion therapy

Background

"Conversion therapy” refers to any form of interventions, such as individual or group, behavioral, cognitive or
milieu/environmental operations, which attempt to change an individual’s sexual orientation or sexual behaviors
(sexual orientation change efforts [SOCE]) or an individual’s gender identity (gender identify change efforts [GICE]).
Practitioners of change efforts may employ techniques including:

. Aversive conditioning (e.g. electric shock, deprivation of food and liquids, smelling salts and chemically
induced nausea)

- Biofeedback

-+ Hypnosis

« Masturbation reconditioning

. Psychotherapy or systematic desensitization?

Underlying these techniques is the assumption that homosexuality and gender identity are mental disorders and
that sexual orientation and gender identity can be changed. This assumption is not based on medical and scientific
evidence. Professional consensus rejects pathologizing homosexuality and gender nonconformity, in addition,
empirical evidence has demonstrated that homosexuality and variations in gender identity are normal variants

of human expression not inherently linked to mental illness. However, the unfounded misconception of sexual
orientation and gender identity “conversion” persists today in some health, spiritual and religious practitioners.?

According to the UCLA Williams Institute on Sexual Orientation and Gender Identity Law and Public Policy, as of
2018, almost 700,000 lesbian, gay, bisexual, transgender and queer/questioning (LGBTQ) adults in the U.S. had
received ‘conversion therapy”; in addition, an estimated 57,000 youths will receive change efforts from religious or
health care providers before they turn 18 years old.*

Health implications for LGBTQ individuals

Evidence does not support the purported “efficacy” of SOCE in changing sexual orientation.® To the contrary, these
practices may cause significant psychological distress.® One study showed that 77 percent of ex-SOCE participants
reported significant long-term harm, including the following symptoms:

« Depression
« Anxiety
. Lowered self-esteem

1. John Bancroft, et al,, Peer Commentaries on Spitzer, 32 Archives of Sexual Behavior 5, 419-68 (Oct. 2003).

2. American Psychological Association, Report of the American Psychological Association Task Force on Appropriate
Therapeutic Responses to Sexual Orientation (Aug. 2009).

3. Jack Drescher, Ethical issues in treating gay and lesbian patients, 25 Psychiatric Clinics of North America 3, 605-21
(Sep. 2002).

4. Christy Mallory, Taylor Brown & Kerith Conron, The Williams Institute on Sexual Orientation and Gender ldentity
Law, UCLA School of Law, Conversion therapy and LGBT youth (Jan. 2018)

5. American Psychological Association, supra note 2

6. Id
- Lot o tiealth =refestionais
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+ Internalized homophobia
+ Self-blame

. Intrusive imagery

+ Sexual dysfunction’

Participants also reported significant social and interpersonal harm such as alienation, loneliness, social isolation,
interference with intimate relationships and loss of social supports?

SOCE may also increase suicidal behaviors in a population where suicide is prevalent. In young adults between
15 and 24 years old, suicide has been the second leading cause of death since 2011, and LGBTQ young adults
are more than twice as likely to report a history of suicide attempts in comparison to their heterosexual

peers.® Similarly, LGB adults are three to five times more likely to have a suicidal attempt in comparison to their
heterosexual counterparts.’” Young LGBTQ adults who report higher levels of parental and caregiver rejection are
8.4 times more likely to report having attempted suicide." One study found nearly 30 percent of individuals that
underwent SOCE reported suicidal attempts.!?

GICE may cause similar long-term harm as SOCE. According to the American Psychological Association Consensus
on Efforts to Change Gender Identity, 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.'

Ethical Concerns

All leading professional medical and mental health associations reject “conversion therapy”as a legitimate medical
treatment. In addition to the clinical risks associated with the practice, the means through which providers or
counselors administer change efforts violate many important ethical principles, the foremost of which: “First, do
no harm/

A health care provider's nonjudgmental recognition of and respect for patients’ sexual orientations, sexual
behaviors and gender identity are essential elements in rendering optimal patient care in health, as well as in
illness. This recognition is especially important to address the specific health care needs of people who are or may
be LGBTQ, as these patients often experience disparities in access to care. Yet administering change efforts is an
inherently discriminatory practice often administered coercively and fraught with ethical problems, such as:

7. Ariel Shidlo & Michael Schroeder, Changing Sexual Orientation: A Consumers’ Report, 33 Professional
Psychology: Research and Practice 3, 249-59 (2002).

8. Id

9. National Center for Injury Prevention and Control, Centers for Disease Control and Prevention, 10 Leading Causes of Death by Age Group,
United States, https://www.cdc.gov/injury/wisqars/LeadingCauses.html; Andrea Miranda-Mendizébal, et al., Sexual orientation and suicidal
behaviour in adolescents and young adults: systematic review and meta-analysis, 211 British Journal of Psychiatry 2, 77-87 (Aug. 2017).

10. Travis Hottes, Laura Bogaert, Anne Rhodes, David Brennan & Dionne Gesink, Lifetime Prevalence of Suicide Attempts Among Sexual Minority
Adults by Study Sampling Strategies: A Systematic Review and Meta-Analysis, 106 Am J Public Health 5, e1-e12 (May 2016).

11. Caitlin Ryan, David Huebner, Rafael Diaz, & Jorge Sanchez, Family Rejection as a Predictor of Negative Health Outcomes in White and Latino
Lesbian, Gay, and Bisexual Young Adults, 123 Pediatrics 1, 346-52 (Jan. 2009).

12. Shidlo, supra note 7.

13. Therapy Supporting and Affirming LGBTQ Youth: Statements of professional consensus regarding sexual
orientation and gender identity and expression, American Psychological Association, https://www.apa.org/advocacy/civil-rights/
sexualdiversity/Igbtg-therapy.aspx.
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. Uninformed consent: change efforts are often prescribed without full descriptions of risks and disclosure
of lack of efficacy or evidence

+ Breaches of confidentiality: content of treatment, sexual orientation and gender identity may be shared
with family, school or religious leaders without proper consent

. Patient discrimination: change efforts reinforce bias, discrimination and stigma against LGBTQ individuals

- Indiscriminate and improper treatment: change efforts are recommended regardless of evidence

- Patient blaming: the failure of treatment may be blamed on the patient.™

Itis clinically and ethically inappropriate for health care providers to direct mental or behavioral health
interventions, including SOCE and GICE, with a prescriptive goal aimed at achieving a fixed developmental
outcome of a child's or adolescent’s sexual orientation, gender identity or gender expression.'

State laws

To date, 14 states (California, Connecticut, Delaware, Hawaii, lllincis, Maryland, Nevada, New Hampshire, New Jersey,
New Mexico, Oregon, Rhode Island, Vermont and Washington) and the District of Columbia have enacted laws
banning “conversion therapy” for minors. Importantly, these laws do not prohibit counseling and therapies that
help patients struggling with sexual or gender identity to develop coping and self-acceptance skills.

Medical society and other healthcare association positions

The American Medical Association and GLMA: Health Professionals Advancing LGBTQ Equality (GLMA) oppose

the use of reparative or conversion therapy for sexual orientation or gender identity. Other medical societies

have policies or statements similarly opposing these policies, including the American Psychiatric Association,
American Academy of Child and Adolescent Psychiatry, American College of Physicians and American Academy of
Pediatrics.'® Other health care associations including the American Association for Marriage and Family Therapy,
American Counseling Association, American Psychoanalytic Association, American Psychological Association,
National Association of Social Workers, Pan American Health Organization: Regional Office of the World Health
Organization have similar policies."”

AMA policy

H-160.991 Health Care Needs of Lesbian, Gay, Bisexual and Transgender Populations

1. Our AMA: (a) believes that the physician’s nonjudgmental recognition of patients’ sexual orientations, sexual
behaviors, and gender identities enhances the ability to render optimal patient care in health as well as in illness.

In the case of lesbian, gay, bisexual, transgender, queer/questioning, and other (LGBTQ) patients, this recognition

is especially important to address the specific health care needs of people who are or may be LGBTG; (b) is
committed to taking a leadership role in: (i) educating physicians on the current state of research in and knowledge
of LGBTQ Health and the need to elicit relevant gender and sexuality information from our patients;

14. /d,; Jack Drescher J, et al., The Growing Regulation of Conversion Therapy, 102 J Med Regulation 2, 7-12 (Jan 2016).

15. American Psychological Association, supra note 13.

16. See American Psychiatric Association, Commission on Psychotherapy by Psychiatrists, Position Statement on Therapies Focused on Attempts
to Change Sexual Orientation (Reparative or Conversion Therapies), 157 American Journal of Psychiatry 10, 1719-21 (Oct. 2000); American
Academy of Child and Adolescent Psychiatry, The AACAP Policy on "Conversion Therapies (Feb. 2018); Hilary Daniel & Renee Butkus,
American College of Physicians, Lesbian, Gay, Bisexual, and Transgender Health Disparities: Executive Summary of a Policy Position Paper From
the American College of Physicians, 163 Ann Intern Med 2, 135-7 (July 2015); American Academy of Pediatrics, Committee on Adolescence,
Homosexuality and Adolescence, 92 Pediatrics 4, 631-4 (1993).

17. Policy and Position Statements on Conversion Therapy, Human Rights Campaign, http://www.hrc.org/resources/policy-and-position-

statements-on-conversion-therapy.
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these efforts should start in medical school, but must also be a part of continuing medical education; (i) educating
physicians to recognize the physical and psychological needs of LGBTQ patients; (i) encouraging the development
of educational programs in LGBTQ Health; (iv) encouraging physicians to seek out local or national experts in the
health care needs of LGBTQ people so that all physicians will achieve a better understanding of the medical needs
of these populations; and (v) working with LGBTQ communities to offer physicians the opportunity to better
understand the medical needs of LGBTQ patients; and (c) opposes, the use of “reparative” or “conversion”
therapy for sexual orientation or gender identity.

2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) the need for sexual
and gender minority individuals to undergo regular cancer and sexually transmitted infection screenings based
on anatomy due to their comparable or elevated risk for these conditions; and (i) the need for comprehensive
screening for sexually transmitted diseases in men who have sex with men; (i) appropriate safe sex technigues
to avoid the risk for sexually transmitted diseases; and (iv) that individuals who identify as a sexual and/or
gender minority (lesbian, gay, bisexual, transgender, queer/questioning individuals) experience intimate
partner violence, and how sexual and gender minorities present with intimate partner violence differs from their
cisgender, heterosexual peers and may have unique complicating factors.

3. Our AMA will continue to work alongside our partner organizations, including GLMA, to increase physician
competency on LGBTQ health issues.

4, Our AMA will continue to explore opportunities to collaborate with other organizations, focusing on-issues
of mutual concern in order to provide the most comprehensive and up-to-date education and information
to enable the provision of high quality and culturally competent care to LGBTQ people. (CSA Rep. C, I-81;
Reaffirmed: CLRPD Rep. F, I-91; CSA Rep. 8 - I-94; Appended: Res. 506, A-00; Modified and Reaffirmed: Res. 501,
A-07; Modified: CSAPH Rep. 9, A-08; Reaffirmation A-12; Modified: Res. 08, A-16; Modified: Res. 903, I-17; Modified;
Res. 904, |-17) (emphasis added)

GLMA policy

GLMA 099-97-114 Reparative or Conversion Therapy

GLMA: Health Professionals Advancing LGBTQ Equality condemns the behavioral and psychological interventions
known as “reparative” or ‘conversion” therapies that attempt to change sexual orientation and gender identity.
(Approved 1997; Amended & Reaffirmed pending final GLMA Board approval 2018)

For additional information or assistance with legislation to ban conversion therapy in your state, please visit
www.ama-assn.crg/go/arc or contact Annalia Michelman, JD, Senior Legislative Attorney, AMA Advocacy
Resource Center at annalia.michelman@ama-assn.org or (312) 464-4788.
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Executive Summary

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

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

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

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

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

care providers. Supporting optimal development

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

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

that is not supported by credible evidence and

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

Key Findings

This report and its recommendations are based

on consensus statements developed by experts

in the field after a careful review of existing

research, professional health association reports

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

Same-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
orientation, 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
orientation, gender identity, and gender expression
in youth. The following overview presents the best
current evidence regarding understandings of child
and adolescent sexual orientation, gender identity,
and gender expression.

Sexuality occurs across a continuum; same-gender
attraction and relationships are normal variations of
human sexuaiity (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 trajectory

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 (CQI), 2012). Children are rarely
if ever distressed about their current or future
sexual orientation; more commonly, parents and
guardians are distressed about a child’s perceived
current or future sexual orientation and seek the

70

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

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

of substance use and abuse, suicidal ideation

and attempts, as well as increased likelihood

of experiencing victimization, violence, and
homelessness (Corliss 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, 2005).

Gender development begins in infancy and
continues progressively throughout childhood.
Gender diversity or signs of gender dysphoria may
emerge as early as a child’s preschool years, or as
late as adolescence (Cohen-Kettenis, 2005). For
many gender minority children, gender dysphoria
will not persist, and they will develop a cisgender
identity in adolescence or adulthood; a 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 dysphioria will persist and usually
worsen with the physical changes of adolescence;
these youth generally identify as transgender (or
ancther gender identity that differs from their
assigned sex at birth) in adolescence and adulthood

14



(Byne et al., 2012; Coleman, et al., 2012), For still
another group, gender dysphoria emerges in post-
puberty without any childhood history of gender
dysphoria gender diversity (Edwards-Leeper &
Spack, 2012). Gender dysphoria that worsens with
the onset of puberty is unlikely to remit later in
adolescence or adulthood, especially among youth
with a childhood onset, and long-term identification
as transgender is likely (American Psychological
Association, 2015a; American Psychological
Association, 2008; Byne, et al., 2012).

While most adolescents with gender dysphoria
score within normal ranges on psychological tests
(Cohen-Kettenis & van Goozen, 1997; de Vries,
Doreleijers, Steensma, & Cohen-Kettenis, 2011;
Smith, van Goozen, & Cohen-Kettenis, 2001), some
gender minority children and adolescents have
elevated risk of depression, anxiety, and behavioral
issues. These psychosocial issues are likely related
to if not caused by negative social attitudes or
rejection (Vance, Ehrensaft, & Rosenthal, 2014),
As with sexual minority adolescents, other

issues of clinical relevance for gender minority
adolescents include increased risk of experiencing
victimization and violence, suicidal ideation and
attempts, and homelessness (Coleman, et al., 2012;
Garofalo, Deleon, Osmer, Doll, & Harper, 2006;
Institute of Medicine, 2011; Mustanski, Garofalo,
& Emetrson, 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, 2015a; APA
Task Force on Appropriate Therapeutic Responses
to Sexual Orientation, 2009; Byne, et al., 2012).
When providing services to children, adolescents,
and families, appropriate therapeutic approaches

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 3
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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 allows the child or adolescent the freedom of
self-discovery within a context of acceptance and
support. It is important to identify the sources of any
distress experienced by sexual and gender minority
youth and their families, and work to reduce this
distress. Working with parents and guardians is
important as parental behaviors and attitudes have
a significant effect on the mental health and well-
being of sexual and gender minority children and
adolescents. School and community interventions
may also be necessary and appropriate,

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

15



L.GBTQ youth still need additional support to
promote positive development in the face of such
stressors. Supportive family, community, school,
and health care environments have heen 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 heip facilitate the best
possible outcomes for these youth.

Ending the Use of Conversion
Therapy for Minors

Given that conversion therapy is not an appropriate
therapeutic intervention; efforts should be taken

to end the practice of conversion therapy. Efforts
to end the practice have included policy efforts to
reduce the negative attitudes and discrimination
directed at LGBTQ individuals and families;
affirmative public information about LGBTQ
individuals, particularly directed at families and
youth; resolutions and guidelines by professional
associations to inform providers that conversion
efforts are inappropriate and to provide guidance
on appropriate interventions; and, state and federal
legislation and legal action to end the practice of
conversion therapy. Future efforts may include
improved provider training, federal regulatory
action, advancement of legislation at the state

and federal level, and additional activities by the
Administration, which issued a public statement
supporting efforts to ban the use of conversion
therapy for minors in the spring 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 pane] 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 clinical experience of experts in the field. The
resultant statements of professional consensus are
printed in their entirety in the following section.

In addition, this report highlights areas of
opportunity for future research, and provides an
overview of mechanisms to eliminate the use of

harmful therapies. In an effort to provide useful
tools for families, practitioners, and educators, the

report also provides resources on several topics,

including: Family and Commumity Acceplance,

66,
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School-Based Issues, Pediatric Considerations,

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

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

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

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

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

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

In early April 2015, representatives from Fisher, PhD; Laura Edwards-Leeper, PhD; Marco
SAMHSA and APA agreed to collaborate to A. Hidalgo, PhD; David Huebner, PhD; Colton L.
address the concerns of professional associations, Keo-Meier, PhD; Scott Leibowitz, MD; Robin Lin
policy makers, and the public regarding efforts Miller, PhD; Caitlin Ryan, PhD, ACSW; Josh Wolff,
to change gender identity and sexual orientation PhD; and Mark Yarhouse, PsyD. APA activities

in children and adolescents (also referred to as were coordinated by Clinton W. Anderson, PhD and
conversion therapy). Through the support of the Judith Glassgold, PsyD.

Federal Agencies Project, APA hosted an expert 1 .

consensus convening on this topic in July 2015, Based on published literature on SOISCISUS

which significantly informed this report. The methods, APA developed an iterative process that

research overview and clinical expertise highlighted ~ Sulminated in a two-day meeting in Washington,
throughout serve as the foundation from which the DC on July 7 and 8, 2015. During the meeting,
.consensus statements were developed. Both the panelist-led discussions considered the relevant

process of achieving consensus and the results of research, professional guidelines and clinical
the meeting are published below. knowledge-base for each of the topics. The

panel developed consensus statements on sexual
APA initially developed a list of the areas of orientation change efforts as well as gender identity
expertise to be used in identifying potential experts change efforts in children and adolescents for each
to participate in the consensus panel based on of the relevant developmental stages: pre-pubertal
existing professional guidelines and resolutions children, peri-pubertal adolescents, and pubertal and
related to sexual orientation, gender identity, and post-pubertal adolescents.
gender expression, as well as published research. 1 )
APA solicited nominations from specialists in the Panelists agreed that unanimous consensus was
field with expertise in gender, sexuality and sexual a strong priority, but that if unanimity could not
orientation, child and adolescent development be reached, 80 percent support would consitute
and mental health, and the psychology of religion. ~consensus. The panelists also agreed that minority
Additionally, APA solicited nominations from opinions should be reflected in the record if any
professional associations representing the major dissenting expert wished to issue such an opinion.
mental health and health professions. Using the Unanimous consensus was reached in nearly all
input received from these sources, APA extended instances. No dissenting opinions were formally
invitations to a short list of highly recommended registered. The statements of professional consensus

group of experts. This initial expert pool nominated '€ printed in Section 3 of this report.

additional experts based on their assessment of Observers from interested federal agencies, health

the expertise needed to achieve the goals of the dh : fessional izath
meeting. The final panel of 13 experts consisted gun d‘:t’: ::ssmczz%rgés;xmig::za e

of ten psychologists, two social workers, and organizations also attended the meeting. These

one psychiatrist. These individuals included b ed . :
researchers and practitioners in child and adolescent ;;;;e;:s::n‘;ﬂ‘::m clalx:l::ap::nel ad]drt:s:::mlt

mental health with a strong background in gender throughout the course of the meting,
development, gender identity, and sexual orientation

in children and adolescents. The panel also included

experts with a background in family therapy, ethics,

and the psychology of religion. Among others, the

panel included: Sheri Berenbaum, PhD; Celia B.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 9
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Statements of Professional Consensus

Guiding Principles

Behavioral health professmnals 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 codes 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),

~ Professional Consensus on Conversion Therapy

_w_.rth M INOrs

1L Same-gender’sexual onentanon (mcludmg identity, behavior, and/or attraction) and vanatlons in
gender identity and gender expression are a part of the nonnal 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 ot heterosexual orientation,
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 treatments. Directing the
child to be conforming 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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xual Orientation

1. Same-gender séxual 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 adoleacents should not be a goal of mental health and behavioral
interventions.

2. Sexual minority children and adolescents are especially vulnerable pqpulatmns 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 heaith and behavioral interventions with
children and adolescents alter sexual orientation. Given the research on the secondary outcomes

-of such efforts, the: poterma.l for nsk of harm suggests the need for other models of behavioral
‘healthi treatment.

4. Behavioral health proféssionzds provide accurate information on sexual orientation, gender
identity, and expression; increase family and school support; and, reduce rejection of sexual
minority youth. Bebavioral 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 fo
improve psychologicalzwe_!l-being.

'--memsmor‘al Come\m-us on Gender Identlty --------

cand Gender Expressic 1n Youth

Consensus onh the Overall Phenomena of G‘éﬁd’e‘i‘f 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 réfléct emerging gender
identities.

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

12=
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Consensus on Efforts to Change Gender Identity

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

4, It is clinically ma.ppropnate for behavioral health professionals to have a prescriptive goal relaled
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
conforntity, 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 parents and guardians to place
pressure on the child or adolescent to conform fo specific gender expressions and/or identities, is
inappropriate and reinforces harmful gender stereotypes.

Consensus on Appropriate Therapeuhc Intervention for Youth wuth
Gender=Related Concerns

6. Children and adolescents experiencing gender-related concerns are an especially vulnerable
population with unique developmental tasks. Parents and guardians need accurate scientific
information to make informed decisions about appropriate mental health 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 are recommended for children and adolescents of all ages experiencing gender-related
Goncei, s e ey .

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.

Ending Conversion Therapy: Supporting and Affiming LGBTQ Youth = 13
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Perl-Pubertal Adolescerits

9.

Fur pen-pubcnal adolescents the purpose of puby:rtal suppress:on isto prov:de time to support
and secondar}' sex chiaracteristics’, and to i mlprove future healthy adjustment. f pubertal
suppression is being considered, it is strongly réecommended that parents or guardians and
medical providers obtain an assessment by a licensed behavioral health provider to understand
the present status of a peri-piibertal adolescent’s gender idéntity or gender expression and
aSSO(:laled distress, as'well as to provlde developmentally-appropriate mformanon to the peri-
perl-pubertal adolescent’s care. The purpese ofthe 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-Puberta! Adolescents

10. Déc1s10n~makmg regarding one’s developing génder identity is a highly individualized process

14=

and takes many forms. For pubertal and post-pubertal adolescents, if’ phymcal gender transition
(such as hormone therapy or gender affirming surgeries) is being considered, it is strongly
recommended that adolescerits, 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 development, and potentially
irreversible effects on physical health, feruhty, and sexual health are presemed to the adolescent
and parents or guardians.

Wlt_nho]_dmg timely phys_ncal gender transition interventions for pubertal and post-pubertai
adolescents, when such interventions are clinically indicated, prolongs gender dysphoria and
exacerbates emotional distress.
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Research Overview

Sexual Orientation

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 a 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,
homosexuality 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 lesbian, 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 based 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

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 15

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 (American
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, 2015a). 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 whose 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 waman, or a unique gender
identity (Harrison, Grant, & Herman, 2012; Kuper,
Nussbaum, & Mustanski, 2012).

Furthermore, scientists and ¢linicians now
understand that identilying 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 Assaciation, 2015a; Coleman, et al.,
2012; Knudson, De Cuypere, & Bockting, 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 Manuai of Mentai
Disorders (American Psychiatric Association,
2013a). The diagnosis of Gender Dysphoria,
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
Childhood

Sexua! Orientation in Childhood

Sexual orientation, as usually conceptualized,
begins at or 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 aimost universaily 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 CQl, 2012). Therefore, little is known
about sexual orientation in pre-pubertal children,
and no ditect research on sexual vrientation in
pre-pubertal children has been conducted. Studics
that have retrospectively asked lesbian, gay, and
bisexual adults about their childhood experiences
have reported that LGB adults often describe 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
Childhood

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
consistency — 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 a complex
interplay between biological, environmental, and
psychological factors (Steensma, Kreukels, et al.,
2013). For most people, gender identity develops

in alignment with one’s sex assigned at birth.
However, 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.

1t is 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, previously, Gender
Identity Disorder'4(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 number of gender minority youth
presenting to specialty gender clinics in the past
decade (Vance, et al., 2014). Recent evidence
indicates that as a culture becomes more supportive
of gender diversity, more children are affirming a
transgender identity or diverse gender expressions
(Vance, 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 persist 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 attending the clinics
(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

85

criteria for Gender Dysphoria (and, previously,
Gender Identity Disorder) in Childhood includes
indicators that might denote gender dysphoria or
gender identity, but 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 minority 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 or 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
identify 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-
Kettenis, 2008). It 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 as 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 between 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
health 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
orientation. Among those who are 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,

et al., 2012; Vance, et al,, 2014). In addition to
anatomical dysphoria, children’s feelings 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 rejection 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 dysphoria than
among children in the general population, though
the reason 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 & Spack,
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 is not 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,
2010)". 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
orientation 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

support.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 19

Gender Identity in Adolescence

Gender minority adolescents include both youth
who realized a transgender identity or gender
diverse presentation in childhood (i.c., early-onset
individuals) and youth for whom gender dysphoria
first emerges in adolescence (i.e., later-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 (Steensma, McGuire, et al., 2013).
Youth for whom gender dysphoria 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
typical 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 &
Pfifflin, 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 likelihood

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
affirming surgeries, suggesting high rates of
persistence (Cohen-Kettenis & van Goozen, 1997;
Smith, 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 Issues 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; Goidbach, et al., 2014; Hatzenbuehler,
2011; Institute of Medicine, 201 I; Kann, et ai.,
2011; Liu & Mustanski, 2012; Marshal, et al,, 2011;
Mustanski, et al., 2010; S. T. Russell, 2003; Simons,
et al,, 2014). Sexual and gender minority youth

who lack supportive environments 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 challenges 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 between symptomatology related to
gender dysphoria and symptoms related to ASD,
de Vries, 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
specirum disorder among youth with ASD has been
raised by behavioral health providers; Edwards-
Leeper and Spack (2012) suggest that it is aiso
worth questioning validity of the autism diagnosis
among transgender youth, particularly those with
Asperger’s disorder, as it is possible that social
awkwardness and lack of peer relationships are the
result of feeling isolated and rejected due to gender
identity 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 heaith providers should not
presume that young people with developmental
disabilities cannot also be sexual and gender
minorities.

Influences on Health and
Well-Being

The increased risks faced by sexual or gender
minority youth are not a function of their identity.
Rather, 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,
Hatzenbuchler, & Newcomb, 2013)%, Thercfore,
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 support are
vital components of a comprehensive assessment.

Family

Family response to an adolescent’s sexual
orientation, 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,
Lindah! 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; Roberts, 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 run away, contributing to the overrepresentation
of sexual and gender minority adolescents among
the nation’s homeless youth; 20-40 percent of all
homeless youth identify as lesbian, gay, bisexual, or
transgender (Durso & Gates, 2012; Ray & National
Gay and Lesbian Task Force, 2006). Some data
suggest 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
risk of abuse from family members (Roberts, et al.,
2012; Roberts, 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 aduithood. 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 attempts (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 homosexuality 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).
Though 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 homophobia (Ream & Savin-Williams,
2005). Sexual minority adolescents with religious
parents may be less likely to disclose their sexual
orientation to 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
intemalized homophobia (Meanley, Pingel, &
Bauermeister, 2015; Page, Lindahl, & Malik, 2013).

Religiosity or spirituality can be a deeply affirming
and supportive 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 lesbian, 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 risk 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
ate 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 youth, 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 adults in the United States from
non-Christian religious backgrounds (cf. Harari,
Glenwick, & Cecero, 2014, Siraj, 2012). It 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 School Climate Survey,
the Gay, Lesbian & Straight Education Network
(GLSEN) found that 55.5 percent of surveyed
sexual and gender minority 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 targeted 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 sexual
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 victimization 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 adulthood (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

sexual and gender minority youth find support.

The presence of friends to whom youth can be out
about 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 stress, which is associated with lower levels
of both emotional distress and sexuality distress
(Doty, 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 Goodenow, Szalacha,
and Westheimer (2006), Kosciw, Greytak, Diaz,
and Bartkiewicz (2010), Toomey, Ryan, Diaz, and
Russell (2011), and Walls, Kane, and Wisneski
(2010)).

Identity Development

Sexuat 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
internalized 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 contributes 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
homophaobia, 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 unique 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; Parent, 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; Grov, 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, Kwon, Mustanski, & Garofalo,
2015; Roberts, et al., 2012; Roberts, et al., 2013;
Toomey, Ryan, Diaz, Card, & Russell, 2010), and
socioeconomic status (Kosciw, 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
identitics is nceded 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 attractions 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;

e 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 bisexuai 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
were 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 efforts to change

sexual orientation. To the extent that children and
adolescents experience distress related to their
sexual orientation, 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 diagnosis: 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,
et al,, 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 Association, 2008; Anton, 2009;
World Professional Association for Transgender
Health, 2008).

Historically, conversion therapy efforts to make
children’s behaviors, dress, and mannerisms more
consistent with those stereotypically expected of
their assigned sex at birth (i.e., more stereotypically
masculine expression for those assigned male at
birth 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 identity, as well as with
the goal of preventing a future 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

or minority sexual orientation; research has not
supported these theories or interventions (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 do not attempt such efforts

with adolescents experiencing gender dysphoria
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(Adelson & AACAP CQJ, 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, Leibowitz, &
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
youth, 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 concerns 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 diversily ihat runs counier 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 prior{ goat 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 accuraté 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 heaith providers should provide
children, adolescents and their families with
developmentally-appropriate multiculturalty-
competent and client-centered interventions that
emphasize acceptance, support, assessment, and
understanding. A clear treatment 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

to 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 cultural, ethnic, and
religious variation in families. Specific approaches
can include (a) providing a developmentally-

informed cognitive, emotional, mental health
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and social assessment of the child and family;

(b) supporting children and adolescents in theit
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 lesbian, gay, bisexual,
transgender people and those who are questioning
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 into 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
developmentally-appropriate terms for children and
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adolescents. Identity 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 youth 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, et al., 2013; Lev, 2005; Menvielle & Tuerk,
2002; Menvielle, et al., 2005; Yarhouse, 2015c).

Behavioral health providers should describe 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 treatment, If informed consent is not a
developmentally appropriate option (as the child
cannot cognitively or legally provide consent),
behavioral health providers should explain
treatment 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, interventions 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 ot
physical) contributes to the mental health and safety
of the child and adolescent (Ryan, et al., 2009; R.
Savin-Williams, 1994; Wilbur, Ryan, & Marksamer,
2006).

Family therapy that provides anticipatory guidance
to parents and guardians 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 recommended to reduce
societal-level negative attitudes, behaviors and
policies, as well as provide accurate information
and social support to children, adolescents, and
families.

A key focus of treatment should be addressing
parental concerns regarding current or future sexual
orientation and gender identity. Behavioral 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 adoiescents. Behaviorai
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
réjection, and improving management of conflicts
or misinformation that may exacerbate a child

or adolescent’s distress (Mattison & McWhirier,
1995; Ryan, et al., 2009; Salzburg, 2004, 2007).
Such therapy can include family psychoeducation
to provide accurate information and teach coping
skills and problem-solving strategies for dealing
more effectively with the challenges sexual and
gender minority youth may face and the concerns
the families and caretakers may have (Ben-Ari,
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 limited
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 are preferable to a same-gender
sexual orientation, transgender identity, or diverse
gender expression) within the family and increase
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 make, there may be
opportunity to agree on broader principles and
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concepts that can lead to mutual understanding health providers may wish to increase their own

(Yarhouse, 2015b). competence in working with certain communities
= I ) with deeply held beliefs and focus on viewing these

Families with strong beliefs who see same-gender beliefs through the imperative of multicultural

attractiogs or relationships and gender djversity competence and mutual respect (Bartoli & Gillem,
as undesirable and c?ntrary to those beliefs may 2008). This is includes understanding how to
struggle with a child’s emerging minority sexual translate between psychology and deeply held
orientation or gender. Ryan and Rees (2012) and beliefs rather than judging those beliefs. Certain
Yarhouse (1998; Yarhouse & Tan, 2005; Maslowe language, such as acceptance, might not resonate
& Yarhouse, 2015) have suggested th‘ft family with communities that have strongly held beliefs,
therapy focus encouraging love of their child. This whereas the concept of unconditional love might
involves focusing on superordinate values such (Yarhouse, 2015a).

as unconditional love and changing behaviors

to reduce rejection. The authors stress that these Providing multiculturally-sensitive anticipatory
positive steps can lay a constructive foundation guidance to all parents to address their unique

for communication and problem solving and personal concems can be helpful (Ryan &
reduce family discord and rejection (Yarhouse Futterman, 1998). Behavioral health providers

& Tan, 2005). Ryan, et al. (2009) and Ryan and can help the parents plan in an affirmative way
Rees (2012) focus on reframing family concerns for the unique life challenges that they may face
as a manifestation of care and love and focus on as parents of a sexual or gender minority child.
teaching non-rejecting ways to communicate those Also, parents must deal with their own process of
positive emotions. For example, providers can help “coming out” and resolve fears of discrimination
the family create an atmosphere of mutual respect or negative social reactions if they risk disclosure
that ensures the safety of each person from being within their communities, at work, and to other
hurt or bullied as a natural extension of seeing family members (Ryan & Rees, 2012). Further,
each person as having intrinsic worth (Yarhouse, behavioral health providers can address other
2015b). One of the most important messages that stresses, such as managing life celebrations and
can be communicated to a young person is that transitions and coping feelings of loss, and aid
their safety is important to the provider and to the parents in advocating for their children in school
family. It is helpful to set an atmosphere of mutual situations—for example, when they face bullying
respect for one another in the home and then to see or harassment. Multiple family groups led by

the value of extending that to other settings, such as behavioral health providers might be helpful to
neighborhood, school, and places of worship. Safety  counter the isolation that many parents experience
in this context is not just physical safety, but also (Menveille & Tuerk, 2002).

emotional safety (Yarhouse, 2015b).
School and Community Interventions

Research has illustrated 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¢c; D’ Augelli &
Patterson, 2001; Goodenow, et al., 2006; Harper,
Jamil, & Wilson, 2007; Kosciw & Diaz, 2006;

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 affirming of sexual
orientation 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 Safren & Heimberg, 1999). For instance, sexual
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and gender minority adolescents in schools with
support groups for LGBTQ students reported lower
rates of suicide attempts and victimization than
those without such groups (Goodenow, et al., 2000;
Kosciw & Diaz, 2006; Szalacha, 2003; Toomey, et
al., 2011).

These support groups provided accurate affirmative
information and social support, and the groups’
presence was also related te increased sehool - -
tolerance and safety for LGB adolescents
{Goodenow, et al,, 2006; K osciw & 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 Minority Youth

In addition to the appropriate therapeutic
approaches described above — comprehensive
evaluation, support in identity exploration and
development without an a priori goal of any
particular gender identity or expression, and
facilitation of family and community support
— social transition and medical intervention are
therapeutic 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;
Steensima & 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 sacial 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. risks of social transition among pre-pubertal
children, and the impact of social transition on
likelihood of persistence or desistence of gender
dysphoria-has not yet been studied (Adelsor&-
AACAP CQJ, 2012; Leibowitz & Telingator,
2012). A divergence of expert opinion exists
among specialists treating gender minority children
(Adelson & AACAP CQI, 2012; Leibowitz &
Telingator, 2012). Given the lack of data on the
risks and benefits of social 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, including
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
family 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 undertaken or recommended for
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 dysphoria both during
and well after treatment (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-K ettenis
& Klink, 2015). Pubertal suppression and hormone
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therapy are medical interventions used to treat hormone therapy occurs over many years during
gender dysphoria in adolescents. important developmental periods, the need for
L . ) . psychological treatment may change with time
Medical intervention with gender dysphoric as new questions arise (Cohen-Kettenis & Klink,
adolescents is a multi-disclipinary endeavor 2015).
including Behavioral health providers, pediatricians,
and often pediatric endocrinologists (Hembree Pubertal suppression using gonadotrophin-
et al., 2009; Leibowitz & Telingator, 2012). A releasing hormone (GnRH) analogues prevents
comprehensive assessment, including assessment the development of unwanted secondary sex
of the degree of an individual adolescent’s gender characteristics in a peri-pubertal adolescent, which
dysphoria and desire to seek gender reassignment, are irreversible and highly distressing for some
helps determine the risks and benefits of medical adolescents with gender dysphoria (Leibowitz &
interventions (for featured examples of assessments Telingator, 2012). Pubertal suppression is fully
with children and adolescents, see Leibowitz and reversible and serves as an extended diagnostic
Telingator (2012)). Importantly, not all individuals period, providing additional time for gender
who experience gender incongruence or gender exploration as well as cognitive and emotional
dysphoria necessarily experience a complete cross- development that allows adolescents to become
gender identity, want hormone therapy as well as psychologically and neurologically mature enough
gender affirming surgeries, or want to live as the to make decisions regarding their gender and
other gender permanently or completely (Coleman to provide informed consent years later for the
etal, 2012). partially irreversible treatment interventions (e.g.,

. . = hormone therapy) without having to experience
If a diagnosis of gender dysphoria is assigned and distressful, irreversible changes of puberty

the adolescent desires and is eligible for treatment, (Hembree et al., 2009; Edwards-Leeper & Spack,
readiness for medical treatment must be considered 2012; Leibowitz & Telingator, 2012). Pubertal

(then-Kettenis & K_link, 2015). A:dolescents and suppression also has therapeutic effects, often

their parents or guardians must be informed abm'xt resulting in a large reduction in the distress the
possibilities and limitations of pubertal suppression, physical changes of puberty were producing (de
hormone therapy, and other types of treatment, such  yyjeg et al,, 2011; Edwards-Leeper & Spack, 2012).
as psychological interventions, in order to give full

informed consent (Coleman et al., 2012; Vance Pubertal suppression for young adolescents

et al., 2014). Taking into account developmental remains controversial, with concern over whether
considerations when working with adolescents is adolescents are able to make far-reaching decisions
key. Youth should realize that medical intervention and understand the impact of pubertal suppression
or a complement of hormone therapy and gender on their lives and over the lack of robust research
affirming surgeries are not the only treatment option  on the long-term effects of pubertal suppression on
to solve gender dysphoria, and should realize that brain and bone development in these populations
gender dysphoria may exist in many forms and (Cohen-Kettenis & Klink, 2015; Leibowitz &
intensities (Cohen-Kettenis, Delemarre-van de Telingator, 2012). However, results of preliminary
Waal, & Gooren, 2008). Continued mental health research on the long-term effects of pubertal
treatment should be offered when an adolescents’ suppression are promising (Delemarre-van de
gender incongruence requires further exploration Waal & Cohen-Kettenis, 2006; Cohen-Kettenis,
and/or'when other psychological, psychiatric, Schagen, et al., 2011; Staphorsius et al., 2015).

or family problems exist. Adolescents receiving Abstaining from treatment in adolescence comes
medical intervention without these additional with risks as well: adolescents can experience
concerns may also benefit from continued refusal for treatment and the progression of
psychological treatment (Vance et al., 2014); given secondary sex characteristic development as

that pubertal suppression or administration of extremely psychologically painful, and a refusal
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of medical intervention can lead to worse
psychologicat adjustment and risky behaviors
{e.g., self-mutilation, seif-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 afterwards,
and that — with careful diagnostic procedures —
early pubertal suppression leads to good outcomes
with young adults; withholding GnRHa is not
considered a neutrai option ({Cohen-Kettenis &
Klink, 2015). According to the Endocrine Society
Guidelines, pubertal suppression with GnRH
analogues is considered 2 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 well 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 idetitity (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 adoiescent and his or her parenis

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;
Edwards-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
characleristics 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; additionally, 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.

44



101

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
relating to sexual orientation, gender
identity, and gender expression

More targeted research that acknowledges the
intersections of identity, including race, ethnicity,
faith, 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
religious 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 sexual
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-
income 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

more representative sampling and better recruitment
efforts should be addressed by future researchers
interested in sexual orientation and gender identify
among youth.

Long-term Qutcomes

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 behavioral 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 into
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 youth, 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 populationg focused on knowledge, attitudes,
and beliefs relating to efforts to change sexual
orientation, gender identily, 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
America ks youth, this Administration
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.

2. 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
* Guidelines by professional associations on
. affirmative approaches to LGBTQ children
and youth as well as LGBT adults
* Inclusion 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. Lcgislativc, regulatory, and Icgal cfforts

L

» 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 aftitudes are stressors that can result in poor
mental health. Working with individuals, families,
communities, and diverse populations to increase
family acceptance and change cultural 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
attitudes 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, Don’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 families have full
access to federal benefits;

*  Prevented employment discrimination by
federal contractors;

*  Advanced policies that expand access to quality
healthcare 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 oncs. SAMHSA, in addition to partner
organizations and professional associations, has
developed targeted 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 Academv of Child and
Adolescent Psychiatry, the American Psychological
Association, American Counseling Association,
American Psychoanalytic Association, and the
National Association of Social 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 adults.”

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 Curricular and Institutional Climate
Changes to Improve Health Care for Individuals
Who are LGBT, Gender Nonconforming, or

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

Professional health and mental health associations
also have ethical codes (American Psychiatric
Association, 2013; American Psychological
Association, 2010; National Association of Social

- Workers, 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 clients may be inconsistent with

the aspirational principles of behavioral health
professions. For example, conversion therapy might
violate the principle of “Do No Harm” through
techniques that are deleterious rather than beneficial
to mental health. Additionally, convetsion 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 all clients, including sexual and gender
minorities, 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 taken 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 legislation 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 protectio,
provisions.

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

been introduced in 20185, including H.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 0f 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
harmfisl and should be prohibited from being
practiced on minors. These efforts discourage

or ban conversion therapy or 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 raised under the theory that the provision

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

Notably, the American Bar Association also

passed a resolution urging “all federal, state, local,
territorial, and tribal governments to enact laws
that prohibit state-licensed professionals from
using conversion therapy on minors,” as well as “to
protect minors, particularly minors in their care,
from being subjected to conversion therapy by
state-licensed professionals.”?
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Guidance for Families, Providers, and Educators

Being a sexual or gender minority, or identifying shown to be important sources of support, and

as LGBTQ, does not constitute a2 mental disorder. among these, family support and acceptance during
Sexual or gender minority status, however, is adolescence were found to have the strongest
associated with increased risk of psychosocial influence on overall adjustment and well-being
issues such as psychological distress, mistreatment, in young adulthood. Because most young people
and discrimination. Social support, as well as a are nurtured through diverse family, caregiver

lack of rejection, in family, community, school, and kinship systems, LGBTQ and gender diverse
and health care environments has been shown children and adolescents need support in the context
to have great positive impacts on both the short- of their families, cultures and faith communities.
and long-term health and well-being of LGBTQ Access to accurate information about sexual

youth (see Research Overview Section 3.2). orientation and gender identity development is
Beyond eliminating the practice of conversion critical for families and caregivers who often have
therapy with sexual and gender minority minors, limited and inaccurate information about these core
LGBTQ youth need additional support to promote aspects of human development. This is particularly
resilience and positive development in the spite of important for families and caregivers who believe
the still-pervasive interpersonal, institutional, and that LGBTQ identities and gender diversity may
societal bias and discrimination against sexual and be at odds with or disavowed by their religious and
gender minorities. The following portions of this cultural values and beliefs.

report provide families and others working with . .

LGBTQ children and adolescents with guidance In 2014, SAMHSA worked with the Family

and additional resources to help facilitate the best Acceptance Project to publish a resource guide to

possible outcomes for these youth, The information ~ elp practitioner§ to provide support for families
in these sections is based on research findings as with LGBTQ children. The Family Acceptance
well as clinical expertise. 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.

Promoting Family and Community
Acceptance and Support

As children and adolescents increasingly experience
and integrate LGBTQ and gender diverse identities  Key Points:
during childhood and adolescence, it is critical
to provide support to reduce risk and promote
well-being across social institutions and systems.
This includes families, peers, schools, religious
institutions, health and social systems and
community services.

*  Family reactions to learning that a child is
lesbian, gay, bisexual or transgender range from
highly rejecting to highly accepting, The largest
proportion of families are ambivalent about
having an LGBTQ or gender diverse child,
and rejecting families become less rejecting

Over the past decade, the concept of over time. Families can learn to support their
“connectedness” has been seen by researchers and LGBTQ children —and do so more quickly
clinicians as an essential aspect in helping to protect — when guidance and services are provided
against risk and promote wellness for individuals in ways that resonate for them, including

in families and communities. For LGBTQ youth, education presented in the context of cultural
family, peer and community support have been and deeply held values.
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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, s0, too, does the level of health risks
and protective role of family acceptance in
promoting an LGBTQ child’s overall 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 cultural and religious
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 research-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 cultural
values (such as supporting an individual’s
dignity and self-worth) to help families
understand that it is specific family reactions
and communication patierns thai coniribute io
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. In 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: http://familyproject.
sfsu.edu/

Gender Spectrum: www.genderspectrum.org

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

PFLAG : www.pflag.org

References

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

Centers for Disease Control and Prevention. (2009).
Strategic direction for the prevention of suicidal
behavior: Promoting individual, fomily, and
community connectedness to prevent suicidal
behavior. Atlanta, GA: Retrieved from www.
cde.gov/ViolencePrevention/pdf/Suicide
Strategic_Direction_Full Version-a.pdf.

Malpas, J. (2011). Between pink and blue: A
multi-dimensional family approach to gender
nonconforming children and their families.
Family Process, 50(4), 453—470.

Ryan, C. (2009). Supportive families, healthy
children: Helping families with lesbian, gay,
bisexual & transgender children. San Francisco,
CA: Family Acceptance Project, Marian
Wright Edelman Institute, San Francisco State
University.

Ryan, C., Huebner, D., Diaz, R. M., & Sanchez,

J. (2009). Family rejection as a predictor of
negative health outcomes in White and Latino
lesbian, gay, and bisexual young adults.
Pediatrics, 123(1), 346-352. doi: 10.1542/
peds.2007-3524

Ryan, C., Russell, S., Huebner, D., Diaz, R., &
Sanchez, J. (2010). Family acceptance in
adolescence and the health of LGBT young
adults. Journal of Child and Adolescent
Psychiatric Nursing, 23(4), 205-213. doi:
10.11114.1744-6171.2010.00246.x

Seil, K. S., Desai, M. M., & Smith, M. V. (2014).

Sexual orientation, adult connectedness,
substance use, and mental health outcomes
among adolescents: Findings from the 2009
New York City Youth Risk Behavior Survey.
American Journal of Public Health, 104(10),
1950-1956.

Substance Abuse and Mental Health Services
Administration. (2014). 4 practitioner s
resource guide: Helping families to support
their LGBT children. (HHS Publication
No. PEP14-LGBTKIDS). Rockville, MD:
Substance Abuse and Mental Health Services
Administration Retrieved from hitp://store.

samhsa,gov/product/PEP14-LGBTKIDS.

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 important
factor in ensuring the health and well-being of all
students, including LGBTQ students.

Key points:

e 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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mistreated, 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 barriers 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
result. 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
heaith 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.

» It is important to understand that confidentiality
is essential; students should not be outed to
their parents or to their peers, and professionals
should not assume that the name, pronouns, 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
penalizes LGBTQ youth. This population

is disproportionately disciplined in schools,
ond is over-represented in the juvenile justice
system. While five to seven percent of youth
are estimated to bc 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 intervention.

*  One of the most important steps that families
and schools can take is to ensure that schools
have inclusive and supportive policies for
LGBTQ youth 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.nelrights.org/our-work/youth

National Association for School Psychologists,

Commiiiee on GLBTQ Issues: www.nasponiine.

org/advocacy/glb.apsx
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Safe & Supportive Schools Project: http://www.apa.
org/pi/lgbUprograms/safe-supportive/default.aspx
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Pediatric Care Considerations for
L.GBTQ Children and Adoiescents

Pediatricians are often the first health profcssional
that families turn to when they need help addressing
issues that have arisen becausc 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
diseussing issues with them before reaching-out -
to a behavioral health professional. They may
rely also on them for referrals fo other appropriate
professionals. Consequently, it is important for
pediafricians to understand appropriate therapeutic
approaches when working 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 pertaining
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 Care, 7 Edition, 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 to
pediatricians and family practice physicians when
youth who are, or are perceived to be, LGBTQ
present in clinical practice.

Key points:

o 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 thesc behaviors or
idenlities can or should be changed. This can
be particularly important for transgender and
gender nonconforming youth, who may be
secking medical interventions to help mitigate
the effects of untreated gender dysphoria,

as some parenis iight 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
allow all youth to feel comfortable disclosing
their gender identity or sexual orientation,
whether it differs from societal expectations
and cultural norms or not. Steps to do so can
include 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 usc
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 families 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 resolutions

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 future recommendations.
Pediatricians should be careful not to

reinforce gender stereotypes when working
with LGBTQ and gender nonconforming

youith 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 girls, 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 LGBTQ youth. While some
issues may be resolved through the simple
provision of information, it may be necessary to
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

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 47

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).

Resources:

American Academy of Pediatrics. (2013). Policy
Statement: Office-based care for lesbian, gay,
bisexual, transgender, and questioning youth.
Pediatrics, 132(1), 198 -203 doi: 10.1542/
peds.2013-1282

Makadon, H., Mayer K., Potter J., & Goldhammer,
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
providets seeking accurate information about.
appropriate treatment protocols for working with
gender minority (transgender and gender diverse)
youth, including information about socially
transitioning youth, and about medical interventions
for adolescents.

1t is important to ensure that supportive behavioral
health and medical care take an affirmative
approach which aims to facilitate in children and
adolescents the time and space they need to develop
and transition in whatever way that might make
sense for them, whenever they are ready.

In this approach, children and adolescents 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 sexual 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 gender minority youth when the youth treated
considering a supportive and balanced approach for follow a specific protocol that involves two
transgender and gender diverse, or gender minority, important steps: (1) gender exploring therapy
youth: with a qualified mental health provider, and

. ) . (2) a comprehensive evaluation to determine
¢ Affirmative work with gender non-conforming readiness for a medical intervention,

young children should consider the option

of socially transitioning for each child *  Because of the potential impact that hormone

P = . therapy may have on fertility, this topic should
individually, carefully exploring the pros and be discussed at length with any adolescent

cons in a client-centered approach. The existing seeking medical interventions and should
research should be discussed with parents, occur with both their mental health and
with acknow]edgement that many gender non- medical providers. Parents should also be
conforming children do not persist to become made aware of the.se potential side effects.

transgender adolescents and adults. Additionally, because many gender minority

*  Affirmative work with gender minority young adolescents who are prescribed puberty
adolescents involves offering puberty blocking blocking medication eventually pursue
medication (at Tanner Stage 2-3) and cross- hormone treatment, the conversation about
sex medical interventions (generally offered fertility should happen prior to starting blockers
around the age of 16). However, the research as well.

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 o

= 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

regr.et). ) ' ; to continue exploring their gender identity in

*  While lowering the age reqt_urement fo.r an effort to help them make the best decision
hormone treatment may be in the best interest for themselves regarding initiation of other
of some adolescent patients, this decision medical interventions in the future. Adults that
carries r!sks as most adolt?s?ents prior to age are unable to or are uncomfortable with the
16 are still solidifying the.lr identities and have possibility that an adolescent on blockers could
undel:deYeloped neurological and cognitive change their mind may explicitly or inexplicitly
functioning that allows for mature long-term make an adolescent feel “stuck” in a gender
decision making. Mental health involvement, identity.

most importantly a formal readiness evaluation,

. : «  Affirmative care encourages providers,
is always recommended in these cases. ages p

patients, and families to critically examine

*  Research shows that gender minority children their own values and beliefs about gender and
and adolescents are most likely to thrive when the gender binary specifically. Providers and
they have the support of their parents. For this parents are encouraged to accept a more fluid
reason, an affirmative approach should involve expression of gender and allow their child
parents in the process. or adolescent the freedom to explore their

*  Medical interventions (puberty blockers and developing gender identity without pressure to
cross-sex hormone therapy) have been shown to select one of two options.

be helpful in decreasing gender dysphoria and
improving quality of life for transgender and

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth < 49
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= Due to the complexity that exists for most
transgender and gender diverse youth, due
to their evolving gender identity and sexual
oricntation, their rapidly changing and
developing bedies 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 interdisciplipary tedm,
wherein each provider’s input is valued and
perceived as equaily critical to the care of the
individual patients served.

Resources
TransYouth Family Allies: www.imatv{a.org/

Trans Youth Equality Foundation: www.
(ransyoutheguality.org

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

Gender Spectrum: www.genderspectrum.org

Brill, S. 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 children
(1 ed.). New York: The Experiment.
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Summary and Conclusion

SAMHSA 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
identifying as LGBTQ), is not a mental disorder.
Variations in sexual orientation, 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 orientation
are not an appropriate therapeutic intervention.
No evidence supports the efficacy of such
interventions to 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 lamily, community,
and social rejection of sexual and gender minority
children and adolescents. Social transition

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

Beyond ending potentially harmful practices, it is
important to also build greater social acceptance
of LGBTQ youth; to adopt appropriate and
supportive 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.

6 éll 1s nearly 1my

to describe walking into a

sossible

therapist’s office aficr surviving
conversion therapy. The
problem is that we need help
{rom a system we have only
Kknown to hurt us. Hearing that i
would be okay and that my
new therapist could help me
learn to cope with the pain of
my converston therapy
experience was like getting a

second chance at lile.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 51

63



120

References

Adelson, S. L., & American Academy of Child and Adolescent Psychiatry (AACAP) Committee on
Quality Issues (CQL). (2012). Practice parameter on gay, lesbian, or bisexual sexual orientation, gender
nonconformity, and gender discordance in children and adolescents. Jowrnal of the American Academy
of Child & Adolescent Psychiatry, 51(9), 957-974. doi: 10.1016/j.jaac.2012.07.004

Alanko, K., Santtila, P., Witting, K., Varjonen, M., Jern, P., Johansson, A., . . . Kenneth Sandnabba, N.
(2009). Psychiatric symptoms and same-sex sexual attraction and behavior in light of childhood gender
atypical behavior and parental relationships. J Sex Res, 46(5), 494-504.

Almeida, J., Johnson, R. M., Corliss, H. L., Molnar, B. E., & Azrael, D. (2009). Emotional distress among

LGBT youth: the influence of perceived discrimination based on sexual orientation. J Youth Adolesc,
38(7), 1001-1014.

American Bar Association. (2015). Resolution 112: Commission on sexual orientation and gender identify
sectlon of individual nghts ano respons1bllmes commnssnon on youth at nsk ﬂom hiips: Lwww

American Psychiatric Assomatlon (2013a) Dxagnosnc and stansttcal manual of mental disorders (5 ed.).
Washington, DC: American Psychiatric Association.

American Psychiatric Association. (2013b). Principles of Medical Ethics, from http://www.psychiatry.org/

sychiatrists/, ice/ethi

American Psychological Association. (2002). Guidelines on multicultural education, training, research,
practice, and organizational change for psychologists. Washington, DC: American Psychological
Association,

American Psychological Association. (2008). Report of the APA task force on gender identity and gender
variance (pp. 28). Washington, DC: American Psychological Association,

American Psychological Association. (2009). Resolution on appropriate therapeutic response to sexual
orientation distress and change efforts Retrieved August 26, 2015, from http://www.apa.org/about/
policy/sexual-orientation.aspx

American Psychological Association. (2010). Ethical Principles of Psychologists and Code of Conduct from

Siwww, ethics/code/index.aspx

American Psychological Association (2011). Guidelines for Psychological Practice With Lesbian, Gay, and
Bisexual Clients. Washington, DC: APA.

American Psychological Association. (2012). Guidelines for psychological practice with lesbian, gay, and
bisexual clients. Am Psychol, 67(1), 10-42.

American Psychological Association. (2015a). Guidelines for psychological practice with transgender and
gender nonconforming people, from hitp:/www.apa.org/practi lidelines/transgender.

American Psychological Association. (2015b). Standards of accreditation for health service psychology.
Washington, DC: American Psychological Association.

52 =

64



121

American Psychological Association & National Association of School Psychologists. (2015¢). Resolution
on gender and sexual orientation diversity in children and adolescents in schools. Rettieved from http:/
www.apa.org/about/policy/orientation-diversity.aspx

Anton, B. S. (2009). Proceedings of the American Psychological Association for the legislative year 2008:
Minutes of the annual meeting of the Council of Representatives, February 2224, 2008, Washington,
DC, and August 13 and 17, 2008, Boston, MA, and minutes of the February, June, August, and
December 2008 meetings of the Board of Directors. American Psychologist, 64(5), 372-453. doi:
10.1037/a0015932

APA Task Force on Appropriate Therapeutic Responses to Sexual Orientation. (2009). Report of the Task
Force on appropriate therapeutic responses to sexual orientation, from hitp://www.apa.org/about/policy/
sexual-orientation.aspx

APA Task Force on Gender Identity and Gender Variance. (2009). Report of the Task Force on gender
identity and gender variance. Washington, DC: American Psychological Association,

Association of American Medical Colleges. (2014). Implementing curricular and institutional climate
changes to improve health care for individuals who are LGBT, gender nonconforming, or born with

DSD., from https:/www.aamc.org/download/414172/data/Igbt.pdf
Bailey, J. M., & Zucker, K. J. (1995). Childhood sex-typed behavior and sexual orientation: A conceptual
analysis and quantitative review. Developmental Psychology, 31, 43-55.

Bartoli, E., & Gillem, A. R. (2008). Continuing to depolarize the debate on sexual orientation and religious
identity and the therapeutic process. Professional Psychology: Research and Practice, 39, 202-209.

Ben-Ari, A. (1995). The discovery that an offspring is gay: Parents’, gay men’s, and lesbians’ perspectives.
Journal of Homosexuality, 30, 89-112,

Bethea, M. S., & McCollum, E. E. (2013). The disclosure experiences of male-to-female transgender
individuals: A Systems Theory perspective Jowrnal of Couple & Relationship Therapy, 12, 89-112. doi:
10.1080/15332691.2013.779094

Bockting, W. O., & Ehrbar, R. (2005). Commentary: Gender variance, dissonance, or identity disorder.
Journal of Psychology and Human Sexuality, 17(3/4), 125-134.

Bockting, W. O., Miner, M. H., Swinburne Romine, R. E., Hamilton, A., & Coleman, E. (2013). Stigma,
mental health, and resilience in an online sample of the US transgender population. American Jowrnal of
Public Health, 103 (5), 943-951,

Bontempo, D., & D’Augelli, A. (2002). Effects of at-school victimization and sexual orientation on lesbian,
gay, or bisexual youths’ health risk behavior. Jowrnal of Adolescent Health, 30, 364-374.

Bouris, A., Guilamo-Ramos, V., Pickard, A., Shiu, C., Loosier, P. S,, Dittus, P., & Waldmiller, J. M. (2010).
A systematic review of parental influences on the health and well-being of lesbian, gay, and bisexual
youth: time for a new public health research and practice agenda. The Journal of Primary Prevention,
31(5-6), 273-309.

Bronfenbrenner, U. (1979). The ecology of human development: Experiments by design and nature.
Cambridge, MA: Harvard.

Bronfenbrenner, U. (2005). Making human beings human: Bioecological perspectives on human
development. Thousand Oaks, CA: Sage.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 53

65



122

Burton, C. M., Marshal, M. P., Chisolm, D. J., Sucato, G. S., & Friedman, M. S. (2013). Sexual minority-
related victimization as a mediator of mental health disparities in sexual minority youth: a longitudinal
analysis. J Youth Adolesc, 42(3), 394-402.

Byne, W., Bradley, S. J., Coleman, E., Eyler, A. E., Green, R, Menvielle, E. J., . . . Tompkins, D. A. (2012).
Report of the APA Task Force on treatment of gender identity disorder. American Journal of Psychiatry,
Suppl. 1-35.

Carver, P, Yunger, J., & Perry, D. (2003). Gender identity and adjustment in middle childhood. Sex Roles,
49(3-4), 95-109. doi: 10.1023/a:1024423012063

Cass, V. C. (1979). Homosexual identity formation: A theoretical model. Jownal of Homosexuality, 4, 219-
235.

Cass, V. C. (1996). Sexual orientation identity formation: A western phenomenon. In R. P. Cabaj & T. S.
Stein (Eds.), Textbook of homosexuality and mental health (pp. 227-251). Washington, DC: American
Psychiatric Press, Inc. :

Cochran, S. D., Drescher, J., Kismédi, E., Giami, A., Garcia-Moreno, C., Atalla, E., Marais, E M. V, &
Reed, G. M. (2014). Proposed declassification of disease categories related to sexual orientation in the
International Statistical Classification of Diseases and Relate Health Problems (ICD-11). Bulletin of

the World Health Organization, 92, 672-679. doi: 10.2471/BLT.14.135541
Cohen-Kettenis, P. T. (2005). Gender identity disorders. Cambridge, MA: Cambridge University Press.

Cohen-Kettenis, P. T., Delemarre-van de Waal, H. A., & Gooren, L. J. G. (2008). The treatment of adolescent
transsexuals: Changing Insights. Jowrnal of Sexual Medicine, 5(8), 1892-1897.

Cohen-Kettenis, P. T., & Klink, D. (2015}. Adolescents with gender dysphoria. Best Pract Res Clin
Endocrinol Metab, 29(3), 485-495.

Cohen-Kettenis, P. T., & Pfifflin, F. (2003). Transgenderism and intersexuality in childhood and
adolescence: Making choices. Thousand Oaks, CA: Sage.

Cohen-Kettenis, P. T., Schagen, S. E., Steensma, T. D., de Vries, A. L., & Delemarre-van de Waal, H. A.,
(2011). Puberty suppression in a gender-dysphoric adolescent: A 22-year follow up. Archives of Sexual
Behavior, 40(4), 843-847.

Cohen-Kettenis PT, Schagen SE, Steensma TD, de Vries AL, Delemarre-van de Waal HA. Puberty
suppression in a gender-dysphoric adolescent: a 22-year follow-up. Arch Sex Behav. 2011;40(4):843—
847

Cohen-Kettenis, P. T., & van Goozen, S. H. (1997). Sex reassignment of adolescent transsexuals: a follow-
up study. J Am Acad Child Adolesc Psychiatry, 36(2), 263-271.

Coleman, E., Bockting, W., Botzer, M., Cohen-Kettenis, P., DeCuypere, G., Feldman, I., . . . Zucker, K.
(2012). Standards of care for the health of transsexual, transgendet, and gender nonconforming people
(7 ed., Vol. 13, pp. 165-232): International Journal of Transgenderism.

Corby, B. C., Hodges, E. V. E., & Perry, D. G. (2007). Gender identity and adjustment in Black, Hispanic,
and White preadolsecents. Developmental Psychology, 43(1), 261-266.

Cotliss, H. L., Rosario, M., Wypij, D., Wylie, S. A., Frazier, A. L., & Austin, S. B. (2010). Sexual orientation
and drug use in a longitudinal cohort study of U.S. adolescents. Addictive Behaviors, 35(5), 517-521.
doi: 10.1016/j.addbeh.2009.12.019

Cotton, S., Zebracki, K., Rosenthal, S. L., Tsevat, J., & Drotar, D. (2006). Religion/spirituality and
adolescent health outcomes: a review. J Adolesc Health, 38(4), 472-480.



123

R B R e e A

Crenshaw, K. W. (1991). Mapping the margins: Intersectionality, identity politics, and violence against
women of color. Stanford Law Review, 43(6), 1241-1299.

D’Augelli, A. R., Grossman, A. H., & Starks, M. T. (2006). Childhood gender atypicality, victimization, and
PTSD among lesbian, gay, and bisexual youth. Jowrnal of Interpersonal Violence, 21, 1-21.

D’Augelli, A. R., & Patterson, C. J. (2001). Lesbian, gay, and bisexual identities and youths: Psychological
Dperspectives. New York: Oxford University Press.

Daley, A., Solomon, S., Newman, P. A., & Mishna, F. (2008). Traversing the margins: Intersectionalities in
the bullying of lesbian, gay, bisexual and transgender youth. Jowrnal of Gay & Lesbian Social Services,
19(3-4), 9-29. doi: 10.1080/10538720802161474

Delemarre-van de Waal, H.A. & Cohen-Kettenis, P.T. (2006). Clinical management of gender identity
disorder in adolescents: A protocol on psychological and paediatric endocrinology aspects. European
Journal of Endocrinology, 155(suppl 1):S131-8137.

de Vries, A., Steensma, T., Doreleijers, T., & Cohen-Kettenis, P. (2011). Puberty suppression in adolescents
with gender identity disorder: a prospective follow-up study. J Sex Med, 8(8), 2276~2283.

de Vries, A. L., Doreleijers, T. A., Steensma, T. D., & Cohen-Kettenis, P. T. (2011). Psychiatric comorbidity
in gender dysphoric adolescents. J Child Psychol Psychiatry, 52(11), 1195-1202.

de Vries, A. L., Noens, I. L., Cohen-Kettenis, P. T., van Berckelaer-Onnes, I. A., & Doreleijers, T. A. (2010).
Autism spectrum disorders in gender dysphoric children and adolescents. J Autism Dev Disord, 40(8),
930-936.

Diamond, L. M. (2015). Sexual fluidity. The International Encyclopedia of Human Sexuality, 1115-1354.

Diamond, L. M., & Butterworth, M. (2008). Questioning gender and sexual identity: Dynamic links over
time. Sex Roles, 59(5-6), 365-376. doi: 10.1007/511199-008-9425-3

Diamond, L. M., & Savin-Williams, R. C. (2000). Explaining diversity in the development of same-sex
sexuality among young women. Journal of Social Issues, 56, 297-313.

Diamond, M. L. (2006). Careful what you ask for: Reconsidering feminist epistemology and
autobiographical narrative in research on sexual identity development. Signs: Jowrnal of Women and
Culture and Society, 31, 471-492.

Diamond, M. L. (2008). Female bisexuality from adolescence to adulthood: Results from a 10-year
longitudinal study. Developmental Psychology, 44, 5-14.

Doty, N. D., & Brian, L. B. (2010). Sexuality related social support among lesbian, gay, and bisexual youth.
Journal of Youth and Adolescence, 39, 1134-1147.

Doty, N. D., Willoughby, B. L., Lindahl, K. M,, & Malik,_N. M. (2010). Sexuality related social support
among lesbian, gay, and bisexual youth. J Youth Adolesc, 39(10), 1134-1147.

Drescher, J. (2014). Controversies in gender diagnoses. LGBT Health, 1(1), 10-14. doi: 10.1089/
1gbt.2013.1500

Drummond, K. D., Bradley, S. J., Peterson-Badali, M., & Zucker, K. J. (2008). A follow-up study of girls
with gender identity disorder. Dev Psychol, 44(1), 34-45.

Dube, E. M., & Savin-Williams, R. C. (1999). Sexual identity development among ethnic sexual-minority
male youths. Developmental Psychology, 34, 1389-1398.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 55

67



124

Durso, L. E., & Gates, G, J. (2012). Serving Our Youth: Findings from a National Survey of Service
Providers Working with Lesbian, Gay, Bisexual, and Transgender Youth who are Homeless or At Risk
of Becoming Homeless. Los Angeles, CA: The Williams Institute with True Colors Fund and The
Palette Fund.

Edwards-Leeper, L. (in press). Affirmative care of transgender and gender non-conforming children
and adolescents. In Singh, A. A. & Dickey, L. M. (Eds.), Affirmative Psychological Practice with
Transgender and Gender Nonconforming Clients. Washington, D.C.: American Psychological
Association.

Edwards-Leeper, L., Leibowitz; S., & Sangganjanavanich, V. F, (in press). Affirmative practice with
transgender and gender non-conforming youth: Expanding the model. Psychology of Sexual Orientation
and Gender Diversity.

Edwards-Leeper, L., & Spack, N. P. (2012). Psychological evaluation and medical treatment of transgender
youth in an interdisciplinary “Gender Management Service” (GeMS) in a major pediatric center. Jowrnal
of Homosexuality, 59(3), 321-336.

Egan, 8. K., & Perry, D. G. (2001). Gender identity: A muitidimensional analysis with implications for
psychosocial adjustment. Developmental Psychology, 37(4), 451-463.

Elizur, Y., & Ziv, M., (2001). Family support and acceptance, gay male identity formation, and psychological
adjustment: a path model. Fam Process, 40(2), 125-144.

Ferguson v. JONAH, Law Div., Hudson Cy. (Bariso, J.S.C.), HUD-L-5473-12, February 5, 2015.
Fisher, C. (2015, August 31). Email — “Relevant APA Ethical Standards”.

Floyd, F. J., & Bakeman, R. (2006). Coming-out across the life course: implications of age and historical
context. Arch Sex Behav, 35(3), 287-296.

Friedman, M. S., Marshal, M. P., Guadamuz, T. E., Wei, C., Wong, C. F.,, Saewyc, E., & Stall, R, (2011). A
meta-analysis of disparities in childhood sexual abuse, parental physical abuse, and peer victimization
among sexual minority and sexual nonminority individuals. 4m J Public Health, 101(8), 1481-1494.

Garofalo, R., Deleon, J., Osmer, E., Doll, M., & Harper, G. (2006). Overlooked, misunderstood and at-
risk: Exploring the lives and HIV risk of ethnic minority male-to-female transgender youth. Journal of
Adolescent Health, 38(3), 230-236.

Goldbach, J. T., Tanner-Smith, E. E., Bagwell, M., & Dunlap, S. (2014). Minority stress and substance use in
sexual minority adolescents: a meta-analysis. Prev Sci, 15(3), 350-363.

Goodenow, C., Szalacha, L., & Westheimer, K. (2006). School support groups, other school factors, and the
safety of sexual minority adolescents. Psychology in the Schools, 43 573-589.

Grossman, A., & D’ Augelli, A. (2007). Transgender youth and life-threatening behaviors. Suicide Life
Threat Behav, 375, 527-537.

Grov, C., Bimbi, D. S., Nanin, J. E., & Parsons, J. T. (2006). Race, ethnicity, gender, and generational factors
associated with the coming-out process among gay, lesbian, and bisexual individuals. Journal of Sex
Research, 43, 115121,

Harari, E., Glenwick, D. S., & Cecero, J. J. (2014). The relationship between religiosity/spirituality and well-
being in gay and heterosexual Orthodox Jews. Mental Health, Religion and Culture, 17(9), 886-897.

Harper, G. W. (2007)). Sex isn’t that simple: culture and context in HIV prevention interventions for gay and
bisexual male adolescents American Psychologist, 62(8), 806.

56 =



125

m

Harper, G. W,, Jamil, O. B., & Wilson, B. D. M. (2007). Collaborative community-based research as
activism: Giving voice and hope to lesbian, gay, and bisexual youth. Journal of Lesbian and Gay
Psychotherapy, 11(3/4), 99-119.

Harper, G. W., & Schneider, M. (2003). Oppression and discrimination among lesbian, gay, bisexual, and
Transgendered people and communities: a challenge for community psychology. Am J Community
Psychol, 31(3-4), 243-252.

Harrison, J., Grant, J., & Herman, J. L. (2012). A gender not listed here: Genderqueers, gender rebels and
otherwise in the National Transgender Discrimination Study LGBT Policy Journal at the Harvard
Kennedy School, 2, 13-24.

Hatzenbuehler, M. L. (2011). The Social Environment and Suicide Attempts in Lesbian, Gay, and Bisexual
Youth. Pediatrics, 127(5), 896-903. doi: 10.1542/peds.2010-3020

Hatzenbuehler, M. L., Pachankis, J. E., & Wolff, J. (2012). Religious climate and health risk behaviors in
sexual minority youths: A population-based study. American Jowrnal of Public Health, 102(4), 657-663.
doi: 10.2105/ajph.2011.300517

Hembree, W. C., Cohen-Kettenis, P., Waal, H. A. D.-v. d., Gooren, L. J., Walter J. Meyer, I., Spack,N. P, .
. - Montori, V. M. (2009). Endocrine treatment of transsexual persons: An Endocrine Society Clinical
Practice Guideline. The Journal of Clinical Endocrinology & Metabolism, 94(9), 3132-3154. doi:
doi:10.1210/jc.2009-0345

Hendricks, M. L., & Testa, R. J. (2012). A conceptual framework for clinical work with transgender and
gender nonconforming clients: An adaptation of the Minority Stress Model. . Professional Psychology:

Research and Practice, 43(5), 460-467. doi: http://dx.doi.org/10.1037/20029597

Herek, G. M. (2010). Sexual orientation differences as deficits: Science and stigma in the history of
American psychology. Perspectives on Psychological Science, 5, 693-699.

Hidalgo, M. A,, Ehrensaft, D., Tishelman, A. C., Clark, L. F., Garofalo, R., Rosenthal, S. M., . .. Olson, J.
(2013). The Gender Affirmative Model: What we know and what we aim to learn, Human Development,
56, 285-290.

Hidalgo, M. A., Kuhns, L. M., Kwon, S., Mustanski, B., & Garofalo, R. (2015). The impact of childhood
gender expression on childhood sexual abuse and psychopathology among young men who have sex
with men. Child Abuse & Neglect, 46, 103-112.

Horowitz, J, L., & Newcomb, M. D, (2001). A multidimensional approach to homosexual identity, J
Homosex, 42(2), 1-19.

Hughes, 1. A., Houk, C., Ahmed, S. F., & Lee, P. A. (2006). Consensus statement on management of intersex
disorders. Jowrnal of pediatric urology, 2(3), 148-162.

Institute of Medicine. (2011). The health of lesbian, gay, bisexual, and transgender people: Building a
foundation for better understanding. Washington, DC: National Academy of Sciences.

Jarrett, V. (2015). 0fﬁc1a1 Whlte House response to enact Leelah’s Law to ban all LGBTQ+ Conversion
Therapy from /]

Kann, L., Olsen, E., McManus, T., chhen, S., Chyen, D., Harris, W., . . . Centers for Disease Control and
Prevention (CDC) (2011). Sexual identity, sex of sexual contacts, and health-risk behaviors among
students in grades 9-12--youth risk behavior surveillance, selected sites, United States, 2001-2009.
MMWR Surveill Summ, 60(7), 1-133.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 57




126

Knudson, G., De Cuypere, G., & Bockting, W. (2010). Recommendations for revision of the DSM
diagnoses of Gender Identity Disorders: Consensus statement of the World Professional Association for
Transgender Health. Jnternational Jowrnal of Transgenderism, 12(2), 115-118.

Kohlberg, L. (1966). 4 cognitive-developmenial analysis of children's sex-role concepts and attitudes.
Stanford, CA: Stanford University.

Kosciw, J. G., & Diaz, E. M. (2006). The 2005 National School Climate Survey: The experiences of lesbian,
gay, bisexual and transgender youth in our schools. . New York: Gay, Lesbian & Straight Education
Network (GLSEN).

Kosciw, J. G, Greylak, E. A., & Diaz, E. M. (2009). Who, what, where, when, and why: Demographic
and ecological factors contributing to hostile school climate for lesbian, gay, bisexual, and transgender
youth. Journai of Youth and Adoiescence, 38(7), 376-988. doi: 10.1007/510964-009-9412-1

Kosciw, J. G., Greytak, E. A., Diaz, E. M., & Bartkiewicz, M. J. (2010). The 2009 National School Climate
Survey: The expetiences of lesbian, gay, bisexual and transgender youth in our nation’s schools. New
York, NY: GLSEN.

Kosciw, J. G., Greytak, E. A., Palmer, N. A., & Boesen, M. J. (2014), The 2013 National School Climate
Survey: The experiences of lesbian, gay, bisexual and transgender youth in our nation’s schools. New
York: Gay, Lesbian & Straight Education Network (GLSEN).

Kuper, L. E., Nussbaum, R., & Mustanski, B. (2012). Exploring the diversity of gender and sexual
orientation identities in an online sample of transgender individuals. Journal of Sex Research, 49, 244-
254. doi: 10.1080/00224499.2011.596954

Lease, S. H., Horne, S. G., & Noffsinger-Frazier, N. (2005). Affirming faith experiences and psychological
health for caucasian lesbian, gay, and bisexual individuals. Journal of Counseling Psychology, 32(3),
378-388. doi: 10.1037/0022-0167.52.3.378

Lee, P. A. (1980). Normal ages of pubertal events among American males and females. Journal of
Adolescent Health Care, 1(1), 26-29.

Leibowitz, S., & Telingator, C. (2012). Assessing gender identity concerns in children and adolescents:
evaluation, treatments, and outcomes. Curr Psychiatry Rep, 14(2), 111-120.

Leibowitz, S. F., & Spack, N. P. (2011). The development of a gender identity psychosocial clinic: Treatment
issues, logistical considerations, interdisciplinary cooperation, and future initiatives. Child Adolesc
Psychiatric Clin N Am, 20, 701-724,

Lev, A. (2005). Transgender emergence: Therapeutic guidelines for working with gender variant people and
their families. New York: Haworth Clinical Practice Press.

Liu, R. T, & Mustanski, B. (2012), Suicidal ideation and self-harm in lesbian, gay, bisexual, and transgender
youth. Am J Prev Med, 42(3), 221-228.

Majd, K., Marksamer, J., & Reyes, C. (2009). Hidden Injustice: Lesbian, gay, bisexual, and transgender
youth in juvenile courts. New York: The Equity Project.

Marshal, M. P., Dietz, L. J., Friedman, M. S., Stall, R., Smith, H. A., McGinley, J., .. . Brent, D. A. (2011).
Suicidaiity and depression disparities between sexual minoriiy and heterosexual youth: A meta-analytic
review. Journal of Adolescent Health, 49(2), 115-123. doi: 10.1016/j.jadohealth.2011.02.005

Maslowe, K.E. & Yarhouse, M.A. (2015). Christian parental reactions when a LGB child comes out. The
American Journal of Family Therapy, 43, 1-12.

58 =

70



127

Mattison, A. M., & McWhirter, D. P. (1995). Lesbians, gay men, and their families: Some therapeutic issues.
Psychiatric Clinics of North America.

Meanley, S., Pingel, E. S., & Bauermeister, J. A. (2015). Psychological Well-being Among
Religious and Spiritual-identified Young Gay and Bisexual Men. Sexuality Research and Social
Policy. Advance online publication. 10.1007/513178-015-0199-4

Menvielle, E. J., & Tuerk, C. (2002). A support group for parents of gender non-conforming boys. Journal of
the American Academy of Child & Adolescent Psychiatry, 41, 1010-1013.

Menvielle, E. J., Tuerk, C., & Perrin, E. C. (2005). To the beat of a different drummer: The gender variant
child, Contemporary Pediatrics, 22, 38-39, 41, 43, 45-46.

Meyer, 1. H. (1995). Minority stress and mental health in gay men. . Jowrnal of health and social behavior,
38-56.

Meyer, 1. H. (2003). Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations:
conceptual issues and research evidence. Psychological bulletin, 129(5), 674.

Minter, S. (2012). Supporting transgender children: new legal, social, and medical approaches. J Homosex,
59(3), 422-433.

Moon, D. (2014). Beyond the dichotomy: six religious views of homosexuality. J Homosex, 61(9), 1215-
1241,

Mustanski, B., Birkett, M., Greene, G. J., Hatzenbuehler, M. L., & Newcomb, M. E. (2013). Envisioning an
America without sexual orientation inequities in adolescent health. American Journal of Public Health,
104(2), 218-225. doi: 10.2105/ajph.2013.301625

Mustanski, B., Garofalo, R., & Emerson, E. M. (2010). Mental health disorders, psychological distress, and
suicidality in a diverse sample of lesbian, gay, bisexual, and transgender youths. Am J Public Health,
100(12), 2426-2432.

Nakajima, G. A. (2003). The emergence of an international lesbian, gay, and bisexual psychiatric movement.
Journal of Gay & Lesbian Psychotherapy, 7(1/2), 165-188.

National Association of Social Workers, (2008). Code of Ethics of the National Association of Social
Workers, from http://www.naswdc.org/pubs/code/code.asp

Olson, K., Key, A., & Eaton, N. (2015). Gender cognition in fransgender children. Psychological Science,
1-8.

Ott, M. Q,, Corliss, H. L., Wypij, D., Rosario, M., & Austin, S. B. (2010). Stability and change in self-
reported sexual orientation identity in young people: Application of mobility metrics. Archives of Sexual
Behavior, 40(3), 519-532. doi: 10.1007/s10508-010-9691-3

Page, M. J. L., Lindahl, K. M., & Malik, N. M. (2013). The role of religion and stress in sexual Identity and
mental health among lesbian, gay, and bisexual youth. Journal of Research on Adolescence, 23(4), 665-
677. doi: 10.1111/jora.12025

Parent, M. C., DeBlaere, C., & Moradi, B. (2013). Approaches to research on intersectionality: Perspectives

on gender, LGBT, and racial/ethnic identities. Sex Roles, 68(11-12), 639-645. doi: 10.1007/511199-013-
0283-2

Perrin, E. C. (2002). Sexual orientation in child and adolescent health care. New York: Kluwer/Plenum.

Ray, N., & National Gay and Lesbian Task Force. (2006). Lesbian, gay, bisexual, and transgender youth: An
epidemic of homelessness. Washington, DC: National Gay and Lesbian Task Force Policy Institute.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth <= 59

&



128

Ream, G. L., & Savin-Williams, R. C. (2005). Reconciling Christianity and positive non-heterosexual
identity in adolescence, with implications for psvchological well-being. Journal of Gay & Lesbian
Issues in Lducation, 2(3), 19-36. doi: 10.1300/1367v02n03_03

Roberts, A. L., Rosario, M., Corliss, H. L., Koenen, K. C., & Austin, S. B. (2012). Childhood gender
nonconformity: A risk indicator for childhood abuse and posttraumatic stress in youth. Pediatrics, 129,
410-417. doi: 10.1542/peds.2011-1804

Roberts, A. L., Rosario, M., Slopen, N., Calzo, J. P, & Austin, S. B. (2013). Childhood gender
nonconformity, bullying victimization, and depressive symptoms across adolescence and early
adulthood: An 11-year longitudinal study. Jowrnal of the American Academy of Child & Adolescent
Psychiatry, 52(2), 143-152. doi: 10.1016/j.jaac.2012.11.606

Russell, S., Ryan, C., Toomey, R,, Biaz, R., & Sanchez, J. (2011). Lesbian, gay, bisexual, and transgender
adolescent school victimization: Implications for young adult health and adjustment. Jowrnal of School
Health, 81, 223-230.

Russeli, 8. T. (2003). Sexual minority youth and suicide risk. dmericarn Behavioral Scieritist, 46(9), 1241-
1257. doi: 10.1177/0002764202250667

Russell, S. T., Toomey, R. B., Ryan, C., & Diaz, R. M. (2014). Being out at school: The implications for
school victimization and young adult adjustment. American Journal of Orthopsychiatry, 84(6), 635-643.
doi: 10.1037/0rt0000037

Ryan, C., & Diaz, R. (2005). Family responses as a source of visk and resiliency for LGBT youth. Paper
presented at the Child Welfare League of America Preconference Institute, Washington, DC.

Ryan, C., & Futterman, D. (1998). Lesbian and gay youth: Care and counseling. New York: Columbia
University Press.

Ryan, C., Huebner, D., Diaz, R. M., & Sanchez, J. (2009). Family rejection as a predictor of negative health
outcomes in White and Latino lesbian, gay, and bisexual young adults. Pediatrics, 123(1), 346-352. doi:
10.1542/peds.2007-3524

Ryan, C., & Rees, R. A. (2012). Supportive families, healthy children: Helping Latter-day Saint families
with lesbian, gay, bisexual & transgender children. San Francisco, CA: Family Acceptance Project,
Marian Wright Edelman Institute, San Francisco State University.

Ryan, C., Russell, S., Huebner, D., Diaz, R., & Sanchez, J. (2010). Family acceptance in adolescence and
the health of LGBT young adults. Journal of Child and Adolescent Psychiatric Nursing, 23(4), 205-213.
doi: 10.1111/5.1744-6171.2010.00246.x

Saewyc, E. M. (2007). Contested conclusions: Claims that can (and cannot) be made from the current
research on gay, lesbian, and bisexual teen suicide attempts. Journal of LBGT Health Research, 3(1),
79-87.

Saewyc, E. M. (2011). Research on adolescent sexual orientation: Development, health disparities, stigma,
and resilience. Jowrnal of Research on Adolescence, 21,256-272, doi: 10.1111/j.1532-7795.2010.00727

Saften, S. A., & Heimberg, R. G. (1999). Depression, hopelessness, suicidality, and related factors in sexual
minority and heterosexual adolescents, Journal of Consulting and Clinical Psychology. 67, 859-866.

Salzburg, S. (2004). Learning that an adolescent child is gay or lesbian: The parent experience. Social Work,
49, 109-118.

Salzburg, S. (2007). Narrative therapy pathways for reauthoring with parents of adolescents coming-out as
lesbian, gay, and bisexual. Contemporary Family Therapy, 29, 57-69.

60 =

72



129

Savin-Williams, R. (1994). Verbal and physical abuse as stressors in the lives of sexual minority youth:
Associations with school problems, running away, substance abuse, prostitution, and suicide. Journal of
Consulting and Clinical Psychology, 62, 261-269. doi: 10.1037/0022-006X.62.2.261

Savin-Williams, R. C. (2001). Mom, dad. I'm gay: How families negotiate coming out. Washington, DC:
American Psychological Press.

Savin-Williams, R. C. (2005). The New Gay Teenager. Cambridge, MA.: Harvard University Press.

Savin-Williams, R. C., & Ream, G. L. (2006). Prevalence and stability of sexual orientation components
during adolescence and young adulthood. Archives of Sexual Behavior, 36(3), 385-394. doi: 10.1007/
s10508-006-9088-5

Schiatter, E., & Southern Poverty Law Center. (2014, Dec. 13). North Carolina church members indicted for
kldnappmg and assaultmg gay man, Salon Retneved from hIIR [{mw,ga!gn com gg: 4/12/13/morth

Schope, R. D (2002) The decision to tell: Factors mﬂuencmg the dlsclosure of sexual orientation by gay
men. Journal of Gay and Lesbian Social Services, 14(1), 1-22.

Schope, R. D., & Eliason, M. J. (2000). Thinking versus acting: Assessing the relationship between
heterosexual attitudes and behaviors towards homosexuals. Journal of Gay & Lesbian Social Services,
11, 6992,

Shields, S. A. (2008). Gender: An intersectionality perspective. Sex Roles, 59, 301-311. doi: doi:10.1007/
$11199-008-9501-8

Siegal, M., & Robinson, J. (1987). Order effects in children’s gender-constancy responses Developmental
Psychology, 23, 283-286. doi: 10.1037/0012-1649.23.2.283

Simons, L. K., Leibowitz, S. F., & Hidalgo, M. A. (2014). Understanding gender variance in children and
adolescents, Pediatr Ann, 43(6), 00904481-20140522.

Siraj, A. (2012). “I Don’t Want to Taint the Name of Islam™: The Influence of Religion on the Lives of
Muslim Lesbians. Journal of Lesbian Studies, 16(4), 449-467.

Smith, T. E., & Leaper, C. (2006). Self-perceived gender typicality and the peer context during adolescence.
Journal of Research on Adolescence, 16, 91-104.

Smith, Y. L., van Goozen, S. H., & Cohen-Kettenis, P. T. (2001). Adolescents with gender identity disorder
who were accepted or rejected for sex reassignment surgery: a prospective follow-up study. J Am Acad
Child Adolesc Psychiatry, 40(4), 472-481.

Snapp, S. D., Watson, R. J,, Russell, S. T., Diaz, R. M., & Ryan, C. (2015). Sacial support networks for
LGBT young adults: Low cost strategies for positive adjustment. Family Relations, 64(3), 420-430. doi:
10.1111/fare.12124

Spack, N. P,, Edwards-Leeper, L., Feldman, H. A., Leibowitz, S., Mandel, F., Diamond, D. A., & Vance, S,
R. (2012). Children and adolescents with gender identity disorder referred to a pediatric medical center.
Pediatrics. doi: 10.1542/peds.2011-0907

Steensma, T. D., Biemond, R., de Boer, F., & Cohen-Kettenis, P. T. (2011). Desisting and persisting gender
dysphoria after childhood: a qualitative follow-up study. Clin Child Psychol Psychiatry, 16(4), 499-516.

Steensma, T. D., & Cohen-Kettenis, P. T. (2011). Gender transitioning before puberty? Arch Sex Behav,
40(4), 649-650. doi: 10.1007/s10508-011-9752-2

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 61




130

Steensma, T. D., Kreukels, B. P, de Vries, A. L., & Cohen-Kettenis, P. T. (2013). Gender identity
development in adolescence. Horm Behav, 64(2), 288-297.

Steensma, T. D., McGuire, J. K., Kreukels, B, P., Beekman, A. J., & Cohen-Kettenis, P. T. (2013). Factors
associated with desistence and persistence of childhood gender dysphoria: a quantitative follow-up
study. J Am Acad Child Adolesc Psychiatry, 52(6), 582-590.

Stewart, B. T., Heck, N. C., & Cochran, B. N. (2015). A compatison of sexual minority youth who attend
religiously affiliated schools and their nonreligious-school-attending counterparts Journal of LBGT
Youth, 12(2), 170-188.

Szalacha, L. A. (2003). Safer sexual diversity climates: Lessons learned from an evaluation of Massachusetts
Safe Schools Program for Gay and Lesbian Students. . American Jowrnal of Education, 110, 58-88.

Toomey, R. B., Ryan, C., Diaz, R. M,, Card, N. A., & Russell, S. T. (2010). Gender-nonconforming lesbian,
gay, bisexual, and transgender youth: School victimization and young adult psychosocial adjustment.
Developmental Psychology, 46(6), 1580-1589. doi: 10.1037/a0020705

Toomey, R. B., Ryan, C,, Diaz, R. M., & Russell, 8. T. (2011). High scheol Gay—Straight Alliances
(GSAs) and young adult well-being: An examination of GSA presence, participation, and perceived
effectiveness. Applied Developmental Science, 15(4), 175-185. doi: 10.1080/10888691.2011.607378
Travers, R., Bauer, G., Pyne, J., Bradley, K., Gale, L., & Papadimitriou, M. (2012). Impacts of strong
parental support for trans youth: A report prepared for Children’s Aid Society New York: Children’s Aid
Society.
Troiden, R. R. (1988). Homosexual identity development. Jowrnal of Adolescent Health Care, 9, 105-113.
Troiden, R. R. (1989). The formation of homosexual identities. Journal of Homosexuality, 17(1), 43-73.

Vance, S. R., Jr., Ehrensaft, D., & Rosenthal, S. M. (2014). Psychological and medical care of gender
nonconforming youth. Pediatrics, 134(6), 1184-1192.

Vrangalova, Z., & Savin-Williams, R. C. (2012). Mostly heterosexual and mostly gay/lesbian: Evidence for
new sexual orientation identitiess. Archives of sexual behavior, 41(1), 85-101.

Wallace, R., & Russeli, H. (2013). Attachment and shame in gender-nonconforming children and their
families: toward a theoretical framework for evaluating clinical interventions. Int J Transgenderism,
14(3), 113~126.

Wallien, M. S. C., & Cohen-Kettenis, P. (2008). Psychosexual outcome of gender-dysphoric children.
Journal of the American Academy of Child & Adolescent Psychiatry, 47(12), 1413-1423.

Walls, N. E., Kane, S. B., & Wisneski, H. (2010). Gay-straight alliances and school experiences of sexual
minotity youth. Youth & Society, 41, 307-332. doi: DOI: 10.1177/0044118X09334957

Wilbur, S., Ryan, C., & Marksamer, J. (2006). Serving LGBT youth in out-of-home care: Best practices
guide. Washington, DC: Child Welfare League of America.

Willoughby, B. L., Doty, N. D., & Malik, N. M. (2010). Victimization, family rejection, and outcomes of
gay, lesbian, and bisexual young people: the role of negative GLB identity. Jowrnal of GLBT Family
Studies, 6, 403-424.

World Health Organization. (1992). The International Classification of Disease 10th Revision (ICD 10).
Classification of mental and behavioural diso ders—Clinical descriptions and diagnostic guidelines.
Geneva: WHO.

62=

74



131

World Professional Association for Transgender Health, L., ,. (2008). WPATH clarification on medical
necessity of treatment, sex reassignment, and insurance coverage in the U.S.A., from http://www.wpath.
org/site page.cfm?pk association w e menu=1352&pk association we =394

Yakushko, O. (2005). Influence of social support, existential well-being, and stress over sexual
orientation on self esteem of gay, lesbian, and bisexual individuals. International Journal for
the Advancement of Counselling, 27(1), 131-143.

Yarhouse, M. A. (1998). When families present with concems about an adolescent’s experience of same-sex
attraction, The American Journal of Family Therapy, 26, 321-330,

Yarhouse, M. A. (20153, July 7 and August 6). [Family approaches in therapeutic intervention].

Yarhouse, M.A. (2015b, August. Family and Community Acceptance — focus on conventionally religious
communities. Unpublished paper.

Yarhouse, M.A. (2015¢). Understanding gender dysphoria: Navigating transgender issues in a changing
culture. Downer’s Grove, IL: InterVarsity Press.

Yarhouse, M. A., & Tan, E. S. N. (2005). Addressing religious conflicts in adolescents who experience
sexual identity confusion. Professional Psychology: Research and Practice, 6, 530-536.

Yunger, J. L., Carver, P. R,, & Perry, D. G. (2004). Does gender identity influence children’s psychological
well-being? Dev Psychol, 40(4), 572-582.

Zucker, K. (2004). Gender identity development and issues. Child Adolesc Psychiatric Clin N Am, 13, 551-
568.

Zucker, K. (2005). Gender identity disorder in children and adolescents. Annu Rev Clin Psychol, 1, 467-492.

Zucker, K., & Bradley, S. (1995). Gender identity disorder and psychosexual problems in children and
adolescents. New York: The Guilford Press.

Ending Conversion Therapy: Supporting and Affirming LGBTQ Youth = 63

75



132

Appendix A: Glossary of Terms

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

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

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

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

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

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

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

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

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

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

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

Transition: A term used to describe the process of moving from one gender to another; in adolescents and
adults, can be characterized by medical intervention such as the use of cross-sex hormone therapy or gender
affirming surgeries. For all people, can include social transition, which is the process of outwardly beginning

To present as a different gender, which can include changes in name, pronoins, and appearance,
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Endnotes

1.

10.

11.

The term “sexual and gender minority” is an umbrclla term. “Scxual minority” refers to individuals who have a same-gender
(i.e:» gay or lesbian) or bisexual orientation. “Gender minarity” refers to individuals whose gender identity differs from their
ussigned sex ul birth or whose gender expression does not conforn to stereotypical cultural norins. Sexual and gender minority
populatians are also refirred to vy kesbion, gay, bisexual, and transgender (LGB T) 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, und questioning — is used W be inclusive ol individuals who are questioning aspects of their gender or
sexual 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 héalth or medical interventions. Any effort with an a priori goal of a gender expression that aligns with ste-
reotypical norms, cisgender identity, andfor heterosexual orientation, identity, and sexual behaviors. For a full glossary of terms,
sec 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 on the consensus statements developed by an expert panel convened by the American Psychological Asso-
ciation, July 2015. These statements are based on the best available research and scholarly material available.

Efforts to change an individuals sexual orientation, gender identity, or gender expression through behavioral health or medical
interventions. Any effort with an a priori goal of a gender expression thal aligns with slereotypical norms, clsgender identity,
and/or heterosexual orientation, identity, and sexual behaviors. For a full glossary of terms, see Appendix A.

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

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,

Secondary sex characteristics refer to sexually dimorphic phenotypic traits that develop due to increased sex hormones in pu-
berty. Changes due to increase in androgens includcs growth of the testicles and penis, increased height, increased muscle mass,
changes in body shape and weight distribution (e.g., broadening of the shoulders and chest), growth of facial and body hair,

and enlargement of the larynx and deepening of the voice. Changes due to increase in estrogens includes breast development,
changes in body shape and weight distribution (e.g., widening of the hips and narrowing of the waist), growth of underarm and
pubic hair, and the onset of menses (Lee 1980).

Homosexuality per se was removed from the Intemnational 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 ICD (Cochran, S. D., Drescher, J., Kisméddi, Giami,
Garcia-Moreno, Atalla, ..., & Reed, 2014).

Biological sex is itself a multidimensional construct, as the chromosomal, gonadal, and anatomical indicators of biological sex
do not always align, such as in intersex individuals/individuals with disorders of sex development (Hughes 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 v gender expressions stereotypically associated with one’s assigned sex at birth, varies by culturc and
over time. The alignment of assigned sex at birth, gender identity, and gender expression has been assumed in many, but not
all, cultures and religious traditions. Historically several different cultures have recognized, accepted, and sometimes revered
diversity in gender identity and gender expression (American Psychologica! Association, 2015b). This includes Two Spirit
individuals within American Indian communities.
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21.

22.

23.
24

. 'The diagnosis of Gender Identity Disorder was eliminated and roplaced with the diagnosis of Gender Dysphoria in the Diag-

nostic and Statistical Manual of Mental Disorders in 2013. Though no longer the mntdia;rmis, almost all existing research
includes participants who were disgnosed using the earlier criteria for Gender Identity Disorder. In addition to the dlagnogtic
category of Gender Dysphoria (capitalized), the term “gender dysphoria” (lowercase) is used to broadly describe the discomfort

.ordiwesseamdbylh:dismpancybetweenapmonsgcnder!denﬂtymdthatpemnsmasslgmdubiﬂhmdfurmw

or secondary sex characteristics. We will use the term “individuals with gender dysphoria™ throughout the report as inclusive of

'mdeunlsdmgnosedm&rhﬁcmmﬂmﬂu@momwh&umm&mﬁ@mmnmhﬁnﬂmymm

on individuals with Gender Dysphoria may differ from that i‘ocuud ‘on individuals previously diagnosed with Gender Identity
Disorder.

. 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 adolmoe or latér, This trajectory is discussed in the section on Gender in
Adolescence.

. Scientists now understand that while sexual orientation is not malleable to external pressures to change (American Psycholog-

ical Association, 2009), some individuals experience internal changes in sexual attraction and/or changes in what sexual orien-
tation identity label they use (e.g., straight, bisexual, gay) throughout adolescence and adulthood; this concept is referred to as
sexual fluidity (Diamond & Butterworth, 2008; Savin-Williams & Ream, 2006). For findings related to the stability of sexual
orientation identity in adolescence and young adulthood, refer to research by Ott et al. (2010).

. Though opportunities for sexuality- and gender-related stressors and supports also occur throughout these social systems within

the lives of sexual and gender minority children, research in these areas has generally not included pre-pubertal children.

This section is based on the statements of professional consensus developed by an expert panel convened by the American Psy-
chological Association; July 2015 at the request of the US Substance Abuse and Mental Health Services Administration. These

statements; listed in Section 2, dre based on the best available research and scholarly material available;

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

This section is based on reports by American Psychological Association (2012 end 2015a) and APA Task Force on Appropriate

Therapeutic Responses to Sexual Orientation (2009). :

. For more information see White House sources Strengthening Protection against Discrimination.
. For exatuple. “A Pmcﬂnnner s stmuu Guide Hclpl:ng Familws to Sl.tppor( Then' LGBT Children" W
ide: : BTKID!

: S. Another
lwlpﬁ.tl resources is "Hclpmg Famnlms Support Their Lesbmn, Gay, Bwexusl. end Transgendcr (LGBT) Children” http://ncec.

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

Association of Amierican Medical Colleges, 2014. Implementing Curricular and Institutional Climate Changes to Improve
Health Care for Individuals Who are LGBT, Gender Nonconforming, o Bom with DSD. Available at https:/www.aame.org/
download/414172/data/lgbi.pd(

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

American Bar Association, 2015. Resolution 112., availablé at https://wwiv.americanbar.org/content/dam/aba/images/aban-
ews/201 Sannualresolutions/112.pdf,
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Next Meeting Date of the Legislative Committee is

Proposed - January 31, 2020

Please check your calendars and advise staff of any known conflicts
that may affect your attendance.

S

DC’O,
2
,lgBJO>>

If you are not a state employee, you are eligible for a $50.00 per diem
and reimbursement of your mileage.

The travel regulations require that “travelers must submit the Travel
Expense Reimbursement Voucher with 30 days after completion of their
trip”. (CAPP Topic 20335, State Travel Regulations, p.7)

In order for the agency to be in compliance with the state travel
regulations, please submit your request for today’s meeting no later than

October 6, 2019

See Co-Co for guidelines on submitting your travel voucher electronically.
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Virginia Board of Medicine
2020 Board Meeting Dates

Full Board Meetings

February 20-21, 2020 DHP/Richmond, VA Board Rooms TBA
June 18-20, 2020 DHP/Richmond, VA Board Rooms TBA
October 22-24, 2020 DHP/Richmond, VA Board Rooms TBA

Times for the above meetings are 8:30 a.m. to 5:00 p.m.

Executive Committee Meetings

April 10, 2020 DHP/Richmond, VA Board Rooms TBA
August 7, 2020 DHP/Richmond, VA Board Rooms TBA
December 4, 2020 DHP/Richmond, VA Board Rooms TBA

Times for the above meetings are 8:30 a.m. to 5:00 p.m.

Legislative Committee Meetings

Fanuary—t4 2020 DHP/Richmond, VA Board Rooms TBA
May 22, 2020 DHP/Richmond, VA Board Rooms TBA
September 4, 2020 DHP/Richmond, VA Board Rooms TBA

Times for the above meetings are 8:30 a.m. to 1:00 p.m.

Credentials Committee Meetings

January 8, 2020 February 12, 2020 March 11, 2020

April 15, 2020 May 13, 2020 June 10, 2020

July 8, 2020 August 12, 2020 September 25, 2020
October 23, 2020 November (TBA), 2020 December (TBA), 2020

Times for the Credentials Committee meetings - TBA
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Advisory Board on:

Behavioral Analysts 10:00 a.m.
February 3 June 1 October 5
Genetic Counseling
February 3 June 1 October 5
Occupational Therapy 10:00 a.m.
February 4 June 2 October 6
February 4 June 2 October 6
Acupuncture 10:00 a.m.
February 5 June 3 October 7

Radiological Technologj
February 5 June 3 October 7

Athletic Training 10:00 a.m.
February 6 June 4 October 8

Physician Assistants

February 6 June 4 October 8
Midwifer 10:00 a.m.
February 7 June 5 October 9

Polysomnographic Technology
February 7 June 5 October 9

oint Boards of Medicine and Nursing

TBA



Agenda Item:

Staff Note:

Action:

VA Regulations to Increase Access of Telehealth to Veterans

Current federal regulations, 38 CFR 17.417, authorize a Veterans
Administration health care provider to practice telehealth in any
location and within any state in which the provider or the patient is
physically located.

The VA is proposing to amend current regulation to include all
health care professionals, including trainees. Further, the health
care professional will be required to adhere to VA policies and
standards of care rather than those of the state.

The Federation of State Medical Boards asks for comment about the
proposed regulations' impact on board processes. The Committee
can discuss and recommend comment or not.
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Commonwealth of
Vlrglnla Harp, William <william.harp@dhp.virginia.gov>
VA telehealth proposed regulations
1 message
Lisa A. Robin (FSMB) <LRobin@fsmb.org> Fri, Aug 30, 2019 at 12:42 PM

To: "Lisa A. Robin (FSMB)" <LRobin@fsmb.org>, Kandis McClure <KMcClure@fsmb.org>

Dear Executive Directors,

The U.S. Department of Veterans Affairs has reached out to the FSMB advising of its intent to amend its regulations to
remove barriers and accelerate access to telehealth for veterans. The VA plans to expand to trainees its rule from May
2018 that granted VA health providers the authority to practice telehealth regardless of the location of the provider or the
beneficiary. As the letter was just received by FSMB and the VA is requesting comments “no later than 30 days" from the
date of the letter (8/21/19), we did not want to delay getting this to you. However, in the next few days we will complete
an analysis to determine the potential impact on existing licensing requirements. If you would like to provide information
for us to convey on your behalf, please feel free to send to me or contact Dr. Galpin directly at Kevin.Galpin@va.gov or
(404)771-8794.

Thank you for your attention in this matter. Your feedback is always appreciated.

Best,

Lisa

Lisa Robin

Chief Advocacy Officer

Federation of State Medical Boards
1300 Connecticut Avenue NW | Suite 500 | Washington, DC 20036
202-463-4006 direct |

Irobin@fsmb.org

s de, © FEDERATION OF
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ATTENTION: This email may contain confidential and/or privileged material for the sole use of the intended recipient. Any review or distribution by others is
strictly prohibited. If you have received this email in error, please immediately notify the sender, and destroy all copies of the original message.
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LS. Department Under Secretary for Health

of Veterans Affairs Washington DC 20420

August 21, 2019

Humayun J. Chaudhry, DO, MACP
President and CEO

Federation of State Medical Boards

1300 Connecticut Avenue, NW, Suite 500
Washington, DC 20036

Dear Dr. Chaudhry:

I am writing to seek your feedback and support in communicating to your State
boards the intent of the Department of Veterans Affairs (VA) to amend its regulations to
remove barriers and accelerate access to telehealth for our Veterans.

, VA published a final rule in May 2018, 83 FR 21897, which established 38 CFR
17.417 and granted VA health care providers the ability to practice telehealth within their
scope of practice, functional statement, and/or in accordance with privileges granted to
them by VA, in any location, within any State, irrespective of the State or location within
a State where the health care provider or the beneficiary is physically located.

in June 2018, section 151 of Public Law 115-182, the John S. McCain ill,
Daniel K, Akaka, and Samuel R. Johnson VA Maintaining Internal Systems and
Strengthening Integrated Outside Networks Act of 2018, or the VA MISSION Act of
2018, amended title 38 of the United States Code (U.S.C.) by adding a new section
1730C, titled “Licensure of health care professionals providing treatment via
telemedicine.” Section 1730C(d) and § 17.417 preempt conflicting State law and are in
accordance with Article V1 of the U.S. Constitution (Supremacy Clause). Specifically,
section 1730C(d)(1) states “The provisions of this section shall supersede any
provisions of the law of any State to the extent that such provision of State law are
inconsistent with this section.” Section 1730C(d)(2) states “No State shall deny or
revoke the license, registration, or certification of a covered health care professional
who otherwise meets the qualifications of the State for holding the license, registration,
or certification on the basis that the covered health care professional has engaged or
intends to engage in activity covered by subsection (a).”

Section 1730C provides a definition of covered health care professionals that is
broader than the definition of health care provider under § 17.417(a). To maintain
consistency between section 1730C and § 17.417, VA is planning to amend § 17.417.
VA is proposing to amend the definition of health care provider to instead refer to health
care professionals and include those individuals appointed under 38 U.S.C. 7306, 7401,
7405, 7406, 7408 and Title 5; we note this list would allow VA to include trainees. VA
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also proposed to clarify that in situations where VA practice of telehealth is inconsistent
-with a State law or State license, registration, or certification requirement, the health
care professional is required to adhere to VA policy or VVA's standards for quality.

VA recognizes that States have an important interest in the health and well-being
of their residents. VA will continue to work closely with individual State boards to
ensure there is clear communication of VA's policy and practice, and to follow through
on VA's commitment to cooperation and collaboration with State Boards as official
licensing bodies. At the same time, telehealth expansion is needed expeditiously to
immediately enhance access to critical VA services. As such, VA believes the proposed
amendments described above would be consistent with VA's statutory authority and
maintain a balance between the interests of States and the Federal Government.

VA is seeking your input and would be happy to discuss this matter further with
you or your member boards. Please provide questions or comments no later than 30
days from the date of this letter to Dr. Kevin Galpin, Director of Telehealth Services, at
(404) 771-8794 or by email at Kevin.Galpin@va.gov.

Thank you for your attention to this important matter. | know we all share a deep
commitment to the heaith and well-being of America’s Veterans,

Sincerely,

Bl e

Richard A. Stone
Executive in Charge
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