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This article discusses some of the key
clinical issues for therapists to consider
when working with lesbian, gay, and
bisexual (LGB) clients. After a
discussion of the biases that can
influence psychotherapy, guidelines are
given for conducting LGB-affirmative
therapy that avoids these biases. Issues
that therapists need to be familiar with
in working with LGB clients include
LGB identity development; couple
relationships and parenting; LGB
individuals as members of families; the
unique stressors faced by individuals
who are underrepresented in the LGB
research literature (e.g., older LGB
individuals, ethnic minorities, religious
LGB individuals, bisexual individuals);
and legal and workplace issues. An
examination of the published literature
is offered with particular emphasis
given to the available empirical
research.

Lesbian, gay, and bisexual (LGB) women and
men utilize therapy at rates higher than the gen-
eral population (Bell & Weinberg, 1978; Liddle,
1996; Morgan, 1992; National Lesbian and Gay

Health Foundation, 1988), and nearly all thera-
pists report seeing at least one LGB client in their
practices (Garnets, Hancock, Cochran, Good-
childs, & Peplau, 1991). Yet, the mental health
professions have historically demonstrated het-
erocentric and homophobic beliefs, prejudices,
and practices against LGB individuals, placing
the burden of distress on the client and his or her
possession of an illness (Goldfried, 2001). In-
deed, some professionals continue to promote
cures for homosexuality (Nicolosi & Nicolosi,
2002). Even when homosexuality is not viewed
as pathological, mental health professionals need
to consider the distress that antihomosexual bias
can cause LGB individuals. Disregarding such
factors may lead to erroneous and unfortunate
attributions of the sources of distress in an LGB
person who is seeking therapy.

There is a dearth of systematic research on the
unique therapy experiences of LGB individuals.
Although theoretical work on the nature, etiol-
ogy, and consequences of LGB identities
abounds, little exists in the way of empirical stud-
ies on these issues. Thus, it comes as no surprise
that when working with LGB clients, we as thera-
pists are often inadequately equipped in our train-
ing to handle issues that are unique to LGB in-
dividuals (Phillips & Fischer, 1998). As a conse-
quence, LGB clients have a right not only to be
skeptical of our competence in handling their
LGB-related issues but also to expect that we
gain proficiency in handling any such issues that
may arise in the therapeutic context.

Although guidelines for conducting psycho-
therapy with LGB clients exist (American Psy-
chological Association, 2000), there is a need for
work that explicates these guidelines with the in-
tent of making them more useful for clinicians.
Important issues in the lives of LGB clients in-
clude LGB identity development, romantic rela-
tionships, family relationships, and parenting.
There are a number of additional issues and con-
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siderations that are important to consider when
working with certain members of this population
(e.g., specific issues of concern to bisexual, eth-
nic minority, and older LGB individuals).

The primary purpose of this article is to pro-
vide an overview of many of the issues we need
to know about as therapists when working with
LGB clients. As will be seen, some of these is-
sues are based on clinical impressions and some
on research findings. We first consider the ways
that heterocentrism and homophobia affect LGB
individuals and some of the potential therapeutic
biases that may arise when working with LGB
clients. Toward the goal of encouraging an LGB-
affirmative approach to therapy, several of the
specific issues confronting our LGB clients are
then discussed.

Homophobia and Heterocentrism

It is important for us to understand the antiho-
mosexual biases that can operate in both obvious
and subtle ways in society. These biases may not
only influence our conceptualizations of our cli-
ents but can also influence our LGB clients’ con-
ceptualizations of themselves.

Homophobia is the term typically used to de-
scribe hostility and prejudice toward homosexual
individuals and their behavior (Herek, 1996a).
Homophobia refers to an extreme, negative reac-
tion on the part of both heterosexual and homo-
sexual persons to homosexual individuals and ho-
mosexual behavior. The term homophobia, how-
ever, has been criticized by some as inaccurate
and misleading because of the fact that it is not a
phobia in a clinical sense (Kitzinger, 1987;
Shields & Harriman, 1984), even though the re-
actions of some individuals may indeed best be
conceptualized as phobic in nature. In addition,
Herek (1991) objected to the use of the term ho-
mophobia because it suggests a pathology in the
person who displays it instead of an internaliza-
tion of cultural values.

Our society often assumes that the experiences
of middle-class White men generalize to all in-
dividuals. As a result, the unique perspectives
and experiences of non-White, nonmale individu-
als often get overlooked. Similar biases occur
against a range of diverse groups, including racial
minority, non-Christian, economically disad-
vantaged, older, or LGB individuals. We choose
the term heterocentrism to describe this im-
plicit—and at times explicit—bias against LGB

individuals. The term heterosexism is the term
typically used in the literature to describe such
bias. Yet, the term heterocentrism better cap-
tures the notion that this bias is often not in-
tentional but is rather due to oversights on the
part of mainstream society in considering the
existence of diverse sexual orientations. Hetero-
centrism manifests itself in more subtle ways
than does homophobia. Heterocentrism is con-
veyed by the systemic attitudes and assumptions
that operate in a society that understands itself,
by default, as purely heterosexual. Heterocentric
beliefs, according to Herek (1996a), are mani-
fested at both cultural and individual levels. At
the cultural level, heterocentrism is evident in
the laws, bans, and lack of recognition of LGB
individuals that serve to restrict the rights and
opportunities of LGB individuals. This societal
heterocentrism is manifested at an individual
level when a person internalizes the hostility and
disdain that society exhibits toward LGB indi-
viduals and their behaviors.

Children are exposed to these societal notions
at an early age. Thus, upon recognizing a possible
LGB identity within themselves, LGB individu-
als may naturally feel ashamed and compelled
to hide. In fact, it has been observed that LGB
adolescents become quite adept at learning to
hide (Martin, 1982; Radkowsky & Siegal, 1997).
This manifestation of shame is referred to as “in-
ternalized homophobia.” Individuals seldom
come to therapy stating that they are “internally
homophobic” (Margolies, Becker, & Jackson-
Brewer, 1987). Instead, as some have proposed,
such feelings may manifest themselves in anxiety
and depression (Matthews, Hughes, Johnson,
Razzano, & Cassidy, 2002), relationship difficul-
ties (Green & Mitchell, 2002), substance abuse
(Hughes & Eliason, 2002), suicide (Safren &
Heimberg, 1999), and the devaluation of LGB
activities (Stein & Cabaj, 1996). Still, it seems
that most sexual minority individuals are able to
establish a positive identity in spite of the threats
posed by internalized homophobia and societal
heterocentrism. Such psychological adjustment
in the face of heterocentrism and internalized
homophobia is probably mediated by the degree
to which an LGB individual is committed to his
or her LGB identity; the level of his or her con-
tact with other LGB individuals; the amount of
family support that he or she receives; and the
extent to which an LGB individual is open about
his or her sexual identity. However, even with
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the aid of these buffers, it is unlikely that LGB
individuals can entirely escape the effects of in-
ternalized homophobia.

LGB individuals who hide their sexual identity
experience a discrepancy between their true
selves and the selves that they present to others.
These individuals may feel inauthentic, as if they
are living a lie. They may also feel that if others
knew their true sexual identity, they would be
rejected (Herek, 1996b). These individuals are
likely to avoid social situations, especially those
in which they feel their sexual identity will be
called into question.

It is important for us as therapists to recognize
that an LGB client’s problems are not necessarily
intrinsic to his or her sexual orientation. Instead,
in working with LGB individuals, we need to
understand that LGB clients’ problems may arise
as the result of society’s negative reaction to non-
heterosexual orientations. It is thus important for
us to be aware of the effects that societal factors
can have on LGB individuals’ psychological
well-being and identity development.

Potential Therapeutic Biases

As suggested above, societal and individual
heterocentrism can affect the ways we conceptu-
alize and treat our clients. Countering such bias is
central to establishing ethical practices with LGB
clients (Brown, 1996). There are many obvious
and subtle biases that can permeate the treatment
of an LGB individual. In a survey of a diverse
sample of psychologists, the APA Task Force on
Bias in Psychotherapy With Lesbians and Gay
Men found a variety of accounts of biased treat-
ment of LGB clients (Garnets et al., 1991). One
of the most blatant injustices that the Task Force
mentioned is the attempt by a therapist to change
the client’s sexual orientation or to make continu-
ation in therapy contingent on “dealing with”
one’s LGB identity. Further abuses include thera-
pists attributing a client’s problems to his or her
sexual orientation without taking into account the
damage that societal heterocentrism and internal-
ized homophobia can inflict on LGB individuals.
Less than appropriate treatment of LGB clients
also occurs when either (a) a therapist assumes
that the client is heterosexual or (b) when an LGB
orientation is revealed, the therapist then focuses
on the sexual orientation of the client despite the
fact that this is not an issue at hand. Other mis-
treatment occurs when a therapist is unaware of

the unique aspects inherent in LGB identity de-
velopment; how LGB individuals deal with fam-
ily of origin issues; the parameters associated
with LGB romantic relationships and LGB indi-
viduals as parents; and the unique issues experi-
enced by older LGB individuals, religious LGB
individuals, and ethnic minority LGB individu-
als. Such inadvertent biased practices may cause
distress for an LGB client at a time when the
client is in need of empathetic care.

Given these very real risks of biased treatment,
it is essential to investigate the possibility that
therapists’ original training and continued educa-
tion fail to facilitate competence in working with
LGB clients. It has been suggested that the most
powerful sources of biased treatment of LGB cli-
ents include biased training, lack of contact with
LGB individuals, and fear or denial of same-sex
feelings or feelings toward LGB orientations
(Morrow, 2000). Despite the profession’s official
stance toward LGB issues, evident in its guide-
lines and policies (APA, 1997, 2000), psychology
has a history of misunderstanding individuals
who are sexual minorities. It is, therefore, not
surprising that past surveys have found less-than-
ethical practices by psychologists working with
individuals from sexual minority groups.

As psychotherapists, we have been trained in a
heterocentric society in a historically heterocen-
tric profession. Most graduate training programs
provide minimal training on the unique issues
that LGB individuals present in therapy, and few
professionals pursue appropriate continuing edu-
cation that focuses on such issues (Anhalt, Mor-
ris, Scotti, & Cohen, 2003; Phillips & Fischer,
1998). Such gaps in knowledge leave us with no
alternative but to draw from the societal and per-
sonal biases that we possess. Gelso, Fassinger,
Gomez, and Latts (1995) and Hayes and Gelso
(1993) examined therapists’ reactions to lesbian,
gay, and heterosexual clients in analogue studies
and found that therapists’ homophobia was posi-
tively correlated with their avoidance of gay- and
lesbian-related material concerning relationship
issues or sexual difficulties. However, it should
be noted that as a group, counselors did not ex-
hibit greater avoidance or anxiety with lesbian or
gay clients than they did with heterosexual cli-
ents. Yet, the findings indicate that when even a
moderate level of therapist homophobia exists, it
may impede interventions with lesbian and gay
clients. The authors recommend that when such
levels of homophobia are present, therapists
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should seek assistance from an experienced, gay-
affirmative supervisor.

Such biases may result from inadequate expe-
rience with LGB individuals in the therapist’s
personal life. It has been found that people who
have had direct contact with at least one LGB
individual report more favorable attitudes about
persons with an LGB identity (Herek & Capi-
tanio, 1996). Thus, it is important for us as thera-
pists to consider increasing our personal contact
with LGB individuals in order to disabuse our-
selves of unchallenged assumptions about LGB
individuals and behavior. Furthermore, in order
to counter our fear or denial of having same-sex
feelings, it is essential for us to explore our per-
sonal thoughts, feelings, attitudes, beliefs, and
values about nonheterosexual orientations. Mor-
row (2000) suggested that therapists examine
their own sexual orientation, what this sexual ori-
entation means to their identity, and how their
sexual orientation might influence their concep-
tualization and treatment of LGB individuals in
therapy.

It is important for therapists with an LGB iden-
tity to note that they are not immune from imple-
menting biases in their work with LGB clients.
Indeed, they, too, should examine what their sex-
ual identity means to them and how it may influ-
ence their treatment of both heterosexual and sex-
ual minority clients. For example, an LGB thera-
pist may have little tolerance for the internalized
shame that keeps clients from coming out and
may push them to come out before considering
their unique circumstances. LGB therapists must
also deal with the consequences of possible over-
lap between their personal and professional lives.
LGB women and men often travel in small social
circles as a result of limited LGB-related re-
sources, activities, and venues. This is particu-
larly common in smaller cities and rural areas,
where LGB therapists may live and work within
the same social circles as their LGB clients.
Therapists encountering such role overlap must
caution against breaches of client confidentiality
and other boundary violations (Brown, 2000;
Gartrell, 1994; Shannon & Woods, 1991). It is
important for LGB therapists to have a strong
social support network so that their exposure to
LGB individuals does not solely consist of con-
tact with their LGB clients. Additionally, Brown
(1989) suggested that LGB therapists who are in
the process of discovering their LGB sexual ori-
entation should wait at least 2 years after accept-

ing an LGB identity before working with LGB
clients so as to avoid problematic countertrans-
ference and vicariously experiencing coming out
issues through their LGB clients.

LGB-Affirmative Therapy

To meet the need for empathetic, nonbiased
psychological treatment for LGB individuals,
some therapists have developed models of
therapy that affirm LGB identities and seek to
foster the development of all aspects of an LGB
client’s identity and the enhancement of an LGB
individual’s experiences. Still, many clinicians
think that LGB clients can and ought to be treated
in the same manner as their heterosexual coun-
terparts. Despite such good intentions, it is essen-
tial to recognize that LGB clients present unique
issues in the therapeutic context. LGB-affirma-
tive therapists utilize the body of knowledge that
addresses issues specific to LGB individuals with
the purpose of bridging the gaps left by the het-
erocentric assumptions of the prevailing therapy
models (Davies & Neal, 1996). Some psycholo-
gists conceptualize affirmative therapy as an ad-
aptation of prevailing models of therapy to the
specific issues related to LGB individuals. For
example, some state that because basic cogni-
tive–behavioral principles apply to working with
LGB clients, the addition of LGB considerations
to the framework of cognitive–behavioral therapy
is sufficient for LGB-affirmative therapists (e.g.,
Purcell, Campos, & Perilla, 1996; Safren & Rog-
ers, 2001). Others maintain that because no
school of therapeutic thought is completely neu-
tral owing to societal homophobia and heterocen-
trism, it is essential for LGB-affirmative thera-
pists to challenge some of the heterocentric as-
sumptions underlying the prevailing practices of
the major schools, such as the psychoanalytic em-
phasis on arrested psychosexual development as
a cause of homosexuality and bisexuality (Clark,
1987; Davies, 1996; Isay, 1989).

To our knowledge, no studies have examined
the effectiveness of particular theoretical orienta-
tions in working with LGB clients. Some profes-
sionals suggest that a variety of theoretical orien-
tations can be effective in working with LGB
clients as long as the therapist operates from an
affirmative stance (Cornett, 1993; Dworkin,
2000; Falco, 1991, 1996; Fassinger, 1991, 2000).
Regardless of how one integrates affirmative
practices into his or her own work with LGB
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clients, it is important to operate from such a
stance by considering the core tenets of LGB-
affirmative therapy that are relevant to the case at
hand. These core principles are described below.

A number of clinicians have offered guidelines
for implementing affirmative therapy. Among
them, Clark (1987) proposed specific tasks that
each therapist–client dyad ought to address.
These include encouraging LGB clients to estab-
lish a support system of other LGB individuals;
helping clients become aware of how oppression
has affected them; desensitizing the shame and
guilt surrounding homosexual thoughts, behav-
iors, and feelings; and allowing clients’ expres-
sion of anger in response to being oppressed. To
carry out these tasks, we as therapists must first
examine our feelings and attitudes toward LGB
individuals and behavior and, as a result, feel
competent to work with them. Davies (1996) sug-
gested that therapists need to amplify Rogers’
(1951) core provision of unconditional positive
regard in working with LGB clients. This in-
cludes explicitly showing respect for the client’s
sexual orientation, personal integrity, lifestyle, at-
titudes, and beliefs.

Shannon and Woods (1991) suggested that
therapists of LGB individuals must act as advo-
cates for their LGB clients by helping them to
face the challenges inherent in possessing a sex-
ual minority status. They state that therapists
should help the client identify those societal is-
sues that the client feels compelled to challenge
and should support him or her in that action, as
well as teach coping skills for those issues that
cannot be successfully challenged at this particu-
lar point in history. Additionally, LGB-
affirmative therapists need to be aware of the
resources available for LGB clients. Such re-
sources include gay–straight alliances in junior
and senior high schools and on most college cam-
puses; religious groups, such as LGB synagogues
within the Jewish Reform Movement and the net-
work of Roman Catholic LGB individuals, Dig-
nity/USA; groups that offer contact and network-
ing opportunities within professions, such as the
National Gay Pilots Association; LGB reading
groups; and a wide variety of organizations for
ethnic and racial minority LGB individuals.

LGB-affirmative therapists acknowledge that
some of the mental health problems of LGB in-
dividuals are not necessarily a result of one’s
LGB status per se but rather can be a reaction to
society’s response to LGB individuals and their

behaviors. Clearly, LGB clients may possess cer-
tain pathologies that are not the result of their
sexual orientation or society’s reaction to it.
When working with our LGB clients, we there-
fore need to ask ourselves whether the focus
should be on the presenting disorder or issues
concerning the client’s sexual orientation. When
we conceptualize our approaches to LGB clients
by considering such fundamental issues, we pave
an affirmative path to intervention.

LGB-Specific Issues

Some of the key issues that we as therapists
need to understand in order to provide effective
treatment to our LGB clients include identity de-
velopment, intimate relationships and parenting,
family issues, the unique experiences of under-
represented sexual minority populations (e.g.,
ethnic minority, religious, older, and bisexual in-
dividuals), and legal and workplace issues.

Identity Development

One of the most widely addressed issues in the
LGB psychological literature is that of LGB iden-
tity formation among adolescents and young
adults (D’Augelli & Patterson, 2001). This litera-
ture primarily focuses on the processes by which
an individual acquires an LGB identity and the
additional lifelong efforts required to establish
and maintain an identity that is positive. This pro-
cess of identity formation is commonly referred
to as “coming out.” As discussed earlier, many
young LGB individuals encounter enormous
hardship in the face of societal homophobia and
heterocentrism, their own internalized homopho-
bia, coming out to themselves and others, and a
lack of competent and respected role models. A
study of harassment in general among high
school students found that the most upsetting
form of harassment was to be called “gay”
(American Association of University Women,
1993). The effects of such perceptions of the ha-
tred and ridicule of LGB identities may be par-
ticularly poignant for LGB youth who are begin-
ning to suspect that they may possess a nonhet-
erosexual identity. These individuals may
become the victims of verbal, physical, and sex-
ual harassment (Comstock, 1991; D’Augelli,
1992; Herek, Cogan, & Gillis, 2002).

Summarizing data from the 1970s and 1980s,
Garnets and Kimmel (1993) found that on aver-
age, gay males begin to suspect that they might
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be homosexual between the ages of 12 and 13
and that this occurs for lesbian individuals be-
tween the ages of 14 to 16. However, it is impor-
tant to consider a possible cohort effect for these
findings. Gay men and lesbian women may be
influenced by society’s growing tolerance of sex-
ual minorities in such a way that the average age
of coming out may be somewhat different now
than it was at the time of earlier studies. Such
cohort effects are briefly noted in the concluding
section of this article. Still, therapists working
with children and families should be aware that
LGB individuals—especially preadolescent
boys—possess an awareness of “being different”
that often emerges much earlier than the age at
which they suspect that they may be LGB. Fur-
ther, LGB individuals are often aware of their
same-sex attractions for a few years before they
label themselves as LGB.

Because most LGB individuals are reared by
heterosexual parents and because most LGB
adults in youngsters’ lives (e.g., educators,
coaches, scout leaders) are discouraged from re-
vealing their sexual orientations to young people,
LGB youth commonly discover their differences
in isolation. It has been suggested that this isola-
tion often leads to feelings of being sick, sinful,
deviant, invisible, and defective (Herdt, 1989).
Such feelings may, in turn, give rise to anxiety
and depression. D’Augelli and Hershberger
(1993) found that 63% of their adolescent LGB
sample who attended community LGB programs
were so worried or nervous in the past year that
they could not function, and 73% said that they
were depressed at the time of the study. Still,
there are a number of ways in which therapists
can make the lifelong process of incorporating
one’s LGB identity into an overall healthy per-
sonal identity easier for LGB clients.

When working with young LGB individuals, it
is necessary to take into account the developmen-
tal status of the individual both in terms of the
traditional life span trajectory and also in terms of
where the client falls in terms of his or her LGB
identity development. As therapists, we need to
acquaint ourselves with the prevailing models of
LGB identity development (e.g., Cass, 1979;
Coleman, 1981/1982; Grace, 1992; Troiden,
1979). Although the developmental stages of
typical LGB individuals are largely similar across
models, it is important to realize that many de-
velopmental pathways lead to the same sexual
orientation (Savin-Williams, 2001).

In their comprehensive volume addressing the
needs of LGB individuals in therapy, Ritter and
Terndrup (2002) offered a general outline of the
stages of LGB identity formation. They noted
that most LGB identity development models be-
gin with a stage commonly labeled “sensitiza-
tion” or “pre-coming out.” This stage focuses on
the general feelings before puberty of marginality
and difference from same-sex peers (Troiden,
1979). In one study, gay men and lesbian women
were nearly two times as likely to report feelings
of being “very much or somewhat” different from
their same-sex peers (Bell, Weinberg, & Ham-
mersmith, 1981). This difference is mostly re-
ported in terms of nonconformity to the gender
roles stipulated by society (Bailey, Nothnagel, &
Wolfe, 1995; Dunne, Bailey, Kirk, & Martin,
2000; Phillips & Over, 1992; Troiden, 1993).

During adolescence, however, childhood feel-
ings of difference may become associated with
perceptions of oneself as sexually different. Be-
cause of their socialization in a heterocentric so-
ciety and the subsequent isolation and accompa-
nying feelings described above, it is likely that
adolescents experience such difference as unac-
ceptable, often resulting in psychological and be-
havioral difficulties during this stage of the com-
ing-out process (Ritter & Terndrup, 2002). It has
been observed that such manifestations may in-
clude one or more defensive strategies, such as
seeking reparative therapy to eliminate homo-
sexual feelings; assuming an antihomosexual
stance; controlling information about oneself; es-
caping through substance abuse; indicating that
one is just passing through a phase; immersing
oneself in a heterosexual identity (e.g., getting
married to an opposite-sex partner); defining situ-
ations rather than sexual orientation as the cause
of homosexual feelings or activities (“I only had
sex with him because I was drunk”); compensat-
ing for perceived defectiveness by devoting enor-
mous energy to career or academic success; and
crusading against LGB causes and individuals
(Cass, 1979; Ritter & Terndrup, 2002; Stein &
Cabaj, 1996; Troiden, 1979). In coming out, in-
dividuals can display any range of negative psy-
chological symptoms, especially if there is a lack
of support during the process (Frable, Wortman,
& Joseph, 1997). It has been suggested that the
best predictor of adjustment to one’s LGB iden-
tity, however, is the client’s functioning prior to
coming out rather than the presenting symptom-
atology (Gonsiorek & Rudolph, 1991).
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In most models, Ritter and Terndrup (2002)
noted, the next stage of identity formation typi-
cally involves toleration of an LGB identity. In-
dividuals at this stage may still not reveal their
LGB identity but may instead engage in double
lives—one LGB, the other heterosexual. While
the LGB individual is concealing his or her LGB
identity from family members and friends, the
individual’s growing tolerance of his or her LGB
identity allows him or her to begin to seek out
other LGB individuals and communities in order
to fulfill emotional, social, and sexual needs. Ac-
cording to these models, after an individual learns
that such contact with other LGB people is re-
warding, he or she eventually comes to accept his
or her LGB identity and attempts to reduce the
discordance that comes from a “dual” life. The
LGB individual may demonstrate pride in his or
her LGB identity as he or she seeks out further
social contacts, including intimate same-sex rela-
tionships with other LGB individuals. Whereas
reactions in earlier stages defended against ho-
mosexuality, it has been clinically observed that
reactions in this stage may include overidentify-
ing with a homosexual identity, distrusting het-
erosexual individuals, and challenging heterosex-
ual individuals with extreme manifestations of
stereotypically homosexual behavior (e.g., gay
men behaving in a stereotypically feminine man-
ner in order to elicit a reaction from heterosexual
onlookers). A successful outcome of the coming-
out process will likely involve the integration of
one’s LGB identity into one’s overall sense of
self.

Although these models are helpful, as thera-
pists, we should bear in mind that LGB individu-
als experience the coming-out process and pacing
of coming out in unique ways, and, consequently,
we should not have specific expectations in mind
for our LGB clients. In particular, coming out
may be more flexible for lesbian and bisexual
women because of more flexible gender roles for
women overall in society (Gonsiorek, 1988). Fur-
ther, Diamond’s (1998, 2000, 2003) findings re-
garding the fluidity of sexual identity, attraction,
and behavior support the criticisms that many
women, in particular, have levied against the lin-
earity of coming-out models.

In discussing psychotherapeutic applications
of the stage models, Ritter and Terndrup (2002)
recommended, “To facilitate identity formation
in LGB clients, therapists must meet them at their
level of development and intervene appropri-

ately” (p. 169). They and others (e.g., Hersh-
berger & D’Augelli, 2000) have suggested a
number of interventions for each stage of identity
development, a few of which are discussed here.

Clients in the earlier stages of coming out may
express internalized homophobia in association
with a range of issues related to their marginal-
ized sexual identity. In such cases, it may be im-
portant for us to validate our clients’ feelings
with the goal of helping them accept such feel-
ings as natural and appropriate (Radkowsky &
Siegal, 1997). In doing so, we lay the ground-
work for a positive corrective experience in
which the client as an LGB individual is genu-
inely accepted.

It has been clinically observed that the more
firm an LGB youth’s family and peer support
network is, the more apt he or she is to survive
rejection and develop a more self-accepting iden-
tity (Anderson, 1987). However, we may have to
assist an LGB client in weighing the costs and
benefits of coming out to others. In some in-
stances, the client may need to understand that,
despite the excitement of his or her new identity,
it would be better to delay disclosure of this in-
formation until greater control over its conse-
quences can be managed (e.g., once she or he is
no longer financially dependent on parents).
There is the danger of equating openness about
sexual orientation with psychological health,
which can result in clients coming out in poten-
tially hostile environments. It therefore seems ju-
dicious to encourage clients to “test the waters”
by first disclosing their sexual orientation to in-
dividuals who are likely to be supportive.

Many LGB individuals lag behind their peers
with respect to social development for reasons
attributable to societal constraints on sexual mi-
norities and the extra time often required for LGB
individuals to establish an LGB identity. For in-
stance, LGB individuals often do not have a
chance to establish dating relationships until later
ages than their heterosexual peers (Diamond,
2003). As a result, they may lack the appropriate
skills necessary to succeed in many of their rela-
tionships. Such clients may benefit from cultiva-
tion of interpersonal skills such as assertiveness
(Ritter & Terndrup, 2002).

In the final stages of identity development, cli-
ents may benefit from a discussion of the conse-
quences of isolation in a predominantly gay or
lesbian community. We might also help clients
explore differences as well as similarities be-
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tween themselves and the lesbian and gay sub-
culture. In facilitating our clients’ reintegration
into the dominant culture, we increase the likeli-
hood that they will encounter corrective experi-
ences with heterosexual individuals. When rel-
evant, we might help our LGB clients understand
their past as a course often characterized by vic-
timization and stigmatization in hopes of eradi-
cating the self-blame that may have resulted from
these marginalizing experiences (Ritter & Tern-
drup, 2002).

Couple Relationships and Parenting

In many respects, LGB couples are much like
their heterosexual counterparts. However, be-
cause of homophobia, the heterocentric standard
that exists in our society and the additive effects
of gender-role socialization that occur in same-
gender dyads, the experiences of LGB couples
can differ substantially from heterosexual
couples. There is some preliminary evidence that
LGB couples function at least as well as hetero-
sexual couples. Specifically, it has been sug-
gested that LGB couples are at least as cohesive,
flexible, and equal in terms of gender roles and at
least as satisfied with their relationships as het-
erosexual couples (Green, Bettinger, & Zacks,
1996). It has been found that satisfaction and sta-
bility in gay and lesbian relationships are related
to similar emotional qualities as those that oper-
ate in heterosexual relationships (Gottman et al.,
2003; Kurdek, 1992). Still, because of societal
oppression, LGB couples may face many chal-
lenges that heterosexual couples do not.

The notion of fusion in lesbian couples and
disengagement in gay male couples has received
popular support. However, these ideas are some-
what problematic for at least two reasons: (a)
they treat lesbian and gay couples as pathological
and (b) the observations that support these views
seem to be derived by clinicians who use their
clients as representatives of all lesbian and gay
couples (Green & Mitchell, 2002). Indeed, it has
been found that fusion in lesbian couples may
represent a positive component of interpersonal
relatedness and may foster the trust and safety
needed for personal growth for partners within
the relationship (Burch, 1986). Moreover, it may
be the case that gay male couples are actually
more cohesive than heterosexual couples, not
more disengaged (Green et al., 1996).

The stereotype of gay men as purely sex-

driven and nonmonogamous has also been chal-
lenged by research. Peplau (1991) reported that
between 40 and 60% of gay men were in a steady
relationship at the time of her study. This is
probably an underestimate given that this re-
search was conducted in social settings such as
bars. One result of many gay men’s nonconfor-
mity to traditional masculine roles is that their
greater expressiveness and interpersonal orienta-
tion may lead them to be less likely to emotion-
ally distance themselves in intimate relationships.
Some gay male couples, however, may have
grown ashamed of their sensitivity and emotional
expressiveness, owing to ridicule earlier in life.
In such cases, we as therapists may need to de-
vote substantial energy to rekindling these posi-
tive attributes in our clients (Greenan & Tunnell,
2003). While it is true that gay men in relation-
ships have been found to be less monogamous
than other individuals (Bell & Weinberg, 1978),
we need to understand the meaning and implica-
tions that sex often has for gay men. Like hetero-
sexual men, many gay men in relationships do
not seem to attach emotional meaning to the sex
that they have with others outside of their pri-
mary relationship (Blumstein & Schwartz, 1983;
Peplau & Cochran, 1981). Kurdek (1988) found
that the personal quality of the relationships of
the gay cohabiting couples in his study who had
sex outside of their primary relationship did not
suffer. It is important for us as therapists to con-
sider the unique issues that arise when two indi-
viduals of the same gender are involved in a ro-
mantic relationship.

Unlike many heterosexual couples, lesbian and
gay couples might have to work extra hard in
negotiating the meaning, significance, and func-
tion of their relationship. This is likely due to the
heterocentric institutions in society that typically
deny lesbian and gay relationships the legal, fa-
milial, and social recognition that their heterosex-
ual counterparts receive. This can lead to unex-
pected beneficial outcomes, such as greater role
equality, given that individuals in same-sex
couples must decide the form that their relation-
ship will take instead of simply following hetero-
sexual models. However, this may also create
problems such as ambiguity about the parameters
of the relationship with respect to financial and
living arrangements (Green & Mitchell, 2002;
Greenan & Tunnell, 2003). For lesbian and gay
couples not united by the societal construct of
“marriage,” moving in together may serve the
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same function that marriage does for heterosex-
ual couples. Still, the question has been raised as
to whether or not living together represents a life-
long commitment in the same way that marriage
does (Green & Mitchell, 2002).

We as therapists may also be confronted with
the unique concerns of LGB individuals who are
involved in opposite-sex relationships. Little re-
search has been conducted on the topic of LGB
individuals in heterosexual marriages, probably
because of the invisibility of such marriages and
the reluctance of sexual minority spouses to iden-
tify themselves as LGB. Despite this research
gap, a few studies are informative.

Higgins (2002) examined the experiences of
gay or bisexual men married to heterosexual
women. He found that the two most frequent rea-
sons that men provided for entering a heterosex-
ual marriage were that it seemed natural and that
there was a desire for a “traditional” family. Hig-
gins suggested that internalized homophobia may
in fact explain the existence of such marriages,
whereas cognitive dissonance may explain their
eventual breakup. Yarhouse, Pawlowski, and Tan
(2003), alternatively, used qualitative methodol-
ogy to examine opposite-sex couples in which
both parties reported satisfaction with the ar-
rangement, despite the fact that one identified as
nonheterosexual. Results from this study revealed
that the couples’ religious faith and the degree to
which they espoused similar worldviews fostered
satisfaction with their marriages.

Buxton (2001) reported the experiences of bi-
sexual husbands and their heterosexual wives.
She found that honesty, open communication,
peer support, and therapy were helpful for many
of the couples in her sample. Matteson (1985)
found that bisexual men who disclosed their bi-
sexual orientation to their wives were better able
to develop a positive sexual identity than men
who had not disclosed. Thus, we have prelimi-
nary support for the possible importance of hon-
esty on the part of the LGB partners in opposite-
sex relationships regarding their sexual orienta-
tion. It may be important to help our LGB clients
in heterosexual relationships consider the impact
of such honesty on their relationships.

The presence of children in families in which
at least one partner is LGB raises additional is-
sues to consider. In our clinical work with lesbian
and gay parents, we need to be prepared for a
number of unique issues that may arise (Bigner,
1996). Most of the research on sexual minority

individuals as parents was primarily conducted
to establish the legitimacy of lesbian and gay
parents, specifically for forensic purposes. Such
research is over a decade old and mostly focuses
on financially privileged, White, well-educated
lesbian mothers. Probably because most bisexual
individuals with children are parents within a
heterosexual relationship, no research that we
know of has examined bisexual parenting. De-
scriptive research has shown that gay men and
lesbian women become parents through a variety
of means, such as previous heterosexual rela-
tionships, adoption, surrogacy for gay men or,
for lesbian women, artificial insemination from
known and anonymous donors (Johnson &
O’Connor, 2001).

Research has shown that children with one or
more lesbian or gay parents are similar to their
peers raised by two heterosexual parents in terms
of psychological, behavioral, emotional, and in-
tellectual functioning (Fitzgerald, 1999). Chil-
dren with homosexual parents have been found to
be no different from children of heterosexual par-
ents in terms of gender identity (Green, Mandel,
Hotvedt, Gray, & Smith, 1986; Kirkpatrick,
Smith, & Roy, 1981), gender-role behavior
(Green, 1978; Kirkpatrick et al., 1981), and sex-
ual orientation (Green, 1978). The research in
this area provides no reason for denying rights to
lesbian and gay parents on the basis of their sex-
ual orientation (Patterson, 1995).

Lesbian and gay clients may need help in com-
ing out to their children and, if married, spouses.
As with all LGB individuals in therapy, regard-
less of parenting status, clients often need help
resolving their conflicts with internalized homo-
phobia and heterocentrism. Indeed, for some
lesbian and gay parents who have children from
a heterosexual marriage, such internalized homo-
phobia may have contributed to their being in
such a relationship and having children (Higgins,
2002). In helping our clients develop a posi-
tive identity as a gay or lesbian parent, it is
important for us to encourage them to establish
social connections with other same-sex parents.
Therapists may wish to recommend books tar-
geting the issues involved in LGB parenting;
Johnson and O’Connor (2001, 2002) have written
two particularly useful guides for lesbian and
gay parents. The formation of a stepfamily with-
in a homosexual parenting relationship may also
create unique issues for clients. Therapists work-
ing with these clients should be familiar with
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the legal issues surrounding LGB parenting and
help the client consider these when relevant. For
instance, therapists working with clients under-
going custody battles or dealing with visitation
issues may need to help them face court decisions
unfairly made on the basis of the clients’ sexual
orientation.

Families of Origin and Families of Choice

The popular image of LGB individuals seldom
portrays them as members of families. Indeed,
LGB individuals have been viewed by some seg-
ments of society as antifamily (Goldfried &
Goldfried, 2001; Strommen, 1993). When LGB
individuals are portrayed as members of families
both in research and in popular culture, the image
is often one of an LGB individual estranged from
his or her family of origin (Laird, 1998).

It has been observed that families typically re-
act negatively at first to their LGB relatives’ rev-
elation and only become more accepting over
time (Savin-Williams, 2001). Further, it is often
said that when LGB individuals come out of the
closet, the family members go in (Strommen,
1993). Family members need time to work
through their own feelings, attitudes, and beliefs
surrounding sexual orientation. The organization
PFLAG (Parents, Families, and Friends of Les-
bians and Gays) has local chapters across the
country to offer support to LGB individuals and
their families who are experiencing such issues.
A referral to PFLAG (www.pflag.org) is often
the intervention of choice in such situations
(Goldfried & Goldfried, 2001).

Most LGB individuals are raised by heterosex-
ual families. Yet, there is little empirical research
on the experiences of heterosexual family mem-
bers of LGB individuals. Crosbie-Burnett, Foster,
Murray, and Bowen (1996) suggested that the
lack of research attention given to heterosexual
family members is “a reflection of their near in-
visibility, closeted status, and marginalization in
the society in general” (p. 397). Thus, Crosbie-
Burnett et al. offered a theory to serve as a guid-
ing framework for more research in this area. In
their work, they discussed the fact that upon an
LGB relative’s disclosure of his or her sexual
orientation, heterosexual family members may
have to negotiate a schema shift. They offered the
example of such a shift from “I am a father in a
typical American family” to “I am a father in a
family with a gay son” (p. 399).

Clients should be prepared to accept their
families’ own coming-out process. As the coming
out process for LGB individuals can often be a
long, arduous journey, so too can be the coming-
out process for family members. Clients ought to
be reminded that just because family members
may not currently accept their LGB identity does
not mean that they will not eventually come to
terms with it (Matthews & Lease, 2000). Upon
learning of an LGB relative’s sexual orientation,
families must often renegotiate their relationship
with their LGB relative and her or his embodi-
ment of the family’s (often negative) perception
of homosexuality (Mattison & McWhirter, 1995).
This process is akin to viewing a movie at the end
of which a critical piece of information is re-
vealed. Viewers must then replay the movie in
their head to make sense of the previous plot in
light of this new information. Indeed, this new
information may cause previous events to be in-
terpreted in an entirely new light. Dahlheimer and
Feigal (1994) suggested that family members’ re-
actions to an LGB relative’s disclosure are often
similar to the stages-of-grief model proposed by
Kübler-Ross (1969): denial, anger, guilt, accep-
tance, and hope. During the initial stages of this
process, family members often invest much time
in trying to figure out why their relative is LGB,
possibly looking for some person or childhood
event to blame. Further, if family members of an
LGB relative decide to “come out” about their
loved one, they may have to deal with the same
homophobia and heterocentrism that LGB indi-
viduals face (Crosbie-Burnett et al., 1996). Gold-
fried and Goldfried (2001) offered a personal ac-
count of coming out as the parents of a gay son
and the establishment of a group of psychologists
uniting in support of their LGB relatives. This
group—AFFIRM: Psychologists Affirming Their
Gay, Lesbian, and Bisexual Family—supports
clinical and research work on LGB issues within
psychology and encourages sensitivity to the role
of sexual orientation in all clinical and research
work. Interested readers can learn more about
AFFIRM at www.sunysb.edu/affirm.

Deciding whether and with whom to share
their sexual orientation are both complex issues
that nearly all LGB individuals face. Research
offers contradictory evidence regarding the psy-
chological benefits of coming out (D’Augelli &
Hershberger, 1993; Green, 2000; Savin-
Williams, 1998). It is currently unclear whether
disclosure to one’s parents, for instance, leads to
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poorer mental health, leads to better mental
health, or is irrelevant to mental health. Clearly, it
is important to assess the multifarious contexts in
which the decision to come out is made. Strom-
men (1993) suggested three issues that are useful
for therapists to consider in working with LGB
clients who are influenced by family of origin
concerns: (a) the family’s values concerning sex-
ual orientation, (b) the effect of those values on
the relationship between disclosing family mem-
ber and the family member who receives the
news, and (c) the conflict resolution mechanisms
available to family members. Further, Collins and
Zimmerman (1983) noted that the religious val-
ues of family members are most important in de-
ciding whether to tell. As mentioned earlier, LGB
individuals may need to be advised to first test
the waters by telling their sexual orientation to a
sibling, grandparent, or other family member
who is perceived to be most accepting. However,
LGB clients need to be cautioned that telling only
one family member places a large responsibility
on that person who must maintain such a secret.

In working with LGB clients who have not
come out to family members, we need to recog-
nize the strategies that LGB individuals employ
in order to cope with the cognitive dissonance
that may exist between their closeted family life
and their out “extrafamily” life. These strategies
may include avoidance of family members and
family functions, becoming independent of fam-
ily, and only disclosing their sexual orientation to
those family members who will enable the LGB
individual’s pretense of heterosexuality (Brown,
1988; Herdt & Boxer, 1993; Savin-Williams,
1998).

It is important to note that parents are not nec-
essarily the first family members to whom LGB
relatives disclose their sexual orientation. In fact,
drawing from interviews with LGB adolescents,
Savin-Williams (1998) noted that parents are sel-
dom the first people whom LGB individuals tell.
Siblings are usually told before parents (DeVine,
1984), but little research exists on sibling reac-
tions to learning that a brother or sister is LGB.
Further, there is a complete lack of data regarding
disclosure to grandparents, but it can be expected
that intergenerational issues may need to be con-
sidered, as grandparents may operate out of past
social norms that strongly condemned homosex-
uality (Strommen, 1993).

Recent research has examined feelings of in-
clusion and belonging in LGB individuals attend-

ing family rituals. Oswald (2002) noted that the
structure of many families (both those with and
without LGB members) is increasingly changing.
As family membership is becoming more com-
plex, deciding whom to invite to a family func-
tion can become the basis for exclusion or inclu-
sion within that family. Rituals can bring up is-
sues of belonging and family membership long
after coming out to them has occurred, and a
particularly important factor is whether or not an
LGB individual’s partner is invited to attend a
family function. Family events may challenge the
legitimacy of a client’s sexual orientation that up
to that point may have seemed quite well estab-
lished. Indeed, clients may report feeling as if
they have been set back a few years in their sex-
ual identity formation after visiting with family
members whom they have not seen in a while.
For instance, a lesbian student who has spent time
away from home while at college and has estab-
lished a network of accepting friends while away
may be disappointed that this newly found sup-
port does not yet exist in her family as well.

Many LGB individuals supplement family of
origin ties by creating chosen families. Laird
(1998) described families of choice as “the fami-
lies [that LGB individuals] have created outside
of legal marriage that may include a partner,
adopted or biological children, and/or an ex-
tended network of friends, usually but not exclu-
sively lesbian and gay, who perform functions
similar to those of close, extended biological
families” (p. 198). Nardi and Sherrod (1994) ex-
tended this definition to include past romantic or
sexual partners. In fact, it is widely noted that
LGB women and men often include past roman-
tic or sexual partners as close friends more com-
monly than do heterosexual individuals (Becker,
1988; Nardi & Sherrod, 1994; Slater, 1995).

Such extended networks of friends are often
essential for LGB individuals for the following
reasons: (a) families of origin may not be accept-
ing of LGB relatives, (b) families of origin are
composed mostly (if not entirely) of heterosexual
members who are most likely not familiar with
the strategies needed for successful living in a
homophobic world, and (c) families of choice
provide LGB role models who are able to affirm
the fact that LGB individuals can live successful,
fulfilling lives (Dalheimer & Feigal, 1994;
D’Augelli & Garnets, 1995; Matthews & Lease,
2000; Weinstock & Rothblum, 1996).

Kurdeck and Schmidt’s (1987) research re-
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garding the importance of friends in the lives of
same-sex couples found that gay men and lesbian
women indicated that their friends served as pri-
mary sources of support somewhat more than
partners and much more than family members
and coworkers. There was also a positive rela-
tionship between support from friends and part-
ners and psychological adjustment, whereas this
positive correlation did not hold for support from
family and psychological adjustment.

It also needs to be noted, however, that paren-
tal and family support does play a crucial role in
the psychological well-being of LGB individuals.
Hershberger and D’Augelli (1995) found that the
relationship between victimization and mental
health in a sample of LGB adolescents is partially
mediated by level of family support. They noted
that family support leads to higher levels of self-
acceptance, which in turn lead to more positive
mental health. Their findings make it clear that
family support is a primary mechanism for fos-
tering self-esteem and self-respect for one’s LGB
orientation. They conclude that a sense of per-
sonal worth coupled with positive regard for
one’s sexual orientation appears to be essential
for LGB adolescents’ mental health. Similarly,
Savin-Williams (1989) found that young gay men
who were out to their mothers and had a satisfy-
ing relationship with their fathers were more
likely to report high levels of self-esteem. In gen-
eral, it may be said that the reactions of family
members to a relative’s disclosure of an LGB
orientation can serve to either exacerbate or alle-
viate the distress associated with the coming-out
process.

Other Relevant Issues

There is clearly greater complexity surround-
ing sexual minority individuals than what has
heretofore been mentioned in this article. Unique
issues arise for older individuals, religious indi-
viduals, ethnic minorities, and bisexual individu-
als. Also, LGB individuals face substantial legal
issues as well as issues in the workplace with
which therapists ought to acquaint themselves.

For aging LGB individuals, the effects of ho-
mophobia and discrimination against sexual mi-
norities are confounded with “ageism.” Such age-
ism is heightened by stereotypes specifically tar-
geting older gay men and lesbian women. For
instance, older gay men are often viewed as in-
creasingly effeminate, isolated, bitter, “dirty old

men” who prey on young boys to satiate their
sexual needs. Older lesbian individuals may be
seen as grouchy, cold, masculine, and frustrated
by the rejections of younger women (Berger &
Kelly, 1996). Although there is a dearth of re-
search in this area, the research that does exist
refutes these notions and further suggests that gay
men and lesbian women draw on their unique
experiences as sexual minorities to successfully
adapt to old age.

Several studies have examined the notion of
accelerated aging in LGB groups. Accelerated
aging is defined as experiencing oneself as old at
an earlier age than would be suggested by one’s
chronological age (Friend, 1987). Gay male
norms may contribute to increased feelings that
one is beyond his prime well ahead of the age
when his heterosexual peers define themselves as
such (Barón & Cramer, 2000). Friend (1980,
1987) reported that gay men defined themselves
as old at an average age of 48, whereas a sample
of the general population reported a mean age of
65 for defining themselves as old. Accelerated
aging may explain the findings of Harry (1982)
that gay men manifested more anxiety than het-
erosexual men toward growing old, especially if
they were unpartnered. The standards of youth
and beauty held by many gay men, as well as the
deaths of friends and loved ones from AIDS, may
additionally illuminate these findings. For many
older gay men, the tenuousness of life is made
salient by the disproportionate loss of acquain-
tances and partners from AIDS experienced in
gay male communities. It has been suggested that
because lesbian women are less likely to attribute
attractiveness to youth and often challenge rigid
gender roles, they may be less prone to the ac-
celerated aging that many gay men experience
(Ritter & Terndrup, 2002).

There are a number of things to keep in mind
when working with older LGB individuals. Par-
ticipation in collective gay male activities and
having previously come out successfully are both
related to psychological adjustment in older gay
men (Berger, 1984). Frost (1997) suggested that
group therapy with older gay men is ideal for
these reasons. As many LGB individuals learned
how to cope with a stigmatized identity earlier in
life (Friend, 1987), it would be helpful to encour-
age clients to apply the strengths that they have
gained from other LGB-related stressors to their
present circumstances. Further, we need to re-
member that our LGB clients often do not have
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support from family, either because of familial
homophobia or the absence of children to support
them as they age. Yet, it has been argued that for
some individuals, such a lack of family support
may enhance LGB individuals’ self-sufficiency
in older age (Kimmel, 1978).

Many LGB individuals face substantial dis-
crimination by institutions charged with the care
of sick or older individuals (Barón & Cramer,
2000). Social service agencies are often blind to
the needs of LGB people. Also, hospital units,
such as intensive care, usually deny visits to hos-
pitalized individuals by all but blood relatives
and spouses. Thus, hospitalized LGB individuals
may have difficulty gaining permission to spend
critical time with their partners and may need to
take an assertive stance in preventing such denial
of visitation. Further, LGB clients should be
aided in considering alternatives to heterocentric
nursing homes, as LGB individuals may encoun-
ter hostile or neglectful reactions from the staff of
such institutions if their sexual orientation is dis-
closed. Older LGB individuals may also feel
compelled to hide the sexual orientation that they
have spent many years affirming. Resources such
as Senior Action in a Gay Environment (SAGE)
can assist LGB clients and their therapists in find-
ing available services for older LGB individuals
(www.sage.org).

It is also important for therapists to consider
the unique issues that religious LGB individuals
may bring to therapy. Many religious denomina-
tions continue to condemn homosexuality. Fur-
ther, many antigay organizations (e.g., Exodus
International, Focus on the Family) align them-
selves with religious doctrine supposedly con-
demning homosexuality. Thus, it is likely that
religious LGB individuals seek conversion thera-
pies at higher rates than nonreligious individuals.
In their study, Schuck and Liddle (2001) found
that their LGB participants often experienced
conflict between their sexual orientation and re-
ligion. These sources of conflict included scrip-
tural passages, denominational teachings, and
congregational prejudice. Haldeman (2002) has
argued that the psychological impact that anti-
LGB religious doctrine can have on LGB persons
can be particularly devastating and offers a dis-
cussion of the ethical concerns that we as thera-
pists ought to consider when working with reli-
gious LGB clients.

Resolutions that LGB individuals may employ
include identifying themselves as spiritual rather

than religious, reinterpreting religious teachings,
changing affiliations, remaining religious but not
attending religious services, abandoning religion
altogether, and seeking sexual orientation conver-
sion therapy (Schuck & Liddle, 2001). LGB men
and women have gone to great lengths to receive
support from religious organizations. Many have
chosen to create their own denomination (e.g., the
Metropolitan Community Church), while others
have devoted efforts to forming organizations
within existing denominations (e.g., Dignity USA
for Catholic LGB individuals, the World Con-
gress of Gay and Lesbian Jewish Organizations,
and Affirmation for Mormon LGB individuals).

LGB individuals who are also members of an
ethnic or racial minority group may be at an in-
creased risk for experiencing stress. Such stress
may arise from the individual effects of racial
prejudice and societal discrimination against sex-
ual minorities as well as the complex interaction
of the two. Though ethnic minority LGB indi-
viduals may encounter many issues not experi-
enced by White LGB individuals, the psychologi-
cal literature addressing these issues is sparse.
Still, we as therapists need to consider such
things as the family values and the spiritual, gen-
der, and sexual values of the ethnic group that
may have important implications for how an eth-
nic minority client handles his or her sexual ori-
entation. We also need to consider the history of
the client’s ethnic group, especially in relation-
ship to the dominant group, as well as the extent
of the client’s assimilation. Although there is a
wide variation within and across ethnic groups, it
is nonetheless useful to consider some of the
common experiences across ethnic minority LGB
individuals in order to gain a broad understanding
of the types of issues that ethnic LGB clients may
confront.

Ethnic minority LGB individuals must not
only confront the dominant culture’s racism, sex-
ism, and heterocentrism but must also deal with
their own ethnic group’s sexism, heterocentrism,
and internalized racism (Greene, 1994). These in-
dividuals may conceptualize coming out as a
complicated choice between their ethnic group’s
support and their LGB group’s support. For in-
stance, one option is to keep one’s LGB identity
hidden from one’s community in order to avoid
jeopardizing the support that the community of-
fers in other domains. For instance, Black com-
munities often serve as “necessary protective bar-
rier[s] and survival tool[s] against the racism of
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the dominant culture” (Greene, 1994, p. 245). A
Black gay man, for instance, may not wish to
compromise such support from his primary Black
community. It has been observed that some Af-
rican American men prefer to describe them-
selves as “men who have sex with men” or as
“being on the down low” rather than “gay,” pos-
sibly because of the potential threat to the support
of their ethnic community (King, 2004). The
other option is to neglect the importance of one’s
ethnic community in favor of identifying as an
LGB individual. However, LGB individuals may
face discrimination from LGB communities in
their locale if these communities hold the same
prejudices and biases of the dominant culture.

Many cultures do not stigmatize same-sex sex-
ual behavior and attraction. As an example, many
Native American tribes historically treated indi-
viduals who exhibited cross-gender behavior and
a same-sex sexual preference as special and, fur-
ther, gave such individuals a special status in the
tribe. It is important, however, not to assume that
all Native American LGB clients have encoun-
tered such reverence from their group. Other fac-
tors need to be considered, such as assimilation,
that determine the degree to which one’s group
still holds the traditional values of that group.

The notion of LGB sexualities for some ethnic
groups is often a threat to the groups’ notions of
gender and family. For instance, many Latin
American individuals possess strict notions of
gender and sex roles. Women in these cultures
are often discouraged from exploring their sexu-
alities, whereas men are supposed to be sexually
experienced. Thus, because of the structure of
their society, Latin American women are often
emotionally and physically close to other women
without being seen as lesbian women (Greene,
1994). Also, it is not uncommon for Latino men
to have sex with other men. The man who as-
sumes an active role is not seen as gay, whereas
the passive (or receiving) male is seen as such.
Asian American individuals often conceptualize
sexuality as something very private. Similar to
Latin American women, Asian American women
are often assumed to be sexually naı̈ve. Thus, an
Asian American woman’s proclamation of an
LGB identity may be seen as a challenge to the
group’s notions of the proper role of women.

Many groups see homosexuality as a White
construct—something that was unknown to their
group until Europeans or Americans introduced it
to them either through colonization or accultura-

tion. It is thus particularly important to be aware
that many cultures reject LGB sexualities more
than the dominant culture. Indeed, these groups
often do so by denying the very existence of non-
heterosexual sexualities in members of their
group. Greene (1994) offered an excellent review
of specific issues faced by many ethnic minority
groups as well as issues that therapists should
consider when working with ethnic minority
LGB individuals in therapy.

Also, we need to be aware of the issues that
bisexual individuals face. For instance, it is pos-
sible that developmental models designed to de-
scribe the experiences of gay men and lesbian
women may not necessarily be applicable to bi-
sexual individuals. Moreover, when coming out,
bisexual individuals may not have a readily iden-
tifiable community as a resource and may there-
fore feel constrained to identify with either gay or
lesbian communities that, unfortunately, often
express biphobia. This may lead to bisexual in-
dividuals feeling invisible and, consequently,
suppressing their bisexual identities (Dworkin,
2001). To further complicate matters, heterosex-
ual, gay, and lesbian individuals often possess
stereotypical notions of bisexuality, including the
idea that bisexuality is a transitional identity oc-
curring temporally between heterosexual and ho-
mosexual identities and that it is a denial of true
homosexual leanings. These stereotypes may
hamper bisexual individuals’ efforts at accepting
their bisexuality as a valid identity.

Relationships involving one or more bisexual
individuals are often overlooked in the literature.
There are a few findings, though, that can be
useful when working clinically with bisexual in-
dividuals who are in relationships. Reinhardt
(2002) suggested on the basis of her findings
from 26 bisexual women that bisexual individu-
als may desire more than one partner. Because
their partners often cannot handle the bisexual
individual’s need for nonmonogamy, it has been
suggested that bisexual individuals’ relationships
tend to be less stable than the relationships of
either homosexual or heterosexual individuals
(Weinberg, Williams, & Pryor, 1994). Matteson
(1996) and Rust (2003) offered some implica-
tions for working with couples in which one part-
ner is bisexual.

Also relevant are the clinical implications of
the legal issues that LGB clients face. Such issues
often involve the legitimacy of LGB partnerships
and LGB individuals’ roles as parents. Other is-
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sues include immigration issues for same-sex
partners, legally sanctioned blocks of partner vis-
its in hospitals, and child custody issues.

LGB individuals have made impressive strides
in achieving legal recognition of their partner-
ships: Employers have begun to provide domestic
partner health benefits for their LGB employees;
nationwide sodomy laws have been invalidated;
and the legality of traditional, heterocentric defi-
nitions of marriage have been increasingly called
into question. Still, LGB individuals and relation-
ships continue to face discrimination. For in-
stance, although partners of heterosexual Ameri-
cans can gain permanent resident status and even-
tual citizenship through marriage, immigration
laws do not recognize same-sex couples. In fact,
under no circumstance can a U.S. citizen use a
same-sex relationship as a basis for sponsoring a
partner from a foreign country, no matter how
long the couple has been together nor how com-
mitted their relationship is. Also, as noted earlier,
hospital policies often allow only spouses or
blood relatives to visit intensive care units, such
that the partners of LGB patients are frequently
denied access to their loved ones in times of se-
vere emotional crises. Our clients need to be fore-
sighted by preparing the execution of medical
powers of attorney and wills. The fact that child
custody issues are decided by judges, not juries,
and thus are difficult to get reversed may also
pose substantial challenges to LGB individuals
involved in such legal processes (Rivera, 1991).
In such cases, judges may rely on inaccurate ste-
reotypes and give undue weight to the parent’s
sexual orientation (Falk, 1989).

Finally, given the substantial amount of time
that most individuals spend in the workplace, we
need to be mindful of the issues facing our LGB
clients in their work environments. LGB clients
need to consider whether or not to come out at
work. To be sure, certain occupations have tradi-
tionally been more accepting of LGB employees.
Still, as therapists, we need to consider the impact
that workplace heterocentrism and homophobia
can have on our LGB clients’ career develop-
ment. Schneider (1986) examined the influence
of workplace environment on lesbian women’s
decisions to disclose their sexual orientation. She
found that more lesbian women chose to disclose
their sexual orientation when they worked in
smaller settings, human service occupations, and
female dominated-workplaces and when their in-
comes were lower. Rostosky and Riggle (2002)

found that the presence of a workplace nondis-
crimination policy was positively associated with
the extent to which an individual was out at work.

Ragins and Cornwell (2001) tested a model of
the antecedents of gay and lesbian individuals’
perceptions of workplace discrimination. They
found that the existence of LGB-affirming orga-
nizational policies and practices had a greater ef-
fect on perceived workplace discrimination than
did the number of gay or lesbian coworkers or the
existence of an LGB supervisor. Ragins and
Cornwell also found that the policy or practice
that had the greatest impact on perceptions of
discrimination and the decision to disclose was
the invitation of same-sex partners to company
social events. This suggests that we may need to
encourage our LGB clients to seek workplaces
that have accepting policies and practices regard-
ing LGB employees, such as domestic partner
benefits and written policies prohibiting sexual
orientation discrimination.

In order to facilitate an understanding of the
unique experiences of LGB individuals at work,
therapists may wish to consult Woods’ (1994)
examination of the results of hundreds of inter-
views with gay men and the various strategies
that they developed for managing their sexual
identity at work. Further, LGB therapists who are
considering coming out in their own work envi-
rons are referred to DeCrescenzo’s (1997) edited
volume exploring the topic.

Concluding Comments

The gains that LGB individuals have made in
the past few decades are remarkable. It is a tes-
tament to the strength of this group that they have
persisted in the face of monumental challenges.
There is no reason to believe that LGB individu-
als will not make equally substantial changes in
the decades to come. Indeed, LGB individuals are
constantly making admirable attempts to gain
equality with their heterosexual peers. However,
as therapists, we must not forget that our profes-
sion has historically condemned—and that some
professionals continue to condemn—sexual mi-
norities. As a result, we need to demonstrate that
we possess the competence required to treat LGB
individuals appropriately. Such ability is gained
by familiarizing ourselves with the appropriate
guidelines and recommendations as well as the
existing literature on specific issues that are rel-
evant to our LGB clients.
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Social progress is changing the experiences of
LGB individuals. It is important to remember that
what was true for LGB individuals at one point in
time will not necessarily be true at another point
in time. For example, during the 1990s, greater
percentages of youth began coming out to their
parents (Savin-Williams, 1998), no doubt as a
result of the larger social movement involving
public discourse on homosexuality. Fox (1993)
found that the coming-out process may also be
occurring earlier for younger bisexual individu-
als. Clearly, the experiences of an LGB indi-
vidual who came out 40 years ago is much dif-
ferent from the experiences of an LGB individual
who is coming out today.

LGB individuals present unique issues to
therapists. When we incorporate an understand-
ing of these issues into our therapeutic work with
LGB clients, we increase the likelihood that our
work will lighten the impact that societal homo-
phobia and discrimination has had on these indi-
viduals. LGB issues also have the potential to
inform our work with heterosexual individuals.
For instance, Goldfried (2001) discussed the in-
sights that “mainstream” psychology can gain by
focusing on such issues as LGB identity devel-
opment, LGB close relationships, and families of
choice, to name a few. Thus, possessing an
awareness of the unique issues that LGB indi-
viduals bring to therapy not only decreases the
negative effects of homophobia and heterocen-
trism on our LGB clients but also has the poten-
tial to increase our comprehensive understanding
of human behavior.
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