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Edi tords Comment s

The NationalAssociation for Research and Therapy of Homosexuality
(NARTH) is a professional and scientific organization founded in 1992. Its mission is
to promote and ensure a fair reading and responsible reporting of scientific research
about the factors that cortitite to and/or coccur with homosexuality and that allow
psychological care to be effective for those with unwanted homosexuality. NARTH
upholds the rights of individuals with unwanted homosexual attractions to receive
competent psychological care and thghts of professionals to offer that cae 2009
NARTH launchedhe Journal of HumanSexuality(JHS)in serviceof its mission
and as a way of presenting, encouraging, and producing quality clinical and scientific

scholarship on these topics.

Volume 1

Volumel of JHSreviewed more than a century of clinical and scientific
evidence in an attempt to answer several questions: Whether psychological care for
unwanted homosexual feelings and behaviors has been shown to be helpful and/or
harmful, and whethehe risk for medical, psychological, and relational difficulties
associated with homosexual behaviors and lifestyles has been shown to be significantly
greater than that associated with heterosexual behaviorkfesigles.

A summary of the results of Wame 1 may be viewed online lattp://www.

narth.com/docs/journalsummary.html.

Volume 2

This second volume afHSadopts a more traditional journal format and
includes papers from a variety of authors, as well as sevasklreviews. Some of the
articles were invited, others were submitted in response to a call for papers, and still

othersresultedfrom pastconventionpresentationgContributionsfor future volumesare


http://www/

expected to follow a similar patterAuthors interested in submitting papers for future

volumes should contact the editor a888-364-4744 or via email anfo@narth.com.

Philip M. Sutton, Ph.D.
Editor, Journal of Human Sexuality

National Associatiofior Research and Therapy of Homosexuality (NARTH)
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Introduction

Clinical intervention for those who desire to change their unwanted- same
sex attractions and behavior is an increasicglytroversial subject. Within the
sociopolitical environment that currently dominates mental health associations
(Cummi ngs, O6Donahue, & Cummi ngs, 20009, Redd
2005), individuals who pursue and/or report greater heterosexu#ébhing through
psychotherapy may have their experiences of change marginalizeditated.

One possible reason for such marginalization is the increasing number of
resolutions, position statements, and practice guidelines produced by professional
psydological associations that are related to therapeutic approaches to sexual orientation
(e.g., American Psychological Association, 2000, 2009). While these documents contain
much helpful information with which clinicians should be familiar, they are netesh
limited by their lack of diverse professional perspectiahouse2009).Specifically,
they often appear to be produced by partisan committees whose members do not
generally share the goals, values, or worldviews of many clients who seek assistan
changing unwanted sarsex attractions and associated feelings, fantasieqedraviors.

This document is intended to provide educational and treatment guidance
to clinicians who affirm the right of clients to pursue change of unwaai®esex
behaiior and attractions. The specific goals of these guidelines are twofotd: (1)
promote professional practice that maximizes positive outcomes and reduces the potential
for harm among clients who seek chafogented intervention for unwanted saisex
attractions and behavior, and (2) to provide information that corrects stereotypes or
mischaracterizations of changeéented intervention and those who seek it.

The very right of clients to pursue charggented intervention continues to
be questioned withimental health associations (American Psychologgsdciation,

2009; Kaplan et al., 200¥:arhouseX Throckmorton, 2001, 2002). As a restitte

National Association for Research and Therapy of Homosexuality (NARTH) Board and
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Scientific Advisory Committee concluded that the development of guidelines by and for
clinicians who actually engage this practice is urgently needed. A practice guideline
task force was subsequently formed to develop this document. An initial draft document
was sent for review to the NARTH board and t
all feedback was consided and, where deemed beneficial, incorporated into the final
version of the practice guidelines.

The termguidelinesrefers to statements that suggest or recommend specific
professional behavior, endeavors, or conduct for clinicians. Guidelines differ fro
standards in that standards are mandatory and may be accompanied by an enforcement
mechanism. By contrast, guidelines are aspirational in intent and are intended to facilitate
the continued systematic development of the profession and to help asgirdexdii
of professional practice by clinicians. Because practice guidelines are not mandatory,
exhaustive, or applicable to every professional and clinical situation, they should be used
to supplement accepted principles of psychotherapy, not to repke t

The guidelines outlined in this document are not intended to serve as a
standard of clinical care. Instead, they simply reflect the state of the art in the practice
of psychotherapy with sarsexattracted clients who want to decrease homosexual
functioning and/or increase heterosexual functioning. These guidelines are orgaoized
three sections: (a) attitudes toward clients who seek change, (b) treatment considerations,

and (c) education.

Attitudes Toward Clients Who Seek Change

Guideline 1 Clinicians are encouraged to recognize the complexity and limitations in
understanding the etiology of sanmex attractions.
The standard opinion among behavioral scientists is that the causes of human

behavior are multifactorial (Rutter, 2006). Theralso general consensus that the
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etiology of homosexuality is multifactorial (e.g., Gallagher, McFalls, & Vreeland,
1993; Otis & Skinner, 2004), as are the reasons that cause some to view theiegsame
attractions and behaviors as unwarn(&dGuideline 3).

Overtime, therehave beewastly different theories aboetiology,anda broad
varietyof approacheto interventionhave beemised. Theories abotlte origin of samesex
attractionhaveoftenbeenadoptedvhena particular approacproved adequadeleading
a counselortherapistor clientto drawa particular conclusion abouthatii ¢ a uthee d 0
attraction.Thestrongest childhood correlaté anadult samesex orientatios thatof
clinical Gender Identitpisorderwhich has beemasociatedvith subsequent homosexuality
in 50 percenbr moreof casesn longitudinal studies (e.g., Zuck&rBradley,1995).

However the lowprevalencef full-fledged Gender Identity Disorder among that®
experience sarpgex attractions meatisat thisexplanation likely appliesm only a minority
of cases, although subclinical gender identity conamiangbe morecommon.

Sociological research has not shown any one environmental, familial, or social
factor as a predominant factor in sasex atractions for the majority of gay and lesbian
people. The exhaustive work of Bell, Weinberg, and Hammersmith (1981) considered all
known factors to that date and concluded that each could only be numerically responsible
for a small fraction of the causatio This was confirmed by the work of Van Wyk and
Geist (1984). Biological research does not show one predominant cause; in fact, most
influences have been numerically minor, though many individual correlations have
achieved statistical significance (Boga®007; James, 2006; Lalumiere, Blanchard, &
Zucker, 2000; Martin & Nguyen, 2004; MeyBahlburg, Dolezal, Baker, & New, 2008;
Rahman, Kumari, & Wilson, 2003). The degree of concordance of sexual orientation in
twins is the result of multiple influenceshether known to researchers or not, and twin
studies suggest that multiple individual responses predominate to a degree that had not
been expected (Bailey, Dunne, & Martin, 2000; Bearman & Bruckner, 2002; Hershberger,
1997; Langstrom, Rahman, Carlstragnl.ichtenstein, 2008; Santtila et al., 2008).
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Therefore, clinicians need to take client histories seriously and not impose on
all clients any particular etiological theories, even if those theories have been clearly
applicable in othecases. On the other hand, a client may for psychological reasons
deny events or processes that to the clinician are obvious causes; in such cases, it may
be legitimate to address this with the client. A balance must be struck between taking
client histories very seriously and retaining therapeutic objectivity. It is also important
to consult peers and to increase understanding by collating influences that clients have
found important.

Although no overwhelmingly predominant factors are likely to be foundraé
broad themes are already known to potentially lead to-s&xattraction and behavior.
In no particular order, these include but are not limited to sexual abuse (James, 2005;
Wilson & Widom, 2010), relationships with parents (Francis, 2008), rekttips with
samesex peers (Bem, 1996), political solidarity (Rosenbluth, 1997; Whisman, 1996), and
atypical mental or physical/biological gender characteristics (Zucker & Bradley, 1995).

Discretion is necessary in exploring the etiology of sameattrations in any
particular client, as is suggested by the fact that leading mental health organizations are
noncommittal about etiology (American Psychological Association, 2008a). Nevertheless,
a broad but unified understanding of these diverse influenag tme found in viewing
samesex attractions and behavior as a developmental adaptation-tbdaesgptimal
biological and/or psychosocial environments, possibly in conjunction with a weak and
indirect genetic predispositictSuch an adaptation and thesulting sameex attraction
may distress some people either because it violates their values and/or because the
subsequent behaviors may place them at risk for mental illness and physical disease (cf.
Guidelines 7 and 11).

Given the complexity of this to@ clinicians who work with clients who have
unwanted samsex attractions and behavior must be even more concerned about

and committed to contributing data for research, subject to the usual confidentiality
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requirements. Theseont ri buti ons would help broaden ev

etiology of samesex attractions and behaviors.

Guideline 2.Clinicians are encouraged to understand how their values, attitudes, and
knowledge about homosexuality affect their assessmeranaf intervention with clients
who present with unwanted sarrsex attractions and behavior.
When individuals enter into psychotherapy and express conflicted feelings,
thoughts, or values about their sagex attractions (or any other issues), cliniciaes ar
i mpacted by their own values and biases as t
and biases help determine the theories, techniques, and attitudes used to help these clients
explore their presenting issues (Jones, 1994; Meehl, 1993; Midgey2 19 Oo6 Donohue,
1989; Redding, 2001).
Professional mental health associatioagehistorically recognizethis principle
in their ethical guidelines, whiatall on cliniciansto beawareof their own belief systems,
values, needsndlimitationsand howthese factors affect thework (e.g., American
Associationof MarriageandFamily Therapy2001; American Psychological Association,
2002).More recentlyclinicianshave beeencouragetb exercise reasonable judgment
At ake ptoensudhdtthen potential biasetheboundarie®f their competence,
and thdimitationsof their expertiselonot leadoorc ondone unj ust practice
Psychological Association, 2002, Ethical Principles, Prindplpp. 1062 1063). Mental
health associatiortsave alsgecognizedhatsexualityandreligiosity areimportantaspects
of personality (American Psychological Association, 2008&)d cliniciansareencouraged
to beawareof andrespect culturahndindividual differences, including those pertainiiog
religionandsexual orientationyhenworking with clientsfor whomthese dimensiorere
particularly salient (American Psychological Association, 200Z5uideline3).
A client whose presenting problem is a needlarify conflicted attitudes toward

samesex attractions represents a microcosm of the moral, legal, and psychological

10
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conflicts regarding homosexuality in our society. Clinicians need to be aware that,
historically, samesex attractionsrad behavior were considered as a moral issue (sin)
by theologians and laypersons, as a legal problem (crime) by legislators, and only later
as a psychological phenomenon (psychic disturbance) by clinicians and others (Katz,
1976). Samesex attractions anigehaviors wer@ and to a significantly lesser extent still
ared seen or experienced in our culture as moral failures to be judged (Gallup, 1998;
Schmalz, 1993); criminal acts to be prosecuted (Posner & Silbaugh, 1996; Rubenstein,
1996); behaviors to be stigitized and discriminated against (Rubenstein, 1996; Eskridge
& Hunter, 1997); and, until 1974, disorders in and of themselves that needed to be treated
(American Psychiatric Association, 1972).

The last few decades have brought about significant changes imoral
valuation, legal status, and psychological description of homosexuality. The change in
description was reflected when in 1973 the American Psychiatric Association removed
homosexuality in and of itself as a pathological condition from the DSkb(istic and
Statistical Manual of Mental Disorders). At this time the legitimacy, effectiveness, and
ethicality of changeriented interventions also came into question. This in turn led to
most mental health associations asserting that homosexuahtiaerdgnd/or attractions
could never be modified (e.g. American Psychological Association, 2000, 2008a). Within
this exclusively gayaffirmative position, the presumed and prescribed optimal outcome
of therapy for clients ambivalent about their attractimnthe same gender is developing
and achieving acceptance of and identification with their sexual desires.

Clinicians who continue to practice charg#ented counseling believe change is
possible and available for many highly motivated clients who tealeissen their same
sex attraction, develop and increase their oppasiteattractions and identification, or
achieve stability within an abstinenbased life (Byrd & Nicolosi, 200ARTH, 2009).

Other clinicians can identify with both of these pasis. When counseling a

client with ambivalence about sarsex attractions, these clinicians look at bothgihes

11
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of change and the goals of the gaffirmative stance as possible and ethical without an
exclusive value commitment to eitheme (Throckmorton & Yarhouse, 2006).

As clinicians approach the task of assessment, informed consent, and goal
setting, they need to consider the complexities of sexual orientation and its development
(cf Guideline 1). Many social scientists share an audgonist perspective that sexual
orientation is shaped for most people through the complex interaction of biological,
psychological, and social factors (cf. Guideline 1). There is a lack of consensus about
how to best measure sexual orientation and whiastdutes its central dimensions,
be they attractions, behavior, fantasies, identification, or some combination of these
elements (Kinnish, Strassberg, & Turner, 2005; Moradi, Mohr, Worthington, & Fassinger,
2009; Sell, 1997; Throckmorton & Yarhouse, 2P0khis leads to further problems with
estimating prevalence rates and measuring the reliability of sexual orientation (Byne,
1995; Laumann, Gagnon, Michael, & Michaels, 1994; Stein, 1999). In addition, after
December 1973, when homosexuality in and @flfitwas no longer categorized as a
disorder, research on the possibility of changing unwanted-sarattractions became
much less prevalent in the professional literature (Jones & Yarhouse, 2007).

Along with considering the above, clinicians are encoeunlag reflect on
some specific potenti al biases they may
issues. Clinicians who have adopted a primarily-agfiyming stance tend to focus on
research literature that emphasizes a lack of difference in pgthoétween individuals
with samesex attractions and the rest of the populatioesearch that attributes
differences between the two populations to internalized homophobia and external
stressors (Gonsiorek,1991). They may ignore the possible etioloigjegicance of
social and developmental factors, such as a higher incidence of childhood sexual abuse,
particularly for men (Eskin, KaynaRemir, & Demir, 2005; Fields, Malebranche, &
FeistPrice, 2008; James, 2005; Stoddard, Dibble, & Fineman, 2009; Tdreewmler,
Anderson, & Kotler, 2001; Wilson & Widom, 2010). They might also emphasize the

12
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methodological limitations in the research literature that indicate the possible efficacy
of change intervention (American Psychologksdociation, B09; Gonsiorek, 1991),
even though there appears to be no satisfactory measure of sexual orienté&son (or
change) in the literature (JonesY&arhouse2007; Moradi et al, 2009). They are likely to
dismiss the research into psychodynamic and dhiearies that can be used to support
change interventions (American Psychological Association, 2009; Bell et al., 1981)
based on methodological limitatiahsgnoring the fact that the quality of these studies,
although not impressive by contemporary staddar, was neverthel ess
and good enough to merit publication in respected professional jouvttaknver the
early research that supported the possibility of change is comparable to other studies
on homosexuality in the literature of thme that are still held in good repute (Jones &
Yarhouse, 2007) and referenced uncritically in contemporary discussions about change
oriented treatment (cf. American Psychological Association, 2009), probably because
they support a favored sociopolitiqgabint of view.

Furthermore, clinicians with a strong gaffirming position may tend to
emphasize clinical literature that describes examples ofh@umh as disappointment
in not achieving complete sexual reorientafian the course of changwientedtherapy
and may decide that conducting such therapy is clearly unethical and harmful (Gonsiorek,
2004;Murphy, 1992;Tozer& McClanahan, 1999; Worthington, 2004). They may
maintain this view even when clients explicitly say they want to change their unwanted
samesex attractions and/or behavior (Gonsiorek, 2004). These clinicians may believe
that clients cannot establish realistic therapeutic goals for themselves nor make a truly
voluntary decision to develop their heterosexual potential, assuming thas alaenit
to change only because they have been oppressed and discriminated against by society
(Tozer & McClanahan, 1999). They may discount the reality that many clients who want
to explore the possibility of change experience significant conflict betweamnrdligious

beliefs and their saragex attraction (Beckstead & Morrgo@004; Haldeman, 1994,

13
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2004; Yarhouse & Tan, 2004), and that religious affiliation may be the most stable aspect
of a clientbds identity omechnitians lmave,evedieég®ated Koe ni
agreeing to help someone develop their heterosexual potential as analogous to agreeing to
help an anorexic lose weight (Green, 2003). They may tend to espouse the immutability
of sexual orientation, basing this conclusianumsubstantiated biological resedych
conclusion that remains premature (Garnets & Peplau, 2001; James, 2005; Stein, 1999;
Yarhouse & Throckmorton, 2002).

Biases may impact clinicians on the other side of the issue as well. Clinicians
who practice a pri@rily changeoriented intervention approach to unwanted same
sex attractions may overly interpret the likelihood and extent of probable change,
oversimplifying or overselling the process of change according to their preferred (often
psychodynamic) theory.hey may not take into sufficient account the uniqueness of a
particul ar c | i-sxdr dpositsax mterest/ayousalfbehaviaral patterns,
and they may underestimate the possible therapeutic harm that may result from such
oversimplificaton (Buxton, 2004), such as causing clients to feel misunderstood and
misrepresented (Beckstead, 2001; Haldeman, 2002; Shildo & Schroeder, 2002; Shildo,
Schroeder, & Drescher, 2001). They may be tempted to ignore the reality that only a
minority of clientswith unwanted samsex attractions achieve complete change toward
heterosexual capacity and functioning, even though they face enormous social sanctions
throughout their lives (Green, 2003).

Changeoriented clinicians might also tend to minimize the resean the effect
of social pressures and internalized societal attitudes toward homosexuality as possible
factors contributing to a clientdés sympt oms
Cochran, 2001; Meyer & Dean, 1998; Shildo, 1994). They might ailsionize research
suggesting that homosexual men and women who report lower internalized homophobia
generally have fewer related problems (Meyer & Dean, 1998). Some clinicians who

practice primarily changeriented intervention might automatically assumeg tiutside
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pressure to move away fromunwantedsamex attractions i S coNngr ue
value systems and should be honored, and might as a result neglect a deeper exploration
of the issues (Green, 2003; cf. Guideline 8). Sontaese clinicians may suggest to
clients that change in unwanted sases attractions would be potential relief from a
pat hol ogical condition when it would be more
(Engelhardt, 199@) especially for clients whora leaning toward integrating a gay
identity and who find a focus on pathology unhelpful (Liddle, 1996) or harmful (Shildo &
Schroeder, 2002), or for clients who have been made vulnerable by repetitive, traumatic
antigay experiences (Haldeman, 2002).
There are also biases that affect both-géfyrmative and changeriented
clinicians. Botld especially if they are actively involved in the cultural debate
surrounding the moral, legal, and psychological aspects of homosexuality in ociety
may dismiss the néeto refer clients. This may be a risk particularly when, during the
goalsetting process, it becomes clear that the value position of the counselor is in clear
conflict with the clientds goals (Hal deman,
may needo refer if they are unable to identify with religiously based identity outcomes
(Throckmorton & Welton, 2005) or with the less sexually monogamous norms of a
significant portion of the gay culture (Bepko & Johnson, 2000; Bonello & Cross, 2010;
Laumann eal., 1994; Martell & Prince, 2005; Mercer, Hart, Johnson, & Cassell, 2009;
Prestage et al., 2008; Shernoff, 1999, 2006; Spitalnick & McNair, 2005). A clinician may
also find it objectionable to refer clients to a needed supportive community whose values
the clinician does not accept (Yarhouse & Brooke, 2005).
Clinicians who adopt a primarily more flexible position than either gay
affirmative or chang®eriented clinicians are less likely to be impacted by these sorts
of biases during the initial phase aiseassment, informed consent, and goal setting
(Throckmorton & Yarhouse, 2006). Yet these therapists may tend to wait too long to

encourage a client to move out of contemplative ambivalence, thus losing opportunities
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to help a client experinmt with new behaviors, attitudes, and adaptations (Buxton, 2004).
This could be due to a cliniciands own ambi v
to the clinician not being able to fully identify with the sexual value system of the gay or
conservate religious subcultures (Bepko & Johnson, 2000; R@&k3a).

Clinicians who do not exclusivebyffer changeoriented intervention may not
fully appreciate the experience of clinicians who do and who often fineffieative
working alliances can comato play only when the counselor and client both view
unwantedsamesexattractiongrom similarvaluepositions Fromthis perspectivetheir
more flexible position of addressing the therapeutic needs of both cheelieg and
gay-affirmative clients ca dilute the power of the alliance and leave the client feeling
incompletelyunderstoo@ndincompletelysupportedNicolosi, Byrd, & Potts,2000;
Rosik,2003a2003b).In additionto theaboveconsiderationgjay-affirmativeandchange
oriented clinicias working with adolescents may need to exercise extra caution: at this
developmentadtagetheexperiencef sexuaidentificationis morefluid, andadolescents
may experience pressure toward resolution as unhelpful (Cates,N2€0@naghy,1993;
RemafediResnick Blum, & Harris,1992;SavinWilliams, 2005;cf. Guideline9).

Mental health professionals are in conflict on how best to help individuals who
enter psychotherapy expressing conflicted feelings, thoughts, or values abaé#rtteir
sex dtractions and behavior. Since conservative and traditional views are presently
underrepresented in the mental health profession (Redding, 2001), thexieus
ri sk that a counselords response wil/ be neg
change. Because of that, it is important for clinicians to become familiar with a range
of therapeutic options for clients who experience religious and sexual idmmtiticts,
including options that validatpetental cl i ent 6s d
(Beckstead & Morrow, 2004; Haldeman, 2004; Rosik, 2003a; Throckmorton & Yarhouse,
2006). It is recommended that clinicians consider these options as part of a reflective,

ethical practice.
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Guideline3.Cl i ni ci ans are encouraged to respect t
faith and refrain from making disparaging assumptions about their motivations for
pursuing changeoriented interventions.

Research indicates that the majority of people who presenntoiatis with
unwanted samsex attractions are motivated in part by deeply held religious values
(Jones & Yarhouse, 2007; Nicolosi et al., 2000; Spitzer, 2003). However, studies
consistently report that mental health professionals are less religioufi¢hgeneral
population across several dimensions of participation and belief (Bergin & Jensen,
1990; Delaney, Miller, & Bisono, 2007; Neeleman & King, 1993). A lack of familiarity
with religious beliefs and values in genérand those of the client in partila® can
negatively affect the course and outcome of interventions with clients whose faith
motivates the pursuit of change in sasex behaviors and attractions. Respect for
religion as a dimension of diversity within psychology underscores the neetteiotion
to this risk (Benoit, 2005; Buxton, 2004; Yarhouse & Burkett, 2002; Yarhouse &
VanOrman, 1999).

Religious motivations should not be immune from scrutiny in psychotherapy, but
clinicians need to be extremely cautious about pathologizing religadues that may
prompt a client to attempt to modify unwanted seser attractions and behavior. A lack
of conservative and religious representation among mental health professionals compared
to the general population (Delaney et al., 2007; Redding, 20@bests a considerable
danger of clinicians misinterpreting or invalidating the motives of religious and
conservative clients. One way in which that occurs is when religious beliefs that motivate
clients to modify their unwanted sarsex attractions ar@d quickly and uniformly
labeled as internalized homophobia (such as Herek, Gillis, & Cogan, 2009). Differences
in moral values between therapists, counselors, and their religiously identified clients
concerning sexuality can easily become the objectimital suspicion, with the tacit and

i nappropriate assumption that the counseloro
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those of the c¢client (Haidt & Hersh, 2001;
Caselles, 2005; Rosik, 2003a,03b, 2007a, 2007b).

Clinicians can benefit by examining the role that worldview similérity
particularly with regard to moral epistemol@gyplays in their attitudes toward clients
who ask for help developing their heterosexual potential. For example pfivainls
of moral concerns have been identified across cultures: 1) concerns for the soffering
others; 2) concerns about unfair treatment, inequality, and justice; 3) concerns related to
obligations of group membership (such as religious identificatd)rm)pncerns related to
social cohesion and respect for tradition and authority; and 5) concerns related to
physical and spiritual purity and the sacred (Graham, Haidt, & Nosek, 2009; Haidt &
Graham, 2007, 2009; McAdams et al., 2008). The first two morahdw focus on the
individual as the center of moral value, with an aim of protecting the individual directly
and teaching respect for individual rights. The other three domains emphasize the
value of groups and institutions in binding individuals int@schnd duties for the good
of society.

The research of Haidt and his colleagues (2001, 2007, 2009) has indicated that
conservative people tend to utilize all five of these domains in their moral thinking, while
liberal people tend to rely much more on finst two concerns. These differences can
lead liberal people to misunderstand the moral concerns of conservative individuals more
than conservatives misconstrue the concerns of liberals. Furthermore, the moral concerns
of conservative individuals regardjrgroup loyalty, respect for authority and tradition,
and purity/sacredness tend to be rejected by liberal individuals (including many mental
health professional8)who, in fact, consider those concerns immoral if they seem to be
in conflict with their ownemphasis on harm, rights, and justice. Respectful awareness
of such differences can promote a positive therapeutic environment for clients who, for
religious or other morally motivated reasons, pursue change in their unwantedesame

attractions and beh#aor.
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Another means of marginalizing religious belief within the general practice
of psychology has been to completely separate psychology and réligiateem
religiously motivated psychotherapeutic attempts to change unwanteesesame
attractions and behavior as essentially religious pursuits that have no place in a-science
based clinical practice (American Psychological Association, 2009; Silverstein, 2003).
This perspective creates a strict demarcation that is not supportable giveartheien
overlap between psychology and religion in their philosophical and anthropological
areas of inquiry, such as theories of human nature (Auger, 2004; Bain, Kashima, &
Haslam, 2006; Jones, 1994; O6Donahue, 1989).
sone degree of philosophical naiveté or professional hubris, since the empirical
met hods of psychology contain their own #finn
the value assumptions of researchers (Fife & Whiting, 2007; Slife, 2006, 2008; Slife &
Reber, P09). These methods are not theologically or philosophically neutral, nor do
they enable research to proceed without the application of interpretive biases of some
sord particularly when investigating valdaden subjects such elsangeoriented
interventbns. Conversely, established religious and theological traditions are not bereft of
a degree of objective and empirical validation; when they have not become corrupted by
power, they have been valid and useful for understanding and directing human behavior
for hundreds, if not thousands, of years (Stark, 2005).

A professional stance that endorses dialogue between religion and psychology
is to be preferred over one that situates them in opposition to one another in order to
place certain religiously motivadeherapeutic goals outside the domain of mdmealth
practice (Gregory, Pomerantz, Pettibone, & Segrist, 2008). Clinicians are therefore
encouraged to utilize the insights from social science to inform anddyuadker than
to obstruct and proscribether clinical practice with religiously identified clients who

pursue changeriented intervention.
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Guideline 4. Clinicians striveto respecthe dignity and selfdeterminationof all their
clients, including thosevho seekto change unwantegdamesex attractionsand behavior.

Professional clinicians ascribe to the general ethical principle of individual
autonomy and selfetermination (e.g., Principle E: Respectfoe o pRighté and
Dignity; AmericanPsychologicaAssociation2002).Cliniciansareencouragedo avoid
viewing individuals who seek to change their unwanted sserettractions, sexual
orientation, or sexual identity as an exception to this general ethical principle. Likewise,
professionals strive to view clients as futigpable of pursuing seffetermination or
able to respond in an autonomous manner to the source of their distress (Byrd, 2008). In
harmony with that attitude, clinicians act in an ethical and humane manner and provide
a valued service to clients whentheype s pect a c |-deeemindtisnamdi ght t o
autonomy when the client seeks change interventions for unwanteesearatgractions
and behavior (Benoit, 2005).

A focus on seldetermination and autonomy does not elevate this ethical
consideration ative others in addressing the provision of chamgented interventions
(American Psychological Association, 2009). However, this ethical issue is often stressed
in the changeriented literature precisely because it is the ethical guideline most directly
impacted by the threat of professional restrictions on such care. Restricting client self
determination to pursue changgented intervention on the basis of a lack of empirical
efficacy, even if accurate, should in fairness make clinicians stop usimgattzer
experimental and unsupported treatment modalities that are currently practiced. Nor
does the limiting of client autonomy appear to be warranted by the potential for harm in
changeoriented interventions. No harm has been definitively linked tb suerventions
as a whole (American Psychological Association, 2009), and potential harm can likely be
resolved by suitable precautions such as those offered in these guidelines.

Clients enter therapy with values that guide their goals for therapy. Whethe

religious or personal, such values may lead individuals to seek change interventions
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for unwanted samsex attractions and behavior. In treatment settings, professionals
respect the autonomy and right of sé¢ftermination of individuals kao seek change
interventions for unwanted sarsex attractions and behavior, as well as those
individuals who do not desire such interventions. Clinicians are encouraged to refrain
from persuading clients to select interventions that are contrary tg#rswnal values
(American Psychological Association, 2008a; Haldeman, 2004).

Professionals support the principle that individuals are capable of making
their own choices in response to saseg attractions and promote autonomy and self
determinationby:d) acknowl edging a clientds choice o
for unwanted samsex attractions and behavior; (b) exploring why these attractions
and behaviors are distressing to the client (Jones & Yarhouse, 2007); (c) addressing the
cultural and potical pressures surrounding choice in response to-samattractions;
(d) discussing the available range of professional therapies and resources (Jones &
Yarhouse2007); (e) providing understandable information on outcome research
related to change inteentions(NARTH, 2009); and (f) obtaining informed conséoit
treatment (Rosik, 2003¥:arhouse1998a; cf. Guidelin®).

Value conflicts with the broader culture are more likely to be experienced by
clients who opt for gaaffirmative interventions. Hoewer, the more sociopolitically
liberal and secular worldview of licensed clinicians heightens the probability that value
conflicts in the clinical setting are more likely to occur among clients who pursue
changeor i ent ed 1 nt er v ecammitroentdo.respedtirg clierit autonomyi a n 0 s
and selfdetermination may be especially tested when working with people reporting
unwantedsame ex attractions and behavior. Clinici
to autonomy and setfetermination when tlyeattempt to deny a client the opportunity
to engage in change interventions, view the client as incapable of making drmaes
intervention options, or withhold information about a full range of therapelices.

Such violations of client rights maisk harm to the client (Byrd, 2008).
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Treatment Considerations

Guideline 5. At the outset of treatment, clinicians strive to provide clients with
information on changeoriented processes and intervention outcomes that is both
accurate andsufficient for informed consent.

Clinicians from all of the mental health professions provide clients with informed
consent at the beginning of treatment (eAggerican Psychological AssociatipR002,
Ethical Standards 3.10 & 10.01; American AssociatarMarriage and Family Therapy,
2001, Ethical Standard 1.2; National Association of Social Workers, 2000). Ethically,
those who serve clients with unwanted sasee feelings and behavidror any
psychological, behavioral, or relational concérrudfer acarate information both about
the process of change and the kinds and likelihood of changes that are possible.

Adequate informed consent bereficenceandmpor t ant
nonmal ef hceogbowhi ch cl i ni citawhemtliegworki ve t o b
and take care to do no harm . . . [and] seek to safeguard the welfare and rights of those
with whom they interact professionallyo (Ame
General Principle A, p. 1062). Informed consent also encoueagesxpresses clinical
Acompetence, 06 through which clinicians fproyv
areas only within the boundaries of their co
about the clinical A e d u ace,tconsultation, studg, borni ng, s up
professional experienceo that contributed to
Association, 2002, Ethical Standard 2.01, p. 1063).

Since 1973, homosexuality itself has no longer been formally considered to
be pathologicl(American Psychiatric Association, 1973; American Psychological
Association, 1975). But distress concerning sexual orientation is still a diagnosable,
treatable condition under the categ8&egxual Disorder Not Otherwise Specified

(American Psychiatrigssociation, 2000), and some instances of unwanted-same
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attractions may fall under this category. As evenigawntified scholars have asserted,
devel opmental issues that contribute to a pe
orientation are valid topics for research (Morin & Rothblum, 1991).

This also holds true when considering intervention for unwanted-same
sex attractions and behavior. Contrary to current attitudes explicit or implicit in the
professi onal egardless df mathologye adliural trendisy or current political
rhetoric, mental health issues for homosexuals remain clinically significant and, like all
ot hers, must be addressed by the clinician w
Clinicians who lelp clients distressed about their sage& attractions and behavior are
being ethically responsible, respecting At he
of individualsto...sell et er mi nati ono (American Psychol oc
Gereral Principles, Principle E, p. 1063).

In helping clients resolve unwanted sasex behavior and attraction, clinicians
are mindful that the phenomena of male and female homosexuality and the related
concept of f sdethegender(spaf theemohsadotwhoonrome is sexually
and/or affectionately attracted and with whom one experiences love and/or sexual
arousad are not universally defined, fixed, discrete, -@lmensional constructs
(Weinrich & Klein, 2002; Worthington & Reynolds, 2009). Ape8ann per ce-i ved or
declared sexual orientation may or may not be consistent with actual sexual behaviors,
t houghts, or fantasies (Schneider, Br own, &
responses to unwanted sasex experiences may vary from obsessingiety that
theyd or a dependent family memldemay develop samgender sexual attractions, to
feeling but never having acted upon such attractions, to having gratified them in a single,
occasional, habitual, or even addictive manner.

Clinicianswillasses t he nature of t heiunwantddi ent s6 ac
samesex feelings, thoughts, and behaviors as part of informing the clients of possible

treatment outcomes and developing a mutually aguped plan for intervention.
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Such assessent will explore the possible presence of mampcourring medical,
psychological, behavioral, and relational difficulties that either contribute to and/
or may be consequenc e ssexaftractonsodbehaviots cfs unwant e
Guideline9).dl ni ci ans al so will assess the nature
invol vement and motivation in order to respe
for selfdetermination (cf. Guidelines 3 and 4). Appropriate referrals for allied medical
mental, and/or pastoral health care may be an appropriate component of informed consent
and goal setting (cf. Guideline 8).

When discussing the possibilities for change, it is important to explain that,
as with any intensive course of intervention, aetieent of significant change(s) of
unwanted samsex attractions and/or behaviors requires sufficient motivation, hard
wor k, and patience, with no guarantees of fs
But when discussing the possibilities of successhalnges, it is heartening to note that
successful intervention has been reported in the clinical and scientific literature for
the past 125 years. More than 150 reports spanning the end of the nineteenth century
through the beginning of the tweriyst have documented successful change(s) in sexual
attractions, thoughts, fantasy, and/or behaviors from smxéo oppositsex (Byrd &
Nicolosi, 2002; NARTH, 2009; Throckmorton, 2002).

While not an exhaustive list, reports of change range in size from -silgyhe
case studies to group studies involving hundreds of clients. The various therapeutic
paradigms used have included psychoanalysis (Bieber, Dain, Dince, Drellich, & Grand,
1962; Maclntosh, 1994) and experiential or other psychodynamic approachesr(Berg
1994; Nicolosi, 2009); hypnosis; behavior and cognitive therapies (Bancroft, 1974; Birk,
Huddleston, Miller, & Cohler, 1971; Throckmorton, 1998); sex therapies (Masters &
Johnson, 1979; Pomeroy, 1972; Schwartz & Masters, 1984); group therapiesyssligio
mediated interventions (Jones & Yarhouse, 2007); and various combinations of therapies

(Karten & Wade, 2010), among others. Nbeorydriven, serendipitous change has also
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been reported in response to psychotropic medication andityuaiyn (Golwyn & Sevlie,
1993; Jawad, Sidebothams, Sequira, & Jamil, 2009). A number ofamakgses have
demonstrated that intended change in feelings and behaviors is a realistic goal for many
persons with unwanted attractions to the same sex (Byrcc&ld$i, 2002; Clippinger,
1974; James, 1978; Jones & Yarhouse, 2000). See NARTH (2009) for a comprehensive
list of reports for each paradigm.
While no approach to therapy for any presenting cordcamoluding unwanted
samesex attraction or behavidrhas ber shown to enable clients to meet all of their
therapeutic goals, the clinical and scientific literature to date has shown the potential for
change to varying degrees. M@nput not alb clients have either been observed by their
therapists or have reportedh e ms el ves t o have experienced de
orientationo and related presenting concerns
Clients who report a significant transition and/or who are assessed as having
made a significant transition from saisex to oppositsexattraction, cognition,
fantasy, and behavior not uncommonlesgerience samsex feelings or thoughts,
though at a less intense level than before intervention. Of course, there may be
exceptions. Even when clients do not achieve all they had hoped tob&bmning
therapy, many report satisfaction with what they have achieved (Nicolosi et al., 2000,
2008; Spitzer, 2003), and some clients who describe their therapy experiences as
Ahar mful 0 may al so characterize rdedegse exper.i
2002). As with therapy in general (Lambert & Ogles, 2004), documented intervention
success is often accompanied by some recidivism during or following the treatment
of compulsive or addictive sexual and/or other disordefsocoirring with unwani
samesex attractions (cf. Guidelines 6 ahd).
Critics of the clinical and scientific literature documenting successful therapeutic
outcome®d or the lack there@ accurately point out the absence of truly randomized

outcome studies (American Psychologidakociation, 2009). Another criticism
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of the literature is the lack of clear definition of terms suckeasial orientation,

homosexuality, heterosexualigndchange As noted previously, there has been much

less research focusing on tthevelopment of and interventions for unwanted same
attractions since the American Psychiatric A
diagnose homosexuality as a mental disorder

Such criticism does not negate that, for more theentéury clinical and scientific
evidence has persistently demonstrated that unwantedsanatractions and behaviors
are often treatable and that clients who seek intervention are not invariably harmed
when receiving intervention. A substantial number of people who $wmyght help
from professionals representing various theoretical paradigms and psychotherapeutic
approaches have diminished the frequency and strength ofssanadtractions, reduced
or eliminated sameex behaviors, and enhanced their experience of tegender
sexual attractions (Nicolosi et al., 2000; Spitzer, 2003). While some clients may report
change in sexual orientation identity odlyabeling themselves as-gay without
an accompanying change in the direction or intensity of sexual attragNoesican
Psychological Association, 20@Yesearch does support the occurrence of change in
the behaviors, attractions, and fantasies associated with sexual orientation per se (Jones
& Yarhouse, 2007; Spitzer, 2003). Since the question of change in seamdhtion
identity versus sexual orientation is definitionally complex and does not lend itself to
an either/or dichotomy, clinicians are encouraged to be cognizant of this issue without
adopting a dogmatic atir-nothing approach.

Doubt that samsex dtractions and behavior can change has arisen in part
because of the desertion of psychological and clinical principles in favor of sociological
surveys. This constitutes a significant methodological problem. The traditional
psychological treatments arasea discipline where individual change was monitored
and interpreted and taken as an indicator of ways therapy could be improved. Change

that was satisfactory to the client was the criterion. However, in a situation (germane to
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many intervations) in which a minority of clients experience significant change, some
experience minimal change, and some experience no change, the illegitimate sociological
average would say the therapy does not work.

To illustrate this point, imagine an intervemtithat helps only 10 percent of
clients, but for that 10 percent the intervention is brilliantly successful. The intervention
fails for the other 90 percent. The sociological average of all these cases would indicate
that the intervention has no effectadit That conclusion is false and neglects the
traditional prime role of the individual.

It may bethat manyof thosewho saychanges impossible have been unable
to change themselvasso they assume their experiemnsgke thatof all who pursue
changeThis wouldbe invalid reasoningbut it maycontributeto attemptsy professional
organizationso explicitly or implicitly discredit changeriented interventionsr otherwise
discourage theinse(American Psychological Association, 2009).

Lambert&Ogl es (2004) observed that #Ahel ping
inadequacy, anxiety, and inner conflicts, as well as helping them form viable relationships
and meaningful directions for their lives, can be greatly facilitated in a therapeutic
relationshipcharacterized by trust, warmth, understanding, acceptance, kindness and
human wi s d dl8Y. A¢ vatlp therapy&oD all presenting concerns, giving
satisfactory informed consent when beginning to counsel those who want to resolve
unwanted samseex atractions and behavior is not only ethical but also may be expected

to facilitate the development of more effective, therapeutic relationships.

Guideline 6.Clinicians are encouraged to utilize accepted psychological approaches to
psychotherapeutic intemntions that minimize the risk of harm when applied to clients
with unwanted samesex attractions.

Every counselor uses psychotherapeutic approaches that may be reasonably

expected to offer clients help in dealing with their presenting probleeme({icenceand
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to avoid or minimize potential harm (nonmaleficence). Professional cliniciane/@rko
with clients to resolve unwanted saisex attractions and behaviors are trained in one
or more of the theoretical approaches and teclesigurrently practiced in the mental
health professions. Clinicians use accepted psychological approaches to help clients deal
with common cepresenting problems, including depression, anxiety, shame, unresolved
distress originating from family of origisexual and emotional abuse, relationship
difficulties, lack of assertiveness, and compulsive and addictive habits. Clinicians
al so seek supervision and additional trainin
professional development (cf. Guideline 11).
It has been suggested by critics that one possible outcome of counseling for
unwanted samsex attraction has been the development of a negative attitude toward
homosexuality or homosexuals (e.g., Haldeman, 1991, 1994). This caution about
potential harm pcriticism of reported harm must be understood in the context of any
therapeutic process. Such intervention often leads a client to become more aware of
depression, anxiety, and other emotions left over from the recent or distant past. In
the short termas clients are helped to practice sexual or other (such as suhseance
sobriety, they may experience an increase in
other problems.
An increase in unpleasant feelings may no
opportunity to deal with feelings formerly numbed by madtering behaviors (such
as sexual gratification), substances (such as alcohol or drugs), or other paraphernalia
(such as pornography). Clients who terminate any therapy before effectively rgsolvin
any underlying emotional issues or compulsive behavior patterns will undoutateldly
worse than when they began therayso, to the extent that persons with sasex
desires are engaged in sexual compulsions or experience other psychologilzdicoral
difficulties, a high recidivism rate may not be unrealtgimilar to what is found when

treating substance abuse and other habits.
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In general, interventions for unwanted saseg attractions and behavior have
been shown to help number of clients and have not been shown to be invariably
harmful (Throckmorton, 1998, 2002). Even authors who clearly oppose such intervention
and who caution that it may be harmful nonetheless recognize that it is not always so
(Haldeman, 2001; Schrder & Shildo, 2002; Shildo & Schroeder, 2002). Even clients
who are disappointed by failure to change their saexethoughts, feelings, fantasies,
and/or behaviors as much as they had hoped have reported satisfaction with the changes
they did achieve, anithey regard the counseling process as at least somewhat helpful
(e.g.,Nicolosietal.,2000;Shildo& Schroeder2002;Spitzer,2003;Throckmorton2002).
While a clientds dissatisfaction therapy,a possi b
suchdi ssatisfaction is not inherently fAhar mful
practice of timely and accurate informed consent (cf. Guidéline
Regardless of theoretical orientation or treatment modality, some psychological or
interpersonal deteriation or other negative consequences appear to be unavoidable for a
smal | percentage of <c¢clients, especially thos
of disturbance, 6 such as borderline personal
Clients who experience significant negative countertransference or whose clinicians may
lack empathy or underestimate the severity of their problem may also be at greater risk
for deterioration (Mohr1995).
Finally,in light of current research and professibathics, some interventions for
unwanted samsex attractions and behavior are not recommended. These include shock
therapy and other aversive techniquescaied reparenting therapies, and coercive
forms of religiougprayer.
Overall, researcto datehas shown thatlients participatingn effortsto change
unwanted samsex attractionsr behaviorsare noinvariably harmedby doing so. Any
negative consequences attribuie@dxperiencing changeriented interventionsave not been

shownto outweighthe benefitelaimedby those who have found tlaterventions helpful.
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Guideline 7.Clinicians are encouraged to be knowledgeable about the psychological
and behavioral conditions that often accompany sasex attractions and to offer or
refer clients to relevant treatment services to help clients manage these issues.

When treating clients with unwanted sasex attractions and behavior, it is
strongly encouraged that clinicians do a complete assessment that includes a detailed
history and eamination. Clincians should be particularly alert to the potential of
associated psychopathological conditions. While often limited by restricted samples, lack
of controls, and/or indeterminate causal pathways, studies of mental health morbidity
among adub reporting samsex partners consistently suggest that lesbians, gay
men, and bisexual individuals may experience higher risk for some mental disorders
when compared to heterosexual adults (Cochran & Mays, 2009; King et al., 2008).
Cochran, Sullivan, antflays (2003) found that gay and bisexual men showed higher
prevalence of depression, panic attacks, and psychological distress than heterosexual
men; lesbian and bisexual women showed greater prevalence of generalized anxiety
disorder than heterosexual wemin the same study. This excessive risk ebcourring
psychopathol ogy needs to be at the forefront
individuals who report samgex attractions, whether wanted or not.

A key issue in health care is risk assessraadtmanagement; in mental health
terms, it is important to assess the risk of-Balfm or suicide. Research has demonstrated
a strong association between suicide risk and ssarattractions and behavior (Eskin et
al., 2005; King et al., 2008; Ploderl Bartacek, 2005; Remafedi, French, Story, Resnick,
& Blum, 1998). Data from the National Comorbidity Survey found that people with
samesex partners have consistently greater odds of experiencing psychiatric and suicidal
symptoms compared with their hetseaual peers (Gilman et al., 2001). This finding
has been consistent in studies of both young people (Russell & Joyner, 2001) and adults
(Remafedi et al., 1998). Such suicidal feelings may not be only the result of prejudice or

societal pressures; evenHhiolland, a country with a comparatively tolerant attitude to
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homosexuality, men with sarsex attractions and behaviors are at a much higher risk for
suicidality than heterosexual men (de Graaf, Sandfort, & ten Have, 2006).

Sex addictioroften ceoccurs with samsex behavior (Dodge et al., 2008;
Guigliamo, 2006; Kelly, Bimbi, Nanin, Izienicki, & Parsons, 2009; Parsons et al., 2008;
Quadl and & Shattls, 1987). Il nstead of fAenjoy
pleasure, the aditt has learned to rely on sex for comfort from pain, for nurturing
or relief from stresso (Carnes, 1992, p. 34)
childhood and adolescence; as many as 60 percent of people who seek treatment for sex
addiction weresexually abused before reaching adulthood (Grfirelley, 1997). Clients
with samesex attractions commonly report other addictive behaviors as well, including
pathological gambling (Granta & Potenzab, 2006) and substance abuse of prescribed,
illicit, and overthe-counter medications. A thorough history should include assessment
for these and other common addictive behaviors.

Individuals reporting samsex attractions and behavior also appear to have
suffered a higher prevalence of sexual abuse (Doll,Bartholow, & Harrison, 1992;

Eskin et al., 2005; Paul, Catania, Pollack, & Stall, 2001; Tomeo et al., 2001; Wilson &
Widom, 2010). It is therefore imperative that clinicians take a full and detailed history
from each client.

While clinicians should comete a full assessment to screen for active
psychopathology, they must also take care not to practice in a clinical area whare they
not competent (American Psychological Association, 2002). If active psychopathology is
detected, it should be addressiecbugh multidisciplinary consultation or by referral to

an appropriate service where clinically necessary (cf. Guidélipe

Guideline 8.Clinicians strive to consider and understand the difficult pressures
from culture, religion, and family that areconfronted by clients with unwanted same

sex attractions.
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The societal pressures that surround people with unwantedssanagtractions
cannot be understated. Careful appraisal of the multiple contexts from which these clients
come and thaeormative attitudes toward homosexuality found in each milieu will benefit
clinical intervention.

One pervasive dimension is culture, which includes ethnic heritage and the
varying perspectives on homosexuality common to each ethnicity. For examples, clien
coming from AfricarAmerican or Hispanic backgrounds often live in communities that
have traditional and more uniformly negative views of homosexuality (Greene, 1998;
Herek & GonzaleRivera, 2006; Martinez & Sullivan, 1998; Schulte & Battle, 2004;
Vincent, Peterson, & Parrott, 2009).

Another critical dimension is the religious background of these clients, since
many who seek interventions for unwanted saeveattractions and behavior often
come from conservative faith communities (Haldeman, 2002, 20i6dlosi et al., 2000;

Rosik, 2003a; Schulte & Battle, 20(8pitzer,2003). Most of these individuals will have
previously adopted from their religious background a value framework that considers
homosexual behavior as immoral. Some religiously congeevelients will have grown
up hearing homosexuality condemned by religious authorities whé miagnay appear
tod lack compassion for thestruggle.

A third dimension worthyf careful evaluatiois thefamily contextof clients
(Yarhouse1998b).Theattitudeof parentandh et er osexual spouses towar
attractionss thefactorthat carlikely exert the mostmmediateinfluenceon the mind-setof
thoseseeking changd.heextentto which clientshavedisclosedheir unwanted samsex
atractionsto family membersvillalsoa f f ect c | i e nt @tharloswdandsy conce
mightrespond. Clientmayreceivea varietyof messagesom family members, rangingom
gayaffirmationto loving disapprovalo outright rejectioranddistarting (Freedman, 2008).

The effects of ethnicity and religious identity can overlap with family

considerations and may intensify a sense of reluctance to acknowledge, explore, and seek
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therapy for unwanted sanrsex attractions. An importaradtor is client proximity to
these contexts; clients coming immediately from nonaffirming backgrounds may not have
been as reflective about their decision to pursue change as clients who report having once
lived a gay identity but who now wish to changattidentity.

Theearly assessmeat these contextis importantin determininghow readya
clientmay be forinterventions oriented toward change. Clients from ethnic, religimgs,
family backgrounds thato not affirmhomosexuality neet beassessedarefullyto make
sure theyareactingin areasonably selfietermined mannersthey seek intervention. This
important precautiois not toassertassome have done (Davison, 200yrphy, 1992),
that clients from these backgrouradsnever autonomously enter into therapy with
goalof attemptingo change unwanted sarsex attractionandbehaviorsBut while
peopledo make rationaandfree choiceso identify with the moral valuesandbehavioral
codesof conductfor sexual expressn inherenin homosexually nonaffirming contexts
(Yarhouse& Burkett, 2002)jt cannotbe assumed that this alwaysthe case. Thereford,
is essentiato explore with clientshe attitudesandbeliefs toward samsex attractionand
behavior that domate their particular culturaindfamily situationaspartof evaluatinghe

extentto which they have genuinely taken ownerstiipheir decisiorto pursuechange.

Guideline 9.Clinicians are encouraged to recognize the special difficulties and risks
that exist for youth who experience sarsex attractions.
Research suggests that in 50 percent of the population, first attraction to the same
or opposite sex has occurred by age ten (Hamer, Hu, Magnuson, Hu, & Pattatucci, 1993;
Whitam & Mathy, 19869 but there is an unusually wide age range during which those
first feelings of attraction occur. Some are still essentially asexual until their late teens in
spite of the highly sexualized cultural climate in the West.
Even when experiences with attraction ogcurt hey may not be dr el

Neurologyd including that of the braih continues to develop throughout adolescence
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(Sisk & Zehr, 2005), so teens generally lack mature judgment, even though they are at or
near their physical peak in their lagenhs. Many use the late teen years to explore what
mature possibilities may exist for them and to then evolve an identity by experimenting
with a wide range of experiences. Sexual initiation usually occurs during this time (Floyd
& Bakeman, 2006).
A matureestimate of risk does not conform to reality during adolescence. Teens
tend to underestimate familiar risks and overestimate the possibility of remote risk. The
ri sk of HIV is clearly underestimated by mat
risk isless realistic still, even though their risk of infection is not much less than that of
adults (Lock & Steiner, 1999). Unfortunately, teenagers may also be reluctant to listen
to input about such risks. Consequently, responsible clinicians will offer direictive
guidance to youth than to more mature client
risk is unrealistic. This type of guidance may involve more mentoring than for a mature
client or referral to someone who can mentor the client.
Statisticalsurveys show that adolescents participate in considerable sexual
experimentation, much of which is not followed up on in adultiBoadd, therefore,
those types of experimentation can be considered far from definitive (Laumann et al.,
1994). Changes of varis types continue to take place even during adulthood (Kinnish
et al, 2005). Consequently, adolescents may prematurely decide they have a particular
sexual orientation, and hence should be warned against hasty conclusions. A very
significant proportionof oung women are most cosekualrt abl e w
orientation category (Diamond, 2008); conversely, they might be told that, with strong
motivation, change may be easier during adolescence than during adulthood.
Each year, about 42 percent oluyh are exposed, either willingly or unwillingly,
to Internet pornography; over the period of a few years, almost all youth get exposed
(Wolok, Ybarra, Mitchell, & Finkelhor, 2007), so the effects of such pornography should

be monitored. Youth may absaghite unrealistic ideals as a result, and may even draw
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incorrect conclusions; for example, compulsive or addictive use of gay pornography may
lead a young person to assume that he is gay when he is merely compelled or addicted to
sexualgratification.
Surveys show that adolescents who reach a conclusion about their sexuality
and who are distraught about its perceived consequences are at highest risk of suicide
i mmedi ately before they discl ose€herapistsi r fAsecr
should be particularly aware of the fragility of such clients, who tend to be those without
social support. Suicide risk among youth with seser attractions decreases 20 percent
each year they delay labeling themselves as gay (Remafedi, F&ri&isher, 1991).
Although causal links are not clear, it is prudent to encourage teens to wait for some time
and maturity to take place before they label themselves as gay.
Clinicians should also consider carefully whether disclogsfiteec | i stmgglé s
to unaware familyandfriendsis in thec | i beasttinterests (RosariSchrimshaw&
Hunter,2009;cf. Guideline8). Manywho disclose their homosexuality unsympathetic
family join theranksof thehomelesandthen becomatrisk for drug useprostitution,and
violence(Tyler, Whitbeck, Hoyt& Cauce, 2004)Thereactionf peersatthisage can be
brutad brutality tendgo peakin theadolescent years, probably because teens have less
empathy than younger older people. Brutalitganalso occur because thesestill intense
pressure from peets conformto stereotypical gender roles during adolescence.
Male adolescents will probably report rejection and discrimination by others much
more than femal e adol efugeld, A995. Suwech rejéctiob Her shber g
may be more perceived than actual but can have real effects for clients. The literature
suggests that, in some cases, emotional and avoidance coping styles may account for
perceived rejection more than the actual circumstadogSandfort, Bakker, Schellevis,
& Vanwesenbeeck, 2009). Therefore, it is wis
Co-occurrencef standarddSM conditionss muchhigherfor suchclientsthanothers

(Fergusson, Horwood, Beautrais, 1999%oclients shoulde checkedor, amongothers,
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substancabusgSandfortde Graaf,Bijl, & Schnabel2001;Trocki, Drabble,& Midanik,
2009), antisocial behavior (Fergussal., 1999), depression (Cochratal., 2003),

compulsivity (Dodgeetal.,2008),andborderline personality disorder (Sandfetal., 2001).

Education

Guideline 10.Clinicians are encouraged to make reasonable efforts to familiarize
themselves with relevant medical, mental health, spiritual, and religious resources that
can support clients in their pursuit of change.

Unwanted samsex attractionandbehavioroftenco-occurwith formally
diagnosabler otherwise evident medical, psychological, behaviaradrelational difficulties
(cf. Guideline7). Therefore, clinians shoulanakereasonable effort® familiarize
themselvesvith relevant approachés healthcare thatddress applicabireasof difficulty.

It is essential for clinicians to keep current about health psychology and related
behavioral health issuesdito refer clients to specialists when care is outside their
scope of practice. These health issues include, but are not limited to, how to improve
general health habits (such as diet, exercise, relaxation, and sleep), the use of relevant
psychotropic mediations and understanding of their interactive effectiveness with
psychotherapy, ways to enhance compliance with medical directives, and how to
determine when partial and inpatient hospitalization is indicated (Creer, Holroyd,
Glasgow, & Smith, 2004; ThaseJindal, 2004).

Addr e s s i n gccuarring reedicalsobpsychiatric difficulties may
sometimes have greater priority than helping them resolve unwanteessaratractions
or behaviors; psychological care may become an important support to eratitetol
comply with other medical directives. At other times, treating medical or psychiatric
difficulties may enable clients to engage in psychological and spiritual interventions

more effectively. Additional adjunctive interventions may include refgfan
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psychoeducation (such as individual or group substance abuse counseling) or referring
to couples therapy, family therapy, group therapy, or-papport groups when clients
need and are able to benefit from therapeutic relational rangh gnteraction. Referrals
also may help clients successfully deal withoocurring sexual abuse, substance abuse,
eating disorders, or other compulsive or addictive behaviors (Lambert & Ogles, 2004).
Parents who are concerned about children with Geddetity Disorder or
unwanted samsex attractions might be referred for parent education and family
therapy (Lundy & Rekers, 1995; Rekers, 1995; Zucker & Bradley, 1995). Clinicians are
encouraged to be prepared to make referrals to other toeaéhprofesionals so clients
can receive primary, sequential, alternative, combined, or adjunct medical or mental
health assistance in a timely way.
In addition, clinicians serving clients who seek to resolve unwanted same
sex attractions and behaviors are alstoenaged to be prepared to offer their clients
pastoral care, either directly or by referral. Religious or spiritual beliefs, practices, and
soci al interactions can offer motivation and
Guidelines 3 and 4). Cliaians should therefore make reasonable efforts to assess their
clientsé religious beliefs, moral values, an
clientsé utilization of appropriate spiritua
intendedchanges (Richards & Bergin, 2000).

Clinicians should wisely recognize that, in general, religion can be beneficial to

psychol ogi cal and interpersonal heal t h, mor e
to be healthier, and clientswhoaremore | i gi ousl y devout tend to
clinicians with similar beliefs and valuesbo

2005, p. 307). Also, the use of spiritual or religiously inspired aides such as prayer,
forgiveness, meditation, and twelsep groups based on spiritual principles have been
shown to be therapeutically effective as part of or as an adjunct to clinical intervention

(Benson, 1996; Enright & Fitzgibbons, 2000; Richards & Bergin, 2004, 2005).
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Studies of clients withinwanted samsex attractions and behavior who have
used spiritual aides, religious activities, and pastoral coundeliigether as adjuncts
to psychotherapy or separate from thedapgport positive results (Jones & Yarhouse,
2007). Even when clients didbhchange as they had intended, some asserted that the
process was helpful, even when the research was designed to elicit reports of intervention
failure, harm, or dissatisfaction from religiously mediated efforts to change (Shildo
& Schroeder, 2002). Whehe research was designed to elicit reports of success or
satisfaction with their participation, substantially more were favorable (Nicolosi et al.,
2000, 2008; Spitzer, 2003). The more rigorous the research design, the more clearly
results have shown thapiritual/religious/pastoral counseling approaches by themselves
have been able to reduce or eliminate unwanted-samattractions and behaviors

(Jones & Yarhouse, 2007; Yarhouse, Burkett, & Kreeft, 2002).

Guideline 11.Clinicians are encouraged to icrease their knowledge and
understanding of the literature relevant to clients who seek change, and to seek
continuing education, training, supervision, and consultation that will improve their
clinical work in this area.

The literature on homosexualityas first glance an academic field like any
other, even though it might be considered slightly more active because new references
accumulate almost every day. That view is deceptive, though:-Sexregttraction
is not an isolated clinical entity. A very @ range of conditions occur with it, and
clinicians need to have a reasonable knowledge of these condlitiorat the very least
be able to recognize those conditions readily and refer clients to others as necessary (cf.
Guideline 7). This greatly increes the responsibility of clinicians to keep current with
the literature.

Research has generally shown that people reporting-sexnattractions and

behavior (mainly the men who have been studied) have much greater prevalence of
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pathology tlan the general population. The consistency of these findouggerbalances
to some degree the methodological limitations. These differences in prevalence have
been reported or can be inferred in several areas: suicidahkisk) in unprotected sex
(vanKesteren, Hospers, & Kok, 2007); violence (Coxell, Kiktgzey,& Gordon, 1999;
Owen & Burke, 2004); antisocial behavior (Fergusson et al., 1999); substance abuse
(RhodesMcCoy, Wilkin, & Wolfson,2009; Sandfort et al., 2001; Trocki et al., 2009);
suicidality (de Graaf et al., 2006; King et al., 2008); more sexual paiiireusnann

et al., 1994; Mercer et al., 2009; Rhodes et al., 2009); paraphiliascaliag fisting
(Crosby & Mettey, 2004); being paid for sex (Schrimshaw et al., 2006); sacdiation
(Dodge, Reece, Cole, & Sandfort, 2004; Parsons et al., 2008; Satinsky et al., 2008);
personality disorders (Zubenko, George, Soloff, & Schulz, 1987); and psychopathology
(Sandfort et al., 2001). It is difficult to find a group of comparableisiz®ciety with

such intense and variable-oocurring pathology.

As a rule of thumb, many of these characteristics have prevalence rates about
three times those reported in the general population, sometimes much more. A check of
any medical database shothiat there are many more artidegenerally ten times as
manyd dealing with conditions that enccur with homosexuality than articles restricted
to homosexuality alone. It is not enough to read about homosexuality alone, then, but it is
essential to readhé much greater number of-agsociated articles and to benefit frima
understanding these articles make possible.

References to HIV are extensive in the literature, and it is quite possible this
condition will cooccur with samesex behaviors. Even ifIM infection is under control,
the prevalence of various cancers in AIDS patients is about twenty times greater than in
the general population (Galceran et al., 2007). A clinician may well encounter clients with
these kinds of medical needs and will nezdddress appropriate treatment issues.

Psychotherapeutic intervention for unwanted sameattractions and behavior is

controversial in a way that is seldom experienced today for other conditions. As a result,
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clinicians face the risk ofnanticipated legal consequences (Hermartdegliny, 2006),
deal with more completherapyand have a great¢éhanaverage need to stay current in
the field and be aware of the latest implications of research and good practice.

This kind of intervention ialso exceptionally complex. Clinicians need to
understand the consequences to the clientos
condition or suffering strong rejection because of attitudes toward homosexuality.

Thevarietiesof changeorientedcounselingarenumerousandthereis no consensus
on thebest approach. This requires cliniciamdeawareof other intervention strategies
andtheoretical approachesd to bewilling to adopt useful insightandpreviously
successful techniques (cfui@eline6). Alongside thisthe varietyof experiences among
clientsis significantly diverse (Oti& Skinner,2004), which demandsgreater versatility
of response frorthe clinicianandgreater familiarity withthe researchterature.

Much of the liteature pertaining to homosexuality is at risk of being irrelevant
because it is associated with the political aspects of the topic. The remainder of the
relevant literature involves many widespread fields, including genetics, physiology,
sociology, urbanmthropology, and psychotherapy. Thus, clinicians must strive to locate
relevant material in unusually diverse fields. Clinicians also need to be prepared for
the fact that clients often read this same material and want to discuss it. It is probably
worthwhile that clinicians use a service on the Intednstich as PubMeil to alert them
when relevant new material is published.

Focused events such as seminars and conferences are more important than usual
because changwiented interventions for unwantsdmesex attractions and behavior
are not as widely known and practiced as counseling for other conditions; as a result,
collegial consultation becomes more important. Finally, it goes without saying that
clinicians must attempt to keep current in the psyogical disciplines in general, with

the usual accompanying need for continuing education.
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Applications and Conclusion

These guidelines were developed with multiple purposes in mind and ideally
will have many applications. First, the gulides are intended to address the needs of
clinicians and provide specific guidance from experienced clinicians to colleagues who
are currently practicing or who are considering the use of chamgated interventions
for unwanted samsex attractions anoehavior. As such, these guidelines encourage
excellence in practice that, when followed, should limit the risk of harm and expand
the probability of favorable outcomes for clients seeking some measure of cHaage.
guidelines also serve to educatmicians by providing an entry point into aspects of the
professional literature that may be underreported by national mental health associations.

Second, these guidelines inform consurdre arereceivingor considering
therapeutic interventioto charge their unwanted sansex attractionandbehaviorsThe
guidelines provide broad evaluative framework that helps these clients deterfihme
clinical services they receiaebeing providedn asufficiently professionaandethical
mannerConsumes of changeoriented interventiomay findvaluein discussing these
guidelines with their clinicians. Discussing them earlfreatmentspartof theinformed
consent procesnayfacilitate planningf both shodtermandlong-range goals.

Periodicallyand at the end of @urseof treatment, clinicianmayalsousethese
guidelinego assesthetherapeutic progress thasbeen achievelly clientsand toreview
andrenegotiat@anyremaining goalsAs istruefor all approachet psychological care
for anyproblem the mosteffectivetherapeutic alliance occurs when thisrmitial and
ongoing clarityof purposeandgoals shareby clients seeking changadtheir clinicians.

The social, scientific, and medical information made available thrthege
guidelines may also benefit consumers as they weigh the benefits and risks of pursuing
changeoriented intervention in comparison to therapeutic approaches that endorse or
embrace a gay or lesbian identity. In this way, these guidelines can centalzumore

fully informed and autonomous decistamaking process by clients who want to know
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what clinical approadh if anyd they want to use for their unwanted sases attractions
and behavior.

Finally, these guidelines can help mertiahlth associations and graduate
training programs facilitate a balanced and informed discussion about ebréented
intervention. The guidelines complement the existing professional literature pertaining
to psychological care for those with unwanted s@ex attractions and behavior their
nondismissive focus on changeaented intervention. The guidelines may thus encourage
more individuals within these associations and universities to engage in valuable
dialogue, education, and research about theepdach interventions have in the array of
therapeutic responses to unwanted sameattraction and behavior. The guidelines also
may provide interested clinicians and students an opportunity to become educated about
the professional practices of respihsichangeoriented clinicians.

Mental health associations have emphasized the importance of client autonomy
and selfdetermination within a therapeutic environment that honors diversity. This
respect for diversity should oblige clinicians to give as mueight to religious belief
and traditional values as to sexual identity (Benoit, 2005). Within the contemporary
milieu of psychological practice, this especially needs to be emphasized when addressing
the choices clients make about how to approach theianted samaex attractions and
behavior. When conducted in a manner consistent with these guidelines,-ohenged

intervention deserves to be made available to clients who seek it.

42



Practice Guidlines for Unwanted SarBex Attraction

Footnotes

1Theseguidelineswereadoptedoy the National Associationfor Researcland
Therapy of Homosexualityds Board of Director
upon subsequent revisions priomptablication.

2 These guidelines were developed by the NARTH Practice Guidelines Task Force
(PGTF). The PGTIehair was Christopher H. Rosik, Ph.D.* (Link Care Center/Fresno
Pacific University). The PGTF members included Marc Dillworth, Ph.D. (independent
practice, Bradenton, FL); Floyd Godfrey, M.A., L.P.C. (Family Strategies & Coaching,
LLC, Mesa, AZ); Paul Mier, M.D., D.M.H., M.R.C.Psych.* (ABEO, Belfast, Northern
Ireland); David Pickup, M.A. (Thomas Aquinas Psychological Clinic, Encino, CA); Paul
Popper, Ph.D.* (independent practice, San Francisco, CA); and Philip Sutton, Ph.D.*
(independent practice, Sousend, IN). Others who contributed to the development of
these guidelines were A. Dean Byrd, Ph.D., M.P.H. (University of Utah, Salt Lake City,
UT); Neil Whitehead, Ph.D.* (research scientist, Lower Hutt, New Zealand); and David
Wood, Ph.D.* (LDS Family Serces, Chicago, IL). Individuals who made primary
contributions to the authorship of these guidelines are identified by the symbol *.

Requests for copies of these guidelines should be addressed to the National
Association for Research and Therapy of Hormaadty, 307 West 200 SoudhSuite
3001, Salt Lake City, UT 84101; they can be ordered by phon8&8-364-4744 or
online athttp://narth.com

3 An example of such genetic predisposition occurs when a girl, through her
genetic inheritance, is attractive to boys and hence more likely to become pregnant as a
teenager. This is a weak and indirect effect because many other cultural and situational
factors are involved in determining whether she has early sexual intercourse, and those

influences usually predominate.
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Abstract

Behavioral genetics is a branch of science that investigates the gefiedodge
on human behavior. The science of behavioral genetics, however, is often misunderstood
by the typical layperson and even by the knowledgeable social scientist. The purpose
of this paper is to explain basic concepts of behavioral genetics apglitsation
to understanding the possible causes of homosexuality. The author concludes that
although homosexuality may be influenced by genetic factors (as are all complex
psychosocial behaviors), it is not determined solely or even primarily by geratcsta
Homosexuality is a complex psycisociatbiological phenomenon with possible genetic,

environmental, and freewill influences.
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In order to explore thposition that homosexuality is innate and has a direct
genetic cause, it is imperative to understand basic concepts and assumptions about
behavioral genetics (Bazzett, 2008). This paper will explain fundamental principles
of behavioral genetics and will pbore how behavioral genetics can lead to an
understanding of homosexuality.

Before proceedingnexplanatiorof termsis required. Homosexualitys usually
definedas acomplex phenomenon involving thoughts, feeliragglbehaviorsThe
thinkingaspect includethe self-definition of 0 n eséxgal orientatioasheterosexual,
homosexual, bisexuébr some other variatioaf these labels, su@smostly heterosexual
or bi-curious);thethinking part also includes fantasesdother related cognitits. The
feelingaspecis o n eeldmationalandphysical attractiomo peopleof thesame sexo those
of theopposite sexpr tothoseof both sexedt includes both romantic feelingmdsexual
attraction, whichs sometimes referrettd assamesex attration (SSA). Thethird element
of homosexualitys behaviod theact ofhaving intimate sexual interaction with another
persoror person®r the act okelf-masturbation wittor without pornography.

Not all individuals have a clear and seamless interfatvedles the thinking,
feeling, and behavioral elements of homosexuality. A person maigealify as
Ahet erosexual 0o and have romantic and erotic
may have engaged in sasex relations. Or a personmay sdént f y as fAhomosexu:
and have romantic and erotic feelings for people of the same sex, but may not have
actually engaged in sansex relations.

These three aspects of homosexuality complicate the issue of how genes influence
homosexuality. We must then asile following:Which aspects of homosexuality are
influenced by genes and which elements are more influenced by environment?

Samegender sexual attraction may be more connected to heredity than is self
identity as gay or lesbian. However, for the saksimplicity, the genetic influence on

homosexualityefers to the way in which genes affect the total complex of thinking,
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feeling, and behavior. Furthermore, in this paper a homosexual is defined ado is
consciously and persistently sexually attracted to those of the same gender, has engaged
in homosexual behavior and intends to do so in the future, and whdesdifies agay
or lesbian.

Many people believe that genes cause complex psydadbetavior (Ridley,
2003), yet this is not the case. In most instances, behavior results from genetic influence
interacting with environmental inputs and with sgdftermination, such as moral agency
(Lerner, 2006). Genetic influence, however, can beingsrstood by the educated
layperson and by the naive social scientist, especially when the newspaper headline reads,
fGene X Has Been Found to Cause Behavior Yo
cases, such a headline is a gross overstatement. Genesdiectly cause behavior,
but rather genes create the code for proteins that, through a long series of biochemical
processes, eventually have some influence on behavior (Bazzett, 2008; Norgate &
Richardson, 2006). The leap from an identified genesjoeaific behavior is very
complex and convoluted (Jang\&rnon,2005; Rutter, 2006). Ad¢/ine (2000) stated,
Al't is very difficult to jump froohasgmene t o

bet ween genotype and phenotypeo (p. 1).

Part 1: Overview of Basic Genetics

Each body cell contains forgix chromosomes, twentiree inherited from the
mother and twentyhree from the father. Chromosomes are tiny, coiled strings ofdNA
deoxyribonucleic acidl that microscopically look something like a tightwisted ladder
with rungs in the middle supported by sidebars (Carey, 2003). An average chromosome
has about 100 million nucleotides or nitrogenous bases (Klug, Cummings, Palladino, &
Spencer, 2009).

There are four types of nucleotides: thymine linkeddenine (TA links) and

its reverse (AT), and cytosine linked to guanine (CG links) and its reverse (GC). The
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nucleotides form two chains and are connected by suiyasphate molecules, which give
structural support to the nucleotides; theeleotides form the DNA molecule, which in

turn makes up the chromosome. A very long string of nucleotides, made up of thousands
of base pairs, comprise a single gene.

A gene is a short segment of DNA in a particular location on a specific
chromosome (Baztt, 2008). Geneticists believe there are 20,000 to 25,000 genes
in human DNA (Carey, 2003). Alternative forms of genes are known as alleles. For
example, there are three distinct alleles that result in blood types A, B, and O.

An average length of aboit500 nucleotides makes a gene. But the typical
chromosome only has 2,008/000 genes, so most of the chromosome isamoling
DNA. This means the majority of our DNA (about 97 percent) does not code for proteins
but has other functio@ssuch as structuraupport or gene regulatidnin other words,
turning genes off and on (Kolb & Whishaw, 2004).

If you unwind and string out a single chromosome, revealing all its base pairs
(AT, TA, GC, and CG), the string would be almost identical in every person. But in
ewvery few thousand nucleotides, there would be a small difference that would make the
chromosome unique for example, & A might be replaced with a CG. While there are
approximately three billion nucleotides in the human genome, human DNA varies from
one persn to another by only a few million nucleotides! These minor variatioBNih
segments that do not result in diseases or disability are knopeiyasorphisms.

Genes carry instructions, much in the way a building construction blueprint does;
they instructhe body to manufacture proteins or to activate or deactivate other genes
(Pl'omin, DeFries, & McClearn, 1980). Genes a
acids should be assembled to construct a cer
94).Single genesisually make one protein or part of one protein; for example, the DNA
sequencAAC-GTA-TCG-CAT would be read as a polypeptide chain of four amino

acids: leucinéhistidineserinevaline (Cary,2003).
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Genes can influence behavior in three w#{y¥ by the action of a single gene of
major effect, such as phenylketonuria (PKU); (2) by a small number of genes of moderate
effect, calledbligogenic such as those that cause celiac disease; or (3) by many genes of
small effect, callegholygenic¢ suchas those that cause heart disease or diabetes.

Abnormal genes (or gene mutations) have alterations in their base seéfjuence
such as additions, deletions, or substitutions of nucledtitiest then affect protein
synthesis. Three outcomes of gene mutadi@possible. First, an abnormal protein
may be produced that has little or no noticeable effect on normal functioning. Second,
the abnormal protein may have a significant negative effect on organism functioning.
Third, the abnormal protein may have litdect on the organism under normal living
conditions but may have a significant adverse effect under certain stressful environmental
conditions, such as malnutrition, abuse, disease, toxic chemicals, or abnormal hormonal
changes. AThi bnorma gehe funaionesgansidgredafetic a
predispositio®m ( Bazzett, 2008, p. 49).

The wordproteinc omes from t he Greek Aproteos, 0 me
i mportance. 0 A protein is a long c-hain of an
dimensional shpe. There are twenty common amino acids, but these can combine in
various ways to make thousands of proteins. Proteins made in cells may remain in the cell
to support cell structure and function, or they may be excreted and exported to other parts
of thebody. Examples of proteins include enzymes, antibodies, and some hormones and
neurotransmitters.

The action of genes is sequential. First, a DNA segment is transcribed
into messenger RNA. The messenger RNA is then translated by ribogemais
biochemicafactories in the cell) into a chain of amino acids. As chromosomes move
about the nucleus, they change shape and expose new segments of DNA to intracellular
fluid, which triggers the process of transcription and translation of a different gene into a

newprotein.
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Four Facts about Genes

Fact 1. Thus far, scientists have identified only a few physical disorders that
are caused by the action of asinglegeieQuar rel | , 2007). These 1 nc
disease, cystic fibrosis, eatnsetfamilial-t ype Al zhei mer 6s di sease,
example, PKU is caused by a single gene mutation on Chromosome 12 that causes the
inability to digest the amino acid phenylalardhan amino acid that is part of most
proteinrich foods, including meat, milgroducts, and nuts. If not treated, PKU can lead
to mental retardation, stunted growth, and emotibietlavioral problems.

Anot her example of a single gene action i
caused by overrepetition (also called a repeat expgnsidhe threebase sequence
CAG on the short arm of Chromosome 4. Instead of the usual five to tiixty
triplets of CAG (cytosine, adenine, and guan
forty to almost two hundred CAG triplets ir@av.i T h e rnaalty expanded CAG
segment leads to the production of a defective Huntington protein that contains a long
stretch of the amino acid glutamine. This elongated protein disrupts the normal function
of nerve cells in certain parts of the brain, and ultimdesggs to the death of those
c e | Gendiics Home Referen@f08). The loss of brain cells causes the devastating
symptoms of Huntingtondbs di sease, including
disturbance, andementia.

Still another example is fragile 3yndrome, which is caused by a similar process
but results from the expansion of the triplet CGG on the long arm of the X chromosome,;
instead of the normal twenfjve to fifty repeats, there are a hundred to four hundred
repetitions. The normal gene praes codes for a protein (FMRP) that regulates other
proteins involved in | earning and memory. Wh
produces too many synapses too quickly, and the synapses are immature and fragile, thus
t he name #Af r agildren witk fragile X dfterosoffer.from a@tism, mental
retardation, and ADHD.
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Fact 2. Complex behaviors(suchashomosexuality) probably involve multiple
genes thaiare affectedby a variety of environmental eventHuman Genome Project
Information, 2008)If many genes influensexual orientatiorthen thephenomenomwe
call homosexualitys polygenic. Researchér. H. Hamer anatolleagueave identified
one gen@ntheX chromosoméhat maybeimplicatedin homosexualityn some men
(Hamer,Hu, MagnusonHu, & Pattatucci, 1993}However the existencenumberand
locationof candidategenesaffecting sexual orientatidmave not beedeterminedandefforts
to identify any that may existontinueto beunsucessful (Byne1995,2007).In some
psychopathological conditionsichasautismanddepressiormmoreprogresias been made
in identifying multiplegenes and themechanismsn biochemistryJang& Vernon,2005).

In additionto thepossible polygenic natugd homosexualitythis traitor condition
is also mulitfactoriad in other wordsit hasmany aspectsr elements, including physical,
psychological, sociagndeven politicalCarey,2003). Each element aspecbf
homosexualitynayhavea differentgeneticandenvironmental basididley, 2003).

In summaryhomosexuality appeats bea polygenicandmultifactorial phenomenon
composeaf several elementand eaclelements probablyinfluencedby manygenes.

Fact 3. Singlegenetraits usually produce discrete phenotypesn the case of
genetic diseases, either one has the disease or does not have the disease. Environment
usually has little influence onthese single ne fiqual i tatived conditioc
hand, a polygenic &it results in a range of behavioral outcomes. Clinical depression is an
example of a polygenic trait with a range of phenotypes. Depression has many symptoms,
such as feelings of hopelessness, trouble concentrating, fatigue, feeling restless and
irritable, and insomnia. Each of these symptoms is probably influenced by a different
gene or gene combination, and each gene probably has lesser or greater sensitivity to
environmental actions (Jang & Vernon, 2005). In addition, there is a wide range of
depressiomphenotypes that can result in conditions ranging from mild chronic depression

to severe acute depression.
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Numerous studidsavedemonstratethathomosexuality (especiallg men)is not
asingular phenomendrut hasa rangeof mental, emotionafndphysical outcome$Jany
homosexuamen are noeéxclusively homosexuaind theirsexual thoughtandbehaviormay
vary andchangeover time A homosexuainan may have serostlywith men, but also may
have sex with womeon occasionA persorwhois currently bisexuamay laterselfidentify
asexclusively heterosexual asexclusively homosexuarhis fluidity of sexual thoughts,
feelings,andbehaviorgs additional evidencéhathomosexualitys nota singlegene trait.

Another claracteristicof polygenic traitss that theyaremore likelyto be
influencedby environmental inputs than single genes. Most mental ilinessésoughtto
be polygenic conditionsandtherearemanyeffectivetherapiegor most acut@andchronic
condiions.In like mannerjf homosexualitys polygenic, then unwanted homosexual
desireandbehavior should show some susceptibtlitghangedue toeducationtherapy,
other type®f intervention,or other factorsln some cases, thimsbeen showo betrue
(Diamond, 2008; Jon&s Yarhouse2007; Nicolosi, 2009Spitzer,2003).

Fact 4. Environments can anddo affect the operation (or expression)of genes
(Hubbard& Wald,1999). Environmentmfluence thdunctioningof DNA by turning protein
codinggenes on andoff. Thesocial milieucanmodify the proteins produceith various tissues
andorgangdMeaney2001).Thechoicesnve make, the livesve live, and theactionsof those
who loveus orrefuseto love uscanfi a |the gerychemistryofo u r  b)uringgenes
onandoff (Begley,2007,p.180).i G e sterenformation codindgor amino acidsequences
of proteins.Thatis all. Theydo not code for partef the nervous systerand theycertainlydo
notcodefoparti cul ar beha®&Matn2@bpr3M)er nso (Bateson

Therelativelynewscienceof epigenetichasdemonstrated unequivocally that
physicalandpsychosocial environmentsn and daurn specific genesn andoff (Cabej,
2008; Church, 200Ridley,2004).i A t masttbasic, epigeneticsthestudyof changes
in gene activity thatlo notinvolve alterationso thegenetic codéut still getpassean to

atleastones uccessi ve ¢genep.a)TheepgénonjeGitsrotopdfanddsO 1 0 ,
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entangled witlthe genome, much lika seriesof light switches along@ stringof Christmas
lights; the epigenome turns gene# or on due tmther genesr environmental stimuli such
asdisease, stress, diet, prolonged feelingsf loveorlonelinessi Li f e st ycane choi ces
changehe epigenetic marks atop yoDMNA in ways that cause genesexpress themselves
toostrongly. . .ortoowe a k| y 0 ( Cfl Avay ld, Hart2y)&lFeig, 2009).
In hisbookTheGeniusin All of Us, David Shenk(2010)stateghatthe newscience
ofepi genet i ctelorgstdntling inetaplamtf gersesasblueprints with elaborate

predesi gne dp.l6nShenk dedatese mowbavea more accuratmetaphor:

Rather than [genes as] finished blueprintsiegeare more like volunieobs

and switches [in eecordingstudio]...... Many of those knobs arsiitches

can be tuned up/down/on/off at any time by another gene or by any minuscule
environmental input. This flipping [of switches] and turning [of knobs] takes

pl ace constantlyo in the human genome. (p

Shenk summarizes:

We do not inherit traits directly from our genes. Instead, we develop traits through
the dynamic process of gepavironment interaction. In the GxE [genes and
environment act together] wd, genetic differences still matter enormously. But,

on their own, they dondot deter mine who we

Thus any trait, condition, or behavioral outcome results from the interaction of genes and
the environment.

Suomi (2004) provides an exemplayample of how environment can impact
genes. The researchers bred rhesus monkeys that were born with various temperaments.

Some showed high emotional reactiditthey became extremely excited and agitated
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when separated from their motherschellenged by a novel experiedcand some

displayed low reactivity. The differences appeared to be due to levels of serotonin in the
brain. Suomi then placed higand lowreactive baby monkeys with foster mothers who
were high or low in reactivity. Whemhe highreactive babies were raised for six months

by the lowreactive foster mothers, they displayed normal emotional reactivity even when
separated from these mothers and put in cages with peers and unknown adult monkeys.

Suomi (2004) concluded that evieeritable characteristics, such as fear and

aggression in monkeys, can be shaped and mod
especially true of early attachmentso (p. 43
timid and afraid can, with good motherjrayercome those developmental deficiencies.
Suomi 6s research makes a strong argument t ha
result of geneenvironment interaction.

Examples of environmental events affecting the brain and biochemistry of humans
hawe also been found (Haviland et al., 2006). Cohen and colleagues (2002) have data to
suggest that early childhood sexual abuse in boys leads to abnormalities in the temporal
regions of the brain that may increase oneods

These bur facts about genes are uncontroversial and articulate the consensus of
the scientific community. When considered together, these facts lead to the conclusion
that homosexuality, like any other complex psysbeciatbiological behavior, is not
absolutelydetermined by a single gene or even by a group of genes. Environmental

influences must be considered.

Part 2: Key Concepts in Behavioral Genetics
Behavioral geneticists (BGs) try to determine the unique and independent
contribution of genetic and envirorental influences to individual differences in behavior
(DiLalla, 2004). Three key terms in this definittbribehavior, genetic influencand

environmerd are explained below.
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1.Behaviorr ef er s t o fHobservabl e acticamns, or
be Aunconscious, aut omati c, or i nssti nctual
a behavior (Baker, 2004, pp.2) . Behavior includes oneds out

actions, but also sludes emotions, moods, and mental states (Bazzett, 2008). Behavior
may also be referred to as a phenotype.

2. Genetic influenceas a term is usually misunderstood. People interpret the
phrase to mean that there is a powerful path directly from genes tadrefidns is
not true. Genes produce proteins and enzymes that pass through multiple biochemical
processes; these processes may eventually produce small changes in cell structure
functioning that may, in turn, influence behavior within a certain enmertal context.

3. Environmentis any nongenetic influence, including internal biologasdlities
such as nutrients, bacteria, viruses, and medicines (Baker, 2004). Environment includes
any forces that impinge upon the person, such as family and neighbopleeos!,
schools, the media, and even the climate and geography. Likewise, natural disasters,
disease, and war are environmeiffaators.

BGs acknowledge that both environment and genes influence behavior and rarely

assume At hat oneeot ot f&l @tmher eits admni A&t8 0,

emphasize the powerful influence of genes on all types of human behavior, including
intelligence, personality, criminality, and even belief in God (Owen, McGuffin, &
Gottesman, 2001; Plomin, DeFries, CrallgyicGuffin, 2003). The ultimate goal of many
BGs is to find specific genes that cause harmful physical or psychological conditions, and
then to figure out ways to change the genetic influence (Owen et al., 2001). This could
be done by creating a drug tltatunteracts (or blocks) harmful protein synthesis or by
replacing the defective gene with a functional gene that will produce the correct protein at
the right time and place in the body.

Now that the three terms have been explained, their interactiobendéscribed.

Geneenvironment interaction (GEI) implies that genes act differently under different
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environmental conditions. Environmental conditions, such as prenatal or postnatal
influences, make possible the expression or suppressi@riofis genes at different
times in development. Because of GEI, it is nearly impossible to disentangle the separate
and unique effects of genes and environment on complex psychosocial behaviors such as
personality, intelligence, and sexual orientation.
Heritability is a critical concept in behavioral genetics, but is one that is
difficult to understand, and in the end it has little value in understanding the etablogy
homosexualityfOftedal,2005).A technicaldefinitionis asfollows: Heritability is the
proportion of phenotypic variation that is attributable to genotypic variation. Said another
way, fAHeritability describes the extent to w
a popul ation make a differeng224)Potesimpyt ypi cal |

heritability refers to traits that are similar in parents and offsp@&tanford Encyclopedia

of Philosophy2009). It means that physical characteristics or behavioral traits among kin
are probably due to genetic variations in thatipular family group. Heritability is an
estimate of the relative contributions of genetic and environmental factors to a particular
expressed trait, condition, or behavior.

Heritability is calculated using a complex series of mathematical formulas and
is indicated by a numerical value that varies from 0 to 1. A heritability quotient of O
indicates no genetic contribution to individual differences in phenotype, while a quotient
of 1 indicates the behavior (the phenotype) is completely determined bycgeargtion.
Red hair would have a heritability of 1; a preference for red hybrid Honda automobiles
probably has heritability near 0. Heritability is a population parameter and tells us

nothing about individuals. Fanstance,

a heritability of .40 inform us that, on average, about 40% of the individual
differences that we observe in say, shyness [in a particular popu ey

some way be attributable to genetic individual difference. It does not mean that
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40% of any p adusto hi$os hesghngsaadsthe other 60% is due to

his or her environment. (Heritability: Introduction, 2009; Sesardic, 2005)

Michael Rutter (2006) illustrates heritability using the example of schizophrenia. Based
on his meteanalyses of twin studies,e a s s er t s :wisdicbncordanee ratdfer n d
schizophrenia in monozygotic twin pairs was [on average$dpercent, as compared
with O 28 percent for dizygotic twin pairs, giving rise to a heritability estimate of
appropriatel y .%% alsoBootBofe 1)pTdis means that 80(percent of
the variation in schizophrerdain a specific sample at a specific point in ténis due
to genetic variation in the sample population. This does not indicate that 80 percent
of the reason why a particulperson is schizophrenic is genetic. It simply means that
there i s probably fAsomethingo passed down
mechani sms that increase the offspringods
t hat 0 s odntbetelbsivenggne origenes, as well as the dynamics of thé &Sl
not been identified.

Now suppose that in a famisgudy,heritability for homosexuality was found
to be .30. This means that 30 percent of the variation in sexual orientation among a
particularfamily group is assumed to be due to genetic variation, and 70 perdbat of
variation in sexual orientation is assumed to be a result of environmental experiences,
including both shared and nshared environments. Shared environmentshaxse
conditiors that members experience equally, such as the family socioeconomic status or
parenting style. Noishared environments are the unique experiences that one member
has but that other family members do not share, such as sexual abuse, exposure to
pornographypr rejection by sameor oppositesex peers.

A heritability estimate of .30 does not predict that three out of ten brothers of
homosexual men will become homosexual. Nor would this estimate indicate that, for a

specific person, 30 percent of his homosdixues due to genetics and 70 percent is due
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to environment . Her i t ab i0 Felativesto the centrilautionse | at i v e
from common environment and nghared environments. In twin studies, heritability
Ai s a me aaance between gendticcandoenvironmental influence on a trait at a
[ speci fic] place and point in timed (Whitehe
heritability estimates only indicate that there is probably something in the genetif pool
this ample at this timéhat may be relatédin other words, a correlation, not a cadise
to the likelihood of a person expressing homosexuality. Heritability estimates say nothing
about any individual 6s | i kelihood of engagin
Heritability quotients have serious limitations (Sesardic, 2005; Tabery, 2006).
First, a heritability estimate only applies to the sample from which it was derived.
Second, heritability will rise or fall due to environmental conditions. In a society
intolerant of homeexuality, as exists in many Muslims countries, the heritability quotient
would be much smaller than in Denmark or Holland, where homosexuality is tolerated
and widely accepted. Third, many large samples are needed to obtain valid heritability
estimates gplicable to a wider population, and this has not been done. Fourth, heritability
is a population parameter like the mean for height; the average height of a population
tells you nothing about the tallness or shortness of any particular individual. Likewise
the mean for height does not explain why a particular person is short or tall. A heritability
guotient cannot be used to predict who will be the lanky basketball player or who will be
the petite gymnast.
William Byne (2007) summarizes well some of thelgems with using the
concept of heritability to understand the appearance and prevalence of a given trait, like

homosexuality:

Heritability reflects only the degree to which a given trait is associated with
genetic factors. It says nothing about fpecific genetic factors involved or

about the mechanisms through which they exert their influ€ncthermore,
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heritability gives no information about how a particular trait might change under

different environmental conditions. (p. 82)

Part 3: Studies of Genetic Influence on Homosexuality

AThere are basically three kinds of inqui
for [homosexuality]: family studies [also called gene linkage studies], twin studies, and
adoption st udiee8&Kamif 1O wo243). The simpRadsa behind
all these studies is that if relatives of homosexuals report-sarattraction and/or
homosexual behavior at a higher rate than a comparison sample, then homosexuality must
have a genetic component (Paitati, 1998).

A typicaltwin study works thisvay.denticaltwins (monozygoticor MZ) and
fraternaltwins (dizygoticor DZ) arerecruitedwhereatleast onef the twinsis homosexual.
The usuakamples a convenience sample recruited throggly andeshan publications,
websitespr homosexual support groups (Bai&yDawood, 1998)The twins are asked
identify their sexual orientatiom variousways, suclasthe gendeiof the objectsof their
physicalandemotional attractiongheir selfreported exual orientatiorand theimumberof
everor recent samesex partnerd?aststudieswhoseresultshave not beereplicatedoy other
studieshad shown that anidenticaltwin is homosexualhisidentical brothehada 40 to
50 percent chancef alsoselfidentifyingashomosexual (Baileg Pillard, 1991;Whitam,
Diamond,& Martin, 1993)If onefraternaltwin is homosexualhis brotherhas onlya 9to
19 percent chancef also beindiomosexual (DawoodBailey,& Martin, 2009).In adoption
studiesvhele a biologicalchild identifiesashomosexualanadopted brothdnas onlya 2
percento 3 percent chancef beinghomosexud aboutthe samestheincidenceof male
homosexualityn thegeneral populatio(seeDawoodetal.,2009).

In otheradoptionstudiesachild whois adoptedat birth is comparedo hisor her
biologicalparentdor similarity of traits.It is assumedhattheadoptivechild sharegenes

butnoenvironmentvith thebiologicalparentsandsharegenvironmenbutnogeneswith
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theadoptiveparentslf theadoptivechild turnsoutto bemorelike abiologicalparen®
bothself-identify ashomosexud thenthattraitis assumedo begenetic.

Suchstudies appedo show thagenes exedomeinfluenceon the development
of homosexualityThe closertheblood tiesand thus the morgenesn commonthe more
likely thata homosexuaboy will havea homosexual brothar alesbianwill havea
lesbiansister.However,suchstudieshavelimitations. Firstandforemostis the useof biased
samplesA typical samplas composeaf homosexuals/ho know they have brotheror
sisterwhois homosexualsotheyreadily volunteefor twin research. Thushe pairwise
concordanceatein suchsamplesnaybe greatly inflated Evenadvocatesuchas JMichael
Bailey admitthatsamplebias carbe aproblem. Bailey suggests8: Aromosexuaitwin who
seesnadvertisemenfor a [twin] studymaybelesslikely to call if his twinis heterosexual,
[and]thiswould caise concordaneg@ e p e nd e nt &Daawmd) 19938 80). | e y

The problem with sampling bias has been remedied by more recent research
thatusesationaltwin registriedike theonein Australia.ForinstanceBailey,Dunne,
andMartin (2000)usedthisregistryof 25,000twin-pairsandfoundonly a14 percent
probandwiseoncordancéor MZ twinsandl1percenprobandwiseoncordancéor
DZ twins. This means that if one twin is homosexual, there is only a one in eight chance
the brother will be homosexudhis rate is a far cry from the 40 percent to 50 percent
concordance rates found in earlier studies using biased samples (dh=vstdrerger,
1997).BearmarandBruckner(2002)usedalargenationalsampleof Americanadolescent
twins and found only &.5 percent concordance rate for MZ twins and a 5.3 percent rate
for DZ. Given error estimates of plus or minus 20 percent, such findings suggest that any

similarity of sexualorientationbetweersiblingsis probablyjustachanceoccurrence.

Anotherlimt at i on i s that @At wi n sffeciofifanglys al s o

l'ife and upbringingdo on sexual pr¥&terence
Aithere is abundant evidence that the envi
thanthoseof Bs 0 (Lewontin et al., 1984, p. 214).
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alike and play together more than fraternal brothers; they are also treated more alike by
teachers and peers and are therefore more likely to share the same envirbhusent.

MZ twins are more alike not just because they share genes, but because they also share
an environment. If pure genetics were the dominant factoonmosexualitythen the
pairwiseconcordanceatefor MZ twinsshouldbecloseto 100percentputit is not. For

this reason, these more recent twin studies indicate that the genetic influence is very weak.

The third type of study is known as gene linkage research. Thegemadinkage
comes from the fact that some genes are so close to each othehromasome that
during meiosis (cell division) they are passed on together to the offspring. Such close
proximity genes are considered linked. If one of the genes has previously been identified,
it is called the marker gene (MG); the other gene is cétledrait gene (TG) or the
candidate gene. Because the MG is linked to the TG and is passed on from parents to
children, the MG can then be used to track the inheritance of a TG.

Dean Hamer and his colleagues (1993) noticed that some homosexual men had
more homosexual uncles and homosexual cousin
on the fatheroés side. No homosexuals were fo
men or among their paternal relatives. This result would be expected if the TG (e.qg.,
for homosexuality) was carried on the X chromosome inherited from mothers. This
phenomenon is known as pedigree analysis.

Hameret al.(1993) then selectegisubgroupf thirty-eight familiesn which each
family had twohomosexual brotheemdsome homoseaialson thematernal sidéut
noneon thepaternal side. Blood samples were taken fedinthe homosexual brothers
and agene linkage analysigasdone.H a m edaté iadicatedi atatistically significant
correlation betweetheinheritanceof genetic makerson thechromosomal regioralled
Xg28ands e x u a |l  o(p.B24)T heaesuitsphaweverwerenot strong. Brothers will
normally haves0 percenbf their genesn commonput inH a m estudysheravas a64.5

percent chance thdte homosexual lmthers woulde similarin the Xq28 regionof the X
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chromosomeWith this rather weak result, Hamet al.claimed thagat leastone subtypeof
homosexualityvasinherited fromthe motherandlinkedto the Xchromosome

Hamer et al.o6s (1993) findings, however,
authors (see Baron, 1993). First, if homosexuality were a simple Mendelian trait (like
eye color), then Hamer et al. should have found a higher incidence of homosexuality
among brothis (it was only 13.5 percent). Second, there is no evidence that the Xq28
section of the chromosome is directly related to sexual behavior. The Xg28 region of
the X chromosome may be related to some other yet unidentified trait common in the
sample familis. Rice, Anderson, Risch, and Ebers (1999) did a similar study with a
larger sample (N = 52) and found no support for dimked gene underlying male
homosexuality. Hamer et al . s research metho
SquiresWheeler,andKee ( 1993) and, despite attempts, t
study have yet to be replicated (Dawood et al., 2009).

Another limitation of linkage studies is the absence of detailed socialization
i nformation, such as t hendfpditval idbeplégy, sexual val
the amount of exposure to erotic and pornographic media; the occurrence of mental
iliness; the incidence of abuse, incest, or neglect; and a detailed examination of the
emotional health of the pareahild relationship. Unless envinmental factorbave
been adequately measured, one cannot rule out family upbringing as a contributor to
homosexuality. Research continues to fail to show that genetics is either a necessary or
sufficient cause of homosexual behavior; rather, such behéikmother complex human

behavior, appears to result from natateture interaction.

Hormones and Homosexuality
Theeffectsof hormonesn sexual orientatiohave also beestudiedto assestghe
possibilityof genetic determinism (Odent, 2005). Hormones (floeGreekit o s pur ono)

arepowerful chemicals producdxy endocrine glands the hypothalamugituitary, thyroid,
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ovariesandteste® that circulate freelin thebloodstreanandaffecta wide rangeof cell
structureandfunctioning (Johnson, 2007he prenatal hormone hypothesis suggdsasif
afetusis exposedo too manyor too few sexhormones during prenat@r evenperinatal)
developmentthis exposureawill affectnot only theinternalandexternal genitalighut also
thebraind which mayin turninfluence gender identigndsexual orientation (Byne, 2007;
LeVay,1991).Thetheory suggesthata female fetus exposed too muchendogenous

or exogenous androgensll have a higher chancef becoming lesbiargnda malefetus
exposedo toolittle androgensvill more likely self-reportashomosexuathanthosewith
normal hormones leve{¥eridiano,Vann,& Neuwalder1995).

The prenatal hormone hypothegsmpossibleto test directly because hormone
experimentation with humamsboth unethicaandillegal. Researchersanonly take
advantagefinat ur al & whick pragmam wamendwvere inadvertently
exposedo sexhormone®r in which children were born with docrine disorders, such
ascongenital adrenal hyperplasia (CAdf)androgen insensitivity syndrome (see Kaplan
& Owett, 1993Meyer-Bahlburgetal., 1995)In anexampleof research involving such
children, BerenbaurandSnyder (1995) examined playmatefprenceof twenty-four
girls andnineteerboyswith CAH. Girls with CAH preferredb o yoys@andactivities,but
boys withCAH did notdiffer from the controls. WhileCAH mayhave some influencen
sexual orientatiorthe possible mechanisifor this effectis toocomplextodisentangle.
Meyer-Bahlburg(1979) studiedhe hormone levelsf lesbianandtranssexual women; most
hadnormal female hormone levels t athird hadslightly elevated androgen leveldhe
author concluded that prenatalpostpubertal hormone levels d o deteontine sexual
or i entwdaiinckenu,rcioendocr i ne bprrielde ¢gp.p@stid i on cannot

However thereis ample evidencen animal studies (most often using mice)
where androgen treatmesftfemale fetusem utero wil produce maleype behaviom
femalesandthat removabf normal fetal androgen secretionmale fetuses wilbroduce

femaletype behavior (HabAlencar, Dias, Teodorov, & Bernardi, 2006). Birke (1981) has
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guestionedhe validity of manipulating hormones animal studiesindthen applying such
findingsto humansHe hasconcluded that theiis insufficient supporfor the hypothesis

that homosexualitis causedy endocrine abnormalities. Endocrinologist Louis Gooren
(2006)com c | uded, 0 Tohsexuakddferemtationindaboratory animals clearly
orchestratetty gonadal steroidsn humanghe mechanisnof brain sexual dimorphism

[is] not yetcertain. . .[and]we are famway fromanycomprehensive understandiofy

hormonal imprintngon[ human] gender i dentity for mat.i

Various studies that have attempted to test the prenatal hormone hypothesis have

proven inconclusive (Gooren, 2006). Banks

of testosterone levels have not shown a deficiency in male homosexuals or an excess in
|l esbianso (p. 263). Others disagree and
prenatal hormone theory (see Rahman & Wilson, 2003; Wilson & Rahman, 2005).

To sumnarize this section, twin studies, adoption research, and linkage studies
are inconclusive in demonstrating a direct deterministic link between a gene or genes
and human homosexual behavior. The evidence suggests that while there may be some
type of hereddry influence on homosexuality, the nature or degree of such influence is
not known. Studies of hormone influence on sexual orientation are more suggestive of a
biologicad which is not the same as a genétlink, but even these findings, as a whole,
appeawunconvincing at present (Byne, 2007; Gooren, 2006).

The American Psychological Association (APA) issued a new statement on the
etiology of homosexuality in 2008. I n a

is considerable evidence to suggest thalblgy, including genetic or inborn hormonal

ono

an

nte

1998

factors, play a significant role in a person

APAGs pronouncement read:

There is no consensus among scientists about the exact reasons that an individual

develops a herosexual, bisexual, gay, or lesbian orientation. Although much
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research has examined the possible genetic, hormonal, developmental, social,
and cultural influences on sexual orientation, no findings have emerged that
permit scientists toonclude that sexual orientation is determined by any
particular factor or factors. Many think that nature and nurture both play complex

roles.(APA, 2008, p.2)

Thus, even the APA has backed off their earlier claim of direct genetic or hormonal

causatio of homosexual behavior.

Scientific Proof: Is It Possible?

All of this leads to a critical questio:homosexuality were directly genetically
or hormonally caused, how could science show this?

To prove that genes cause homosexuality, scientists would first have to isolate
candidate genes and then determine what proteins these genes manufacture. The action of
these proteins on brain tissue, brain chemistry, or on some part of the endocrine system
would then have to be established. Finally, if differences in brain or endocrine chemistry
are consistently found between homosexuals and heterosexuals, then the potency (or
strength) of those changes to predict homosexuality would need to be determined.

Two genetic concepts help explain gene potency: penetrance and expressivity.
Gene penetrance is the probability that a gene will be expressed in a recognizable
phenotype in the population. In other words, penetrance refers to how often a trait is

expressed n people who have the gene for that

everyone who has the gene will show the trai

means that only some people who have the gene will show the trait or behavior. Gene
expressiviy is how much of a trait will be expressed in a particular pérsehether the
person is greatly, moderately, or only mildly affected by the gene. Expressivity means a

trait may appear very pronounced, barely noticeable, or somewhere in between.
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If genes for homosexuality were ever identified, these genes would probably
demonstrate incomplete penetrance and exjaressivity This means that some
individuals who carry the suspected homosexual alleles would not become homosexual;
others would show only minor to moderate symptoms of homosexual thoughts, feelings,
andbehaviorsin eithercasetheinfluenceof environmentaéventsandself-determination
would alsobeneededo explainthedevelopmenandexpressiorf homosexuality.

Dr. Richard M. Lerner (2004) of Tufts University champions the inclusion of self
determination (agency and choice) as part of our understanding of any complex human
behavior. AHumans are neither passive recipi
nor passive recipients of [environmental] stimuli that impel their behavior. Humans
are active, acting, goal oriented effective shapers of the complex ecology of human
devel opmento (p. 64). There is no |l ogical or

homosexal t houghts, feelings, or behaviors woul

Part 4. The Threshold Model of Homosexuality

Anotherway that genetickasbeen hypothesized playarolein homosexuality
is calledthe thresholdmodelof homosexualityin generalthe expressiorof atrait
or condition requires certain numbeof genetic influenceand acertain numbeof
environmental events pushthei ndi v i dthea |h r @ ¢ \ @alcammonbr typical
to anuncommoror atypical physicabr mentl state. This situatiomasbeen describeds
anfi a ¢ ¢ u mafgendticar@@anvi r onment al | i apbli0;Gottesmans 6 ( Di L
& Goldsmith, 1994)Iin other words, some genemy bei suscepti bil ity genes,
increasehe chanceof expressinghe conditionbut which by themselvesire notsufficient
to producethe condition without some environmental triggericakVance 2003).

Likewise, some environmental factors, like smoking, may put the individual at
risk for developing a disea such as lung cancer but may not be enough to cause the

sickness in a genetically robust person. For example, for a person to get lung cancer, he
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or she may need a genetic vulnerability to cancer as well as environmental irritants such
assmoking, secondhand smoke, severe air pollution, and/or high life stress.

Similarly, homosexuality may result from an accumulation of both genetic and
environmental risks (Satinover, 1996). Suppose that at some time in the future scientists
identify thirteen genes common among those who-isiehtify as homosexual. These
may be genes related to emotiogahsitivity,lack of physical prowess, artistic creativity,
unconventional thinking, and late onsepoberty.Wewould then assume that these
traits or lehaviors appear as factors that likely increase the chances that a child may
become homosexual (Satinov&§96).

In addition, assume that there are some environmental factors that may increase
the likelihood of a child becoming homosexual. For exampla,niational cohort study
of two million Danes, homosexual marriage was more likely in men with divorced
parents or otherwise absent fathers (Frisch & Hviid, 2006). Several studies have shown
that both boys and girls who have experienced sexual abuseest ame more likely
to become homosexual (Bradford, Ryan, & Rothblum, 1994; Paul, Catania, Pollack, &
Stall, 2001; Tomeo, Templer, Anderson, & Kotler, 2001; Zucker & Bradley, 1995). Some
research suggests that prolonged exposure to pornography may immewasexual
experimentation in some men (Morrison, Morrison, & Bradley, 2007; Parsons, Kelly,
Bimbi, Muench, & Morgenstern, 2007). Research on the effect of media on behavior,
however, is correlational, and direction of effect is ambiguous: does pornggnapsase
sexual experimentation, or does sexual experimentation lead to use of pornography? But
for illustrative purposes, father absence, sexual abuse, and porn@yspylarly or
in combination, may increase the likelihood df ® yegpsriencing homsexual feelings
or expressing homosexual behaviors. Other environmental traumas also may increase the
chances of a homosexual outcome (Broman, 2003).

Now consider some fictional examples. Continuing the illustration aboagine

thatTeenA (a male) haseven of the thirteen genes hypothetically found to be retated
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homosexuality, and that he has experienced three of seven possible environmental factors
associated with homosexuality (father absence, sexual abuse, and pornography). His
total #Arisko for homosexuality could be c¢comp
enough to nudge Teen A over the threshold of a normative heterosexual orientation to a
homosexual orientation.

Another person, Teen B (a female), has five genes cardetathomosexual
behavior but has only experienced one environmental event, childhood sexual abuse.
Her total risk would be computed as 5 + 1 = 6. In the case of Teen B, the accumulative
risk of 6 may not be large enough to push her over the thresholhétarosexuality
to homosexuality. This scenario is oversimplified and assumes that genes correlated
with various elements of homosexual behavior will be found. However, it provides an
illustration of how a threshold model might apply to a complex psgohbil-biological
behavior like homosexuality.

In essence, the threshold theory of homosexuality is similar to Baxym 6 s
(1996) interactional theory of homosexuality, a theory that combines the indirect
effects of genetics with powerful environmental égeBem hypothesized that genetic
factors do not directly cause sexual orient a
and activity level, which in turn influence tieeh i prefedred friends, activities, and
emotional responses. Such children may leixlgendemonconforming behaviors and
may find themselves more comfortable with oppesér playmatesretthey also may
have a craving and longing for acceptance from and companionship wittseame

friends (Stein, 1999). Over time, saisex peersare een f i r st as fAexotico

Aerotic. o0 Eventually, such yousekmpersnay devel o
Conclusions
Except for rare physical abnormalities su

evidence of a direct causative link betweesingle gene and complex psychosocial
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behaviors such as homosexuality (Bazzett, 2008). This conclusion is supported by
geneticists, molecular biologists, neuroscientists, and behavioral psychologists (Plomin,
McClearn, McGuffin, & Defries2000). Behavioral psychologist Catherine Baker
(2004)explained:

Many people think that a gene controls a behavioral trait. This is genetic
determinism, the belief that the development of an organism is determined
solely by genetic factor§&eneticdeterminism is a false belidf comes from
misunderstandings atientificresearch......The fact is that séar, scientific

research has not confirmed any @o@ne correspondence between a gene and a
[complex] human behavior. Behavior results from thévagtof multiple genes

amidst the influence of multiple environmental factors. (pj187 my emphasis)

Many people take a simplistic view of behavioral genetics: they believe that one gene

controls or determines one specific behavior. This false beefed many people to

think that there is an alcoholism gene, a mat@pression gene, an obesity gene, and a
homosexuality gene. Such is not the case. Hubbarthaatdi 1 9 99) expl ained, A
oversimplificationto saythatanygeneis 6 t deeefor at r a@nchger@iesimply specifies

one of the proteins involved in the complex process [ofgenevi r onment i nterac

(p. 44).Valenstein(1998) neatly summarizes thaea:

Most recent claims that a gene has been discovered that causes alcoholism,
schizophrenia, [or] homosexuality . . . hgrevenillusory....... Genes dmot

produce behavioral or mental states. Genes carry the instructions and templates
for producing and assembling amino acids and proteins into anatomical structures.
Behavior and mentataits, however, are the product of an interaction between

anatomical structurandexperience.....Even where there is compelliegidence
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that some behavioral or mental trait is influenced by genetic factors it is almost
always a predispositip not a certainty.... A predisposition is not a caugpp.

140141, 224)

At this time, the complex psyckspciatbiological condition of homosexuality cannot

be directly traced to the activity of a single gene or even to a group of genes (Parens,

Chapman& Press, 2006; Rutter, 2006). Genetici si
do not act as master puppeteers within us. They are chemical structures that control the

production of proteins, thereby indirectffecting behaviar.....Genes do natetermine

onebsngés{Pl omin et al., 1980, p. 13).
Baker (2004) makes the incontrovertible s
the activity of multiple genes amidst the in

18). There is no direct path from a gene to a bemagnvironment always intervenes
(Turkheimer, 2002). And lest it be overlooked, human agerime will and choicé
plays a significant role in expression of complex psychosocial behaviors (Abbott & Bryd,
2009).

At present there is insufficient evidencestgport the hypothesis that
homosexuality is exclusively or primarily genetically determined. As F. S. Collins (2006),

head of the Human Genome Project, states:

There is an inescapable component of heritability to many human behavioral
traits. For virtuly none of them is heredity ever clogepredictive.....An

area of particularly strong public interest is the genetic basis of homosexuality.
Evidence [indicates] that sexual orientation is genetically influenced but

not hardwired by DNA, and that whatexganmes are involved represent

predispositions, not predeterminations. (p. 281)
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Homosexuality is a very complex behavior that results from the dynamic interaction of

multiple biological and environment influences that change over(@@nond, 2008).

Thus, any explanation of its etiology must involve the intricate interaction between

genetic influences, environmental events, anddetiérmination or free will (cf., Allen,

2007; Garcia, Lerner, & Bearer, 2003; Pelle, 1995). Psycholbgigid Moshman (2005)
concluded: AThere is evidence that hereditar
no evidence that any gene or set of genes ca
Edward Stein, author dfthe Mismeasure of Desire: The Science, Theory, and Ethics of

Sexual Orientatiomnd a pregay activist, concluded:

Genes in themselves cannot directly specify any behavior or psychological

phenomenon. Instead, genes direct a particular pattern of RNResyswhich

in turn may influence the development of psychological dispositions and the

expression of behaviors. There are many intervening pathways between a gene

and a disposition or a behavior, and even more intervening variables between a

gene and agitern [of behavior] that involves both thinking and behaving. The

terms O0gay geneodo and Ahomosexual geneo ar
No one has....presented evidence in support of such a simple and bimect

between genes and sexual orientat{@Q99, p. 221)

To this author, the scientific evidence is clear and unequivbcattosexual behavior

is not directly caused by genetic proces$és matter how strongly some people want

to believe that homosexuality is genetically determined, scierlsedasupport this

belief. Those who continue to push and prod science to discover a genetic explanation
of homosexual behavior fail to recognize that in almost all instances of complex
psychosocial behavioBNA is not destinyBarr, 2003; Church, 2009;l@ud, 2010;

Garcia et al., 2003; Shenk, 2010).
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Footnotes

1 Some additional definitions may be required to understand twin studies. A
probandis the person within a specific family who has a preselected trait or condition
of interest (such amutism, schizophrenia, or homosexuality). Concordance is the
probability that the second twin will have the same trait or condition as the first twin. In
concordant twins, both have the trait while in discordant pairs only one twin has the trait.
Suppose/ou have twenty preselected identical twin pairs where one twhidsglfifies
as homosexual, and in ten pairs the second twiridsttifies as heterosexual. The
pairwise concordance rate is equal to the number of concordant pairs (ten, designated
as C)divided by the number of concordant pairs (designated as D) plus the number of
discordant pairs (10 / 10 + 10), so the pairwise rate is C/(C + D) or 10/20, which equals
50 percent. Probandwi se concordance rate is
pobability of having a specific trait or con
condition. It is preferred by most geneticists as a more accurate estimate of genetic
influence on the trait and is calculated differently as 2C/(2C + D). In thidtoaseld be

2x10/(2x10 + 10), which equals 66 percent.
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Abstract
All family formsare notequallyashelpful or healthfulfor children. More thatwo
decade®sf research demonstrate that childderbetterin ahome witha married mother
andfather.Childrenin this onefamily form navigatehe developmental stages marasily,
aremore solidn theirgender identities, perform betiaracademic tasks, have fewer
emotional disordergndbecome better functioning adults. This conclusion clearly meakes
strong case thaendedinked differencesn child-rearingareprotectivefor children.Men

andwomendo indeed contributdifferentlyto thehealthy developmerf children.
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Introduction

Theclaim, mostrecentlymadeby resarcher Judith Stacey (quotedwiley-
Blackwell, 2010)t h a t genildiohparentonly matteranwaysthad o n 6t hasaat t e r 0
basisin science. Duagiender parenting the mosthealthful familyform in whichto nurture
and reachildren,afact that has beesvidencedy decade®sf social science reseatth
beginningwith theextensive researan children reareth singleparent families.

The most authoritative evidence on children growing up in sipgtent families
(most often headed bynglle mothers) concluded that such children are more likely to
suffer abuse, twice as likely to drop out of high school, 1.4 times more likely to be idle
(out of school and out of work), 3 times more likely to have a child out of wedlock, and
2.5 timesmore likely to be teen mothers. If we follow this data further, another picture
emerges. For children born out of wedlock and raised by single parents, the chance
of living in poverty is 5 times greater than for children who grew up in intact families
(McLanahan & Sandefur, 1994). There is also 2 to 3 times the probability of having
psychiatric problems during adolescence (Popenoe, 1996). Lest one might suggest that
the lower socioeconomic level in singd@rent households alone accounts for such
statistics these conclusions were reached after adjustments for inedated variables
such as race, sex, motherds/ fatheroés educat.i
(McLanahan & Sandefur, 1994).

Following this one statistic even further, children vette born out of wedlock
to single teen mothers are more likely to engage in early sagtity, which poses a
great danger for adolescent health. Adolescents account for more than 25 percent of all
sexually transmitted diseases (STDs) nationally; withat statistic, women are twice
as likely as men to acquire gonorrhea, chlamydia, and hepatitis. Many STDs generate
increased risk of developing certain cancers, becoming infertile, and contracting HIV
upon exposurelragically, STDs are often passed by women to their children at birth

(Popenoe, 1996).
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While it is true that there are cases in which children reared by single parents do
well, such cases are the exception rather than the rule. ideneg on the substantial
majority of children reared in singlgarent homes is very clear: this one family form

places children at substantial risks for many negative outcomes (Popenoe, 1996).

Is Dual-Gender Parenting Protective for Children?
There is ndact that has been established by the social science literature more
convincingly than the following: All variables considered, children reared in a home with
a married mother and father are better served. David Popenoe (1996) summarizes the

research nidg when he writes that

social science research is almost never conclusive . . . yet in three decades of work
as a social scientist, | know of few other bodies of data in which the weight of
evidence is so decisively on one side of the issue: on the vibothildren, twe

parent families are preferable to singl@rent and stefamilies. (p. 176)

Research showing that children do better when they are raised by their biological father
and mother does not document that all children reared in biologrdiga meet with
success, nor does it assert that all children deprived of one parent are doomed to failure
(Biller, 1993). Some children still struggle in a dgainder parent family environment,
and some children are contentedly reared to adulthoodubyp by committed single
parent. But such exceptions in no way deny the overwhelming findings of robust research
that supports duajender parenting.

Children navigate the developmental stages more easily, are more solid in
their gender identity, perform tier in academic tasks at school, have fewer emotional
disorders, and become better functioning adults when they are reared {ggddated

parents. This conclusion is supported further by a plethora of research splwaidgs
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thatclearly demonstrates gendarked differences in childearing that are protective
for children. In other words, men and women contribute differently to the healthy
development of children.

Children in traditional, duajender families are more compet@aumrind, 1982).
Researclhasrepeatedly supportatie conclusion thathe mosteffectiveparentings
both highly expressivandhighly demanding (Baumrind, 1991). This highly expressive,
instrumental parenting provides children watkind of communiorcharacterizety
inclusivenessindconnectednesaswell as thedrive for independencandindividuality.
These essential contributiotzstheoptimum developmerdf childrenarevirtually
impossiblefor a man owomanto make alon€Greenbergerd994).1n addition, children
learn about maléemale relationships throughe modelingof their parents. Duajender
parental relationships provide children witmodelof marriagé the most meaningful

relationship thathe vast majorityof individuals will haveduring theidifetimes.

Gender Complementarity

Complementarity is readily observable in the different parenting stylestbfers
and fathers. Not only are fathersodé styles hi
research indicates that the fatherso involve
optimal childrearing. For example, this complementarity is providgdnothers who
are flexible, warm, and sympathetic, and fathers who are more directive, predictable, and
consistent. Rossi 6s research (1987) noted th
facial expressions, handle with tactile gentleness, antisedath the use ofoice.
Fathers tend to emphasize overt play more than careéaling this play, which occurs
in various forms, appears critical for later development (Yogman, 1982).

The CabreraTamisLeMonda,Bradley,Hofferth,andLamb(2000)summaryof
the research on a fatherés unique ciontributdi

worth quoting atength:
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Children may benefit from interacting with two involved parents, and may
profit from interacting with people who have difémt behavioral styles. Some
researchers have argued that this stylistic difference is gender based (Popenoe,
1996) . Fat hersdé biological apratisppseci al |l y r
them to treat their children different than do mothers. For pi@fathers are
more likely than mothers to encourage their children to be competitive and
independent and to take risks. . . .

Fat her s0 e mo tnjatachenénto,iamiwavisianafresources
for their childrenare allassociateavith thewell-being, cognitive development,
andsocial competenaef young childrerevenafterthe effectsof suchpotentially
significant confoundasfamily income, neonatal health, maternal involvement,
andpaternabhgearetakeninto consideratiorfAmato& Rivera,1999;Yogman,
Kindlon, & Earls, 1995)In addition, fatherfiave beefoundto beimportant players
in thedevelopmenbfc h i | @mogonabrsgulatioandcontrol (Gottman, Katz,
& Hooven, 1997). During middle childhood, paternal involvenrenhildrerd s
schoolingn bothsinglefatherandtwo-parent familiess associateavith greater
academic achievemeandenjoymenbf schoolby children (Nord, Brimhall&
West, 1997).For bothresidenandnonresident fathers, active participatiortheir
children diges, rathethansimplytheamountof contact, appeats beformatively
important (Norcetal., 1997).In adolescencepo, strongerandcloser attachments
to resident biological fathew stepfatherareassociateavith moredesirable
educational, behavioraindemotional outcomes (Furstenb&dHarris, 1993)High
involvementandcloseness between fatharsladolescents, rath#rantemporal
involvementper seprotect adolescenteom engagingn delinquent behaviand
experiencinggmotional distress (Harris, Furstenb&gylarmer,1998). Thusboth
guantityandquality of father involvement combinedto theconcepbfiposi t i v e

paternal i n vingpbsitive omddroutcomes.e K30) | t
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Not every mother oevery father has fully developed all of these specifie sex
differentiated characteristics. For example, not all fathers are endowed with a
temperament suited for discipline, and not all mothers are endowed with a temperament
suited for nurturing. Howevemost fathers and mothers are vulnerable to these sex
specific talents related to parenting, and societies should support parenting roles that
take advantage of these genddated skills and contributions (Wilcox, 2007). The
complementarity of male arfdmale parenting styles is of enormous significance to a
chil dés overall devel opment .
Marissa Diener and colleagues demonstrated that twedbrehold babies who
have a close relationship with their fathers seemed more-s®stant than those who
did not. Babieswho hadsecureelationshipsvith theirfathersusedmorecopingstrategies
thanthosewhodid not(Diener,MangelsdorfMcHale,& Frosch2002).Theirconclusion
has fascinating i mplications: fpgrdviees e may be
childrenwith differentopportunitieso regulateheire mo t i(Braughtdon2002,p.Al).
Male and female differences also emerge in the ways in which infants are held
and the differential ways in which mothers and fathers use touch with ltieire.
Mothers more frequently use touch to calm, soothe, or comfort infants; when a mother
lifts her child, she brings the child toward her breasts, providing warmth, comfort,
security,and protection. Fathers more often use touch to stimulate or to excite the child;
they also tend to hold infantsatr nhength in front of them, make eye contact, toss
the infant in theair, or embrace the child in such a way that the child is lookirgy the
fat IsloulderShapi ro notes that each of these fAdac
freedom (Shapiro, 1994).
ClarkeSt ewart (1980) reported differences in
tend to play mor e at videhaa opportunitytbdiectthevel ; t hey
play, to be in charge, and to proceed at t he

teacherstudent relationshid@s apprenticeships of sofisand is more rougand
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tumble. In fact, the lack of this robgandtumble play emerges disproportionately in the
backgrounds of boys who experience geridentity disorders (Bem, 1996; Hamer &
Copeland, 1994; Rekers, 1995).
Benefits of roughandtumble play have appeared in child development areas
extending from tB management of emotions to intellectual and academic achievement.
Il nterestingly enough, fathersé play is relat
forms of behaviors and does not positively correlate with violence and aggression, but
rather corredtes with selcontrol. Children who roughhouse with their fathers quickly
learn that biting, kicking, and other forms of physical violence are not acceptable. These
children also learn how to recognize and manage highly charged emotions in the context
of playing with their fathers, and such play provides children with opportunities to
recognize and respond to emotions appropriately (Cromwell & Leper, 1994).
Combining his own research with that of others, Parke (1996) concluded that
play provides importarearning for children, particularly in teaching social competence,
and that fathers are more geared to physical play with their children tharotuers.
On average, fathers spend a greater proportion of their time with infants engaged in
play.F a t h &y i®nsore physically stimulating and more unpredictable and provides a
unique learning environment for the infant child (Parke, 1996).
There are also gender differences in parental approaches to discipline.
The disciplinary approach of fathers temoward firmness, relying on rules and
principles. The approach of mothers tends toward more responsiveness, bargaining,
and adjustment toward the childbés mood and c
intuitive under st andi nogsobtifie mbrheat. Giligan (18998)s n e e d s
concluded that the differences between paternal and maternal approaches to discipline are
rooted in the fundamental differences between men and women in their moradsenses
men stress justice, fairness, and duty basedles, while women stress understanding,

sympathy, care, and helping based on relationships.
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The critical contributions of mothers to the healthy development of children have
long been recognized. There is no reputable psychological theergprical study that
denies the critical importance of mothers in the normal development of children. Recent
research validates the importance of fathers in the parenting process as well. For example,
Pruett (1987) concluded that sixonthold infants wiose fathers actively played with
them had higher scores on the Bailey Test of Mental and Motor Development. Parke
(1981) noted that infants whose fathers spent more time with them were more socially
responsive and better able to withstand stressful singmthan infants relatively deprived
of substantial interaction with their fathers.

A second female cannot provide fathering. In fact, McLanahan and Sandefur
(1994) found that children living with a mother and grandmother fared wotseresers
than didthose adolescents living with just a single parent. Biller (1993) has concluded
that men who were fatheleprived in life were more likely to engage in rigid, over
compensatory, masculine, aggressive behalates His research, based on more than
1,000separate sources, has demonstrated repeatedly the positive effect of fathers on
children and has indicated quite clearly that mothers and fathers are not interchangeable.

His researcltoncludes:

1 Paternal and maternal differences are stimulating fomtta@t, as they
provide contrasting iIimages via differen
their movements, and even their voices. Because of these diffeliefmes,
may prefer mothers when they want to be consoled or soothed and fathers
when they wanstimulation.
1 Thesedifferencesareimportant sourcesf complementary learninfgr children.
1 Where there are strong parental attachments, infants are at a decided
developmental advantage compared to those infants who hadasdy

maternal relationships.
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1 Fatherswvho areinvolved with their children stimulated theimexplore
andinvestigate, whereas mothers focusagre-structurecandpredictable

activities.

Parental relationships seem particularly important for boys during the sgeandf
the childés | ife, a ti-ioesed brdike boyspgrlsdwd e c o me mo
seem to have this consistent focus during this developmental period (BIRe).

Billerds (1993) research demonstrates <cl e
fathers to the healthy development of children, not only in their unique maternal and
paternal contributions, but also in the complementary nature of those contributions. The

following conclusion aptly summarizes his research:

Infants who have two positly involved parents tend to be more curious and eager
to explore than those who do not have a close relationship with their fathers.

.. . Wellfathered infants are more secure and trusting in branching out in their
explorations, and they may be somewmate advanced in crawling, climbing

and manipulating objects. (p. 16)

Pruitt (1993) has summarized the work of Erik Erikson, who noted that mothers
and fathers even love differently. The love of fathers is characterized by instrumentality
and more expeations, whereas mothers are more nurturing, expressive, and integrative.
Mot hers nurture, and fathers negotiate. Moth
|l evel , while fathers negotiate with fAan uppe
relatiorships, social skills, and developing friendships. Adolescents who have affectionate
relationships with their fathers have better social skills, exude more confidence, and are
more secure in their own competencies. When there is a father present in théhieoene

are also lower incidences of adolescent sexual involvement (Pruett, 1993).
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What are the consequences when fathers are not present? Alfred Masser (1989),
apsychiatristat NorthsideHospitalin Atlanta, Georgia hasnotedthatchildrenwho seek
psychiatric help are mor ed thé unmetnesddofrd er i ng fr
physically and psychologically present, available, involved, caring, andaimer.

Blankenhorn (1995) has concluded that father hunger is the proaasg of the
declining weltbeing of children in our society and is associated with social problems
such as teenage pregnancy, child abuse, and domestic violence against women.

Researchers have consistently and overwhelmingly found that fathers aré critica
for the intellectual, emotional, and social development of children (Popenoe, 1996). From
the research, Parke (1996) concluded that fathers are important in helping children to
read social cues and to regulate emotions that influence social adjustipesitiie peer
relationships. Parke noted, AAlthough there
this study showed that fathers make a uni que
contribution to their 18Mil drendés social adju

Resarchers surmise that a t lexpect@t®ns regarding future rofes his
child havea powerfuleffecton thec h i ¢togniive ability(Wardle,1997)Popenoe d s
(1996) reviewof theresearch reveasnumberof sucheffects.Father involvementas
bee linked with superior quantitativendverbal skills, enhanced problesolvingability,
andimproved academic achievemamchildren.The presencef thefatherin thehome
alsohasbeen showmo be one of theeterminant®f mathematical proficiency girls
(Popenoe, 1996And theamountof time fathers spend readitmtheir daughterbas
beenobservedisa strongindicatorof thed a u g hverbalabditg (Poponoel1996).As
Popenoe poi mhesareoighly comniitfedotcHidereasng, have flexible views
regardingsexrolesfor themselvesndtheir childrenandexpress interest, involvemeatd
encouragement [which] Iikely wil [p.148hrich the

A positively involved father increas the likelihood of a child developing a

healthy body image, sedfsteem, moral strength, and social competence (Lamb, 1997).
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Numerous studies suggest that fathers contri
by influencing central compoe nt s o f eidentities, seiconfdences antl delf
regulation (Rekers, 2004). Children with nurturing, involved, and committed fathers
are markedly more successful in their academic, athletic, and social activities and have
higher selfesteenthan do those who suffer from father absence (Rekers, 2004).
Fathers also seem to have an impact on the emotionabeialy of their children.
Videon(2005) examined the influence of fatkedolescent relationships dapression
in more than 6,500 boys dmirls. She found that higher levels of satisfaction with the
fatheradolescent relationship correlated with fewer depressive symptoms among both
boys and girls.
Using a probability sample of 4,987 adolescents, Dorius, Bahr, Hoffman, and
Har mon (2004) examined Athe degree to which
father, parental support, and parental monitoring buffer the relationship between peer
druguseaend adol escent marijuana useo (p. 163).
relationship between peer drug use and adolescent marijuana use was attenuated by
both closeness to father and the perception that parents would catch them for major rule
violationo ( p . 163) .
In a longitudinal study, Harris et al. (1998) followed a cohort of children into
adol escence and early adulthood and found th
influenced the economic and educational attainment of youth and resulted imdtager
of delinquency. They also found that fathers
positive social behavior, less distress, and greater psychologicadeued] during the
transition to adulthood, as well as less premarital adolescent sexuaidoehhese
effects were independent of the effects of t
In one of the largest studies of its kind, Wright (2005) retrospectively examined
the medical records of 168,113 adolescents who had been treated for more than four

years in a ational behavioral health provider network. Prior to beginning the treatment,
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61 percent of the males and 23 percent of the females were taking psychotropic
medication for ADD/ADHD that had been prescribed by a psychiatrist, a pediatrician,
or a primarycare physician. The majority of all the adolescents came from gpagéant
homes; most lacked an effective father figure and/or were exposed to negative and often
abusive male role models. Behavioral interventions involved a sympathefimibut
male therapist and the introduction of positive male role mddslgh as fathers, Big
Brothers, coaches, and Sunday school teadherat o t he adol escent ds | i
very strict requirements for discontinuing the medication, the results dvareatic.
After an average of six therapy sessions with the children, the percentage of boys on
medication decreased from 61 percent to 11 percent, and the percentage of girls on
medication was reduced from 23 percent to 2 percent.

Another area where boththersandmothers seerto exert strong influencas the
areaof gendeiidentity. Children seento havethe best chancef developing healthy sexual
identities when thegreraisedby duatgender parents (Knigit Daniel, 2005), since both
boysandgirls form theirsexroles from their associations with both genders. Kragiok
Dani el concl ud esptheyddrudgvslop theimvd sexua idamtéigs;ghey
need mothersotheycanlearnhow tointeract withtheo p p o s i (p. 8). Gsleneen
matherssotheycanlearn whatt is to be avoman; they need fathessthey knowhow
to interact withthe opposite sex. Researchers have concluded that fathera tiager
impacton gender role adjustment both boysandgirls thando mothers, becaudathers
typically emphasize preparing childriar their various roleg society (Rekers, 2004).

Through identification and imitation, boys learn from their fathers what they
cannot learn from their mothérshow to be a man. The transition from boyhood
to manhood is a difficult process; as boys grow up, they must necessarily leave the
comforting female protection provided by their mothers. Boys learn through interactions
with their fathers about male responsibility, about how to be assertive arsdiffigient,

and about how to interact acceptably with members of the opposite sex (Popenoe, 1996).
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Girls learn from their fathetsow torelateto men andearn about assertiveness,
achievement, independenamdheterosexual trustndintimacy (Popenoe, 19963
positively involved father provides girls wittsteady relationshipf love andrespect from
anadult malewho will notexploit them, thereby equipping them watsecurityandtrust
that helps them avoid precocious sexual imemmentandexploitative relations with other
males (Rekers, 2004). Girls raisadingleparent homearemoreapt tobecome sexually
activeand areexceptionally vulnerabl® maleswho treat them poorly (Rekers, 2004).
Mothersareimportantin providing a sexrole modeffor their daughterandseem
to exerta greater influencen this areanf gender role development (Me&dRekers, 1979).
Hart, DeWolf, Wozniak,andBurts (1992) concluded that mothers have stedfegtson
the developmenbf pro-social behavior suchscooperative pedyehaviorwhich develops
when mothers reason with children abingconsequences theiractions.
In spite of the overwhelming evidence citing the importance of mothers
and fathers to the healthy developmeintidldren, attempts have been madéhie
professional literature to blur the lines between genders and to claim that neither mothers
nor fathers are necessary for positive outcomes in children. Such research reports have
become increasingly bold with tinectivist agendas; a good example is the article

ADeconstructing the Essenti al Fat her , 0o i

n

w h

t hat fineither mot hers nor fathers are essent

fathering can occur withinaar i ety of family structureso
article used the offspringaising habits of softurred, treedwelling South American

monkeys to support their view that other parenting forms lead to positive child outcomes.
They st at ®ilustfatslhow,mihs @ particular bioecological context,

optimal child outcomes can be achieved with fathers as primary caregivers and limited

(p

invol vement by motherso (p. 400). Silverstei

no animal modelapproximate the human family, and that rearing a child is significantly

more complicated than raising a marmoset.
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Moreover, in this authorés opinion, the i
use in advocacy is overwhelmingly influenceddigs. Many of the existing studigmat
find no difference among children of the various family forms have e\iidetations,
such as small sample sizes, frepresentative and sedélected samples, and reliance on
selfreporting, which is subject twsial desirability prejudices. The advocates of these
studies often downplay these limitations and frequently fail to contemplate the potential
importance of having both male and female nurturers and role models (Schumm, 2010).
From the extensive researgpanning decades, the importance of mothers to
the healthy development of children is irrefutable. Recent research has provided clear
and compelling evidence of the importance of fathers to the healthy development of
children. The evidence is equally comeing regarding the consequences of father
absence and its relationship not only to the severe difficulties in the lives of children,
but of its societal costs as well. What is |

h u n @ eme@an only imagine.

Conclusion

The research is clear: Mothers and fathers are essential for optimaleztriiag.
Hart (1999) has concluded that mothers and fathers contribute in unique, complementary
ways to the healthy devel opmenteceotfesearthi | dr en.
highlights the evidence that mothers, father
directly and indirectlyo (p. 365).- The gende
gender parents affords children the opportunity to thrive in teedmessible environment.
Other family forms are not equally as helpful or healthful for children, and substantial
research demonstrates the negative effects of physical and psychological father absence.

The contribution of gender complementarity to chiddring is deeply rooted
in the innate differences between men and women. Harvard sociologist Banokin

(1956) concluded that no society in history has ceased to honor the insbfution
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marriag® and with it dualgender parentirdy and sirvived. Traditional marriage and
parenting contribute to the f-beihggofbbth ment of |
individuals and society in ways that nontraditional forms d@ reotd cannot.

Regarding gender complementarity and cinddring,tradition and science
agree: Both mothers and fathers provide optimal development for childrern | dr en 6 s
needs must be placed fir3the deliberate placement of children in settings that are
motherless or fatherless begins a slippery slope, one fillediskitithat neithezhildren,

their families, nor society can afford tiake.
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Abstract

Clientswho presento therapists with unwanted sarsex attraction (SSA) often
have ceoccurring problems. Reliable survagsasurveyof theliterature show thad score
of mental health conditiona almost everyDSM categoryarepresentn thegeneralSSA
populationat rates thre@r more times greater tham the oppositesex attraction (OSA)
population. These conditions include bipalesorder pbsessiveeompulsivedisorderand
schizophrenighut more predominantly consist mood disorders, depression, substance
abuse,andsuicidality. All need particular attention from therapists.

People reporting SSA have a more widespread and intense psychopathological
burden than probably any other group of comparable size in society, though-egéege
people may have more sulste abuse problems. The reversed gender pattern of these
conditions suggests some link with SSA itself. Surveys in recent literature suggest that
perceiveddiscrimination rather than objective discrimination is to blame for suicidality.
Recent literaturalso finds that particular emotion/avoiddi@sed coping mechanisms
used by people reporting SSA almost entirely account for the effects of this perceived
discrimination.

Statistical analysis suggests that therapists should not assume that their therapies

will create undue suicidality, but they should nonetheless maintain normal vigilance.
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Intro duction: Context of This Paper

The American Psychological Association (APA) has publicly asserted that there
is no evidence that therapy for sasex attraction (SSA) works. On the contrary, the
association asserts that such therapy has a risk of halsp idsserts that there is no
evidence for greater pathology associated with homosexuality, which it believes negates
the need for intervention. Members of the National Association for Research and
Therapy of Homosexuality (NARTH Scientific Advisory Comta#, 2009) prepared a
comprehensive review to examine these claims; the present paper is an update, focusing
mostly on the question of greater pathology among SSA people and its implications for
therapists. The literature demonstrates that pathology eedddy the DSM is very
widespread among people with SSA.

The nomenclature for homosexuality continues to be cumbersome. The literature
uses a variety of terrdsincluding SSA, MSM, WSW, homosexual, gay, bisexual,
lesbian, GLB, and variants of théséo describe people who are attracted to and/or have
sexual relations with members of the same gender. These people may be defined in the
literature based on attraction only, on gdkntity, or on actual behavior. Since attraction
is commonly considered mdsindamental, this paper will use SSA to define those
who are samsex attracted. Where a cited paper uses other terms that have a meaning
important for the context, those terms are used for clarity.

When examining the mental health of SSA people, Ball®99) commented
that historically those who belonged to SSA interest groups appearetiealthe/while
those who were seeing therapists and clinicians appeared to be sick. Thubvias
case of sample bias affecting the results. Reliable stateatsmis the SSA populatias
a whole depend on good random samples; the papers cited here, most from 1998 or later,
use those dependable random samples. Limitations are staijgokagriate.

This paper frequently refers to numbers that are odds (@Rs OR express

how much more frequently the SSA group contains the specified condition than do
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members of a properly sampled OSA group. If a paper gave an OR of 3 for suicidality
in an SSA sampldghat means three times as many attempted suicides occur in the SSA
group as occur among the OSA group.

In these studies it is useful to note the epidemiological rule of thumb: An OR
of 3 with adequate statistical significance is quite high. This difterémnso great that
another similar study will almost certainly confirm it within a margin of error. An OR
of 2 means the findings will be probably be confirmed by another study. Obviously,
then, the OR data in this paper are solid enough touleed.

This paper generally presents only those studies that found a statistically
significant difference. Small differences when compared to the control groups may still
exist Nonsi gni fi cant differences are | abeled as
hedth issue for gay men may not apply to lesbians, and vice versa.

The categories and correct diagnostic procedures for disorders were taken from
the Diagnostic and Statistical Manual of Mental Disord€sSM-1V -R, American
Psychiatric Association, 2000) applicable. Individual details are in the cited papers.

These results could be quite discouraging to those with SSA. These people
should realize that change of many types is taking place during tBegaqoyeven
outside of theragy in spite of any conditionthat may exist alongside SSA. The major
categories of c@ccurring conditions include substance abuse and depression, which
affectmostof the generalpopulationat sometime to a greateror lesserdegree.

The following material contains visuat¢presentations not strictly necessary
for those used to handling the statistical
requested.

In the histograms that follow, the wondmosexuails occasionally used to
define a combination of gay and lesbian peoplhe comparison is to heterosexuals,
who are assigned a histogram bar length of 1.0. Other control groups are similarly

assigned a histogram bar length of 1.0.
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One overall finding is worth noting: among heterosexuals, the most typicahlment
health issues are mood disorders for women and substance abuse issues for men. These

are reversed in SSA people, a phenomenon that will be further discussed in the paper.

Odds Ratios Results

The conditions that follow are given in approximate ordexsaending OR.

Mood Disorders

35

25

05

Heterosexual Gay Lesbian Male Bisexual Female
Bisexual

Figure 1 Mood Disorders, OR 2.78 SSA men, 1.48 SSA women (Tjepkema,

2008; Canada). Bisexual for male and female from the same reference is also given.
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Anxiety Disorder

45

35

25

1.5

1
0'5 .
0

Heterosexual Gay Lesbian Male Bisexual =~ Female Bisexual

Figure 2 Anxiety Disorder, OR 2.83 men, 1.50 won{@epkema, 2008; Canada).

Both surveys were conducted by StatCanada and are considered to be very high quality.

The bisexual figures tend to be highest.
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General Anxiety Disorder

4.5

3.5

25

Heterosexual Gay Lesbian

Figure 3 Generalized Anxiety Disorder, OR 2.8 men,i 8.5 women. Théigures
for women are a range for a variety of diagnostics; in this paper means will be plotted

(Fergusson, Horwood & Beautrais, 1999; New Zealand longitudinal study).

These results are reasonably close to those in Figure 2, even though New Zealand and

Canada are geographically distant.
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Depression

35
3
25
2
15
1
) E-

Heterosexual Homosexual

Figure 4 Depression, OR 3.5 (Cochran, Sullivan, & Mays, 2003; United States).

Simple Phobia

3.5
3
25
2
15
14
7 Gay

Heterosexual

Figure 5.Simple Phobia, OR 3.61 men, 1.27 (NS) women; latter not plotted
(Cochran et al., 2003).
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Promiscuity
45 4
4
35 —
3 I
2.5 I
2 I
15 —
1
05 —
0
Heterosexual Gay Lesbian

Figure 6 Promiscuity OR 2.75 men, 4 women (Laumann, Gagnon, Michael, &
Michaels, 1994; United States). Medians are used. The issue is whether hypersexuality

exists; a later discussion on sexual compulsivity indicates thikelg.

This data is confired by a survey on promiscuity in the UK (Mercer, Hart,
Johnson, & Cassell, 2009); the survey took place 12831 and involved 5,168
men. During the five years preceding the survey, the median number of partners for
heterosexual, bisexual, and exclusiiebmosexual men were 2, 7, and 10, respectively.
The bisexual men had 3.5 times the number of partners as did the heterosexual men;
among exclusively homosexual men, the number was 5 times as many partners as with
the heterosexual men.

It should be noted #t among young heterosexual people, particularly girls, early
romantic involvement leads to depression (Davila et al., 2009; Sabia & Rees, 2008).

Depression also predicted sexual involvement, indicating a kind of vicious circle. One
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interpreation could be that failing to find the ideal partner even after many attempts
might lead to depression. This mechanism might also apply to those with SSA, who tend

to be sexually involved at younger ages than their heterosexual counterparts.

Partner Int erpersonal Violence

The issue of violence between partners is particularly controversial and
conceptually complex. Most of the samples have not been truly random or have been
equi vocal about sex or the rel adtatartbehi p of
better the sample, the lower the ORs seem to be. The most truly random samples with
the most detailed results seem to be those reported by Tjaden, Thoennes, and Allison
(1999, United States); therefore, those are the results predominantin tisischaper.
Both marriage and cohabitation were included. The survey was careful to ask whether the
violence had occurred during adulthood and whether it had occurred betweesesamne
oppositesex partners. The survey was not restricted to curegtrigrships, a tactic that
likely improved the integrity of the data because violence may disrupt a partnership.

Results show that men in saisex couples are three times as likely to suffer
violence from their male partners as men in oppesatecouplegxperience violence
from their wives (OR 3.0). Because of social convention and physical disparity, it is not
surprising that men in opposisex partnerships experience less violence. This makes the
histogram below rather hard to interpret adequately.

Typically, lesbian relationships are considered to be violent. However, this survey
found that the violence inflicted by women on women partners was statistically the
same as the violence suffered by men at the hands of their female partners. Either of the
two ORs might have been plotted as statistically indistinguishable, but the one used is
1.5. It is true that lesbians suffer a lot of general violence, but such violence was often
perpetrated by men; about half of the SSA women in the survey had previeesljntan

oppositesex relationship.
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The same low prevalence of violence among lesbian couples was supported by
Schraiber, Oliveira, and Frandanior (2008). While the low violence rate among lesbian
couples is contrary to anecdotal impressions and to the impression given in the literature,
other studies were either ambiguous, not random, or did not compare the lesbian couples
to heterosexual control groups. An impression of general extreme violence can easily
arise if there are rare extreme cases of violence that attract attention, butrancioen

surveys are more reliable.

Partner Interpersonal Violence

35 4

25

NS
0.5

Heterosexual Gay Lesbian

Figure 7. Violence in sameand oppositesex couples, OR 3.0 men, 1.5 women
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Panic Disorder

45

35

25

15

0.5

Heterosexual Gay Lesbian

Figure 8.Panic Disorder, OR 4.21 men, 0.75 (NS) women (Sandfort, de Graaf,
Bijl, & Schnabel, 2001; Netherlands).
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Been Paid for Sex

Heterosexual Gay Lesbian

Figure 9 Been Paid for Sex, OR 4.4 men, 2.0 women (Schrimshaw et al., 2006;
United States) Comparative OSA data are derived from Smith (1998) and Turner et al.

(1998). The data includgzhyment in kind, such as accommodation or food.

137



Homosexuality and Gdorbidities Research and Therapeutic Implicati

Conduct Disorder

5
4
3
2
1
. [

Heterosexual Lesbian

Figure 1Q Conduct Disorder, OR 3.8 men, 8.7 women (Fergusson et al., 1999;

New Zealand). A mean figure is used for the

Bipolar Disorder

Heterosexual Gay Lesbian
Figure 11.Bipolar Disorder, OR 5.02 men, 1(RS) women (Sandfort et al.,

2001; Netherlands).
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Deliberate Self-Harm (Controlled for Co-morbidity)

1 -
0 ]
Heterosexual Gay
Figure 12.Suicidality, OR 2.5810.23 men (various symptoms; the mean
is plotted), 2.12 women. The figure for women was completely accounted for by

contribution from various other mentagalth problems, such as depression, and is not

plotted (de Graaf, Sandfort, & ten Have, 2006; Netherlands).

The large survey of Steele, Ross, Dobind@idhuizenand Tinmouth (2009;
Canada) also found significant excessutidality. See also thetudy of Reed?rado,
Matsumoto, and Amaro (2010; United States), which found an OR of 6.6 for SSA college

students. See below for-tepth discussion.
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Nicotine Dependence

| _]
0 -
Heterosexual Gay Lesbian

Figure 13.Nicotine Dependence, OR 5 men,i2.8.9 women (Fergusson et al.,

1999;New Zealand). The mean of the range for women is used.
These figures result from a New Zealand longitudinal study. The findings are particularly

interesting in view -smbkindgatiwdeAmrddaleachindédns st r ong

smoking legislation.
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Agoraphobia

Heterosexual Gay Lesbian

Figure 14.Agoraphobia (fear of being in public places), OR 6.32 men, 1.85
women (Sandfort et al., 2001; Netherlands).

Obsessive-Compulsive Disorder

1 -

.
Heterosexual Gay

Figure 15 ObsessivéCompulsive Disorder, OR 7.18 men (Sandfort et al., 2001,

Netherlands). Thereras zero prevalence for women in this sample, so the OR for women

is not plotted.
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Out-of-Control Sexual Experience

(major same-sex experience)

Het Men Women

Figure 16.Sexual CompulsivityOR 6.7 men, 6.1 women.

Although SSA persons who took a survey in a variety of street locations had elevated
sexual compulsivity (Kelly, Bimbi, Nanin, Izienicki, & Parsons, 2009), it is likely that
the people in those street locations were addicted to cruising and were therefore non
representative, so that survey is not used.

The better data shown in Figure 16 refer to-aeff ¢ r i baf-abntril sexual
experienceo in the Dunedin | ongitudinal stud
for more than thirty years. The data are forsthavho had major saRsex experience.

The authors poi nt -ofecuotn ttrhoalt sneexausaulr ee xopfe rfioeuntc e
capture those who denied that their experience was out of control (SkegeRalada

Dickson, & Paul, 2010; New Zealand). This measwverlaps the established sexual

compulsivity scale but is not identical with it.

This pathologys preferentially strongly associated wiBiSA andshows thaBSA
asexpresseth physical contadbasgreater associated pathology tf@8A expresseth

physi@l contact.
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Substance Dependency

The next three histograms for substance dependency are taken from McCabe,
Hughes, Bostwick, West, and Boyd (2009) and involve a large survey of nearly 35,000
respondents. Respondents differentiated betwserand dependence and between
different degrees of current sexual identity, current sexual attraction, and lifetime sexual
behavior. The resulting ORs are calculated based on attraction. Those who had no sexual
experience after the age of twenty had Jevy dependencies for all three substances
compared with heterosexuals. Those who had attractions but did not identify as gay or
bisexual generally had fewer substance dependencies than those with a clear identity. An
exception is bisexual women, whohada@ r y hi gh dependency on fdot
17.6). Although male SSA ORs for dependency are often significantly greater than for

heterosexuals, female ORs are often significantly even higher.

Alcohol Dependence

45 -

35

Heterosexual Gay Bi(m) Lesbian Bi(f)

Figure 17.Alcohol Dependence, OR gay 2.9, bi (m) 4.2, leslda, bi (f) 2.9
(McCabe et al., 2009; United States).
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It was notable that reported alcoluslewas no different in homosexuals and bisexuals

from use among heterosexuals, but alcalegendenceas higher for gays, lesbiaramd

bisexualslf the reporting by respondents is reliable, this implies that dependency may

occur even with moderatiinking.

The data in Figure 17 are reasonably well supported in the smaller simple

Sandfort et al. (200N etherlands).

Marijuana Dependence

NS NS
. [ R | ]
Heterosexual Gay Bi(m) Lesbian Bi(f)

Figure 18.MarijuanaDependenceOR gay 0.7 (NS), bi (m) 1.3 (NS), lesbian

11.3, bi (f) 1.1 (NS) (McCabe et al., 2009; United States).

Marijuanause was much higher for SSA respondents thandeagendencehe only

dependence significantly higher than for heterosexualsawasg lesbians.
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Other Drug Dependence

12

1

10
9
8
7
6
5
4
3
2
1
.

Heterosexual Bi(m) Lesbian Bi(f)

Figure 19.0ther Drug Dependenc®R gay 4.2, bi (m) 6.3, lesbian 12.4, bi (f)
2.1(NS) (McCabe et al., 2009; Unit&tates).

There is reasonable support for these figures from the smaller sample of Sandfort et al.

(2001).A simple summary of other drug use beyond dependency is not possible.
Criminal Schizophrenia

16

14

12

10

NI

Heterosexual

Figure 20.Schizophrenia plus Criminality, OR 14.4.
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In this sample the group was overwhelmingly SSA (Alish et al., 2007; Israel). However,
compared with other studies in this paper, it was a relatively small sample from
consecutive admissions to a forensic unit in a justice system. Although it is highly
staistically significant, the precise value has a larger margin of error than usual.

The result from this sample refers to schizophrenics who commit sexual crimes,
not schizophrenics as a whole or the SSA population as a whole. So which caime first
the SSA othe schizophrenia? Most often it was the SSA, with the first ssaxe

attraction occurring at about the age of ten, according to many studies.

Figure 21.Borderline Personality Disorder, OR 20 men, 6.5 women (Sandfort et
al., 2001; Netherlands). Thisdludes instability in mood, unstable personal relationships,

and disturbance in the sense of self; it may also include violence.
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