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Summary

In this article, we address theories of attachment and parental acceptance and rejection, and their 

implications for lesbian, gay, bisexual, and transgender (LGBT) youths’ identity and health. We 

also provide two clinical cases to illustrate the process of family acceptance of a transgender youth 

and a gender nonconforming youth who was neither a sexual minority nor transgender. Clinical 

implications of family acceptance and rejection of LGBT youth are discussed.
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Introduction

In this article, we discuss sexual minority, i.e., lesbian, gay, and bisexual (LGB) and 

transgender (LGBT) youth. Sexual orientation refers to the individual’s object of sexual or 

romantic attraction or desire, whether of the same or other sex relative to the individual’s 

sex,1 with sexual minority individuals having a sexual orientation that is partly or 

exclusively focused on the same sex. Transgender refers to individuals for whom current 

gender identity and sex assigned at birth are not concordant, whereas cisgender refers to 

individuals for whom current gender identity is congruent with sex assigned at birth.1,2 

Sexual orientation and gender identity are distinct aspects of the self. Transgender 

individuals may or may not be sexual minorities, and vice versa. Little is known about 
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transgender youth, although some of the psychosocial experiences of cisgender sexual 

minority youth may generalize to this population.

The Institute of Medicine recently concluded that LGBT youth are at elevated risk for poor 

mental and physical health compared with heterosexual and cisgender peers.2 Indeed, 

representative samples of youth have found disparities by sexual orientation in health-related 

risk behaviors, symptomatology, and diagnoses, 3–8 with disparities persisting over time.9–11 

Furthermore, sexual orientation disparities exist regardless how sexual orientation is defined, 

whether by sexual or romantic attractions; sexual behaviors; self-identification as 

heterosexual, bisexual, lesbian/gay or other identities; or, any combination thereof. 

Disparities by gender identity have also been found, with transgender youth experiencing 

poorer mental health than cisgender youth.12

Attempts have been made to understand sexual orientation and gender identity-related health 

disparities among youth. It has been argued that sexual minority youth experience stress 

associated with society’s stigmatization of homosexuality and of anyone perceived to be 

homosexual [see Ch. 5]. This “gay-related”13 or “minority” stress14 is experienced at the 

hands of others as victimization. It is also internalized, such that sexual minorities victimize 

the self by means, for example, of possessing negative attitudes toward homosexuality, 

known as internalized homonegativity or homophobia. In addition to interpersonal stigma 

and internalized stigma, the main focus of this article, structural stigma reflected in societal 

level norms, policies and laws also plays a significant role in sexual minority stress, and is 

discussed in Mark Hatzenbeuhler’s article, “Clinical Implications of Stigma, Minority 

Stress, and Resilience as Predictors of Health and Mental Health Outcomes,” in this issue. 

Meta-analytic reviews find that sexual minorities experience more stress relative to 

heterosexuals, as well as unique stressors.6,15,16 Research also indicates that transgender 

individuals experience substantial amounts of prejudice, discrimination, and victimization17 

and are thought to experience a similar process of minority stress as experienced by sexual 

minorities,18 although minority stress for transgender individuals is based on stigma related 

to gender identity rather than stigma related to having a minority sexual orientation. Stigma 

related to gender expression affects those with gender non-conforming behavior, a group that 

includes both transgender and cisgender individuals. This includes many cisgender youth 

growing up with LGB orientations.

Actual or anticipated family acceptance or rejection of LGBT youth is important in 

understanding the youth’s experience of minority stress, how the youth is likely to cope with 

the stress, and consequently, the impact of minority stress on the youth’s health.19 This 

article addresses the role of family, in particular parental acceptance and rejection in LGBT 

youths’ identity and health. Literature reviewed in this article focuses on the experiences of 

sexual minority cisgender youth due to a lack of research on transgender youth. However, 

we include findings and implications for transgender youth whenever possible.

Theories of Parental Acceptance and Rejection

The continued importance of parents in the lives of youth is indisputable: beginning at birth, 

extending through adolescence and even into emerging adulthood, affecting all relationships 
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beyond those with the parents, and determining the individual’s own sense of self-worth. 

Attachment accounts for this vast reach and influence of parents.

According to Bowlby,20–22 attachment to the primary caretaker guarantees survival because 

the attachment system is activated during stress and concerns the accessibility and 

responsiveness of the attachment figure to the child’s distress and potential danger. The 

pattern or style of attachment that develops is based on repeated interactions or transactions 

with the primary caregiver during infancy and childhood. Those experiences, in interaction 

with constitutional factors like temperament, influence the internal working model (i.e., 

mental representations of emotion, behavior, and thought) of beliefs about and expectations 

concerning the accessibility and responsiveness of the attachment figure. In time, this 

internal working model influences perception of others, significantly influencing patterns in 

relationships over time and across settings. The beliefs and expectations concerning the 

attachment figure also affect the internal working model of the self, meaning the individual’s 

sense of self-worth.

The three consistent patterns of attachment that arise in infancy and childhood are related to 

the internal working models of the self and other. The “secure” child has positive models of 

the self and other because the primary attachment figure has been accessible when needed 

and responsive in an attuned and sensitive manner to the child’s needs and capabilities. 

Consequently, the securely attached child is able to regulate emotion, explore the 

environment, and become self-reliant in an age-appropriate manner. The “insecure” child has 

an inaccessible and unresponsive primary caregiver, who is intrusive, erratic or abusive. One 

of two insecure attachment patterns emerges. In the first pattern, the child dismisses or 

avoids the parent, becoming “compulsively”21 self-reliant and regulating emotion even when 

contraindicated. This child with “avoidant/dismissive” attachment depends on the self, 

possessing a positive internal working model of the self but a negative one of the other. In 

the second insecure attachment pattern, the child is anxiously preoccupied with the caregiver 

but in a resistant (i.e., distressed or aroused) manner. The individual with “anxious/

preoccupied/resistant/ambivalent” attachment has a negative working model of the self, but a 

positive model of the other.

Attachment patterns in childhood are partly related to character traits in adulthood, and have 

implications for emotion regulation from the perspective of coping with stress, as detailed 

elsewhere.23,24 Based on positive working models of the self and other, the securely attached 

individual approaches a stressful situation in an adaptive manner that allows for a realistic 

appraisal of the situation and a selection of coping strategies most likely to reduce or 

eliminate the stressor or, at minimum, render the stressor tolerable. By comparison, 

insecurely attached individuals may distort reality because they may be more likely to 

appraise a situation as stressful even when it is not. They may also be maladaptive in their 

management of stress and use emotion-focused coping strategies, such as substance use, to 

improve mood and tolerate stress. These patterns of coping influenced by attachment are 

present by and common in adolescence.25 Coping is critical because sexual orientation and 

gender development are potentially stressful experiences for all youth, but especially for 

sexual and gender minorities, given the frequent stigmatization of homosexuality, gender 

non-conforming behavior, and gender-variant identities.19
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Implications for Parent-Child Attachment

The vast majority of sexual minority youth are born to heterosexual parents. Those parents 

may not uncommonly possess implicit or explicit negative attitudes toward homosexuality 

and expect their children to be heterosexual. Parents may not only be surprised that their 

child may be or is a sexual minority, but they may also respond negatively to the child. 

Similarly, the vast majority of transgender and/or gender nonconforming youth are born to 

cisgender and/or gender conforming parents, who often possess negative attitudes toward 

those who violate societal expectations for gender identity, expression, and roles, and expect 

their children to be cisgender and gender conforming. Negative responses from parents to 

LGBT youth may range from anxious concerns about the child’s well-being and future to 

abuse and even banishment of the child from the home.

The range of possible parental responses to the child’s sexual orientation, gender-related 

behavior or identity when these deviate from parental expectation is linked to the child’s 

attachment.24 The securely attached youth has parents who have encouraged age-appropriate 

exploration and value the child as a unique individual. Such parents may be surprised and 

concerned by the child’s sexual minority orientation, gender non-conformity, or transgender 

identity, but they are likely to work through their negative attitudes over time and continue to 

be accessible and responsive to their child. Thus, the attachment of the securely attached 

youth may be shaken when parents learn of these, but it is unlikely to be undone. This does 

not apply to insecurely attached youth, given their a priori inaccessible, unresponsive, and 

potentially abusive parents. Knowledge of these deviations from expectation, coupled with 

negative attitudes, may lead such parents to be less supportive of their child, or reject them. 

The latter may manifest in parental abuse of the youth, running away by the youth to escape 

maltreatment, or eviction of the youth from the home.

Representative samples of youth find that relative to heterosexual peers, sexual minorities 

report lower levels of parental closeness26 and elevated rates of parental abuse6,27 and 

homelessness.28–32 Transgender youth also report elevated rates of child abuse13 compared 

to cisgender peers. More specifically, sexual minority youth relative to heterosexual peers 

and siblings report less secure attachment to their mothers and their mothers report less 

affection for them.33 It has also been found that maternal attachment mediates sexual 

orientation disparities in depressive symptomatology and substance use.33,34 These 

disparities in sexual and gender minority youth from their and gender normative peers and 

siblings involving the degree of attachment underscore the importance of parental attitudes 

toward non-heterosexual orientations, gender non-conforming behavior, and gender identity 

variance for secure attachment in youth. Pediatric clinicians should assess these and the 

quality of the parent-child attachment.

These attachment implications and findings take on added meaning when considered along 

with youth’s neurocognitive development and coping capabilities. It is known that 

development of the prefrontal cortex lags behind that of limbic regions during 

adolescence,35 ensuring less impulse control and greater risk taking.36 The findings extend 

to emotion regulation. Human imaging studies demonstrate that youth have a difficult time 

down-regulating amygdala activation.37 Therefore, coping in youth is circumscribed by 
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limited ability to rationally or logically plan, execute, evaluate, and readjust a problem-

focused strategy to eliminate or reduce stress, while simultaneously controlling emotional 

reactivity.

Consequently, youth greatly depend on adults, especially parents, both to assist them with 

meeting developmental demands and to guide their personal experiences in various domains 

(e.g., interpersonal, romantic) and settings (e.g., school, work). LGBT youth with insecure 

attachment may have a difficult time navigating and coping with such challenges if their 

parents are inaccessible and unresponsive.

Nevertheless, attachment may change over time.38 This may happen if the attachment figure 

becomes more or less accessible and responsive, or if one attachment figure (e.g., the 

mother) buffers the negative impact of another attachment figure (e.g., the father). A non-

parental individual may provide support, but whether she or he could provide the deep sense 

of security and the safe haven of an attachment figure is uncertain, particularly if social 

structures and cultural traditions do not foster these.

Parental Reactions to Gender Nonconformity

Gender nonconformity, defined as having a gender expression that is perceived to be 

inconsistent with gender norms expected for an individual’s sex,39 is not uncommon in 

children. A study of gender atypical behavior (one aspect of gender nonconformity) among 

elementary school children found that approximately 23% of boys and 39% of girls 

displayed multiple gender atypical behaviors.40 Gender nonconformity exists on a spectrum, 

with some children displaying less and some children displaying more gender 

nonconformity. This spectrum has implications for victimization, such that youth who are 

more gender nonconforming are at increased risk for abuse by caregivers,41 as well as peer 

victimization and bullying (see Mark Hatzenbeuhler’s article, “Clinical Implications of 

Stigma, Minority Stress, and Resilience as Predictors of Health and Mental Health 

Outcomes,” in this issue) and an increased risk of depressive symptoms.42 Although a link 

exists between childhood gender nonconformity and later sexual minority orientation43 

and/or transgender identity,44 not all children who are gender nonconforming are LGB or 

transgender in later adolescence or adulthood.44

As with stigma attached to sexual minorities and transgender individuals, gender 

nonconformity is also stigmatized in and of itself, particularly among boys. Connell’s theory 

of hegemonic masculinity sheds light on this stigma, as it suggests that one form of 

masculinity, with features such as aggression, limited emotionality, and heterosexuality, is 

culturally exalted above others.45,46 For this reason, variation from this level of masculinity 

among boys can be stigmatized. Similar to stigma related to sexual minorities and 

transgender individuals, stigma related to gender nonconformity is often enacted through 

prejudice, discrimination, and victimization. A study of early adolescents found that gender 

nonconformity was associated with increased victimization by peers.47 Youth who are 

sexual minorities may be bullied for gender nonconformity before they are aware of their 

sexual orientation. A recent study found that sexual minority youth were bullied as early as 

fifth grade, which is before the majority of sexual minority youth are aware of their sexual 
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orientation or disclose it to others.48 Although the study did not assess the reason for 

bullying, it is possible that these youth were bullied based on gender nonconformity.

Negative societal views may include adverse parental reactions to a child’s gender 

nonconformity. A qualitative study found that parents welcomed gender nonconformity 

among their daughters, but had mixed reactions to their sons’ gender nonconformity; they 

accepted some level of nonconformity in their sons (e.g., interest in cooking), but had 

negative reactions to higher levels of nonconformity (e.g., wearing dresses).49 In addition to 

increased risk for bullying victimization from peers, previous research has found that gender 

nonconforming children have a high prevalence of childhood sexual abuse, physical abuse, 

and psychological abuse by caregivers,41,50 which may be indicative of negative parental 

reactions to their child’s gender nonconformity. Parents’ initial reactions to gender 

nonconformity in their children may extend to reactions to youth’s sexual orientation 

disclosure.

Parental Reactions to Youths’ LGBT Disclosure

Disclosure of sexual orientation to family members is common among sexual minority 

youth. One study found that 79% of sexual minority youth had disclosed their sexual 

orientation to at least one parent, and two-thirds of youth had disclosed their orientation to at 

least one sibling and one extended family member.51 Another study of sexual minority 

emerging adults found that 46% of men and 44% of women had disclosed their sexual 

orientation to their parents.52 In this study, participants were more likely to disclose their 

sexual orientation to their mothers than to their fathers, and disclosures typically occurred 

around age 19 years in a face-to-face encounter.

A number of theories have been proposed to conceptualize the reactions of parents to their 

children’s disclosure of sexual minority orientation,53 including mourning/loss paradigms 

based on Kubler-Ross’s stage model of grief54 and family stress theory.55,56 Willoughby et 

al. applied family stress theory to parental reactions to their children’s sexual orientation 

disclosure, proposing that reactions may depend on the availability of family-level resources 

(e.g., relational competencies)57,58 to manage stress, meanings that parents attributed to the 

stressful event (e.g., believing that sexual orientation is a choice), and co-occurring stressors 

(e.g., divorce, major illness).59 Although these theories are useful for understanding parents’ 

reactions to their child’s sexual orientation disclosure, some researchers have proposed that 

these models are limited in that they may not describe the reaction of all parents, account for 

developmental change in reactions over time, or consider the experiences of the child.53

Parents may experience a number of different responses when faced with a disclosure of 

sexual minority orientation from their child, ranging from accepting to rejecting. Research in 

this area has yielded mixed results regarding the positivity and negativity of parental 

reactions. One study found that sexual minority youth who had disclosed their sexual 

orientation to family members reported more verbal and physical abuse by family members 

and more suicidality compared to youth who had not disclosed their orientation.60 However, 

this study was published in 1998 and much has changed since then regarding societal 

acceptance of sexual minorities. Another study found that among sexual minority youth who 
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had disclosed their sexual orientation to their mother or father, the majority (89–97%) 

received a positive reaction.61 However, these findings may be misleading, given they do not 

consider how many youth have not disclosed to parents due to fear of negative reactions or 

rejection.

A review of the sexual minority literature finds that one-third of youth experience parental 

acceptance, another third experience parental rejection, and the remaining third do not 

disclose their sexual orientation even by their late teenage years and early twenties.19 The 

review also finds that regardless of initial reactions, parents generally become more 

accepting of their child over time. For instance, one study found that compared to sexual 

minority youth who had not disclosed their sexual orientation to parents, sexual minority 

youth who had disclosed their orientation reported more past sexual orientation-based verbal 

victimization from parents, but more current family support and less fear of future parental 

victimization,62 indicating greater acceptance over time. Whether such findings generalize to 

transgender youth is unknown. Our first case vignette at the end of this article illustrates 

areas needing more empirical research regarding transgender youth’s disclosure of gender 

identity to parents.

The process of sexual orientation disclosure in families may be shaped by the values of the 

family system.63 In one study investigating traditional values and family acceptance of 

sexual minorities, families with a strong emphasis on traditional values (e.g., importance of 

religion, emphasis on marriage, emphasis on having children) were perceived as less 

accepting of sexual minority orientation than less traditional families.64 Parental responses 

to youth’s disclosure of sexual minority orientation may also differ based on race/ethnicity 

or cultural levels of acceptance of sexual minority individuals (see Ch. 11, “Sociocultural 

Factors and LGBT Youth’s Health-related behavior: The role of race/ethnicity, 

socioeconomic status, religion and culture”). However, only one study, as far as we know, 

has examined parental responses to youths’ sexual orientation disclosure by race/ethnicity 

among young adult gay males of African-American, European-American, Mexican-

American, and Vietnamese-American backgrounds. It found family responses to be similar 

across the four groups.63

Additional research on levels of family support and rejection of sexual minority youth has 

found group differences by sexual orientation, race/ethnicity, and gender identity. A study of 

sexual orientation group differences in parental support of young adults found that lesbian 

and bisexual women reported lower levels of parental support than heterosexual women, and 

that gay men reported lower levels of parental support than bisexual or heterosexual men.65 

These group differences may be related to general attitudes toward different sexual 

orientation groups, indicating that attitudes toward sexual minority individuals are more 

negative than attitudes toward heterosexual individuals.66 Some race/ethnicity differences in 

level of family support have also been found. In a study of White and Latino sexual minority 

young adults, Latino men reported the highest number of negative family reactions to their 

sexual orientation in adolescence.67 However, another study found similar levels of parental 

support among White and racial/ethnic minority LGBT youth.68 More research is needed to 

obtain a clearer picture of how race/ethnicity may be related to parental responses to sexual 

orientation disclosure among youth, as well as parental support and rejection of LGBT youth 
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(see Ch. 11 for more information). Although there is little research on family support and 

rejection of transgender youth, some research has indicated that these youth report more 

rejection than cisgender youth.69 Further empirical research is needed on family support and 

rejection among transgender youth, particularly compared to cisgender sexual minority 

youth.

Implications for LGBT Youth Identity and Health

Levels of family acceptance and rejection may have implications for sexual minority youth’s 

identity development. A study of sexual minority adolescents and young adults examined 

associations between parental acceptance and identity profiles that were affirmed as opposed 

to being characterized by struggle.70 Results indicated that less parental rejection was 

associated with a greater likelihood of having an affirmed identity than struggling with one’s 

identity,70 suggesting that the level of parental rejection may affect youths’ ability to accept 

their own sexual minority identity. Similarly, youth whose parents knew about their sexual 

orientation reported less “internalized homophobia” (or self-stigma – see Ch. 5, “Clinical 

Implications of Stigma, Minority Stress, and Resilience as Predictors of Health and Mental 

Health Outcomes”) compared both to youth whose parents did not know about their sexual 

orientation and youth who newly disclosed their orientation to their parents over the course 

of the study.71

Pediatric care providers should be aware that family rejection may have serious 

consequences for LGBT youth’s physical and mental health.72,73 Studies have found that 

parental rejection is associated with health risk behaviors and poor mental and physical 

health outcomes among LGBT individuals. Sexual minority emerging adults with higher 

levels of family rejection were more likely to report attempted suicide, high levels of 

depression, and illegal drug use, and engagement in unprotected sexual intercourse.67 

Parental rejection negatively affects health among both transgender and cisgender 

adolescents. In the Thai study referenced earlier, family rejection predicted adolescents’ 

level of depression, suicidal thinking, and sexual risk behaviors among both transgender and 

cisgender youth.69

Conversely, family acceptance may be protective for LGBT youth’s health. Among sexual 

minority youth, adolescents whose mothers responded positively to their sexual orientation 

disclosure were less likely to use substances compared to those who had not disclosed their 

orientation to their parents or whose mothers and fathers did not react positively.61 In 

addition, family support and acceptance is associated with greater self-esteem, social 

support, general health status, less depression, less substance abuse, and less suicidal 

ideation and behaviors among LGBT youth.74 Family support is also associated with less 

substance use among LGBT youth.74–76 Among transgender youth specifically, parental 

support is protective against depression77 and associated with having a higher quality of 

life.78
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Clinical Implications

The preceding information underscores why it is important for providers of pediatric care to 

know the effects of family non-acceptance and rejection on youth; to understand specific 

threats to family acceptance affecting LGBT youth like parental stigma against LGB 

orientation, gender non-conforming behavior and/or gender variant identities; to assess these 

in youth and families; and to intervene appropriately in case of family non-acceptance or 

risk for it. The following case vignettes illustrate these principles in clinical practice.

Case 1 (Box 1) illustrates several complexities of coming out as transgender during the later 

adolescent period. The burden of unshared personal information and associated shame and 

fears of rejection, especially by one’s closest supports, combined with the mental effort 

required to maintain an external identity at odds with the internal sense of true self all 

contributed significantly to this patient’s depression. Improvement in depression was 

observed with disclosure to the mother, but depression recurred following subsequent 

negative or ambivalent parental responses. Acceptance was achieved within a broader social 

network, but peer and other community support could not replace the desired parental 

reaction. Without the support of the parents, the patient regressed and acquiesced to the sex 

assigned at birth, followed by depression that required pharmacological treatment. Although 

the pediatrician and psychotherapist were not able to effect parental acceptance, treatment 

was used to clarify its importance as a way to set the stage for further family work or 

adaptive separation, individuation, and coping with ongoing family non-acceptance.

Box 1

Case 1

A 16 year-old natal male presented to the physician with his mother and father with a 

chief complaint of depression. He reported feelings of worthlessness, failure, 

unhappiness, becoming easily overwhelmed and emotionally numb when stressed. 

During that first meeting he made a point of reporting that he had grown to feel more 

distant from his mother and father.

A referral was made for individual psychotherapy. During subsequent follow-up 

appointments the depression symptoms remained unchanged. There was ongoing 

resistance to therapy but during the course of care a positive alliance was developed with 

the physician. It was noted later in the treatment that the physician’s neutral, inquisitive 

style, appearance of non-judgment and of agency for the patient, signaling of a primary 

alliance with the patient rather than the parents (while maintaining respect for the 

parents’ interests) all helped to establish a good clinical alliance with the patient.

Seven months into the treatment relationship, an appointment was scheduled with the 

physician at the patient’s request. The stated goal for the meeting was to inform the 

physician, “I’m a girl. I don’t feel like I’m a girl, I am a girl.” The patient reported 

constant preoccupation with thoughts related to their current gender identity, efforts to 

cope with already developed secondary sex characteristics and how to achieve gender 

affirmation. The patient indicated a preference for the use of feminine gender pronouns. 

The patient also chose to come out to her mother in the office with the physician present. 
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Her mother was able to express an interest in understanding what was being explained to 

her but anticipated a slow process. The patient left the office indicating that the mother’s 

response was consistent with her expectations.

The next scheduled appointment occurred two weeks later. By that time the patient had 

told her father who did not attend the visit. Her father’s response was experienced as 

reserved and without clear acceptance or rejection. The drive to come out seemed to have 

been amplified since the initial experience with her mother. Beginning with a trusted 

faculty counselor at school and then with teachers and finally peers, she had informed 

members of her school and social community about her gender identity. The patient 

experienced their responses as supportive. There were no reports of explicit or implicit 

mistreatment. Her parents remained avoidant, however.

The patient felt an urgent drive to take action in the period after gender identity 

disclosure. After informing her broader social community, the patient sought to formally 

change her name and remained focused on gender affirmation. The family rejected the 

psychotherapist’s suggestion to consult with a gender management service, saying they 

would not agree to this “until [he’s] 18.”

The patient’s symptoms of depression continued, despite apparent relief and transient 

mood improvement immediately following the initial gender identity disclosure. As 

depression returned following her mother’s and then father’s avoidant responses, the 

patient appeared driven to repeat the disclosure to an expanding set of her social 

community. Each supportive encounter resulted in another transient improvement in 

mood, but these were always followed by recurrence of depression. Observing and 

discussing that process with the patient led to a calming of the fervent drive to act, but the 

depression remained. The patient eventually abandoned efforts to obtain a supportive and 

accepting response from the parents, and elected to defer pursuing further gender 

affirmation until able to do so independently, including suspending social transition such 

as requesting to be addressed by feminine name and pronoun. The depression was 

ultimately treated with antidepressant medication.

In Case 2 (Box 2), the child benefited from the protective effects of supportive parents to 

whom she appeared to have a secure attachment. Her masculine gender expression provoked 

mistreatment from peers. The stress of her exclusion began to affect her psychological 

health, but was modified by her ability to share her feelings and experiences at school with 

her parents and to rely on their ability to provide support and take appropriate protective 

action. A good relationship with the pediatrician extended the foundation of support. 

Together they were able to care for the child through an environmental action that may have 

prevented the need for mental health care. This case also underscores that gender 

nonconforming behavior may, but does not necessarily, mean that the youth will have a LGB 

orientation or be transgender later in adolescence or adulthood.
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Box 2

Case 2

The pediatrician had provided primary care for a girl since her birth. She experienced an 

unremarkable early development and had remained medically healthy. She was clearly “a 

tomboy” as her mom would note, but this garnered no concern as it might if instead of a 

masculine girl she were a feminine boy. There was no interest in dolls or princesses, no 

comfort in wearing a dress, and no affinity for pink or purple. She wore jeans and T-

shirts, played football with the boys at recess, and was comfortable getting dirty.

During her fourth grade year, a Monday office visit was scheduled after an episode of 

emesis at school. Her mother explained that the previous week, her daughter had been 

complaining of stomachaches and headaches in the morning. She had stayed home from 

school on Friday, but seemed better by that afternoon and over the weekend. On Monday 

morning she had again complained of feeling sick. Her examination was unremarkable. 

Physically she was well. Reassurance was given along with written authorization to 

return to school the next day.

School avoidance continued. Given the doctor’s findings, she was not kept home. She 

began to pick at her skin and appeared unhappy. Her parents had always been caring and 

attentive though not intrusive. They asked what had been happening at school. Their 

daughter explained that a bully had called her “gay” and said she was “a lesbian”. In the 

absence of effective intervention for bullying by her school, her persistent masculine 

gender expression elicited name-calling by a bully, which led to a group dynamic of 

teasing by other children at school. This led to widespread peer rejection and shunning. 

Her parents listened and supported her. A meeting was arranged at the school where the 

teacher acknowledged awareness of recent shifts in friendships. Although he and school 

administration acknowledged the problem, they did not implement standard anti-bullying 

interventions (see Ch. 6, “LGBT Youth and Bullying”), expressing confidence that the 

peer ostracism would pass quickly without school intervention.

However, peer perceptions of her sexual orientation and associated social ostracism did 

not change. With her parents’ support and encouragement, she was able to attend school. 

Her skin picking resolved, but she remained unhappy. After speaking with their daughter, 

the parents requested a school district transfer, but were opposed by school 

administration.

Parents sought help from the pediatrician, asking for a letter of medical necessity. The 

pediatrician readily provided one that included information about negative health effects 

of bullying, social isolation and alienation resulting from gender nonconformity and 

perceived sexual minority status. She included information about increased risk of 

depression and suicide. After receiving the letter, the school district approved a transfer.

Adjustment to the new school, which had an antibullying policy and curriculum that 

included non-tolerance of bullying on the basis of sexual orientation and gender, was 

positive. The patient’s mood improved quickly after the transfer. She found friends who 

introduced her to a new hobby of freestyle skateboarding. Now a teenager, she has 

Katz-Wise et al. Page 11

Pediatr Clin North Am. Author manuscript; available in PMC 2017 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



become quite accomplished. Both she and her current boyfriend participate in the same 

competitive skateboard circuit.

Summary

In this article, we have discussed theories of attachment, parental acceptance and rejection, 

and implications of each for LGBT youths’ identity and health. We have provided two 

clinical cases to illustrate the impact of family acceptance and rejection of a transgender 

youth and a gender nonconforming youth who was neither a sexual minority nor 

transgender. It is clear from existing research that family acceptance and rejection is crucial 

to the health and well-being of LGBT youth. However, the majority of research conducted in 

this area has focused on sexual minority cisgender youth. More research is needed to 

understand how family acceptance and rejection affects the health of transgender youth. 

Health care providers working with LGBT youth should address issues of family acceptance 

and rejection during clinical visits to ensure that youth develop a healthy sense of self in 

terms of their sexual orientation and gender identity.
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Key Points

• Parent-child attachment has implications for developing healthy 

relationships later in life.

• LGBT youth may experience a disruption in parent-child attachment if 

they are rejected based on their sexual orientation or gender identity.

• Parental rejection of LGBT youth negatively affects youths’ identity 

and health.

• Parental acceptance of LGBT youth is crucial to ensure that youth 

develop a healthy sense of self.
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