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Sexual Orientation and Gender
Identity Change Efforts are Unethical
and Harmful

See also Green et al., p. 1221.

Sexual orientation and
gender identity change efforts
(SOGICE)—sometimes called
“conversion” or “reparative”
therapy—refer to practices that
attempt to repress and alter a
person’s sexual orientation from
lesbian, gay, or bisexual to het-
erosexual or gender identity from
transgender to cisgender. Major
professional organizations oppose
SOGICE (e.g., the American
Medical Association, the Amer-
ican Psychological Association).
With substantial evidence of se-
rious harms associated with ex-
posure to SOGICE,1 particularly
for minors,2 21 states (and mul-
tiple cities and counties) have
passed bipartisan laws or regula-
tions prohibiting SOGICE.

Adolescents are uniquely sus-
ceptible to exposure to SOGICE.
Given their emotional and fi-
nancial dependence on parents,
adolescents are subject to parental
influence or pressure to engage
in SOGICE. There are funda-
mental ethical concerns about
whether youths consent to
SOGICE and whether they
understand the inherent risks
to their short- and long-term
mental health.1 Furthermore,
identity development, including
the development of one’s sexual
and gender identity, is a hallmark
of adolescence3; adolescence is
also a critical period for the onset

of several mental health problems
and substance use behaviors.4

Thus lesbian, gay, bisexual,
transgender, queer, and ques-
tioning (LGBTQ) adolescents are
distinctly vulnerable to the neg-
ative consequences of exposure
to SOGICE.

Findings from Green et al. (p.
1221), in this issue ofAJPH, offer
the latest evidence that SOGICE
exposure among LGBTQ youths
is unethical and dangerous. With
data from a large nationwide
survey of LGBTQ youths, the
authors found that 4.2% of their
sample had been exposed to
SOGICE in their lifetime.
Furthermore, compared with
LGBTQ youths with no expo-
sure, those exposed to SOGICE
showed 1.76 times greater odds
of seriously considering suicide,
2.23 times greater odds of having
attempted suicide, and 2.54 times
greater odds of multiple suicide
attempts in the previous year.

Notably, estimates accounted
for other risk factors for suicide
that are specific to LGBTQ
youths, including LGBTQ-
related discrimination and
physical threats or harm. Yet
SOGICE were the most influ-
ential factor in risk for suicide
ideation, attempt, and multiple
attempts. The authors point out
that SOGICE have been identi-
fied as a potentially harmful

practice, with characteristics
consistent with definitions of
adverse childhood experiences.5

Furthermore, the pattern of re-
sults is consistent with evidence
that childhood trauma is associ-
ated with severity in mental
health challenges.6 Specifically,
SOGICE had markedly stronger
statistical associations with in-
creasing severity of suicidality
(i.e., the strongest effect was on
multiple suicide attempts).

The findings are compelling,
and several strengths of the study
contribute to existing evidence of
the mental health correlates of
SOGICE, particularly among
youths.1,2 The findings by Green
et al. are strengthened through
the use of a contemporary, na-
tionwide survey of LGBTQ
youths. The authors found that
rates of past-year suicide attempt
are consistent with those docu-
mented in theCenters forDisease
Control and Prevention’s 2017
Youth Risk Behavior Survey,
providing confidence that the
findings from this survey are not

inconsistent with population-
based samples.

This study comes at a time
when more cities and states are
considering ordinances or laws
that would ban the use of
SOGICE on minors, with the
most recent ban implemented in
Virginia, the first Southern state
to do so. It is important to rec-
ognize, however, that these bans
are specific to licensed mental
health care providers and thus do
not provide protection against
SOGICE by others, including
unlicensed providers and faith
leaders (e.g., clergy). Education is
needed to warn parents about the
serious harms associated with
efforts by clergy and unlicensed
professionals who subject minors
to SOGICE. The findings pre-
sented by Green et al. further
support the harmful and uneth-
ical nature of SOGICE and
emphasize the importance of
legislation that bans SOGICE,
given the compelling interest by
governments to defend the
health and well-being of minors.
The impact of these legislative
bans is twofold: they protect
LGBTQ youths from SOGICE
but also raise awareness of the
harms caused to those who are
exposed to it.

An important issue that is left
unexplored in the study byGreen
et al. is that exposure to and
impacts of SOGICE may differ
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for sexual minority compared
with gender minority youths.
Our unscientific impression is
that most of the public think of
efforts to change sexual orienta-
tion (lesbian, gay, or bisexual
identity) when they think of
these practices, yet there is
growing concern about practices
aimed to change the gender ex-
pression and identity of trans-
gender or nonbinary children.
Although the motivation for
sexual orientation change efforts
is likely rooted in the non-
conforming gender expression of
youths who are gay, lesbian, or
bisexual, there are important
differences to consider in how
SOGICEmay be experienced by
youths based on their sexual
orientation or gender identity.

First, there may be differences
related to developmental timing.
Some but not all transgender and
gender-diverse youths exhibit
gender-nonconforming behav-
iors or assert a desire to be another
gender early in childhood,
whereas sexual identity devel-
opment may begin in child-
hood but is typically understood
to be associated with the de-
velopmental changes linked
to adolescence.7 Inasmuch as
transgender youths may exhibit
behaviors that do not conform
with their sex assigned at birth in
early childhood, they may be
susceptible to experiences of
SOGICE earlier in the life course
and for longer periods of time.
Earlier and prolonged exposures
likely have differential effects on
later mental health and suicide
risk. By contrast, sexual minority
youths often first report feeling
different and attribute that dif-
ference to sexuality around the
start of adrenarche, which could
delay their exposure to SOGICE
until early to middle adolescence
(or later).

Second, there are different
developmental processes, cultural

meanings, and interpersonal
experiences associated with the
developmental of a same-sex
sexual orientation compared
with a gender identity different
from one’s sex assigned at birth.
It is likely that attempts to
change a young person’s sexual
orientation compared with their
core sense of gender may have
very different meaning and sa-
lience, as well as distinct se-
quelae. Thus, developmental
timing or focus on gender versus
sexual orientation may make a
difference for how SOGICE are
experienced by a young person.
We note the bitter irony of
pointing to ways to advance
research on practices that are at
their core unethical and harmful;
yet empirical studies should
consider these distinctions when
assessing factors that put youths
at risk for SOGICE at different
points in the life course and the
subsequent implications for
mental health and risk for
suicide.

Given the evidence of serious
harm caused by SOGICE, we
also suggest an end to the use of
the language of “reparative” or
“conversion” therapy by scien-
tists to describe these practices.
The authors use the words
“conversion efforts” in their ti-
tle, and indeed the terminology
of “conversion therapy” or
“reparative therapy” is under-
stood in the public and was part
of the wording of the survey
question. Their choice of
wording is understandable on
those terms. However, these
practices are not therapeutic, are
not reparative, and do not offer
the possibility of conversion (the
implication that LGBTQ people
need repair or conversion is itself
demeaning). We argue that such
language risks legitimizing un-
ethical and harmful practices
as “therapy” and promulgates
stigma.
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