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Theoretical writings and research suggest that the onset,
course, treatment, and prevention of mental disorders
among lesbians and gay men differ in important ways from
those of other individuals. Recent improvements in studies
of sexual orientation and mental health morbidity have
enabled researchers to find some elevated risk for stresssensitive disorders that is generally attributed to the
harmful effects of antihomosexual bias, Lesbians and gay
men who seek mental health services must find culturally
competent care within systems that may not fully address
their concerns. The affirmative therapies offer a model for
intervention, but their efficacy and effectiveness need to be
empirically documented. Although methodological
obstacles are substantial, failure to consider research
questions in this domain overlooks the welfare of
individuals who may represent a sizable minority of those
accessing mental health services annually.
The relationship between homosexuality and mental health
status is a subject that does not want for controversy. In
December 2000, the American Psychological Association
(APA) published a set of guidelines for psychotherapy with
lesbian, gay, bisexual, and other sexual minority1 clients
reaffirming the profession's position that homosexuality is
not a mental illness (Division 44/Committee on Lesbian,
Gay, and Bisexual Concerns Joint Task Force, 2000). In
that same year, articles were published in psychological
journals that labeled homosexuality a form of psychopathology (Stone, 2000) or supported the practice of conversion therapy (Nicolosi, Byrd, & Pons, 2000a, 2000b), a
therapeutic approach previously condemned by the APA
(APA, 1997). The contradictions embodied by these facts
are but a small reflection of the persistent social ambivalence engendered by the topic of homosexuality. A recent
Newsweek poll of the American public found that nearly
half of the people surveyed believed homosexuality is a sin
(Newsweek Poll, 2000), and approximately a third of those
polled in another survey believed it to be a mental or physical illness (Americans on Values, 1999).
In this politicized context, research examining factors
related to mental health among lesbians and gay men is
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extremely vulnerable to biased interpretations (Bailey, 1999).
Yet there are numerous indications within the field of
psychology that mental health needs among lesbians and gay
men may differ in some important ways from those of
heterosexual women and men (Bieschke, McClanahan,
Tozer, Grzegorek, & Park, 2000; Cabaj & Stein, 1996;
Haldeman, 1994; Hughes, Haas, & Avery, 1997; S. L.
Morrow, 2000). But until quite recently the topic generated
surprisingly little of the hard empirical data that might dispassionately clarify psychologists' understandings of mental health issues affecting lesbians and gay men (Cabaj &
Stein, 1996; Rothblum, 1994).
Why Isn't More Known?
There are several obvious and some subtle obstacles to
conducting research on the mental health needs of lesbians
and gay men. One is that, historically, the sciences have
struggled painfully through changing and often controversial perspectives on homosexuality (American Medical Association House of Delegates, 1996; APA, 1997; Bailey,
1999; Davison, 2001; Garnets, Hancock, Cochran, Goodchilds, & Peplau, 1991; Herek, Kimmel, Amaro, & Melton,
1991; Yarhouse, 1998), with scientific arguments colored
by the strong opinions surrounding the topic that permeate
American culture. Homosexuality is widely stigmatized
(Herek et al., 1991; Kite & Whitley, 1996), and only 30
years ago it was viewed as a psychiatric disorder reflecting
pathological developmental processes (Stein, 1993). In
1974, APA voted to accept a resolution that "depathologized" homosexuality (Conger, 1975).
1
Sexual orientation is a multidimensional concept including intercorrelated dimensions of sexual attraction, behavior, and, fantasies, as well as
emotional, social, and lifestyle preferences (Sell, 1997). For linguistic
simplicity, the terms lesbian, sexual minority, and gay men will be used
throughout the address, and distinctions among the diversity of identities
that exist will be minimized. To a great extent, this is a reflection of the
current body of empirical literature. Some of the research reviewed here
used inclusion criteria that relied on respondents' self-identification as
lesbian, gay, or bisexual, as determined by various measurement strategies that do not always precisely agree with each other. Other studies
used reports of a history of same-gender sexual partners, using different
time frames, to classify individuals. Still others used sampling location,
such as recruitment from a venue frequented by lesbians or gay men,
paired with reports of sexual minority identity or same-gender sexual
behavior or desire, to determine eligibility. Many researchers put lesbians or gay men in the same category as bisexuals, whether determined
by self-identification or sexual behavior, generally to improve statistical power
in examining differences from heterosexuals. Although currently
much debate exists in the field over both essentialist and social constructionist views of sexual orientation (Broido, 2000), in the present work 1
refer to those individuals who experience same-gender sexual desire or
behavior or who label themselves with any number of terms (e.g., lesbian, homosexual, gay, bisexual, questioning) that reflect a sense of possesing, at least in part, a same-gender sexual orientation. Given the current
state of the field, it would be premature to imply greater specificity.
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The controversies may have hindered professional and
research development in psychologists' training. In the
field of mental health services, clinicians may still be influenced by negative views of homosexuality in their interactions with lesbian and gay male clients and may lack sufficient training in working competently with this population
(Bieschke et al., 2000; Crawford, McLeod, Zamboni, &
Jordan, 1999; Garnets et al., 1991; S. L. Morrow, 2000).
Researchers, too, who might be interested in studying factors
affecting lesbians and gay men are often discouraged from
doing so because of both the professional risks that might
accrue (Hooker, 1993) and the dearth of available research
resources (Solarz, 1999).
A second obstacle is that significant and very real methodological barriers to research with this population exist
(Cochran, Keenan, Schober, & Mays, 2000; Solarz, 1999).
Relative to other minority populations, such as racial or ethnic
minorities, those with minority sexual orientations are
relatively more hidden (Herek, 1998). Consequently, most
research has had to rely solely on convenience-based sampling
of individuals who are reachable through their presence in
lesbian and gay community venues or through social networks
accessible to researchers (Cochran et al., 2000; Cochran &
Mays, 2000b). Often there are no comparable heterosexual
groups in these studies, because the methods of sample
selection (e.g., recruitment at gay pride events, music festivals,
gay social clubs, gay bookstores, or gay bars) have no obvious
counterpart outside the lesbian and gay community. Sample
sizes, too, have generally not been large enough to explore
variation in psychiatric morbidity or service use or to examine
factors related to this variation.
Research designs that could sample without reference to
participation in gay-related social structures are readily
available and have been used for years to estimate the mental
health of the American population (Manderscheid &
Sonnenschein, 1996). But until the onset of the HIV epidemic,
which generated public health needs for surveillance of sexual
risk behaviors, these periodic population- based surveys did
not directly assess the occurrence of same-gender sexual
behavior or sexual orientation identity. Ostensibly, this was
due to concerns about lowering response rates, concerns that
have proved to be unfounded (Butler, 2001). It is only within
the past decade that these commonly collected data sets
became available for generating estimates of mental health
morbidity and services use among lesbian, gay, and bisexual
individuals, because questions were added that assessed
markers of homosexuality (Cochran et al., 2000; Cochran &
Mays, 2000a, 2000b; Cochran, Sullivan, & Mays, 2001;
Faulkner & Cranston, 1998; Fergusson, Horwood, &
Beautrais, 1999; Garofalo, Wolf, Kessel, Palfrey, & DuRant,
1998; Garofalo, Wolf, Wissow, Woods, & Goodman, 1999;
Gilman et al., 2001; Herrell et al., 1999; Lock & Steiner, 1999;
Remafedi, French, Story, Resnick, & Blum, 1998; Saewyc,
Bearinger, Heinz, Blum, & Resnick, 1998; Sandfort, de Graaf,
Bijl, & Schnabel, 2001). The majority of these recent studies
have focused solely on adolescents recruited from middle or
high school settings.
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Even when explicit questions regarding sexual orientation
or same-gender sexual experiences are assessed within these
general population-based surveys, problems remain. One is a
lack of statistical power due to the low base rate of
homosexuality in the population, which, in this context,
translates into extremely few lesbians and gay men identified in
each study. Population-based studies designed specifically to
compare sexual minorities and heterosexuals on mental healthrelated questions are the rare exception (Bloomfield, 1993; Stall
& Wiley, 1988). A second problem is misclassification bias
when self-reports of sexual behavior are used as a proxy for
sexual orientation. Even the rare misclassification of
heterosexuals tends to greatly reduce the positive predictive
value of sexual behavior as a screening measure (i.e., the
percentage of individuals classified as lesbian or gay by their
sexual behavior alone who, in fact, would self-identify as such if
they had been asked), and those who are not sexually active are
not classifiable (Cochran et al., 2000).
A third obstacle that has limited psychologists' knowledge of
mental health morbidity among lesbians and gay men is, perhaps,
an indirect consequence of several studies, beginning in the late
1950s, that repeatedly found few, if any, differences in
psychological adjustment between small, nonclinical samples of
homosexual and heterosexual men and women (Hooker, 1993).
This groundbreaking work sidestepped the obvious research bias
injected when sampling lesbians and gay men only from
psychiatric set- tings to examine evidence for psychoanalytic
writings that emphasized a pathological etiology for
homosexuality (Stein, 1993). When findings did not support
theoretical predictions of widespread psychopathology among
lesbians and gay men, critical empirical support emerged for
efforts to remove homosexuality as a psychiatric diagnosis
(Gonsiorek, 1991). But it may also have led to a waning curiosity
in research on psychopathology among lesbians and gay men, on
the assumption that little of interest would be
found.
This is not to say that lesbian and gay men's experiences and
needs in therapy were ignored in the published literature. Over
the past two decades, mental health professionals have worked
extensively to develop specialized treatment modalities, such as
gay affirmative therapy (Browning, Reynolds, & Dworkin, 1991;
Malyon, 1982), or theoretical perspectives that focus on the
special issues that may arise when lesbians and gay men enter
psychotherapy (Brown, 1992; Cabaj & Stein, 1996; Greene &
Croom, 2000; Perez, DeBord, & Bieschke, 2000). Although the
work has significantly raised consciousness about issues and
experiences of lesbians and gay men, little of this work has had
the benefit of empirical study (Bieschke et al., 2000) that could
result in evidence-based practice guidelines.
Beginning a few years ago, the field witnessed the
introduction of a new level of methodological rigor, as
researchers began to revisit the ways in which homosexuality
may function as a risk indicator for psychiatric disorders.
In doing so, they brought with them an accelerating degree
of sophistication reflecting, in part, the gains in the field of
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psychiatric epidemiology in general (Eaton & Merikangas,
2000). Much of this work is coming out of disciplines
within the broad domain of public health, where a risk indicator is defined as a determinant or modifier of risk for a
particular health outcome; causality is not necessarily implied (Miettinen, 1985). Unlike the earlier "illness model"
of homosexuality (Gonsiorek, 1996), this work represents a
significant theoretical shift to viewing sexual orientation as
being similar to other individual risk indicators (e.g., gender, ethnic or racial background) that might influence the
onset, course, or amelioration of psychiatric problems. This
approach is compatible with parallel developments in the
field of lesbian health and gay affirmative psychologies,
where, until quite recently, the expectation was that psychiatric morbidity among sexual minorities did not vary much
from that seen in heterosexuals, but issues lesbians and gay
men might need to address in therapy did (Rothblum,
2000). The results of this recent research may lead to
changes in how the profession conceptualizes the mental
health concerns of lesbians and gay men.
Do Lesbians and Gay Men Experience Differential
Rates of Mental Health Morbidity?
Affective, anxiety, and substance use disorders and other
indicators of subclinical distress appear to be especially
reactive to the effects of social stress (Dohrenwend, 2000).
One causal factor presumed to playa critical role in placing lesbians and gay men at higher risk than heterosexual
people for psychiatric morbidity is the social stigma surrounding homosexuality itself (Greene, 1994: Haldeman,
1994: Mays & Cochran, in press). Studies have shown that
lesbians and gay men commonly report experiences with
social inequalities arising from their sexual orientation, including incidents of victimization and discrimination
(Bradford, Ryan, & Rothblum, 1994; Cochran & Mays,
1994; Herek, Gillis, & Cogan, 1999; Hershberger &
D' Augelli, 1995; Krieger & Sidney, 1997; Mays, Cochran,
& Rhue, 1993), particularly in adolescence or young adulthood (D' Augelli, Hershberger, & Pilkington, 1998; Lock &
Steiner, 1999). In addition, research sometimes directly
relevant to sexual orientation (Kessler, Mickelson, & Williams, 1999: Mays & Cochran, in press; Meyer, 1995; Otis
& Skinner, 1996) has documented that social stigma is a
risk factor for psychological distress, especially for depression and perhaps anxiety.
Researchers conducting recent epidemiologic studies
using several population-based surveys have directly examined the association between psychiatric morbidity and sexual orientation. In all of these studies researchers found
some evidence for elevated risk when lesbian, gay, and
bisexual individuals are compared with heterosexual respondents. Using data from a longitudinal cohort study of
New Zealanders followed since birth, Fergusson et al.
(1999) observed that lesbian and gay male youths, identi-
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fied by self-reported sexual orientation at the age of 21
years, experienced greater prevalence than heterosexual
youth of major depression, generalized anxiety disorder,
and substance abuse or dependence between the ages of 14
and 21 years.
Four studies capitalized on the fact that some large,
complex, multistage household surveys of the general population, designed to measure psychiatric disorders, also
asked questions about the gender of respondents' sexual
partners. By using individuals' reports of female and male
sexual partners, researchers could classify respondents as
probably lesbian, gay, bisexual, or heterosexual. In one
study, my colleague and I (Cochran & Mays, 2000a) mined
information available in the third National Health and Nutrition Examination Survey (U.S. Department of Health and
Human Services, 1996) to examine lifetime histories of
depression among men, age 17 to 39 years, who reported a
lifetime history of same-gender sexual partners. We found
evidence of possibly greater lifetime susceptibility to recurrent major depressions. In two additional studies, we used
data from the 1996 National Household Survey on Drug
Abuse (NHSDA; Cochran & Mays, 2000b) and collaborated with researchers from the National Comorbidity Survey (NCS; Gilman et al., 2001) to compare the psychiatric
histories of respondents who reported any same-gender
sexual partners or only opposite-gender sexual partners in
either the prior year (NHSDA) or the past five years
(NCS). In both, we again found evidence for greater morbidity risk for some disorders in homosexually active individuals as compared with exclusively heterosexually active
respondents. Using a similar approach, Sandfort and colleagues (Sandfort et al., 200 1) analyzed information available in a large multistage household survey of the adult
Dutch population to find higher one-year and lifetime prevalence of several types of disorders among those who reported any same-gender sexual partners in the 12 months
prior to interview as compared with those who indicated only
opposite-gender sexual partners. Although each of
these studies measured somewhat different clusters of affective, anxiety, and substance use disorders and were
within sometimes different time frames, across studies a
picture emerged of moderately greater risk for individuals
who had a history of involvement with same-gender sexual
partners (see Figure I). In particular, the evidence for
greater lifetime risk for major depression seemed fairly
consistent across surveys.
Finally, we (Cochran, Sullivan, & Mays, 2001) also examined evidence for differential rates of psychiatric morbidity in the National Survey of Midlife Development in
the United States (MIDUS; Brim et al., 1996), a survey of
individuals between 25 and 75 years of age that assessed
both the occurrence of several major mental health disorders and self-reported sexual orientation. As before, we
found increased risk for some mental health disorders
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among lesbian, gay, and bisexual respondents as compared
with heterosexual women and men (see Figure 1).
All of this recent work examining mental health correlates of sexual orientation has in common the use of samples drawn with well-designed sampling frames that avoid
the sampling biases permeating most previous work in the
area. In addition, all six studies measured evidence for psychiatric disorders in both homosexual or bisexual and heterosexual respondents using standard, well-tested instruments that generate information of diagnostic value within
defined time frames. These strengths suggest that lesbians
and gay men, in comparison with heterosexual women and
men, probably do have some increased risk for some disorders. However, it is important to underscore that in the
majority of studies, the majority of homosexual or bisexual
respondents did not evidence any of the measured mental
health disorders.
There is still quite a bit of uncertainty about the new
findings, as well there should be. All of these studies
had low precision in estimating point prevalences because of the small sample size of individuals classified
as probably lesbian, gay, or bisexual. In addition, four
of the studies relied on respondents' reports of the gender of sexual partners to identify those likely to be lesbian or gay. The pitfalls of this approach are wellknown (Cochran et al., 2000), and generally one would
expect that results would be biased toward finding no
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differences. However, other possible hidden biases also
exist in this type of research methodology that are less
well understood. For example, it is not known how important nonresponse or response bias is in producing the
results obtained. It may be that those who are willing to
participate in intrusive health surveys and to disclose
potentially stigmatizing information about their sexual
histories or sexual orientation to interviewers are also
more likely to admit to individual psychiatric symptoms.
Further, it is possible that these surveys sample from a
restricted range of the lesbian and gay population that is
confounded in some unknown way with psychiatric morbidity. Finally, even though it appears that lesbians and
gay men experience somewhat greater risk for mental
health disorders, the reasons for this are not known. Although the observed differences are often attributed to
the effects of social stigma, only one population-based
study (Mays & Cochran, in press) has actually examined
evidence for this. In that study, my colleague and I controlled for differences in discrimination experiences between lesbian, gay, and bisexual adults and heterosexual
adults and, in doing so, greatly attenuated differences in
mental health morbidity indicators between the two
groups. Nevertheless, only further studies can answer
the host of questions that remain, including what factors
generate this possible excess risk.
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Is There Greater Risk for Suicidal Behaviors Among
Lesbians and Gay Men?
Although the field lacks data regarding successful suicides,
the risk for suicide attempts among lesbians and gay
men has been a public health concern for several years
(Muehrer, 1995). Much of the early research documenting
higher rates of suicide attempts drew from conveniencebased samples of volunteers (Remafedi, 1999). But studies
from the past few years, relying on research designs less
susceptible to sampling bias, also found higher risk for suicide attempts among lesbian-, gay-, and bisexual-identified
youth (Fergusson et al., 1999; Garofalo et al., 1999; Remafedi et a1., 1998); homosexually experienced youth
(Faulkner & Cranston, 1998; Russell & Joyner, 2001); and
homosexually active adults (Cochran & Mays, 2000a; Gilman et al., 2001 ), as compared with heterosexually classified counterparts (see Figure 2).
Although Figure 2 shows prevalence estimates for different time periods using varying definitions of sexual orientation status, across studies those classified as lesbian,
gay, or bisexual consistently evidence higher rates of prior
suicide attempts as compared with those classified as heterosexual. It appears that risk may be greatest during adolescence and young adulthood, with declines as individuals
age (Cochran & Mays, 2000a; Sorensen & Roberts, 1997).
Specifically, observed rates were highest in four of the five
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studies of adolescents, all of which included both genders,
as shown on the left side of the figure. In contrast, the
three studies on the right side of the figure used adult samples and found apparently lower rates. But only one (Gilman et al., 2001) of these studies included women, which
may have biased findings downward to some extent because of well-known gender differences in the prevalence
of suicide attempts (Kessler, Borges, & Walters. 1999).
By now, there seems to be little doubt that the risk for
suicide attempts among lesbians and gay men. Particularly
in adolescence, should be of concern to psychologists. Although adolescence, in general, is a high-risk period for
suicide attempts, sexual minority youth appear to be a vulnerable population (U.S. Department of Health and Human
Services. 2001).
Are There Differences in Symptom Clusters,
Age at Onset, or Precipitants?
There may be differences, as yet largely unexamined in the
research literature, in the ways that mental health morbidity
manifests in lesbians and gay men. These differences, if they
do exist, could have important implications for treatment.
One area of possible difference between lesbians and
gay men on the one hand and heterosexual women and men
on the other is in the frequency of comorbidity, the occurrence of which is generally a predictor of poor outcome, a
more chronic course of disorder, and higher rates of treat-
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ment utilization (Kessler et al., 1994). The greater risk for
comorbidity among lesbians and gay men has rarely been
addressed directly, but three recent surveys (Cochran, Sullivan, & Mays, 2001; Fergusson et al., 1999; Sandfort et al.,
2001) have now reported that the greater risk appears to be
real. The important implication, if future studies support
these early findings, is that interventions targeted at lesbians
and gay men entering therapy may more often need to
address more complex presenting complaints than are seen,
on average, in heterosexual clients. Patterns of comorbid
disorders may also differ somewhat from those seen in
heterosexual clients. For example, there is substantial evidence that lesbians are more at risk for developing alcohol
dependency than are other women (Bradford et al., 1994;
Cochran, Bybee, Gage, & Mays, 1996; Cochran et al., 2000;
Hughes & Wilsnack, 1994; McKirnan & Peterson, 1989),
although the reasons for this are not known (Cochran et al.,
2000). In contrast, several studies (Cochran & Mays, 2000b;
Cochran, Sullivan, & Mays, 2001; Sandfort et al., 2001)
have found higher rates of some anxiety disorders, most
often in the realm of panic attacks, among homosexually
classified men when compared with heterosexually classified
men.
Another area of possible difference may have to do with
the timing of the onset of disorders. Minority sexual orientation and gender atypicality are early magnets for maltreatment. Lesbian and gay adolescents commonly report experiencing familial abuse and harassment on disclosing their
sexual orientation (D'Augelli, 1998; Savin-Williams, 1994)
and may be more likely to experience parental maltreatment
(Corliss, Cochran, & Mays, 2001; Tjaden, Thoennes, &
Allison, 1999). Studies have also documented that experiences with peer- and stranger-based victimization, verbal
harassment, and the threat of or actual physical violence are
frequently reported by lesbian and gay youth, particularly by
those in the younger age groups (Garofalo et al., 1998;
Herek, Gillis, Cogan, & Glunt, 1997; Hershberger, Pilkington, & D'Augelli, 1997; Otis & Skinner, 1996). An implication is that lesbians and gay men may be more vulnerable
than heterosexual women and men to the onset of psychiatric
disorders at an early age because of early psychologically
stressful experiences arising from stigmatization. However,
Gilman et al. (2001), in one of the few studies examining this
issue, failed to detect statistically significant evidence in
support of this hypothesis.
Finally, a third factor that may lead to different patterns
of morbidity expression is the simple fact that lesbians and
gay men lead lives that are somewhat different from those of
their heterosexual counterparts. For example, lesbians, in
comparison with other women, are more likely to participate
in the labor market and have less expectation of not doing so
(Alm, Badgett, & Whittington, 2000). The family structures
of lesbians and gay men are also different (Matthews &
Lease, 2000); for example, their families have a lower likelihood of including children (Cochran, Mays, et al., 2001;
Patterson & Chan, 1997). Lesbians' and gay men's lives
involve traversing unexpected life paths that may lead to the
occurrence of fewer, in the words of Pearlin (Pearlin, 1999,
p. 163), "scheduled" life events (e.g., marriage, birth of a
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child), and the life events that do occur may be atypical (e.g.,
loss of custody of a nonbiological child). In particular, the
atypical nature of unscheduled life events, which are generally perceived as being more stressful, may generate even
greater demands on the individual. In addition, lesbians and
gay men do not enjoy the same legal protections as others
(Purcell & Hicks, 1996), such as the many economic and
social benefits of marriage. They may have less support from
biological families (Kurdek & Schmitt, 1987; Mays, Chatters, Cochran, & Mackness, 1998). All of this may lead to
greater vulnerability to negative life events, through possibly
chronic deficits in emotional or tangible support (Thoits,
1995).
Taking as an example married status, research shows
that marriage is generally good for mental health (Marks &
Lambert, 1998). Across epidemiologic surveys, married status is a well-known, robust positive correlate of mental
health, particularly when those who are married are compared with those who are widowed or divorced (Kessler et
al., 1994). Despite the inability to marry, lesbians and gay
men do frequently form long-term, committed, marriage-like
same-sex relationships, with point prevalence estimates of
coupled status ranging from 28% to 75% (Alm et al., 2000).
Cohabitation is essentially their only means to approximate
marriage. Individuals in these relationships experience high
levels of satisfaction and emotional closeness, similar to the
levels reported by heterosexuals in various types of relationships, such as those involving dating, cohabiting, or marriage
(Kurdek, 1997; Peplau & Cochran, 1990; Peplau, Cochran,
& Mays, 1997). Indeed, research indicates a close equivalence between marriage and committed gay relationships
(Peplau & Cochran, 1990). But it is unknown if these relationships confer on lesbians and gay men a similar "marriage" mental health benefit.
Another major difference in the lives of lesbians and
gay men, as compared with heterosexual women and men, is
the need to cope with the ways in which minority sexual
orientation has implications for an individual's life. One
aspect, commonly referred to in the psychological literature.
as lesbian or gay identity development or "coming out"
(Reynolds & Hanjorgiris, 2000), is often seen as a major
issue that is dealt with in psychotherapy. There are three
distinct components to the process: becoming aware of difference, "exiting from heterosexual identity" (D'Augelli,
1998, p. 192), and creating a gay or lesbian identity that is
publicly acknowledged (D'Augelli, 1998). In theoretical
writings, successful resolution of these issues is often seen as
an essential developmental step for achieving optimal mental
health (Dworkin, 2000). However, direct empirical evidence
related to this hypothesis is sparse (D'Augelli & Hershberger, 1993; Zea, Reisen, & Poppen, 1999).
A second aspect of the implications of minority sexual
orientation is discrimination. Lesbian, gay, and bisexual
individuals, in comparison with heterosexual men and
women, report more frequent experiences with discrimination, in terms of both discrete events and everyday affronts
(Mays & Cochran, in press). As can be seen in Figure 3, in
the MIDUS survey, sexual minorities, as compared with
heterosexual respondents, reported more frequent experi-
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ences with discrimination, which occurred either sometimes
or often on a day-to-day basis. Further, my colleague and I
showed elsewhere that these perceptions were positively
associated with psychological distress (Mays & Cochran, in
press).
In sum, these differences in lifestyle patterns, social
stressors, and social resources may influence in unknown
ways the onset and course of mental disorders among lesbians and gay men. In addition, lesbians and gay men, like
other Americans, may also have to cope with additional
social inequalities arising from gender, ethnic or racial status, or social class, to mention but a few known risk indicators. Research on mental health morbidity issues among
ethnic or racial minority lesbians and gay men is exceedingly
sparse (Alquijay, 1997; Cochran & Mays, 1988, 1994;
Comas-Diaz & Greene, 1994; Greene, 1997; Nakajima,
Chan, & Lee, 1996). Whether the effects of multiple stigmatized statuses are additive or synergistic (Miettinen, 1985)
is not known at this point.
Does Sexual Orientation Influence Entry
Into Treatment?
For lesbians and gay men, access to competent mental
health services is complicated by the sometimes held negative stereotypes of homosexuality among service providers
that unpredictably results in inappropriate or inadequate
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care (Garnets et al., 1991). Further, although many lesbians
and gay men report services are inadequately rendered by
heterosexual providers (Garnets et al., 1991), a survey of
providers who presumably were predominantly heterosexual found that most viewed the treatment needs of lesbians
and gay men as being no different from those of other clients (Gambrill, Stein, & Brown, 1984). One strategy that
lesbians and gay men use to avoid biased care is nondisclosure of their sexual orientation (MacEwan, 1994). For
example, reticence in disclosing sexual orientation has been
noted in alcohol treatment settings (MacEwan, 1994). But
when therapeutic issues are woven together with sexual
orientation, nondisclosure may result in less effective interventions (Cabaj, 1996). From the perspective of the behavioral model of health services utilization (Andersen, 1995),
sexual orientation may be an important but unmeasured
predisposing component.
Little is known about rates of mental health and substance use services utilization among lesbians and gay
men, let alone factors that influence entry into treatment.
There is evidence that lesbians and gay men may be more
likely than others to access mental health care services. In
population-based surveys, lesbians and gay men, as compared with heterosexual women and men, respectively,
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more frequently reported using mental health services in
the year prior to interview (Cochran, Sullivan, & Mays,
2001), and homosexually active women were more likely
than exclusively heterosexually active women to indicate
that they had recently used alcohol-related treatment services (Cochran et al., 2000). In two convenience-based national studies (Bradford et al., 1994; Sorensen & Roberts,
1997), the most common reasons mentioned by lesbians for
seeking therapy services were depression and relationship
difficulties. For gay men, coping with the HIV epidemic
may be an important factor in seeking mental health services (Cochran, Sullivan, & Mays, 2001).
Positive community norms concerning use of psychotherapy are thought to exist for lesbians (Bradford et al.,
1994) and perhaps for gay men as well. In addition, lesbians and gay men may enter therapy for reasons other than
psychiatric morbidity, including seeking assistance in issues generated by sexual orientation (Hughes et al., 1997).
One report (Liddle, 1997) suggested that lesbians and gay
men may remain in therapy longer than heterosexual
women and men do. There is also some evidence (Liddle,
1999) that lesbians' and gay men's satisfaction with psychotherapy services has increased in the past decade, perhaps as a consequence of changes in how homosexuality is
viewed by mental health providers and the increasing numbers of openly lesbian or gay clinicians.
However, there are also reasons to believe that lesbians
and gay men may experience somewhat different structural
barriers than heterosexual women and men do when seeking psychotherapy services. For example, lesbians may be
less likely than women of similar age, race, and educational background to have health insurance coverage
(Cochran, Mays, et al., 2001), possibly because of the relative absence of spousal insurance benefits. Further, recent
changes in health care delivery systems in the United
States, such as managed care, may have had a negative
impact on the ability of sexual minorities to access providers who possess preferred personal characteristics (Kaufman et al., 1997; Liddle, 1997), such as lesbian or gay sexual orientation or knowledge about sexual minority issues.
Requesting a lesbian or gay male provider through managed care systems risks the loss of confidentiality for both
the patient and the providers. In addition, managed care
companies may be reluctant to create referral lists where
the information would be available. Both of these barriers
may greatly complicate help seeking by this population.
Research specifically examining the effect on lesbians and
gay men of changes in methods of entry into health care
has yet to be done.
Do Efficacious Treatments for Depression and Anxiety
in Lesbians and Gay Men Differ?
Although there is no reason to believe that the efficacy of
treatments for depression and anxiety varies with sexual
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orientation, there may still be differential levels of effectiveness when interventions are actually delivered in health
care settings. Two major questions need to be considered
in how sexual orientation may influence treatment effectiveness. The first is whether lesbians and gay men actually
do receive similar care when they seek treatment. The second question is whether standard care effectively treats the
problems that lesbians and gay men may experience.
An important difference between the types of psychotherapy services sexual minorities and heterosexuals may
encounter in the health care marketplace is that lesbians and,
more commonly, gay men may be offered or subjected to conversion or reparative therapy (Haldeman.
1994; Stein, 1996). Conversion therapy refers to interventions that seek to change a minority sexual orientation to
heterosexual or to achieve heterosexual sexual and relationship functioning (Tozer & McClanahan, 1999). Although AP
A has passed a resolution condemning these practices
(APA, 1997), conversion therapy advocates view efforts to
change sexual orientation as an obvious intervention strategy to ameliorate causes of psychiatric morbidity in lesbians and gay men (Bieschke et al., 2000). At present, it is
unknown how often lesbians and gay men undergo conversion therapy or how widespread the practice is.
Although conversion therapy as a distinct entity is generally discredited, therapists' behaviors during the course
of treatment can still signal disapproval of homosexuality
and conversely encourage clients to pursue heterosexual
behaviors and preferences no matter what the psychological
effects (S. L. Morrow, 2000). Some of this bias is unintentional, but there is continuing debate in the field as to
whether it is appropriate for therapists to work toward a
goal of a heterosexual lifestyle if the client desires this outcome (Garnets et al., 1991; Haldeman, 1994; Yarhouse,
1998). The fact that the debate exists suggests that providers vary in their handling of client-raised identity issues.
What effect this may have on treatment effectiveness is
unknown. For example, depressive symptoms are thought
to be a common component of the corning out process
(Hershberger & D'Augelli, 2000), and if some provider
behaviors impair the therapeutic process, then treatment
effectiveness for depression, in this instance, may be
reduced.
Recent studies of mental health providers have documented that although the majority of providers do not view
homosexuality as being pathological, they still frequently
evidence both attitudinal and behavioral responses to sexual minority clients that may not be conducive to positive
outcomes (Bieschke et al., 2000; Gelso, Fassinger, Gomez,
& Latts, 1995; Hardman, 1997). These include having difficulties in recalling information the patient has provided
(Gelso et al., 1995), avoiding topics that make the therapist
uncomfortable (Hardman, 1997), and either over- or underemphasizing the relevance of sexual orientation in a cli-
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ent's problems (MacEwan, 1994). Provider behaviors
thought by psychologists to be suboptimal in the care of
lesbian and gay male patients (Garnets et al., 1991) have
been shown to be associated with early therapy termination
by this population and negative ratings of the therapists'
helpfulness (Liddle, 1996). Even well-trained and motivated providers can fall prey to heterosexual bias (Brown,
1996).
One of the important practice and theoretical developments in the field of lesbian and gay psychology over the
past two decades is the affirmative therapy model of intervention (Brown, 1992; Browning et al., 1991; Malyon,
1982). This model assumes that lesbians and gay men, like
heterosexual women and men, incorporate learned negative
attitudes and beliefs about homosexuality in the process of
growing up. The effect of this, which is labeled internalized homophobia, is psychological problems with self-image and social functioning in adolescence and adulthood.
Affirmative therapies consider internalized homophobia to
be an important target for therapeutic intervention. From
this perspective, depressive and anxiety episodes often covary with sexual orientation-related issues in those who
have newly considered themselves to be a sexual minority.
Therefore, effective treatment calls for targeting both areas
of concern. Indeed, recent guidelines (Division 44/Committee on Lesbian, Gay, and Bisexual Concerns Joint Task
Force, 2000) encouraged psychologists to consider the effects of antihomosexual prejudice on the presenting complaint and therapeutic process. However, outcome studies
documenting the efficacy of affirmative therapies have not
been done, nor has research explored the effectiveness of
affirmative therapies in the broader practice community
when delivered by a diverse set of providers in both gayidentified and traditional care environments. In fact, outcome studies reported in the indexed research literature are
extremely rare (D. F. Morrow, 1996). It is possible that the
combination of affirmative therapy methods and standard
interventions for depressive and anxiety disorders may improve outcomes among lesbians and gay men, particularly
for those episodes that are associated with coming out or
identity concerns, but this has yet to be demonstrated empirically. This research would seem to be a necessary and
important step in ensuring the most effective treatment
practices for lesbians and gay men as psychology moves
toward evidence-based treatment practices (Linden, 1999).
One of the great contradictions of the past two decades
is that despite the fervor among practitioners that has led to
the development of a new psychotherapy model and the
emerging force of lesbian and gay professionals in psychology, psychiatry, medicine, and social work, very little empirical research has been conducted to evaluate the efficacy
or effectiveness of these new models of care (Bieschke et
al., 2000). In part, this may reflect the fact that outcome
research demands more resources than most researchers
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who are interested in these topics may be able to muster and
that there is a lack of enthusiasm for health services research
within traditional clinical training programs. Similarly, an insufficient amount of research documents the
possible harmful effects of provider-based bias on therapy
outcomes, although the results of the few studies that do
exist indicate that problems in delivery of care may be relatively common.
Where Does the Field Go From Here?
Any discussion of psychological morbidity, its occurrence
or its effective treatment, in lesbians and gay men is
fraught with the threat of polarized arguments. On the one
hand, there is a long tradition in American culture and
within the mental health disciplines, in particular, of
pathologizing homosexual life. On the other hand, there is
a newer history of "depathologizing" homosexuality
(Haldeman, 1994). From either perspective, any evidence
of greater morbidity risk among lesbians and gay men can be
seen as support for contradictory theoretical positions.
At the risk of displaying my own bias in this debate, it
seems that one can draw at least four conclusions with a
modicum of certainty from the existing research literature.
First, there is fairly good evidence of elevated risk for
depression and suicide attempts in lesbians and gay men,
as well as evidence that this perhaps holds true for other
disorders as well, such as for substance use disorders in
lesbians. However, it is not known why this is so, and,
clearly, the majority of lesbians and gay men represented
in the recent studies did not evidence positive histories of
psychological morbidity. Evidence linking stress arising
from social stigma or victimization and psychiatric morbidity is still in an embryonic state, but recent findings (Mays &
Cochran, in press; Meyer, 1995) are consistent with the
social causation of greater risk.
Second, substantial differences between the life experiences of those of differing sexual orientations support hypotheses that lesbians and gay men may evidence somewhat different patterns of onset, causation, and course of
mental health disorders than are seen in heterosexual
women and men. Future studies could profitably explore
the timing and precipitants of psychological morbidity
among sexual minorities, as well as those factors that are
protective and enhance resiliency (DiPlacido, 1998). Research on the latter is particularly essential, given findings
from opinion polls conducted over the past 25 years that
suggest that stress arising from the stigmatization of homosexuality is not likely to abate any time soon. Since 1977,
American's perceptions of the rights of lesbians and gay
men to enjoy job opportunities equal to those of other individuals has increased from 56% to 83% of those surveyed,
with 74% as of February 1999 indicating that a lesbian or
gay man should conceivably be hired as a member of the
president's cabinet, up from 54% in 1992 (Newport, 1999).

November 2001 ! American Psychologist

However, there has also been almost no change in the percentage of Americans who believe that homosexual relations should be illegal. In both 1977 and 1999, it was estimated that 43% of Americans held this view (Newport,
1999).
Third, there are strong hints that although lesbians and
gay men are higher consumers of treatment services than
are heterosexual women and men, their therapeutic interventions may be especially vulnerable to factors that reduce effectiveness. Research is especially needed to determine if affirmative therapies enhance treatment outcomes
(Bieschke et al., 2000) and to develop evidence-based
treatment approaches. The guidelines for psychotherapy
with lesbian, gay, and bisexual clients recently adopted by
APA (Division 44/Comrnittee on Lesbian, Gay, and Bisexual Concerns Task Force, 2000) may serve to sensitize
practitioners to the issues that can arise during therapy with
this population. But there are a host of other issues about
which little is known, including the effects of recent
changes in mental health care access and delivery and
whether these changes have unduly burdened lesbians and
gay men seeking help.
Finally, it would be unconscionable for psychology as a
profession to ignore the possibility of differences associated with sexual orientation in both mental health morbidity and treatment experiences. Although for years research
has been hampered by methodological limitations and other
barriers, the recent availability of information from largescale studies of the general population confirms fears that
lesbian, gay, and bisexual individuals face a psychologically challenging world and that some may, in fact, be
harmed by this. Clearly, what lies ahead for the field is the
task of determining the answers to the many questions
raised in this address. In doing so. it is important to pursue
these research questions objectively and with sensitivity to
the ways in which problems of bias may subtly permeate
the work. Psychologists and others in helping professions
are ethically compelled to examine whether treatment strategies for lesbians and gay men are optimally efficacious.
Equally as important is that clinicians are trained to engage
in culturally appropriate, evidence-based care when providing services for lesbians and gay men.
Author's Note
Portions of this address were presented at the November
2000 American Psychological Association-sponsored Summit on Women and Depression. Completion of this address
was supported in part by National Institute of Allergy and
Infectious Disease Grant Al38216 and National Institute
of Mental Health Grant MH 61774. I thank Vickie Mays,
J. Greer Sullivan, and Celia Kitzinger for their extremely
thoughtful comments on many of the ideas presented here.
Correspondence concerning this address should be sent
to Susan D. Cochran, Department of Epidemiology, Box

November 2001! American Psychologist

951772, 650 Charles E. Young Drive, UCLA School of
Public Health, Los Angeles, CA 90095-1772. Electronic
mail may be sent to cochran@ucla.edu.

References
Alm, J., Badgett, M. V. L., & Whittington, L. A. (2000).
Wedding bell blues: The income tax consequences of
legalizing same-sex marriage. National Tax Journal, 53,
201-214.
Alquijay, M. A. (1997). The relationships among selfesteem, acculturation, and lesbian identity formation in
Latina lesbians. In B. Greene (Ed.), Ethnic and cultural
diversity among lesbians and gay men (pp. 249-265).
Thousand Oaks, CA: Sage.
American Medical Association House of Delegates. (1996).
Health care needs of gay men and lesbians in the United
States. JAMA, 17, 275.
American Psychological Association. (1997). Resolution on
appropriate therapeutic responses to sexual orientation. In
Resolutions related to lesbian, gay, and bisexual interests.
Retrieved September 13, 2001, from http://www.apa.org/pi/
reslgbc.html
Americans on Values Follow-Up Survey, 1998. (1999).
Washington, DC: Kaiser Family Foundation/Washington
Post/Harvard University.
Andersen, R. M. (1995). Revisiting the behavioral model and
access to medical care: Does it matter? Journal of
Health and Social Behavior, 36, 1-10.
Bailey, J. M. (1999). Homosexuality and mental illness.
Archives of General Psychiatry, 56, 883-884.
Bieschke, K. J., McClanahan, M., Tozer, E., Grzegorek,
J. L., & Park, J. (2000). Programmatic research on the
treatment of lesbian, gay, and bisexual clients: The past,
the present, and the course for the future. In R. M. Perez,
K. A. DeBord, & K. J. Bieschke (Eds.), Handbook of
counseling and psychotherapy with lesbian, gay, and
bisexual clients (pp. 309-336). Washington, DC: American
Psychological Association.
Bloomfield, K. (1993). A comparison of alcohol
consumption between lesbians and heterosexual women in
an urban population. Drug and Alcohol Dependence, 33,
257-269.
Bradford, J., Ryan, C., & Rothblum, E. D. (1994). National
Lesbian Health Care Survey: Implications for mental health

941

care. Journal of Consulting and Clinical Psychology, 62,
228-242.

U.S. population. Journal of Consulting and Clinical
Psychology, 68, 1062-1071.

Brim, O. G., Baltes, P. B., Bumpass, L. L., Cleary, P. D.,
Featherman, D. L., Hazzard, W. R., Kessler, R. C.,
Lachman, M. E., Markus, H. R., Marmot, M. G., Rossi,
A. S., Ryff, C. D., & Shweder, R. A. (1996). National
Survey of Midlife Development in the United States
(MIDUS), 1995-1996, Retrieved October 16, 2001, from
http://midmac.med.harvard.edu/research.html

Cochran, S. D., & Mays, V. M. (1988). Disclosure of
sexual preference to physicians by Black lesbian and
bisexual women. Western Journal of Medicine, 149,
616-619.
Cochran, S. D., & Mays, V. M. (1994). Depressive distress
among homosexually active African American men and
women. American Journal of Psychiatry, 151, 524-529.

Broido, E. M. (2000). Constructing identity: The nature
and meaning of lesbian, gay, and bisexual identities. In
R. M. Perez, K. A. DeBord, & K. J. Bieschke (Eds.),
Handbook of counseling and psychotherapy with lesbian,
gay, and bisexual clients (pp. 12-33). Washington, DC:
American Psychological Association.

Cochran, S. D., & Mays, V. M. (2000a). Lifetime
prevalence of suicidal symptoms and affective disorders
among men reporting same-sex sexual partners: Results
from the NHANES III. American Journal of Public Health,
90, 573-578.

Brown, L. S. (1992). While waiting for the revolution: The
case for a lesbian feminist psychotherapy. Feminism and
Psychology, 2, 239-253.

Cochran. S. D., & Mays. V. M. (2000b). Relation between
psychiatric syndromes and behaviorally defined sexual
orientation in a sample of the U.S. population. American
Journal of Epidemiology, 151, 516-523.

Brown, L. S. (1996). Ethical concerns with sexual minority
patients. In R. P. Cabaj & T. S. Stein (Eds.), Textbook of
homosexuality and mental health (pp. 897-916).
Washington. DC: American Psychiatric Press.
Browning, C., Reynolds, A. L., & Dworkin, S. H. (1991).
Affirmative psychotherapy for lesbian women. Counseling
Psychologist, 19, 177-196.
Butler, A. C. (2001). Trends in same-gender sexual
partnering, 1988-1998. Journal of Sex Research, 37,
333-343.
Cabaj, R. P. (1996). Sexual orientation of the therapist. In
R. P. Cabaj & T. S. Stein (Eds.), Textbook of
homosexuali1ty and mental health (pp. 513-524).
Washington, DC: American Psychiatric Press.
Cabaj, R. P., & Stein, T. S. (Eds.). (1996). Textbook of
homosexuality and mental health. Washington, DC:
American Psychiatric Press.
Cochran, S. D., Bybee, D., Gage, S., & Mays, V. M.
(1996). Prevalence of self-reported sexual behaviors,
sexually transmitted diseases, and problems with drugs and
alcohol in three large surveys of lesbian and bisexual
women. Women's Health: Research on Gender Behavior
and Policy, 2, 11-34.
Cochran, S. D., Keenan, C., Schober, C., & Mays, V. M.
(2000). Estimates of alcohol use and clinical treatment
needs among homosexually active men and women in the

942

Cochran, S. D., Mays, V. M., Bowen, D., Gage, S., Bybee,
D., Roberts, S. J., Goldstein, R. S., Robison, A., Rankow,
E. J., & White, J. (2001). Cancer-related risk indicators and
preventive screening behaviors among lesbian and bisexual
women. American Journal of Public Health, 91, 591-597.
Cochran, S. D., Sullivan, J. G., & Mays, V. M. (2001).
Prevalence of psychiatric disorders, psychological distress,
and treatment utilization among lesbian, gay, and bisexual
individuals in a sample of the U.S. population. Manuscript
submitted for publication.
Comas-Diaz, L., & Greene, B. (Eds.). (1994). Women of
color: Integrating ethnic and gender identities in
psychotherapy. New York: Guilford Press.
Conger, J. J. (1975). Proceedings of the American
Psychological Association, Incorporated, for the year 1974:
Minutes of the annual meeting of the Council of
Representatives. American Psychologist, 30, 620-651.
Corliss, H., Cochran, S. D., & Mays, V. M. (2001).
Experiences of parental maltreatment during childhood in a
United States population-based survey of adults: Does sexual
orientation make a difference? Manuscript submitted for
publication.
Crawford, I., McLeod, A., Zamboni, B. D., & Jordan, M. B.
(1999). Psychologists' attitudes toward gay and lesbian
parenting. Professional Psychology: Research and
Practice, 30, 394-401.

November 2001 ! American Psychologist

D'Augelli, A. R. (1998). Developmental implications of
victimization of lesbian, gay, and bisexual youths. In G. M.
Herek (Ed.), Stigma and sexual orientation: Understanding
prejudice against lesbians, gay men, and bisexuals (pp.
187-210). Thousand Oaks, CA: Sage.
D'Augelli, A. R., & Hershberger, S. L. (1993). Lesbian,
gay, and bisexual youth in community settings: Personal
challenges and mental health problems. American Journal
of Community Psychology, 21,421-448.
D'Augelli, A. R., Hershberger, S. L., & Pilkington, N. W.
(1998). Lesbian, gay, and bisexual youth and their families:
Disclosure of sexual orientation and its consequences.
American Journal of Orthopsychiatry, 68, 361-371.
Davison, G. C. (2001). Conceptual and ethical issues in
therapy for the psychological problems of gay men,
lesbians, and bisexuals. Journal of Clinical Psychology, 57,
695-704.
DiPlacido, J. (1998). Minority stress among lesbians, gay
men, and bisexuals: A consequence of heterosexism,
homophobia, and stigmatization. In E. Gregory & M.
Herek (Eds.), Stigma and sexual orientation:
Understanding prejudice against lesbians, gay men, and
bisexuals (pp. 138-159). Thousand Oaks, CA: Sage.
Division 44/Committee on Lesbian, Gay, and Bisexual
Concerns Joint Task Force on Guidelines for
Psychotherapy With Lesbian, Gay, and Bisexual Clients.
(2000). Guidelines for psychotherapy with lesbian, gay,
and bisexual clients. American Psychologist, 55,
1440-1451.
Dohrenwend, B. P. (2000). The role of adversity and stress
in psychopathology: Some evidence and its implications for
theory and research. Health and Social Behavior, 41,
1-19.
Dworkin, S. H. (2000). Individual therapy with lesbian,
gay, and bisexual clients. In R. M. Perez, K. A. DeBord, &
K. J. Bieschke (Eds.), Handbook of counseling and
psychotherapy with lesbian, gay, and bisexual clients (pp.
157-181). Washington, DC: American Psychological
Association.
Eaton, W. W., & Merikangas, K. R. (2000). Psychiatric
epidemiology: Progress and prospects in the year 2000.
Epidemiologic Reviews, 22, 29-34.
Faulkner. A. H., & Cranston, K. (1998). Correlates of
same-sex sexual behavior in a random sample of

November 2001! American Psychologist

Massachusetts high school students. American Journal of
Public Health, 88, 262-266.
Fergusson, D. M., Horwood, L. J., & Beautrais, A. L.
(1999). Is sexual orientation related to mental health
problems and suicidality in young people? Archives of
General Psychiatry, 56, 876-880.
Gambrill, E. D., Stein, T. J., & Brown, C. E. (1984).
Social services use and need among gay/lesbian residents of
the San Francisco Bay area. Journal of Social Work and
Human Sexuality, 3, 51-69.
Garnets, L., Hancock, K. A., Cochran, S. D., Goodchilds. J.,
& Peplau, L. A. (1991). Issues in psychotherapy with
lesbians and gay men: A survey of psychologists.
American Psychologist, 46, 964-972.
Garofalo, R., Wolf, R. C., Kessel, S., Palfrey, S. J., &
DuRant, R. H. (1998). The association between health risk
behaviors and sexual orientation among a school-based
sample of adolescents. Pediatrics, 101, 895-902.
Garofalo, R., Wolf, R. C., Wissow, L. S., Woods, E. R., &
Goodman, E. (1999). Sexual orientation and risk of suicide
attempts among a representative sample of youth. Archives
of Pediatrics and Adolescent Medicine, 153, 487-493.
Gelso, C. J., Fassinger, R. E., Gomez, M. J., & Latts,
M. G. (1995). Countertransference reactions to lesbian
clients: The role of homophobia, counselor gender, and
countertransference management. Journal of Counseling
Psychology, 42, 356-364.
Gilman, S. E., Cochran, S. D., Mays, V. M., Hughes, M.,
Ostrow, D., & Kessler, R. C. (2001). Prevalences of DSMIII-R disorders among individuals reporting same-gender
sexual partners in the National Comorbidity Survey.
American Journal of Public Health, 91, 933-939.
Gonsiorek, J. C. (1991). The empirical basis for the demise
of the illness model of homosexuality. In J. C. Gonsiorek &
J. D. Weinrich (Eds.), Homosexuality: Research
implications for public policy (pp. 115-136). Thousand
Oaks, CA: Sage.
Gonsiorek, J. C. (1996). Mental health and sexual
orientation. In R. C. Savin-Williams & K. M. Cohen
(Eds.), The lives of lesbians, gays, and bisexuals: Children
to adults (pp. 462-478). Ft Worth, TX: Harcourt Brace.
Greene, B. (1994). Ethnic-minority lesbians and gay men:
Mental health and treatment issues. Journal of Consulting
and Clinical Psychology, 62, 243-251.

943

Greene, B. (1997). Ethnic minority lesbians and gay men:
Mental health and treatment issues. In B. Greene (Ed.),
Ethnic and cultural diversity among lesbians and gay men
(pp. 216-239). Thousand Oaks, CA: Sage.

Hershberger, S. L., Pilkington, N. W., & D'Augelli, A. R.
(1997). Predictors of suicide attempts among gay, lesbian,
and bisexual youth. Journal of Adolescent Research, 12,
477-497.

Greene, B., & Croom, G. L. (Eds.). (2000). Education,
research, and practice in lesbian, gay, bisexual, and
transgendered psychology (Vol. 5). Thousand Oaks, CA:
Sage.

Hooker, E. (1993). Reflections of a 40-year exploration: A
scientific view on homosexuality. American Psychologist,
48, 450-453.

Haldeman, D. C. (1994). The practice and ethics of sexual
orientation conversion therapy. Journal of Consulting and
Clinical Psychology, 62, 221-227.

Hughes, T. L., Haas, A. P., & Avery, L. (1997). Lesbians
and mental health: Preliminary results from the Chicago
Women's Health Survey. Journal of the Gay and Lesbian
Medical Association, 1, 137-148.

Hardman, K. L. J. (1997). Social workers' attitudes to
lesbian clients. British Journal of Social Work, 27,
545-563.

Hughes, T. L., & Wilsnack, S. C. (1994). Research on
lesbians and alcohol: Gaps and implications. Alcohol
Health and Research World, 18, 202-205.

Herek, G. M. (Ed.). (1998). Stigma and sexual orientation:
Understanding prejudice against lesbians, gay men, and
bisexuals. Thousand Oaks, CA: Sage.

Kaufman, J. S., Carlozzi, A. F., Boswell, D. L., Barnes,
L. L. B., Wheeler-Scruggs, K., & Levy, P. A. (1997).
Factors influencing therapist selection among gays, lesbians
and bisexuals. Counselling Psychology Quarterly, 10,
287-297.

Herek, G. M., Gillis, J. R., & Cogan, J. C. (1999).
Psychological sequelae of hate-crime victimization among
lesbian, gay, and bisexual adults. Journal of Consulting
and Clinical Psychology, 67, 945-951.
Herek, G. M., Gillis, J. R., Cogan, J. C., & Glunt, E. K.
(1997). Hate crime victimization among lesbian, gay, and
bisexual adults. Journal of Interpersonal Violence, 12,
195-212.

Kessler, R. C., Borges, G., & Walters, E. E. (1999).
Prevalence of and risk factors for lifetime suicide attempts
in the National Comorbidity Survey. Archives of General
Psychiatry, 56, 617-626.

Herek, G. M., Kimmel, D. C., Amaro, H., & Melton, G. B.
(1991). Avoiding heterosexist bias in psychological
research. American Psychologist, 46, 957-963.

Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B.,
Hughes, M., Eshleman, S., Wittchen, H. U., & Kendler,
K. S. (1994). Lifetime and 12-month prevalence of DSMIII-R psychiatric disorders in the United States: Results
from the National Comorbidity Survey. Archives of
General Psychiatry, 51, 8-19.

Herrell, R., Goldberg, J., True, W. R., Ramakrishnan, V.,
Lyons, M., Eisen, S., & Tsuang, M. T. (1999). Sexual
orientation and suicidality: A co-twin control study in adult
men. Archives of General Psychiatry, 56, 867-874.

Kessler, R. C., Mickelson, K. D., & Williams, D. R.
(1999). The prevalence, distribution, and mental health
correlates of perceived discrimination in the United States.
Journal of Health and Social Behavior, 40, 208-230.

Hershberger, S. L., & D'Augelli, A. R. (1995). The impact
of victimization on the mental health and suicidality of
lesbian, gay, and bisexual youths. Developmental
Psychology, 31, 65-74.

Kite, M. E., & Whitley, B. E., Jr. (1996). Sex differences
in attitudes toward homosexual persons, behaviors, and
civil rights: A meta-analysis. Personality and Social
Psychology Bulletin, 22, 336-353.

Hershberger, S. L., & D'Augelli, A. R. (2000). Issues in
counseling lesbian, gay, and bisexual adolescents. In R. M.
Perez, K. A. DeBord, & K. J. Bieschke (Eds.), Handbook
of counseling and psychotherapy with lesbian. gay, and
bisexual clients (pp. 225-248). Washington, DC: American
Psychological Association.

Krieger, N., & Sidney, S. (1997). Prevalence and health
implications of anti-gay discrimination: A study of Black
and White women and men in the CARDIA cohort.
International Journal of Health Services, 27, 157-176.

944

Kurdek, L. A. (1997). Relation between neuroticism and
dimensions of relationship commitment: Evidence from

November 2001 ! American Psychologist

gay, lesbian, and heterosexual couples. Journal of Family
Psychology, 11, 109-124.
Kurdek, L. A., & Schmitt, J. P. (1987). Perceived
emotional support from family and friends in members of
homosexual, married, and heterosexual cohabiting couples.
Journal of Homosexuality, 14, 57-68.
Liddle. B. J. (1996). Therapist sexual orientation, gender,
and counseling practices as they relate to ratings on
helpfulness by gay and lesbian clients. Journal of
Counseling Psychology, 43, 394-401.
Liddle, B. J. (1997). Gay and lesbian clients' selection of
therapists and utilization of therapy. Psychotherapy:
Theory, Research, Practice, Training. 34, 11-18.
Liddle, B. J. (1999). Recent improvement in mental health
services to lesbian and gay clients. Journal of
Homosexuality, 37, 127-137.
Linden, M. (1999). Theory and practice in the management
of depressive disorders. International Clinical
Psychopharmacology, 14, 15-25.
Lock, J., & Steiner, H. (1999). Gay, lesbian, and bisexual
youth risks for emotional, physical, and social problems:
Results from a community-based survey. Journal of the
American Academy of Child and Adolescent Psychiatry, 38,
297-304.
MacEwan, I. (1994). Differences in assessment and
treatment approaches for homosexual clients. Drug and
Alcohol Review, 13, 57-62.
Malyon. A. (1982). Psychotherapeutic implications of
internalized homophobia in gay men. In J. C. Gonsiorek
(Ed.), Homosexuality and psychotherapy: A practitioner's
handbook of affirmative models (pp. 59-70). New York:
Haworth Press.
Manderscheid, R. W., & Sonnenschein, M. A. (1996).
Mental health, United States, 1996 (DHHS Publication No.
SMA 96-3098). Rockville, MD: U.S. Department of Health
and Human Services, Public Health Service, Substance
Abuse and Mental Health Services Administration, Center
for Mental Health Services.
Marks, N. F., & Lambert, J. D. (1998). Marital status
continuity and change among young and midlife adults.
Journal of Family Issues, 19, 652-686.
Matthews, C. R., & Lease, S. H. (2000). Focus on lesbian,
gay, and bisexual families. In R. M. Perez, K. A. DeBord,

November 2001! American Psychologist

& K. J. Bieschke (Eds.), Handbook of counseling and
psychotherapy with lesbian, gay, and bisexual clients (pp.
249-274). Washington, DC: American Psychological
Association.
Mays, V. M., Chatters, L. M., Cochran, S. D., &
Mackness, J. (1998). African American families in
diversity: Gay men and lesbians as participants in family
networks. Journal of Comparative Family Studies, 29,
73- 88.
Mays, V. M., & Cochran, S. D. (in press). Mental health
correlates of perceived discrimination among lesbian, gay
and bisexual adults in the United States. American Journal
of Public Health.
Mays, V. M., Cochran, S. D., & Rhue, S. (1993). The
impact of perceived discrimination on the intimate
relationships of black lesbians. Journal of Homosexuality,
25, 1-14.
McKirnan, D. J., & Peterson. P. L. (1989). Alcohol and
drug use among homosexual men and women:
Epidemiology and population characteristics. Addictive
Behavior, 14, 545-553.
Meyer, I. H. (1995). Minority stress and mental health in
gay men. Journal of Health and Social Behavior, 36,
38-56.
Miettinen, O. S. (1985). Theoretical epidemiology. New
York: Wiley.
Morrow, D. F. (1996). Coming-out issues for adult
lesbians: A group intervention. Social Work, 41, 647-656.
Morrow, S. L. (2000). First do no harm: Therapist issues in
psychotherapy with lesbian, gay, and bisexual clients. In
R. M. Perez, K. A. DeBord, & K. J. Bieschke (Eds.),
Handbook of counseling and psychotherapy with lesbian,
gay, and bisexual clients (pp. 137-156). Washington, DC:
American Psychological Association.
Muehrer, P. (1995). Suicide and sexual orientation: A
critical summary of recent research and directions for
future research. Suicide and Life-Threatening Behavior, 25,
221-227.
Nakajima, G. A., Chan, Y. H., & Lee, K. (1996). Mental
health issues for gay and lesbian Asian Americans. In R. P.
Cabaj & T. S. Stein (Eds.), Textbook of homosexuality and
mental health (pp. 563-581). Washington, DC: American
Psychiatric Press.

945

Newport, F. (1999). Some change over time in American
attitudes towards homosexuality, but negativity remains.
Retrieved May 15, 2001, from the Gallup Poll News
Service Web site: http://www.gallup.com/poll/releases/
pr990301b.asp

T. S. Stein (Eds.), Textbook of homosexuality and mental
health (pp. 763-782). American Psychiatric Press.

Newsweek Poll. (2000). Post Super Tuesday/Gays &
Lesbians (United States). Storrs, CT: Roper Center for
Public Opinion Research.

Remafedi, G., French, S., Story, M., Resnick, M. D., &
Blum, R. (1998). The relationship between suicide risk and
sexual orientation: Results of a population-based study.
American Journal of Public Health, 88, 57-60.

Nicolosi, J., Byrd, A. D., & Potts, R. W. (2000a). Beliefs
and practices of therapists who practice sexual reorientation
psychotherapy. Psychological Reports, 86, 689-702.
Nicolosi, J., Byrd, A. D., & Pons, R. W. (2000b).
Retrospective se1f-reports of changes in homosexual
orientation: A consumer survey of conversion therapy
clients. Psychological Reports, 86, 1071-1088.
Otis, M. D., & Skinner, W. F. (1996), The prevalence of
victimization and its effect on mental well-being among
lesbian and gay people, Journal of Homosexuality, 30,
93-121.
Patterson, C. J., & Chan, R. W. (1997). Gay fathers. In
M. E. Lamb (Ed.), The role of the father in child
development (3rd ed., pp. 245-260). New York: Wiley.
Pearlin, L. I. (1999). Stress and mental health: A
conceptual overview. In A. V. Horwitz & T. L. Scheid
(Eds.), A handbook for the study of mental health (pp.
161-175). New York: Cambridge University Press.
Peplau, L. A., & Cochran, S. D. (1990). A relationship
perspective on homosexuality. In D. P. McWhirter, S. A.
Sanders, & J. M. Reinisch (Eds.), Homosexuality/heterosexuality: Concepts of sexual orientation (pp. 321-349).
New York: Oxford University Press.

Remafedi, G. (1999). Sexual orientation and youth suicide.
JAMA, 282. 1291-1292.

Reynolds, A. L., & Hanjorgiris, W. F. (2000). Coming out:
Lesbian, gay, and bisexual identity development. In R. M.
Perez, K. A. DeBord, & K. J. Bieschke (Eds.), Handbook
of counseling and psychotherapy with lesbian, gay, and
bisexual clients (pp. 35-56). Washington, DC: American
Psychological Association.
Rothblum, E. D. (1994). "I only read about myself on
bathroom walls": The need for research on the mental
health of lesbians and gay men. Journal of Consulting and
Clinical Psychology, 62, 213-220.
Rothblum, E. D. (2000). "Somewhere in Des Moines or
San Antonio": Historical perspectives on lesbian, gay, and
bisexual mental health. In R. P. Perez, K. A. DeBord, &
K. J. Bieschke (Eds.), Handbook of counseling and
psychotherapy with lesbian, gay, and bisexual clients (pp.
57-80). Washington, DC: American Psychological
Association.
Russell, S. T., & Joyner, K. (2001). Adolescent sexual
orientation and suicide risk: Evidence from a national
study. American Journal of Public Health, 91, 1276-1281
Saewyc, E. M., Bearinger, L. H., Heinz, P. A., Blum,
R. W., & Resnick, M. D. (1998). Gender differences in
health and risk behaviors among bisexual and homosexual
adolescents. Journal of Adolescent Health, 23, 181-188.

Peplau, L. A., Cochran, S. D., & Mays, V. M. (1997). A
national survey of the intimate relationships of African
American lesbians and gay men: A look at commitment,
satisfaction, sexual behavior, and HIV disease. In B.
Greene (Ed.), Ethnic and cultural diversity among lesbians
and gay men (pp. 11-38). Thousand Oaks, CA: Sage.

Sandfort, T. G. M., de Graaf, R., Bijl, R. V., & Schnabel,
P. (2001). Same-sex sexual behavior and psychiatric
disorders: Findings from the Netherlands mental health
survey and incidence study (NEMESIS). Archives of
General Psychiatry, 58, 85-91.

Perez, R. M., DeBord, K. A., & Bieschke, K. J. (Eds.).
(2000). Handbook of counseling and psychotherapy with
lesbian, gay, and bisexual clients. Washington, DC:
American Psychological Association.

Savin-Williams, R. C. (1994). Verbal and physical abuse as
stressors in the lives of lesbian, gay male, and bisexual
youths: Associations with school problems, running away,
substance abuse, prostitution, and suicide. Journal of
Consulting and Clinical Psychology, 62, 261-269.

Purcell, D. W., & Hicks, D. W. (1996). Institutional
discrimination against lesbians, gay men, and bisexuals:
The courts, legislature, and the military. In R. P. Cabaj &

Sell, R. L. (1997). Defining and measuring sexual
orientation: A review. Archives of Sexual Behavior, 26,
643-658.

946

November 2001 ! American Psychologist

Solarz, A. L. (Ed.). (1999). Lesbian health: Current
assessment and directions for the future. Washington, DC
National Academy Press.
Sorensen, L., & Roberts, S. J. (1997). Lesbian uses of and
satisfaction with mental health services: Results from
Boston Lesbian Health Project. Journal of Homosexuality,
33, 35-49.
Stall, R., & Wiley, J. (1988). A comparison of alcohol and
drug use patterns of homosexual and heterosexual men:
The San Francisco Men's Health Study. Drug and Alcohol
Dependence, 22, 63-73.
Stein, T. S. (1993). Overview of new developments in
understanding homosexuality. In J. M. Oldham, M. B.
Riba, & A. Tasman (Eds.), Review of psychiatry (Vol. 12,
pp. 9-40). Washington, DC: American Psychiatric Press.
Stein, T. S. (1996). A critique of approaches to changing
sexual orientation. In R. P. Cabaj & T. S. Stein (Eds.),
Textbook of homosexuality and mental health (pp. 525537). Washington, DC: American Psychiatric Press.
Stone, M. H. (2000). Psychopathology: Biological and
psychological correlates. Journal of the American Academy
of Psychoanalysis, 28, 203-235.
Thoits, P. A. (1995). Stress, coping, and social support
processes: Where are we? What next? Journal of Health
and Social Behavior, 36, 53-79.

sex and opposite-sex cohabitants. Violence and Victims, 14,
413-425.
Tozer, E. E., & McClanahan, M. K. (1999). Treating the
purple menace: Ethical considerations of conversion
therapy and affirmative alternatives. Counseling
Psychologist, 27, 722-742.
U.S. Department of Health and Human Services. (1996).
National Center for Health Statistics: Third National
Health and Nutrition Examination Survey, 1988-1994.
NHANES III examination and household data files [CDROM; U.S. Department of Health and Human Services
Public Use Data File Documentation No.76200].
Washington, DC: Author.
U.S. Department of Health and Human Services. (2001).
National strategy for suicide prevention: Goals and
objectives for action. Washington DC: Author. Retrieved
August 13. 2001, from the Virtual Office of the Surgeon
General: http://www.menta1health.org/publications/allpubs/
SMA01-3517/SMA01-3517.pdf
Yarhouse, M. A. (1998). When clients seek treatment for
same-sex attraction: Ethical issues in the "right to choose'
debate. Psychotherapy, 35, 248-259.
Zea, M. C., Reisen, C. A., & Poppen, P. J. (1999).
Psychological well-being among Latino lesbians and gay
men. Cultural Diversity and Ethnic Minority Psychology,
5, 371-379.

Tjaden, P., Thoennes, N., & Allison, C. J. (1999).
Comparing violence over the life span in samples of same-

November 2001! American Psychologist

947

