
Issues Arising in Psychotherapy With Lesbian, Gay,
Bisexual, and Transgender Patients
Jack Drescher, M.D., and Matthew Fadus, M.D.

In many ways, psychotherapy with lesbian, gay, bisexual, and
transgender (LGBT) patients does not differ from psycho-
therapy for heterosexual, gender conforming, and cisgender
patients. Additionally, concepts and considerations that arise
in psychotherapy with LGBT patients can parallel issues that
arise in psychotherapy with patients of other stigmatized
minority groups. In this article, the authors discuss the
concept of minority stress and its relationship with mental

health conditions and review specific issues that may arise
with this heterogeneous patient population, including being
in the closet, coming out of the closet, the psychothera-
peutic search for “causes” of sexual orientation and gender
identity, and therapist self-disclosure.
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In many ways, the practice of psychotherapy with lesbian,
gay, bisexual, and transgender (LGBT) patients does not differ
from treatments used with heterosexual, gender conforming,
and cisgender patients. In this article, the abbreviation LGBT
is used as shorthand for a wide range of identities, sometimes
written as LGBTQQI+, meaning lesbian, gay, bisexual, trans-
gender, queer, questioning, and intersex, with the + indicating
that the list does not delineate all possible sexual and gender
identities. That being said, LGBT patients, like other patients,
most commonly enter psychotherapy needing discussion and
help to better understand interpersonal relationships as well
as how to navigate stressors related towork, family, and social
circumstances.

Although a patient’s identity as a sexual or gender mi-
nority will undoubtedly come up during psychotherapy, it is
unlikely to be the only issue discussed. It bears underscoring
that one aspect of a person’s identity should never be con-
flated with the entire individual. A lesbian, gay, bisexual, or
transgender identity is inevitably linked tomultiple identities:
child, parent, spouse and/or partner, sibling, professional,
employer, employee, congregant, patient, or citizen.

Even if a patient’s LGBT identity is not the primary focus
of treatment, its impact on the course of treatment should
not be underestimated or overlooked. Some therapists may
believe treating LGBT patients requires no specialized
knowledge. “I treatmy LGBT patients like everyone else” is a
laudable attitude. However, this attitude may overlook the
fact that growing up lesbian, gay, bisexual, or transgender is a
different cultural experience than growing up heterosexual
and cisgender.

Specific issues invariably arise with patients belonging to
a sexual or gender minority. For example, LGBT patients
often enter treatment after a long period of trying to make
sense of feelings they have had that may be considered un-
acceptable by themselves and by those around them. LGBT
patients’ adaptations may range across a spectrum that in-
cludes living openly within an LGBT-friendly environment
or belonging to communities where people must hide their
identities from friends, family, and even themselves.

Consequently, to facilitate the treatment of LGBT pa-
tients, it is worth outlining some issues that do not typically
arise in the treatment of most heterosexual, cisgender pa-
tients. Additionally, concepts and considerations that arise
during psychotherapy with LGBT patients may parallel is-
sues that arise during psychotherapy with patients who
belong to other stigmatized minority groups. In this article,
we discuss the concept of minority stress and review issues
that often arise with this heterogeneous patient population,
including being in the closet, coming out of the closet, the
psychotherapeutic search for “causes” of sexual orientation
and gender identity, and therapist self-disclosure.

MINORITY STRESS

The LGBT community is not a homogenous group.Members
of the community represent a diversity of racial, ethnic,
cultural, and socioeconomic backgrounds. However, all of
the members of the LGBT community are unified in that
they belong to a stigmatized minority group. The minority
stress model (1) has shown that individuals in a minority

262 focus.psychiatryonline.org Focus Vol. 18, No. 3, Summer 2020

CLINICAL SYNTHESIS

http://focus.psychiatryonline.org


group may be at higher risk for mental health disorders as a
result of being subjected to stigmatizing attitudes, discrim-
inatory policies, and other social stressors imposed by mem-
bers of a majority group. As a result, LGBT individuals, like
members of other stigmatized minority groups, may be sub-
ject to significant stress, prejudice, hostility, and expectations
of rejection, which can all contribute to a considerable and
disparate mental health burden (1).

Studies have shown that cumulative, chronic stress among
LGBT individuals can lead to increased risk of substance use
disorders, depression, anxiety, suicide, and self-harm, among
other mental health issues (2–4). Furthermore, these risks,
including disparities in access to health care, may vary from
one sexual minority group to another. In general, however,
compared with heterosexual and cisgender individuals, mem-
bers of the LGBT community have more than a twofold in-
creased likelihood of attempting suicide, and their risk for
depression and anxiety disorders is almost double that of in-
dividuals who do not identify as LGBT (5, 6). Substance use is
also significantly more prevalent among the LGBT commu-
nity, with rates of illicit substance use, such as use of cannabis,
cocaine, methamphetamine, cigarettes, and opioids, twice as
high among LGBT individuals (7).

Despite the significant mental health burden that many
members of the LGBT community may experience, these
patients often delay or forgo seeking treatment because of
concerns about discrimination or because of previous mis-
treatment in a medical setting (8–10). In particular, they may
avoid mental health treatment because of its not-so-distant
history of pathologizing LGBT identities and behaviors as
psychiatric abnormalities (11, 12). Knowledge of psychiatry’s
history and theorizing about LGBT individuals (11) may help
clinicians understand the resentment and avoidance that some
LGBT patients may have toward mental health practitioners.

THE CLOSET

“Closetedness” [is] a performance initiated as such by the
speech act of a silence—not a particular silence, but a silence
that accrues particularity by fits and starts, in relation to the
discourse that surrounds and differentially constitutes it.

—Eve Kosofsky Sedgwick (13)

It is not unusual in the developmental histories of LGBT
patients to have experienced some period of difficulty in
acknowledging to others either their sexual orientation or
gender identity. Colloquially, this state of mind is referred to
as “being in the closet,” and those who hide their identities
are referred to as “closeted.”

Having to hide an aspect of one’s identity in such a way is
not a typical experience for those with heterosexual orien-
tations or cisgender identities. The experience can be anal-
ogous to members of other stigmatized groups whose
differences from the majority’s public expressions are not
immediately apparent. For example, persecuted religious
minorities may be forced to practice their faith in secret, or
individuals of mixed race or ethnicity may need to hide their

family origins to “pass” as a member of some other religious,
racial, or ethnic majority.

However, there is an important difference between the
latter minority groups and LGBT individuals. Members of
most minority groups learn coping mechanisms from their
families and communities to deal with the majority’s prej-
udices. However, only until relatively recently have the
childrenwho growup to be LGBT received family support to
deal with anti-LGBT prejudices. All too often, their families
of origin share the same prejudices of the heterosexual or
cisgender majority. As one gay patient put it, “We are the
only minority group born into the enemy camp” (14). Lending
support to that observation is the fact that 30% of homeless
youths are LGBT, most often resulting from being forced out
of their home or feeling a need to run away from home be-
cause their sexual orientation, gender identity, and/or gender
expression are not accepted (15).

Given the consequences of widespread negative attitudes
toward LGBT individuals, it is not surprising that they may
be unable to acknowledge to themselves, or reveal to others,
any homoerotic feelings, attractions, or fantasies. Trans-
gender individuals may experience a similar need to hide
their gender dysphoria or any gender nonconforming feel-
ings or behaviors. Individuals who find such thoughts and
feelings unacceptable may not only hide them from others,
they may keep them out of conscious awareness to them-
selves in a dissociative manner (16). Clinical presentations
related to being in the closet can vary in severity, from the
less intense case of a young adult man considering the pos-
sibility that hemight be gay tomore severemanifestations, in
which any hint of same-sex feelings resides totally out of con-
scious awareness. By dissociating anxiety-provoking knowl-
edge about the self, some individuals can live a whole
double-life and yet, in some ways, not know it (14, 17).

From a clinical perspective, it should be noted that
keeping aspects of the self hidden or separated is often dif-
ficult and harmful. Hiding creates difficulties, such as in
accurately assessing other people’s perceptions of oneself or
recognizing one’s own strengths. The impact of having to
dissociate aspects of the self inevitably affects self-esteem,
often making it difficult to recognize one’s accomplishments
as reflections of one’s own abilities. Nevertheless, some in-
dividuals are able to maintain states of closetedness for long
periods of time. Staying in the closet is sometimes done for
religious reasons; at other times it is due to personal choice,
such as an individual’s efforts to maintain a stable, hetero-
sexual, cisgender marriage.

COMING OUT OF THE CLOSET

Gay people in the pre-war years, then, did not speak of
coming out of what we call the “gay closet” but rather of
coming out intowhat they called “homosexual society” or the
“gay world,” a world neither so small, nor so isolated, nor,
often so hidden as “closet” implies.

—George Chauncey (18)
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In contemporary usage, “coming out of the closet” means
telling another person that one is lesbian, gay, bisexual, or
transgender. A less commonly used term, but one with clin-
ical significance is “coming out to oneself.” Patients often
describe this occurrence as their first subjective experience
of inner recognition. Coming out to oneself as lesbian, gay,
or bisexual may precede any sexual contact or may occur
during a sexual moment. Some describe the moment as a
switch being turned on, “coming home,” or “discovering
who I really am.” The experience may be charged with ex-
citement or with trepidation. It is a realization that pre-
viously unacceptable feelings or desires are part of one’s self.
It is, in part, a verbal process of putting intowordswhat were
previously inarticulate feelings and ideas. Coming out of the
closet may also be conceptualized as a recapturing of dis-
avowed experiences. From a psychological perspective,
it means a reduction in dissociation and the possibility
of integrating previously unacceptable aspects of the self
(14, 19).

Coming out to oneself may precede coming out to others.
Herdt and Boxer (20) have described coming out as a ritual
process of passage requiring a lesbian, gay, or bisexual per-
son to unlearn principles of essentialist heterosexuality,
unlearn stereotypes of homosexuality, and learn the ways of
LGBT culture. In coming out, LGBT individualsmust decide,
perhaps daily, whether to reveal and to whom they will re-
veal. Consequently, coming out is a process that never ends.
Furthermore, such revelations are not always greeted in a
welcomingmanner. Fear of rejection often plays a significant
role in an LGBT individual’s decision about whom to tell or
whether to come out. A need to conceal their identity may be
based on reasonable concerns, as in the case of LGBT indi-
viduals living and working in socially and politically conser-
vative religious environments. Clinicians would be unwise to
advise a patient to come out to anyone without knowing
something about that person’s attitudes and opinions. Even
with such knowledge, the psychiatrist cannot always predict
accurately the consequences of making such a revelation on
the relationship between the two people.

Given the social stigma and ubiquity of anti-LGBT atti-
tudes, why come out at all? In most cases, coming out offers
LGBT individuals the possibility of integrating a wider range
of previously split-off affects, not just those having to dowith
sexuality and gender. Coming out can lead to greater ease in
knowing oneself and expressing oneself to others, which in
turn can lead to an enormous enrichment of work and re-
lationships. Such activities constitute a reasonable definition
of mental health.

OUTING

What came to be called outing—declaring closeted public
figures to be gay—was . . . a by-product of a revolution [in
which] everyone agreed that the closet was an ugly in-
stitution that had to be broken down.

—Michael Signorile (21)

The term “outing” refers to the involuntary revelation of an
individual’s LGBT identity by another party. Some activists
believe that deliberately exposing a closeted LGBT person to
potential personal or public humiliation is justifiable, par-
ticularly if the closeted person is a public figure who es-
pouses anti-LGBT beliefs and supports anti-LGBT public
policies. This belief has accounted for revelations of, among
others, a conservative U.S. congressman (22) and an in-
fluential megachurch pastor (23). Sometimes outing is done
as an act of revenge by vindictive acquaintances or spurned
lovers. Blackmailers may threaten to out an individual for
financial or political remuneration. Historically, some poli-
ticians have tried to discredit an opponent by exposing them
as LGBT (24).

A severe dissociative split between any LGBT identity and
internalized anti-LGBT attitudesmay account for themental
gymnastics of politically and religiously conservative indi-
viduals, allowing them to live with such stark contradictions.
Such dissociation often serves as a defense against profound
anxiety and shame. In the subjective experience of the outed
individual, outing is experienced as a form of psychological
violence.

THE SEARCH FOR CAUSES

Christ, how sick analysts must get of hearing how mommy
and daddy made their darlin’ into a fairy.

—Mart Crowley (25)

It is not unusual for LGBT patients, when first beginning
psychotherapy, to have a fantasy of discovering the causes of
their sexual orientation or gender identity during the pro-
cess. These fantasied beliefs are often enabled, sometimes
even encouraged, by clinicians who believe that two people
talking in a room have the necessary tools to discover the
origins of either homosexual or transgender identities.

In reality, any “causes” remain unknown (26). This knowl-
edge gap does not stop, andwill probably never stop, continued
theorizing by patients and therapists. A therapist’s own theo-
ries about gender and sexuality, however, may distract from
therapeutic goals. Furthermore, patients’ etiological theories,
when offered, provide insight into both positive and negative
attitudes theymay assign, consciously or unconsciously, to their
own sexual or gender identity.

In contrast, heterosexual patients do not come seeking
psychotherapeutic treatments to find out why they are
straight. Nor do nontransgender patients expect to learn
from a therapist why they are cisgender. Nor are most
therapists likely to even raise the questions, “Do you ever
wonder why you are heterosexual?” or “Do you ever wonder
why you are cisgender?” with patients. The presumptions
are that heterosexuality and cisgender identities are nature’s
default setting.

Historically, however, it was not altogether unusual for
heterosexual, cisgender therapists to bring up questions of
etiology to their LGBT patients. Yet, if a therapist took the
unusual step of doing so with heterosexual, cisgender
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patients, it is unlikely that those patients would be interested
in pursuing such a line of inquiry—or paying a therapist
for any such insights. Sigmund Freud once remarked on
the need to question the origins of heterosexuality, stating,
“Thus from the point of view of psycho-analysis the exclu-
sive sexual interest felt by men for women is also a problem
that needs elucidating and is not a self-evident fact based
upon an attraction that is ultimately of a chemical nature”
(27). Yet, with a few exceptions (28, 29), psychoanalysts have
not concerned themselves with the question nor have they
typically offered treatment to find out why their patients are
heterosexual or cisgender.

Why do some LGBT patients put up with such inquiries
about the origins of their sexual identity or gender identity?
One consequence of belonging to a stigmatized minority
group is the desire to find a narrative to explain one’s “dif-
ference” from the majority. In the case of lesbian, gay, and
bisexual people, these etiological narratives take three
forms: theories of normal variation, theories of pathology,
and theories of immaturity (14, 30). Transgender narratives
take form as either normal variation or pathology.

Theories of pathology define a homosexual or bisexual
orientation or a transgender identity as psychopathological,
a disease or abnormal condition that deviates from bi-
ologically predetermined heterosexual, cisgender develop-
ment. Such theories first gained prominence during the 19th
century, most notably in Krafft-Ebing’s Psychopathia Sexualis
(31). These etiological theories are based on the following as-
sumptions: adult heterosexuality and being cisgender is the
normal, nondiseased state; deviations from conventional gen-
der role expectations are symptoms of disease; and some ex-
ternal, traumatizing pathogenic agent has prevented the
individual from becoming heterosexual or cisgender. The ex-
ternal traumatizing event can occur pre- or postnatally andmay
include intrauterine hormonal exposure, excessive mothering,
insufficient fathering, seduction, or a decadent lifestyle.

Theories of normal variation regard homosexuality and
transgender presentations as phenomena that occur natu-
rally and that are not signs of illness or psychopathology.
Left-handedness is often used as an analogy in these narra-
tives. Today, being in the left-handed minority is not defined
as illness, although it may have disadvantages. In the past,
being left-handed led to social opprobrium; the word “sin-
ister” is derived from a Latin root connoting the left side.
Historically, left-handed children were often treated as if
they were abnormal and cured of their nonconforming be-
havior by being forced to write right-handed. The research
of Alfred Kinsey et al. (32, 33) played a significant role in
the eventual dissemination, among both health professionals
and the general public, of theories of homosexuality as a
normal variation. Today, the belief that one is born gay or
transgender is the most common theory of normal variation.

Theories of immaturity regarding homosexuality are
found in the field of psychoanalysis. Freud, for example, saw
homosexuality as a developmental arrest or a psychosexual
fixation (27). Immaturity theories are frequently confused

with theories of pathology. However, an inability tomature is
not necessarily the same thing as being ill. Whereas patho-
logizing theories treat homosexuality as deviant and abnor-
mal, immaturity theories regard homosexuality as a normal
step, ideally a passing phase, to be outgrown on the road to
adult heterosexuality. Harry Stack Sullivan hypothesized
that children who ultimately became homosexual as adults
were members of the “out-group, if only with respect to
so-called mutual masturbation and other presumably ho-
mosexual activity which went on in this group of boys as
preadolescent pals” (34). In maintaining that homosexuality
could be a normal part of the heterosexual experience,
theories of immaturity were more inclusive and compas-
sionate than theories of pathology. They allowed for the
possibility of a lesbian, gay, or bisexual person becoming
sufficiently mature to become heterosexual, if they are mo-
tivated enough and have adequate adult (meaning hetero-
sexual) guidance.

Yet etiological theories are not formulated in an objective
vacuum. All of them contain underlying value judgments
about the impact of being LGBT on the social order, on an
individual’s worth within that order, or on the relationship
between being LGBT and the intent of a higher force (14, 30).
A higher force may include God, other deities, spiritual be-
ings, nature, and even an anthropomorphized conceptuali-
zation of evolution. Among the key words in the morality
tales underlying etiological theories are “social benefit” and
“social harm,” “good and evil,” “health and illness,” “adap-
tive and maladaptive,” “holy and sinful,” or “mature and
childish.”

For patients, their own etiological theory is likely to have
a personal meaning and an affective charge. A therapist who
authoritatively claims knowledge of the definitive etiology of
being lesbian, gay, bisexual, or transgender would have dif-
ficulty appreciating how etiological narratives serve as ve-
hicles for other issues. For example, a gayman asking, “What
is the cause of homosexuality?”may simply be asking, “Why
do I feel different from everybody else?” It is only by rec-
ognizing the often-irrational underpinnings of the psycho-
therapeutic search for origins that the focus of treatment
may shift from trying to figure out why a patient is LGBT to
helping a patient learn how to be LGBT.

THERAPIST SELF-DISCLOSURE

The doctor should be opaque to his patients and, like a mirror,
should show them nothing but what is shown to him.

—Sigmund Freud (35)

Today, it is not unusual for LGBT patients to seek out LGBT
therapists, nor is it unusual for LGBT therapists to come
out to patients about their own sexual or gender identity.
Richard Isay (36) reported that the gay male patients he
treated often sought him out as an openly gay psychoanalyst
because they had concerns that heterosexual therapists
would not treat them with appropriate empathy, respect,
and neutrality.
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One should not assume that therapists who identify as
LGBT themselves will inherently have greater insight into
the issues that bring LGBT patients into treatment. For ex-
ample, being LGBT is not a substitute for being trained to do
psychotherapy or for undergoing a personal psychoanalysis.
Furthermore, the therapist’s sexual or gender identity may
not be themost meaningful way to gauge a therapy’s efficacy.
One does not need to be LGBT to treat LGBT patients any
more than one needs a heterosexual and cisgender identity
to treat heterosexual and cisgender patients. Psychother-
apy’s effectiveness is not necessarily determined by any
presumed similarities between the patient and therapist. A
better way to evaluate effectiveness is by how the similarities
and differences between the two people are handled in the
therapeutic relationship.

Nevertheless, most heterosexual, cisgender therapists are
not in the habit of declaring their sexual or gender identities.
In aworld that naturalizes their sexual and gender identities,
many are unaccustomed to the need for directly making such
revelations. Most live in a world where everyone is consid-
ered heterosexual and cisgender until declared or labeled
otherwise.

Historically, the question of whether therapists should
disclose their own sexual or gender identities was rarely
discussed for several reasons. These included the traditional
psychoanalytic position that all therapists had to be het-
erosexual (37). If not, they had to pretend theywere and hide
their true sexual identities or risk professional ostracism
and disgrace (38, 39). This practice began to change toward
the end of the 20th century, which saw a growing literature
by openly gay and lesbian therapists (38, 40–43). The new
century saw the emergence of openly transgender therapists
(44, 45).

There are practical reasons for therapists to eschew self-
disclosure and to keep the primary focus of a therapeutic
encounter on the patient’s inner world. For example, some
patients may feel burdened by knowledge of their therapist’s
sexual or gender identity or of other aspects of their thera-
pist’s personal life. Additionally, psychodynamic psycho-
therapy training programs, in teaching fledgling therapists
how to set boundaries with patients, advise them to decline
to offer any information about themselves and to elicit as
much information as they can from their patients.

Coming out to patients is a form of self-disclosure.
Whether one should do so is only a small part of the larger
issue of therapist self-disclosure, a controversy dating back
to technical disagreements between Freud and his close
follower, Sándor Ferenczi (46). Yet for almost a century, the
issue of self-disclosure has remained controversial, primar-
ily because of unexamined beliefs, ideology, and allegiances
to particular schools of thought. For example, there is little,
if any, empirical evidence that supports nondisclosure as a
superior therapeutic technique compared with self-disclosure.
Also, no studies show head-to-head comparisons of the two
approaches. Furthermore, although withholding information
evokes therapeutic narratives from patients, so does disclosure.

Transferences will develop whether or not a patient knows a
therapist is LGBT—orwhether the patient knows anything else
about a therapist for that matter (47).

Isay (36) noted that gay therapists living closeted, pro-
fessional lives may have a countertransferential need to hide,
particularly if or when they experience their own homo-
sexuality as something secretive and shameful. An un-
willingness to self-disclose can lead to gaslighting patients,
as in the example of the gay male therapist making naive
inquiries about his gay patient’s social milieu, which he knows
very well. Such a therapist may consciously seek anonymity
out of concerns about therapeutic technique. However, he
may also not want the patient—or anyone else for that
matter—to know that he, the therapist, has gone to the same
gay club. In otherwords, one should also consider the possible
harmofnot disclosing. Therapists, regardless of their own sexual
identity or gender, should evaluate the patient’s need for them to
come out, and should be prepared to do so when necessary.

AUTHOR AND ARTICLE INFORMATION

Department of Psychiatry, Columbia University, New York (Drescher);
Department of Psychiatry, Massachusetts General Hospital, Boston
(Fadus). Send correspondence to Dr. Drescher (jackdreschermd@gmail.
com).

The authors report no financial relationships with commercial interests.

REFERENCES
1. Meyer IH: Prejudice, social stress, and mental health in lesbian,

gay, and bisexual populations: conceptual issues and research ev-
idence. Psychol Bull 2003; 129:674–697

2. Gower AL, Rider GN, McMorris BJ, et al: Bullying victimization
among LGBTQ youth: current and future directions. Curr Sex Health
Rep 2018; 10:246–254

3. Hafeez H, Zeshan M, Tahir MA, et al: Health care disparities
among lesbian, gay, bisexual, and transgender youth: a literature
review. Cureus 2017; 9:e1184

4. Morton MH, Dworsky A, Matjasko JL, et al: Prevalence and cor-
relates of youth homelessness in the United States. J Adolesc Health
2018; 62:14–21

5. Institute of Medicine: The Health of Lesbian, Gay, Bisexual and
Transgender People: Building a Foundation for Better Understanding.
Washington, DC, National Academies Press, 2011

6. King M, Semlyen J, Tai SS, et al: A systematic review of mental
disorder, suicide, and deliberate self harm in lesbian, gay and bi-
sexual people. BMC Psychiatry 2008; 8:70

7. Medley G, Lipari R, Bose J, et al. Sexual Orientation and Estimates
of Adult Substance Use and Mental Health: Results from the 2015
National Survey on Drug Use and Health. NSDUH Data Review.
Rockville, MD, Substance Abuse and Mental Health Services Ad-
ministration, 2016 https://www.samhsa.gov/data/sites/default/files/
NSDUH-SexualOrientation-2015/NSDUH-SexualOrientation-2015/
NSDUH-SexualOrientation-2015.htm

8. Jaffee KD, Shires DA, Stroumsa D: Discrimination and delayed
health care among transgender women and men: implications for
improving medical education and health care delivery. Med Care
2016; 54:1010–1016

9. Sabin JA, Riskind RG, Nosek BA: Health care providers’ implicit
and explicit attitudes toward lesbian women and gay men. Am J
Public Health 2015; 105:1831–1841

10. Samuels EA, Tape C, Garber N, et al: “Sometimes you feel like
the freak show:” a qualitative assessment of emergency care experiences

266 focus.psychiatryonline.org Focus Vol. 18, No. 3, Summer 2020

ISSUES IN PSYCHOTHERAPY WITH LESBIAN, GAY, BISEXUAL, AND TRANSGENDER PATIENTS

mailto:jackdreschermd@gmail.com
mailto:jackdreschermd@gmail.com
https://www.samhsa.gov/data/sites/default/files/NSDUH-SexualOrientation-2015/NSDUH-SexualOrientation-2015/NSDUH-SexualOrientation-2015.htm
https://www.samhsa.gov/data/sites/default/files/NSDUH-SexualOrientation-2015/NSDUH-SexualOrientation-2015/NSDUH-SexualOrientation-2015.htm
https://www.samhsa.gov/data/sites/default/files/NSDUH-SexualOrientation-2015/NSDUH-SexualOrientation-2015/NSDUH-SexualOrientation-2015.htm
http://focus.psychiatryonline.org


among transgender and gender-nonconforming patients. Ann
Emerg Med 2018; 71:170–182.e1

11. Drescher J: Queer diagnoses: parallels and contrasts in the history
of homosexuality, gender variance, and the Diagnostic and Statis-
tical Manual. Arch Sex Behav 2010; 39:427–460

12. Drescher J: Out of DSM: depathologizing homosexuality. Behav
Sci 2015; 5:565–575

13. Sedgwick EK: Epistemology of the Closet. Berkeley and Los Angeles,
CA, University of California Press, 1990

14. Drescher J: Psychoanalytic Therapy and the Gay Man. New York
and London, Routledge, 2001

15. Choi SK, Wilson BDM, Shelton J, et al: Serving Our Youth 2015:
The Needs and Experiences of Lesbian, Gay, Bisexual, Transgender,
and Questioning Youth Experiencing Homelessness. Los Angeles,
Williams Institute with True Colors Fund, 2015

16. Bromberg P: “Speak! that I may see you:” some reflections on
dissociation, reality, and psychoanalytic listening. Psychoanal Di-
alogues 1994; 4:517–547

17. Drescher J, Byne W: Homosexuality, gay and lesbian identities,
and homosexual behavior; in Kaplan and Sadock’s Comprehensive
Textbook of Psychiatry, 10th ed. Edited by Kaplan BJ, Sadock VA,
Ruiz, P. Philadelphia, Wolters Kluwer, 2017

18. Chauncey G: Gay New York: Gender, Urban Culture and the
Making of the Gay Male World, 1890–1940. New York, Basic Books,
1994

19. Drescher J: What’s in your closet?; in The LGBT Casebook. Edited
by Levounis P, Drescher J, Barber M. Washington, DC, American
Psychiatric Association, 2012

20. Herdt G, Boxer A: Children of Horizons: How Gay and Lesbian
Teens are Leading a New Way Out of the Closet. Boston, Beacon
Press, 1993

21. Signorile M: Queer in America: Sex, the Media and the Closets of
Power. New York, Random House, 1993

22. Zernike K, Goodnough A: Lawmaker quits over messages sent
to teenage page. The New York Times, Sept 30, 2006. https://
www.nytimes.com/2006/09/30/us/30foley.html. Accessed Nov 3,
2019

23. Banerjee N: Ousted pastor ‘completely heterosexual.’ The New
York Times, Feb 7, 2007. https://www.nytimes.com/2007/02/07/
us/07haggard.html. Accessed Nov 3, 2019

24. Decades Later, “Vote For Cuomo, Not The Homo”Mailer Resurfaces.
Middletown, PA, CentralVoice.com, 2018. http://thecentralvoice.
com/stories/history-lesson-decades-later-vote-for-cuomo-not-the-
homo-mailer-resurfaces,1844. Accessed Nov 9, 2019

25. Crowley M: The Boys in the Band. New York, Samuel French, 1968
26. Bailey JM, Vasey PL, Diamond LM, et al: Sexual orientation, con-

troversy, and science. Psychol Sci Public Interest 2016; 17:45–101

27. Freud S: Three Essays on the Theory of Sexuality. Standard Edi-
tion of the Complete Psychological Works of Sigmund Freud, vol 7.
London, Hogarth Press, 1953

28. Chodorow NJ: Heterosexuality as a compromise formation: reflec-
tions on the psychoanalytic theory of sexual development. Psycho-
anal Contemp Thought 1992; 15:267–304

29. Lewes K: The Psychoanalytic Theory of Male Homosexuality. New
York, Simon and Schuster, 1988

30. Drescher J: Causes and becauses: on etiological theories of ho-
mosexuality. Annu Psychoanal 2002; 30:57–68

31. Krafft-Ebing R: Psychopathia Sexualis. Wedeck H (trans). New
York, Putnam, 1965

32. Kinsey AC, PomeroyWB, Martin CE: Sexual Behavior in the Human
Male. Philadelphia, WB Saunders, 1948

33. Kinsey A, Pomeroy WB, Martin CE, et al: Sexual Behavior in the
Human Female. Philadelphia, PA, Saunders, 1953

34. Sullivan HS: The Interpersonal Theory of Psychiatry. New York,
Norton, 1953

35. Freud S: Recommendations to Physicians Practicing Psycho-Analysis.
Standard Edition of the Complete Psychological Works of Sigmund
Freud, vol 12. London, Hogarth Press, 1958

36. Isay RA: The homosexual analyst. clinical considerations. Psycho-
anal Study Child 1991; 46:199–216

37. Drescher J: A history of homosexuality and organized psycho-
analysis. J Am Acad Psychoanal Dyn Psychiatry 2008; 36:443–460

38. Isay RA: Becoming Gay: The Journey to Self-Acceptance. New
York, Pantheon, 1996

39. Drescher J, Merlino JP: American Psychiatry and Homosexuality:
An Oral History. New York, Routledge, 2007

40. Domenici T, Lesser RC: Disorienting Sexuality: Psychoanalytic Reap-
praisals of Sexual Identities. New York, Routledge, 1995

41. Magee M, Miller D: Lesbian Lives: Psychoanalytic Narratives Old
and New. New York, Routledge, 1997

42. O’Connor N, Ryan J: Wild Desires and Mistaken Identities: Les-
bianism and Psychoanalysis. New York, Columbia University, 1993

43. Schwartz AE: Sexual Subjects: Lesbians, Gender, and Psychoanaly-
sis. New York, Routledge, 1998

44. Hansbury G: Mourning the loss of the idealized self: a transsexual
passage. Psychoanal Soc Work 2005; 12:19–35

45. Pula J: Understanding gender through the lens of transgender
experience. Psychoanal Inq 2015; 35:809–822

46. Ferenczi S. Confusion of tongues between the adult and the child;
in Final Contributions to the Problems and Methods of Psycho-
analysis. Edited by Balint M. New York, Brunner/Mazel, 1980

47. Drescher J: Ghosts in the consulting room: a discussion of Anson’s
“Ghosts in the Dressing Room.” J Gay Lesbian Ment Health 2013;
17:112–120

Focus Vol. 18, No. 3, Summer 2020 focus.psychiatryonline.org 267

DRESCHER AND FADUS

https://www.nytimes.com/2006/09/30/us/30foley.html
https://www.nytimes.com/2006/09/30/us/30foley.html
https://www.nytimes.com/2007/02/07/us/07haggard.html
https://www.nytimes.com/2007/02/07/us/07haggard.html
http://focus.psychiatryonline.org

