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a guide for clinicians

Working safely and
inclusively with sexuality
diverse young people

This resource has been developed
for clinicians to summarise the latest
evidence related to:

• sexuality diversity*
risk and protective factors that
•	

can influence the mental health of
sexuality diverse young people

sexuality diverse young peoples’
•	
experiences of seeking support
for mental health issues.

It is designed to support clinicians to
•	

work with young people in a way that
is safe and inclusive by considering:

–

 ow to ensure inclusion for sexuality
h
diverse young people at a serviceand clinical-level (i.e. one-on-one)

–

further resources to support
practice in this area.

What is sexuality diversity?
‘Sexuality diverse’ is an imperfect and broad term used to
describe people who are asexual, same-sex attracted or attracted
to more than one sex. Young people having these experiences
may identify with labels such as lesbian, gay, bisexual, pansexual
(i.e. being attracted to people of all genders), asexual (i.e. not
experiencing/rarely experiencing sexual attraction), queer (this
term can reflect a range of sexual and gender identities) and
those who are unsure (i.e. questioning).1 Conversely, they may
not identify with any of these labels. Sexual identity is different to
gender identity (i.e. our sense of our self when it comes to being
male, female, non-binary, masculine or feminine). Some young
people who identify as sexuality diverse also identify as gender
diverse (e.g. transgender, intersex or genderqueer).
This resource does not focus on issues unique to these
groups. For more information, see: minus18.org.au, ygender.
org.au, genderqueer.org.au and trans101.org.au.
Between 2% and 12% of young people identify as sexuality
diverse;2 over half do so before high school.3 The age that young
people recognise, accept and disclose their sexual orientation
to others (i.e. ‘come out’ or ‘invite in’) seems to be decreasing.4
The coming out/inviting in process is complex: it is not a ‘one-off
event’ or something that naturally progresses from one step to
another. For example, a young person may share their sexuality
with others before accepting their own identity internally. It is an
ongoing process (e.g. every time a young person starts a new job,
meets someone new, etc.) and is influenced by the young person’s
feelings of safety in different domains (e.g. school, home, online).

In Australia, it is illegal to not
provide inclusive services for
sexuality diverse young people
* Young people who identify as queer, asexual, pansexual and questioning are
under-represented in studies examining these issues.
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Family acceptance and rejection

Why we need to create safe
and inclusive services for sexuality
diverse young people
In Australia, it is illegal to not provide
inclusive services for sexuality diverse
young people.5
Sexuality diverse young people face additional barriers
to accessing mental health services compared to their
heterosexual peers6 and may only seek mental health
support when they are no longer able to cope with
their distress.7 These barriers include heterosexual
assumption, ‘outing’, fear of harassment, lack of
accurate information about sexuality diversity, not
wanting parents to find out and fear of what the
doctor might say or do.6 Facilitators to accessing
youth mental healthcare include an increased desire
to talk about their health, personal life, friends
and substance use.8 Research with adults also
suggests that having a regular general practitioner
9
(GP) may be helpful in increasing help seeking.
Determining the stage(s) of sexuality formation that
a young person is in allows clinicians to be aware of,
and help address, unique challenges that may be
present for them. Then clinicians can offer the young
person another affirming experience of who they are,
regardless of where they are at on their journey.

Support and acceptance from family is a key protective factor
for young people. Family acceptance of sexuality diversity
predicts greater self-esteem, social support and general
health.18 It also protects against depression, substance abuse
and suicidal ideation and attempts.18 Family connectedness
is also a protective factor against suicide in lesbian, gay
and bisexual (LGB) young people.19 LGB young people who
are rejected/excluded by their families are at higher risk of
homelessness, depression, substance use and suicidality.20-24
Social support
Social support can reduce the negative psychological outcomes
and elevated risk of suicide, victimisation and school avoidance
experienced by sexuality diverse young people.25, 26 This includes
specific support affirming one’s sexuality,25 being connected
to the sexuality diverse community,27–29 retaining friendships,30
having adult support within the school community,31, 32 having
the support of adults more broadly19 and having a positive
school environment (including anti-bullying policies promoting
sexuality inclusivity).3, 10, 33 In one large study, when LGB students
experienced a positive school environment, free from homophobic
and biphobic harassment, their mental health, substance use and
truancy outcomes were comparable to their heterosexual peers.10
Homophobia and biphobia

Factors that influence the mental
health and wellbeing of sexuality
diverse young people

Homophobia describes prejudice against people based
on their actual or perceived sexuality (e.g. verbal abuse,
social exclusion, humiliation, rumours, threats and physical
violence). Biphobia refers more specifically to prejudice
related to actual or perceived bisexuality. While most of the
relevant research has focused specifically on the impacts of
experiencing homophobia, the same adverse impacts would
be expected among young people experiencing biphobia.

It is important to understand that sexuality diversity is not itself
a risk factor for mental health and substance use problems.
Rather, stressors commonly experienced by sexuality diverse
young people increase their vulnerability.10–12 This includes
higher rates of mental health and substance use disorders,13,
14
suicide attempts13, 15 and self harm16 compared to their
heterosexual peers. Sexuality diverse young people are
also at higher risk of depression, psychological distress,
self harm and attempted suicide than any other age cohort
of the sexuality diverse community.17 When sexuality
diverse young people are socially supported and free from
experiences of discrimination, they experience similar
levels of mental wellbeing to their heterosexual peers.10

In Australia, sexuality diverse young people experience high
levels of verbal and physical homophobic abuse, particularly at
school but also in the street, at work and at social occasions.3
Experiencing homophobia or biphobia is a risk factor for
depression, substance abuse, suicidal behaviour and self
harm.20, 34, 35 Experiencing bullying and feeling unsafe at school
is also associated with school avoidance, academic difficulties
and school dropout.3, 10, 36 High levels of prejudice and a
lack of inclusivity and support within the wider community
are also associated with poorer outcomes.37, 38 This was
the case, for example, for sexuality diverse people living in
areas that had a higher percentage of people who voted
‘no’ in the 2017 Australian Marriage Law Postal Survey.37

Factors that influence the mental health and wellbeing of
sexuality diverse young people are discussed next.

Internalised heteronormativity
Heteronormativity or heterosexism is the belief that everyone
is, or should be, heterosexual, and that other types of
sexuality are unhealthy, unnatural and/or a threat to society.
It is not something that young people spontaneously believe,
rather it relates to pervasive social and cultural pressure
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and assumptions about sexuality. Living in a world that tells
young people that their identities and desires are ‘abnormal’,
‘immoral’ or a ‘mental problem’, which need to be ‘fixed’, can
lead to internalisation or normalisation of these beliefs (i.e.
internalised heteronormativity). This is a strong risk factor
for depression, anxiety and relationship problems20, 39–41 and
determines (at least in part) the extent to which mental health
difficulties develop as a result of a young person experiencing
victimisation, religious stress and/or family rejection related to
their sexuality.41, 42 Experiencing positive thoughts and feelings
about one’s sexuality, and rejecting negative stereotypes, are
protective factors for mental health and social outcomes.20, 29, 43
Concealing/managing sexuality
Many young people decide to conceal their sexuality to prevent
damaging relationships and experiences of rejection or abuse.44
Managing sexuality across multiple domains (i.e. ‘coming
out’ in certain domains such as school, home or online but
not others) has been linked to a higher risk of suicidality.34
Coping strategies and substance use
When experiencing multiple adversities, any young person’s
coping mechanisms can easily become overwhelmed. Emotional
regulation difficulties (e.g. rumination, emotional suppression)
and maladaptive coping strategies (e.g. avoidance) seem
to play a causal role in the relationship between stigma and
psychological distress, substance use and poor mental health
among sexuality diverse young people.20, 35, 45 LGB young people
− particularly females – use alcohol and other drugs at higher
rates compared to heterosexual young people.3, 46, 47 There is a
link between substance use and experiences of homophobia
and discrimination;46 many LGB young people report their use
being a coping strategy.3 Gay bars and clubs have traditionally
been places where sexuality diverse people can socialise and
feel safe. Such settings may have a focus on substance use, and
normalise its use.48 A lack of LGB competency among health
services discourages help-seeking for substance use issues.48
Living in rural communities
Rates of self harm and suicidal ideation and attempts are higher
among LGBQ (lesbian, gay, bisexual, queer and questioning)
young people living in rural areas compared to those living in
urban areas.3 These young people are less likely to feel safe
at school and social occasions, and on the internet, than their
sexuality diverse peers in urban areas.3 Sexuality diverse people
in rural–remote towns experience higher levels of minority stress,
are more likely to conceal their sexuality from friends and be less
involved with the LGBQ community compared to those in innermetropolitan areas.49 Specific services for sexuality diverse young
people are difficult to access in rural areas, if they exist at all, and
concerns about maintaining privacy when accessing services are
exacerbated.3 All of these factors can lead to increased isolation.
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Cultural and Linguistic Diversity (CALD),
including religious diversity
There is some evidence of additional challenges and a
cumulative risk of mental health difficulties for sexuality diverse
young people from CALD and religious backgrounds, in light
of their management of multiple marginalised identities.4, 50
The ethnicity of a sexuality diverse young person may also
influence their integration into the LGBQ community.51
Participation in CALD and religious communities and their
practices can be a source of strength for some sexuality
diverse people.51 But experiencing rejection from one’s
cultural or religious community, and internal conflict due to
negative cultural or religious beliefs about diverse sexualities,
contribute to negative outcomes for young people − including
an increased risk of suicidal ideation and self harm.3, 41 This
higher risk among young people from religious backgrounds
is influenced by an increased likelihood of experiencing
other adversities (social exclusion, homophobic abuse from
friends and family, not being supported by others when
disclosing their sexuality and feeling unsafe at home).3
Bisexual and queer identities
Bisexuality is a sexual identity in itself and does not mean
that a person is questioning or in a transitional state between
heterosexual and same-sex attracted. Bisexual young people
may experience negative attitudes from both heteronormative
society and gay and lesbian sub-cultures,52, 53 identity formation
may be more complex54 and ‘coming out’ may be more
stressful.55 Within the sexuality diverse community, young women
identifying as queer are at particularly high risk of experiencing
discrimination, sexual coercion and illicit drug use.56 However,
they also demonstrate particular strengths, including higher
levels of community connection and accessing counselling.56
Questioning identity
Young people who are questioning their sexual orientation
report the highest rates of bullying, victimisation, dating
violence, substance use, truancy, depression and suicidality
compared to their heterosexual and LGB peers.10, 47
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Ensuring inclusion at a service-level
As in all areas of practice, services should promote a
safe and inclusive space where a young person feels
comfortable enough to discuss sexuality, sex and
relationships of all kinds. All services working with young
people should be affirming of diverse sexualities by:
• embedding inclusive practices into organisational policies
and procedures. This includes ensuring staff have adequate
professional development (e.g. mandatory training
on sexuality inclusive practice). Training can enhance
confidence in delivering a high quality of care57, 58
• visually promoting the service as a safe and supportive
environment for sexuality diverse young people (e.g.
displaying words, images or symbols that include or
represent the LGBQ community, such as the rainbow flag)
• consulting or partnering with relevant organisations,
such as Rainbow Network (Victoria), to strengthen
relationships, and facilitate referrals and coordinated care
• consider The Rainbow Tick LGBTI-inclusive practice
standards and service accreditation (see Further resources)
• involving LGBQ young people in service planning processes.

Ensuring inclusion at a clinician-level
Facilitate discussion of sexuality
It is always the young person’s choice whether or not
to disclose their sexuality. Routinely asking about
sexuality helps to provide an environment that conveys
inclusion and safety, and facilitates disclosure.
It is important to:
• make it clear that you work in an inclusive way (e.g.:
‘At our service, we routinely ask people about their
sexual identity, behaviour and attraction.’)
• use gender-neutral language, especially when first asking
about relationships (e.g.: ‘Are you seeing anyone?’)
• use terms that are respectful and consistent with the young
person’s self-understanding and ask what term/s they prefer
• respond respectfully when a young person opens up about
their sexuality (i.e. don’t make a big deal of it). If the young
person is clearly struggling to do so, responding positively
can be helpful (e.g.: ‘Thanks for sharing that with me.’)
• invite the young person to tell you more about their
experiences of and around their sexuality (both positive
and negative). Don’t assume that being sexuality
diverse is problematic or the presenting issue.
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I talk to every young person I see
about attraction, sexual identity,
behaviour and relationships, no
matter what their age, culture or
ethnicity. Even for young people
who identify as heterosexual, it
can be a useful opportunity to
openly talk about these issues.
Clinician

Provide a safe and confidential space
It is important to:
• address any concerns as part of your routine
discussion about confidentiality
• give as much ownership as possible to the young person of
how information relating to their sexuality is managed (e.g.: ‘Is
it okay for me to include this in your medical file or would you
rather I didn’t?’) Explicitly talk to them about how information is
recorded in My Health Record and what their choices are avoid
‘outing’ a young person accidentally (e.g. to their family, peers,
school, within your service). Doing so may be detrimental to
a young person’s wellbeing and may jeopardise their safety.

Ask questions, be curious and
guided by the young person – listen
to them. Everyone’s story, needs
and circumstances are different.
Clinician

Assess and manage risk of harm
It is important to:
• always consider the young person’s safety and
assess their risk of harm (to self and from others),
especially during particularly vulnerable times (e.g.
when ‘coming out’ or questioning their sexuality)
• be proactive in creating a safe space to talk more specifically
about dating, sex, safety and consent. Sexuality diverse
young people may have less access to safe spaces for
sexual exploration and information about relationships/
dating and may be at higher risk of experiencing sexual
coercion and dating violence, particularly those who
identify as questioning, bisexual or queer.47, 56
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Support identity development
and coming out/inviting in
Explain that one of a young person’s main developmental
jobs is figuring out their identity. It is okay to do things at
their own pace, they do not need to come out/invite others
in − their personal information and choices are their own.
While sharing their sexual identity with others can be beneficial,
the potential risks it may pose also need to be considered.
This is particularly the case for young people who are living
with family who may not be supportive, and/or whose culture
or religion rejects their identity. It may be more effective for
individuals dealing with these issues to address their own
feelings and develop an affirmative support group prior to
disclosing their sexuality. This may involve identifying one
or two supportive people in their lives to come out to/invite
in first, in the hope of building a support network they can
leverage if they decide to do so more broadly.4 Linking a young
person in with an LGBQ support group may also be helpful.
Build support networks

Thinking about who my “intentional
family” is has really helped me.
People who are my friends (or
“family” I have chosen) who I
know accept me unconditionally
and will always support me.
Young person

Address homophobic/biphobic bullying
It is important to:
• acknowledge that experiencing homophobia or
biphobia can be very distressing for a young person
• reframe homophobia or biphobia as a problem within
society, rather than in sexuality diversity itself

If a young person is seeking support around issues
relating to their sexual identity, facilitate access to positive
discourse about sexuality diversity. Provide information
on resources in the community (online and offline), and
support the young person to develop LGBQ-affirming
friendships, role models and support groups.59

• support the young person to develop skills and make
decisions about the supportiveness of different environments,
and the pros and cons of using different ways of dealing
with heterosexism in different environments.

It is so important not to out a
young person, especially to
family, when they are not ready.
The choice is ultimately up to
the young person of when/
where/who/how to come out.

Encourage family acceptance

Young person

Address internalised heterosexism
It can be beneficial to:
• explore the ways internalised heterosexism may have
contributed to the young person feeling negative or
ambivalent about their sexuality, and provide an affirmative
environment in which to work through these feelings
• emphasise acceptance, identity exploration
and de-stigmatisation.59
Note: There is no evidence that sexuality can be changed
via re-orientation or reparative/conversion therapies,
and their use has been thoroughly discredited as
ineffective and has been shown to cause harm.60
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If the young person is experiencing homophobia or biphobia
at school or home, it may be necessary to take an active role
in liaising with a young person’s family/carers and/or school
to advocate for their needs − with the young person’s consent
(unless safety concerns warrant breaching confidentiality).

Identify supportive parental behaviours and consider
providing psychoeducation about the risks of family rejection
and the positive impact of acceptance. Where this is not
practical (for instance, where there is a risk of abuse),
focus on assisting the young person to cope with family
rejection. Depending on needs, this could include housing
and building social supports. For more information, visit
the Family Acceptance Project (familyproject.sfsu.edu).
Family therapy interventions and parenting support may be
required to assist parents and carers to process their reactions to
and accept their child’s sexuality diverse identity. It is also useful
to support the young person to cope with difficult reactions from
their family and to improve communication within the family.20
Consider cultural and religious diversity
Acknowledge the multiple positive and negative influences
that cultural and/or religious communities have on sexuality
diverse young people. If cultural and/or religious factors
seem to be impacting on a young person’s sexual identity
development, specially tailored resources may be beneficial
(e.g. resources for Aboriginal and Torres Strait Islander young
people who identify as having diverse sexuality).61 If religious
factors are having a negative impact, consider respectfully
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supporting a young person to explore alternative interpretations
of religious texts about diverse sexuality, the positives and
negatives of continued involvement with non-affirming religious
organisations, and locating to alternative religious communities
or considering alternatives to organised religion.62-66
Consider engaging in further training, secondary consultation
and using resources and services specifically for young people
facing these issues (see Further resources on page 7).50
Explore experiences of ‘fitting in’
within the sexuality diverse community
It is important to:
• consider exploring young people’s perceptions of the
sexuality diverse community and their experiences and/or
thoughts of ‘fitting in’ and ‘coming out’ now or in future.
Affirm their identity and encourage family support. Parents
and carers can play an important role in supporting their
young person to navigate ‘coming out’ to family and friends.55
• understand that some sexuality diverse young people
experience intersecting marginalised identities
and forms of discrimination (e.g. those from CALD
backgrounds, those who live with a disability).4, 50, 67
Support emotion regulation and
reduced substance use
It may be helpful to explore perceived social norms
about substance use within sexuality diverse communities46
in addition to targeting other risk factors for substance use
(e.g. victimisation, lack of supportive environments, negative
disclosure reactions).22, 68 Build upon existing coping strategies
and work toward improving emotional regulation so that the
young person has more internal resources to cope with
stigma and discrimination.45, 69
Consider risks for young people
who identify as bisexual or queer
Be mindful that bisexual and queer young people are
at particularly high risk of experiencing discrimination
and negative mental health outcomes.13, 14 Exploring their
experiences of ‘fitting in’ within the sexuality diverse
community, their feelings about ‘coming out’ and
encouraging parental support is particularly important.55
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I struggled with queer
stereotypes for a long time.
Now I know that you don’t
need to match up to them.
You could match completely,
a little bit or not at all.
Young person

Consider risks for questioning young people
Similarly, be mindful of the increased risk of victimisation among
young people who are questioning their sexual identity.10, 47
Consider advocacy and professional
development
Advocate for supportive environments for sexuality diverse
young people, both within a service and more broadly (e.g. within
disability services, anti-bullying policies in education settings and
workplaces, schools and community programs) and for more
inclusive laws and policies.4 Seek further training and secondary
consultation to support clinical practice (e.g. Rainbow Network).

headspace evidence to practice
Working safely and inclusively with sexuality
diverse young people

Further resources

For services/clinicians

For young people
• Minus18 − Australian information and support for young
people who identify as LGBTIQ minus18.org.au

• Rainbow Network (Victoria) − information and support to
provide inclusive services. This includes finding services and
resources for CALD people and for those identifying with
particular faiths, spirituality or religion rainbownetwork.com.au

• Safe Schools − resources for students
studentwellbeinghub.edu.au

• Beyondblue – a resource for working therapeutically
with LGBTI clients beyondblue.org.au

• Bisexual Alliance Victoria Inc. – information and
support for bisexual people bi-alliance.org

• Australian GLBTIQ Multicultural Council − the
peak body for individuals/groups from GLBTI
multicultural backgrounds agmc.org.au

• The Asexual Visibility and Education Network − online
community and resources regarding asexuality asexuality.org
• Black Rainbow − LGBQTI support and suicide
prevention for Aboriginal and Torres Strait
Islander people blackrainbow.org.au
For family/carers/friends
• PFLAG − information and support for parents,
family and friends pflagaustralia.org.au

• GLHV − information about Rainbow Tick accreditation for
LGBTIQA+ services glhv.org.au/lgbti-inclusive-practice
• National LGBTI Health Alliance − resources and
links to other training lgbtihealth.org.au
• Health.Vic – information about working inclusively with LGBTI
people, including working in a culturally inclusive way with
Aboriginal and Torres Strait Islander people health.vic.gov.au

References
1.

Robinson K, Bansel P, Denson N, Ovenden G, Davies C.
Growing up queer: issues facing young Australians who
are gender variant and sexuality diverse. Melbourne: Young
and Well Cooperative Research Centre; 2014.

2.

Lucassen M, Stasiak K, Samra R, Frampton C, Merry S.
Sexual minority youth and depressive symptoms or depressive
disorder: a systematic review and meta- analysis of populationbased studies. Aust N Z J Psychiatry. 2017;51(8):774-87.

3.

Hillier L, Jones T, Monagle M, Overton N, Gahan L, Blackman
J, et al. Writing themselves in 3: the third national study on the
sexual health and wellbeing of same sex attracted and gender
questioning young people. Melbourne: Australian Research
Centre in Sex, Health and Society, La Trobe University; 2010.

4.

Russell S, Fish J. Mental health in lesbian, gay, bisexual, and
transgender (LGBT) youth. Annu Rev Clin Psychol. 2016;12:465-87.

5.

Sex Discrimination Amendment (Sexual Orientation, Gender
Identity and Intersex Status) Act 2013 (Cwlth).

6.

Brown A, Rice SM, Rickwood DJ, Parker AG. Systematic review of
barriers and facilitators to accessing and engaging with mental health
care among at-risk young people. Asia Pac Psychiat. 2016;8(1):3-22.

7.

McDermott E, Hughes E, Rawlings V. Norms and normalisation:
understanding lesbian, gay, bisexual, transgender and queer youth,
suicidality and help-seeking. Cult Health Sex. 2018;20(2):156-72.

8.

Cniro D, Surko M, Bhandarkar K, Helfgott N, Peake K, Epstein I.
Lesbian, gay, bisexual, sexual-orientation questioning adolescents
seeking mental health services: risk factors, worries, and desire
to talk about them. Soc Work Ment Health. 2005;3(3):213-34.

9.

7

McNair R, Pennay A, Hughes TL, Love S, Valpied J, Lubman
DI. Health service use by same-sex attracted Australian women for

alcohol and mental health issues: a cross-sectional study. Br J Gen Prac
Open. 2018;[epub ahead of print] DOI: 10.3399/bjgpopen18X101565.
10. Birkett M, Espelage DL, Koenig B. LGB and questioning students in
schools: the moderating effects of homophobic bullying and school
climate on negative outcomes. J Youth Adolesc. 2009;38(7):989-1000.
11. Meyer IH. Prejudice, social stress, and mental health in
lesbian, gay, and bisexual populations: conceptual issues and
research evidence. Psychol Bull. 2003;129(5):674-97.
12. Valdiserri RO, Holtgrave DR, Poteat TC, Beyrer C. Unraveling health
disparities among sexual and gender minorities: a commentary on
the persistent impact of stigma. J Homosex. 2019;66(5):571-589
13. Marshal MP, Dietz LJ, Friedman MS, Stall R, Smith HA,
McGinley J, et al. Suicidality and depression disparities
between sexual minority and heterosexual youth: a metaanalytic review. J Adolesc Health. 2011;49(2):115-23.
14. Marshal MP, Friedman MS, Stall R, King KM, Miles J, Gold MA, et al.
Sexual orientation and adolescent substance use: a meta-analysis
and methodological review. Addiction. 2008;103(4):546-56.
15. Miranda-Mendizabal A, Castellvi P, Pares-Badell O, Almenara
J, Alonso I, Blasco M, et al. Sexual orientation and suicidal
behaviour in adolescents and young adults: systematic review
and meta-analysis. Br J Psychiatry. 2017;211(2):77-87.
16. Skegg K, Nada-Raja S, Dickson N, Paul C, Williams S. Sexual orientation
and self- harm in men and women. Am J Psychiatry. 2003;160(3):541-6.
17. Leonard W, Pitts, M, Mitchell, A, Lyons, A, Smith, A, Patel, S, Couch,
M, Barrett, A. Private lives 2: the second national survey of the health
and wellbeing of gay, lesbian, bisexual and transgender (GLBT)
Australians. Monograph Series Number 86. Melbourne: The Australian

headspace evidence to practice
Working safely and inclusively with sexuality
diverse young people

Research Centre in Sex, Health & Society, La Trobe University; 2012.

bisexuals. J Couns Psychol. 2009;56(1):97-109.

18. Ryan C, Russell ST, Huebner D, Diaz R, Sanchez J. Family
acceptance in adolescence and the health of LGBT young
adults. J Child Adolesc Psychiatr Nurs. 2010;23(4):205-13.

40. Newcomb ME, Mustanski B. Internalized homophobia
and internalizing mental health problems: a meta-analytic
review. Clin Psychol Rev. 2010;30(8):1019-29.

19. Eisenberg ME, Resnick MD. Suicidality among gay, lesbian and bisexual
youth: the role of protective factors. J Adolesc Health. 2006;39(5):662-8.

41. Page MJ, Lindahl KM, Malik NM. The role of religion and
stress in sexual identity and mental health among lesbian, gay,
and bisexual youth. J Res Adolesc. 2013;23(4):665-77.

20. Hall WJ. Psychosocial risk and protective factors for
depression among lesbian, gay, bisexual, and queer youth:
a systematic review. J Homosex. 2018;65(3):263-316.
21. D’Augelli AR, Hershberger SL, Pilkington NW. Suicidality patterns
and sexual orientation-related factors among lesbian, gay, and
bisexual youths. Suicide Life Threat Behav. 2001;31(3):250-64.
22. Goldbach JT, Tanner-Smith EE, Bagwell M, Dunlap S. Minority
stress and substance use in sexual minority adolescents:
a meta-analysis. Prev Sci. 2014;15(3):350-63.
23. Ryan C, Huebner D, Diaz RM, Sanchez J. Family rejection as a
predictor of negative health outcomes in white and Latino lesbian,
gay, and bisexual young adults. Pediatrics. 2009;123(1):346-52.
24. Durso LE, Gates GJ. Serving our youth: findings from a national survey of
services providers working with lesbian, gay, bisexual and transgender
youth who are homeless or at risk of becoming homeless. Los Angeles:
The Williams Institute with True Colors Fund and The Palette Fund; 2012.
25. Doty ND, Willoughby BL, Lindahl KM, Malik NM. Sexuality
related social support among lesbian, gay, and bisexual
youth. J Youth Adolesc. 2010;39(10):1134-47.
26. Kwon P. Resilience in lesbian, gay, and bisexual individuals.
Pers Soc Psychol Rev. 2013;17(4):371-83.
27. Riggle ED, Whitman JS, Olson A, Rostosky SS, Strong
S. The positive aspects of being a lesbian or gay
man. Prof Psychol Res Pr. 2008;39(2):210-7.
28. Nesmith AA, Burton DL, Cosgrove TJ. Gay, lesbian,
and bisexual youth and young adults: social support in
their own words. J Homosex. 1999;37(1):95-108.
29. Kertzner RM, Meyer IH, Frost DM, Stirratt MJ. Social and psychological
well-being in lesbians, gay men, and bisexuals: the effects of race, gender,
age, and sexual identity. Am J Orthopsychiatry. 2009;79(4):500-10.
30. D’Augelli AR. Lesbian and bisexual female youths aged
14 to 21: developmental challenges and victimization
experiences. J Lesbian Stud. 2003;7(4):9-29.
31. Seil KS, Desai MM, Smith MV. Sexual orientation, adult
connectedness, substance use, and mental health outcomes
among adolescents: findings from the 2009 New York City Youth
Risk Behavior Survey. Am J Public Health. 2014;104(10):1950-6.
32. Darwich L, Hymel S, Waterhouse T. School avoidance and substance use
among lesbian, gay, bisexual, and questioning youths: the impact of peer
victimization and adult support. J Educ Psychol. 2012;104(2):381-92.
33. Hatzenbuehler ML, Keyes KM. Inclusive anti-bullying
policies and reduced risk of suicide attempts in lesbian
and gay youth. J Adolesc Health. 2013;53(1):S21-S6.
34. McDermott E, Hughes E, Rawlings V. The social determinants of
lesbian, gay, bisexual and transgender youth suicidality in England:
a mixed methods study. J Public Health 2018;40(3):e244-e51.
35. Rogers A, Seager I, Haines N, Hahn H, Aldao A, Ahn W. The indirect effect
of emotion regulation on minority stress and problematic substance use
in lesbian, gay, and bisexual individuals. Front Psychol. 2017;8:1881.
36. Kosciw J, Greytak E, NM G, Villenas C, DJ D. The 2015 National School
Climate Survey: the experiences of lesbian, gay, bisexual, transgender,
and queer youth in our nation’s schools. New York: GLSEN; 2016.
37. Perales F, Todd A. Structural stigma and the health and wellbeing of
Australian LGB populations: exploiting geographic variation in the results
of the 2017 same-sex marriage plebiscite. Soc Sci Med. 2018;208:190-9.
38. Hatzenbuehler ML, Bellatorre A, Lee Y, Finch BK, Muennig P,
Fiscella K. Structural stigma and all-cause mortality in sexual
minority populations. Soc Sci Med. 2014;103:33-41.
39. Frost DM, Meyer IH. Internalized homophobia and
relationship quality among lesbians, gay men, and

8

42. Willoughby BL, Doty ND, Malik NM. Victimization, family rejection,
and outcomes of gay, lesbian, and bisexual young people: the role
of negative GLB identity. J GLBT Fam Stud. 2010;6(4):403-24.
43. Luhtanen RK. Identity, stigma management, and wellbeing: a comparison of lesbians/bisexual women and gay/
bisexual men. J Lesbian Stud. 2002;7(1):85-100.
44. D’Augelli AR, Grossman AH, Starks MT. Parents’
awareness of lesbian, gay, and bisexual youths’ sexual
orientation. J Marriage Fam. 2005;67(2):474-82.
45. Hatzenbuehler ML, Nolen-Hoeksema S, Dovidio J. How
does stigma “get under the skin”? The mediating role of
emotion regulation. Psychol Sci. 2009;20(10):1282-9.
46. Kelly J, Davis C, Schlesinger C. Substance use by same
sex attracted young people: prevalence, perceptions and
homophobia. Drug Alcohol Rev. 2015;34(4):358-65.
47. Kann L, O’Malley Olsen E, McManus T, Harris WA, Shanklin SL, Flint KH,
et al. Morbidity and mortality weekly report: sexual identity, sex of sexual
contacts, and health-related behaviors among students in grades 9–12 —
United States and selected sites, 2015. Surveill Summ. 2016;65(9):1-202.
48. Emslie C, Lennox J, Ireland L. The social context of LGBT people’s
drinking in Scotland. Glasgow: Scottish Health Action on Alcohol
Problems (SHAAP); Glasgow Caledonian University; 2015.
49. Morandini JS, Blaszczynski A, Dar-Nimrod I, Ross MW. Minority
stress and community connectedness among gay, lesbian and
bisexual Australians: a comparison of rural and metropolitan
localities. Aust NZ J Publ Heal. 2015;39(3):260-6.
50. Pallotta-Chiarolli M. Supporting same-sex attracted and gender
diverse young people of multicultural and multifaith backgrounds:
executive summary and full research report. Melbourne: Equality
Branch of the Department of Premier and Cabinet; 2016.
51. O’Donnell M, Taylor B. Working therapeutically with LGBTI clients: a
practice wisdom resource. Sydney: National LGBTI Health Alliance; 2014.
52. Klesse C. Shady characters, untrustworthy partners, and
promiscuous sluts: creating bisexual intimacies in the face of
heteronormativity and biphobia. J Bisex. 2011;11(2-3):227-44.
53. McLean K. Inside, outside, nowhere: bisexual men and women in
the gay and lesbian community. J Bisex. 2008;8(1-2):63-80.
54. Bradford M. The bisexual experience. J Bisex. 2004;4(1-2):7-23.
55. Pollitt A, Muraco J, Grossman A, Russell S. Disclosure stress,
social support, and depressive symptoms among cisgender
bisexual youth. J Marriage Fam. 2017;79(5):1278-94.
56. Germanos R, Deacon R, Mooney-Somers J. The social and
cultural significance of women’s sexual identities should
guide health promotion. LGBT Health. 2015;2(2):162-8.
57. Hughes E, Rawlings V, McDermott E. Mental health staff
perceptions and practice regarding self-harm, suicidality and
help-seeking in LGBTQ youth: findings from a cross-sectional
survey in the UK. Issues Ment Health Nurs. 2018;39(1):30-6.
58. Lelutiu-Weinberger C, Pachankis JE. Acceptability and
preliminary efficacy of a lesbian, gay, bisexual, and transgenderaffirmative mental health practice training in a highly stigmatizing
national context. LGBT Health. 2017;4(5):360-70.
59. Kashubeck-West S, Szymanski D, Meyer J. Internalized
heterosexism: clinical implications and training
considerations. Couns Psychol. 2008;36(4):615-30.
60. Australian Psychological Society. APS position statement
on the use of psychological practices that attempt to
change sexual orientation. Melbourne: APS; 2015.
61. Department of Health and Human Services. Working with LGBTI

headspace evidence to practice
Working safely and inclusively with sexuality
diverse young people

Aboriginal people. Melbourne: Victoria State Government;
2018. Available from: https://www2. health.vic.gov.au/about/
populations/lgbti-health/rainbow-equality/working-withspecific-groups/working-with-lgbti-aboriginal-people.
62. Bozard RL, Sanders CJ. Helping Christian lesbian, gay, and
bisexual clients recover religion as a source of strength: developing
a model for assessment and integration of religious identity
in counseling. J LGBT Issues Couns. 2011;5(1):47-74.
63. Kocet MM, Sanabria S, Smith MR. Finding the spirit within:
religion, spirituality, and faith development in lesbian, gay, and
bisexual individuals. J LGBT Issues Couns. 2011;5(3-4):163-79.
64. Kubicek K, McDavitt B, Carpineto J, Weiss G, Iverson EF, Kipke
MD. “God made me gay for a reason” young men who have
sex with men’s resiliency in resolving internalized homophobia
from religious sources. J Adolesc Res. 2009;24(5):601-33.

67. Leonard W, Mann, R. The everyday experience of lesbian, gay,
bisexual, transgender and intersex (LGBTI) people living with
disability. Report No.: 111. Melbourne: GLHV, The Australian Research
Centre in Sex, Health & Society, La Trobe University; 2018.
68. Coulter RW, Bersamin M, Russell ST, Mair C. The effects of genderand sexuality- based harassment on lesbian, gay, bisexual, and
transgender substance use disparities. J Adolesc Health. 2017.
69. Smith NG, Hart TA, Kidwai A, Vernon JR, Blais M, Adam
B. Results of a pilot study to ameliorate psychological and
behavioral outcomes of minority stress among young gay
and bisexual men. Behav Ther. 2017;48(5):664-77.

65. Schuck KD, Liddle BJ. Religious conflicts experienced by lesbian, gay,
and bisexual individuals. J Gay Lesb Psychother. 2001;5(2):63-82.
66. Super JT, Jacobson L. Religious abuse: implications
for counseling lesbian, gay, bisexual, and transgender
individuals. J LGBT Issues Couns. 2011;5(3-4):180-96.

Authors
Alicia Randell
Dr Faye Scanlan

Expert Consultants
A/Prof Ruth McNair
Department of General Practice, University of Melbourne
Jami Jones
Rainbow Network, La Trobe University
Vikki Ryall
headspace National Youth Mental Health Foundation

Youth Advisor
Nicholas Ford

Suggested citation: Version 2.0. Randell A, Scanlan F.
Evidence to Practice: working safely and inclusively with
sexuality diverse young people [Internet]. 2nd Version.
Orygen, The National Centre of Excellence in Youth Mental
Health (AU); 2019. Available from: headspace.org.au.
Previous versions Version 1.0 (No longer available). Stephens,
J, Bailey A, Parker A. Evidence Summary: working with
same sex attracted young people – Inclusive practice
[Internet]. Orygen, The National Centre of Excellence in
Youth Mental Health (AU); 2013 [cited 2018 August 14].
Date Approved: Nov 2018

9

Acknowledgements
headspace Evidence to Practice resources are prepared by the Centre of
Excellence program provided by Orygen, The National Centre of Excellence in
Youth Mental Health, to headspace National Youth Mental Health Foundation,
and funded by the Australian Government Department of Health. The series
aims to highlight for service providers the research evidence and best
practices for the care of young people with mental health and substance
abuse problems. The content is based on the best available evidence
that has been appraised for quality. This resource was updated in 2018.
Experts on the topic have reviewed the summary before publication. The
authors would like to thank all consultants for their input on this resource.
Disclaimer
This information is not medical advice. It is generic and does not take
into account your personal circumstances, physical wellbeing, mental
status or mental requirements. Do not use this information to treat or
diagnose your own or another person’s medical condition and never
ignore medical advice or delay seeking it because of something in this
information. Any medical questions should be referred to a qualified
healthcare professional. If in doubt, please always seek medical advice.

headspace would like to acknowledge Aboriginal and
Torres Strait Islander peoples as Australia’s First People
and Traditional Custodians. We value their cultures,
identities, and continuing connection to country, waters,
kin and community. We pay our respects to Elders past
and present and are committed to making a positive
contribution to the wellbeing of Aboriginal and Torres
Strait Islander young people, by providing services that
are welcoming, safe, culturally appropriate and inclusive.

headspace is committed to embracing diversity
and eliminating all forms of discrimination in the
provision of health services. headspace welcomes
all people irrespective of ethnicity, lifestyle choice,
faith, sexual orientation and gender identity.

headspace centres and services operate across
Australia, in metro, regional and rural areas, supporting
young Australians and their families to be mentally
healthy and engaged in their communities.

For more details about headspace
visit headspace.org.au
headspace National Office
p +61 3 9027 0100
f +61 3 9027 0199
info@headspace.org.au

headspace National Youth Mental Health Foundation is funded
by the Australian Government Department of Health
Copyright © 2019 Orygen, The National Centre of Excellence in Youth Mental Health
This work is copyrighted. Apart from any use permitted under the Copyright Act 1968,
no part may be reproduced without prior written permission from Orygen.

