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Background
This training manual and curriculum is intended for social workers, psychologists and counselors
serving “unaccompanied alien children” (UAC) who enter the United States and are initially
apprehended by the Department of Homeland Security, (DHS) Customs and Border Patrol,
(CBP) or Immigration and Customs Enforcement (ICE). Since 2003, most of these children are
transferred to the custody of the U.S. Department of Health and Human Service’s Office of
Refugee Resettlement (ORR), which houses them and provides essential services in facilities and
through foster care programs throughout the United States.
These children migrate for multiple reasons. “Pull” factors include family reunification, or the
chance to seek economic opportunity or education. “Push” factors include the need to flee
violence or abuse at the hands of family members and criminal organizations, war or civil unrest,
or extreme poverty. In recent years, more than 90% of UACs are from Central America and most
are male. While this curriculum is relevant to youth from any culture, it specifically emphasizes
UACs between the ages of 12 and 18.
Lesbian, gay, bisexual, transgender, and questioning (LGBTQ) teenagers may be fleeing abuse
or neglect at home, are often at elevated risk of commercial sexual exploitation, and may lack the
minimal family or community support that other UACs may be able to access. Many LGBTQ
adolescents pass through the system without ever disclosing their sexual orientation or gender
identity and others may be in the process of discovering their own identity and resist labels or
categories. They are a hidden population that present unique challenges to agencies operating
residential or therapeutic facilities and foster care placement programs in the United States.
LGBTQ children face particular safety and health risks in transit from their countries of origin.
Although some of the available statistics on child abuse in Central American countries are given
below, no available research on the abuse of LGBTQ minors in these countries is available,
largely due to the difficulty of locating and defining LGBTQ populations. In U.S. studies,
LGBTQ youth are generally 2 to 3 times as likely as their heterosexual siblings to experience
abuse by parents or other family members (see Balsam et al., 2005). Additionally, researchers
estimate that LGBTQ youth make up 40% of the homeless teen population in spite of comprising
only 2-5% of the general population (National Gay and Lesbian Task Force Policy Institute,
2006). Even within the homeless youth population, LGBTQ youth have been shown to be more
likely to be repeatedly victimized, have multiple sexual partners, more drug use, and subsequent
increased psychopathology than heterosexual youth (Cochran et al., 2002). There is little reason
to think that the treatment of LGBTQ youth in sending countries would be better than the U.S.
and a variety of reasons to think that treatment would be worse. Transgender and transsexual
youth face the greatest risk of abuse with the fewest legal protections. LGBTQ youth are
therefore at higher risk of exposure to traumatic life events that can affect their well-being in
UAC facilities and their ability to integrate with placement families.
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They also present special challenges in the UAC system because of the elevated risk of bullying
by other children, a higher risk of self-harm, and vulnerability in the placement process. UAC
providers must be attentive to these concerns because ORR has a zero tolerance policy toward all
forms of sexual abuse and sexual harassment. ORR will make every effort to prevent, detect, and
respond to such conduct.
Sexual orientation and gender identity is also relevant in the UAC context because LGBTQ
adolescents may be eligible for specific forms of immigration relief such as Special Immigrant
Juvenile Visas or asylum, but fear of disclosure or lack of trust with adults, including attorneys,
may prevent them from accessing the legal protections they need, and for which they may be
eligible. Mental health providers have a unique opportunity to help UAC address concerns about
disclosure when communicating with attorneys and others.
Despite these special needs and protection concerns, it is important for UAC providers not to
think of or treat LGBTQ youth and adolescents as if they are somehow entirely defined by their
sexual orientation and gender identity. As is the case with anyone, LGBTQ UACs have full and
diverse lives and identities, with their sexual orientation or gender identity being just one aspect.
While you want to pay attention to the specific needs and concerns of LGBTQ UACs, we
recommend that you place this in context in your interactions with residents in UAC facilities.
This training curriculum attempts to help UAC mental health professionals provide a more
supportive, secure, and healthy environment for all residents, including LGBTQ youth. This
training curriculum reflects ORR’s commitment to the highest standards of care, including for
unaccompanied alien children who may be at additional risk because of their perceived or actual
sexual orientation or gender identity.

5|Page

How to Use This Manual
This curriculum incorporates some of the material in HAI’s general training curriculum for UAC
providers, but is a more advanced training specifically designed for social workers,
psychologists, counselors and health care professionals. This curriculum is designed for
independent study, or for use in training others. If you are taking this training as independent
study, we encourage you to also download and watch our webinar, available at:
www.rainbowwelcome.org.
Diversity of views: You work with an educationally and culturally diverse staff that will
invariably have diverse opinions on these issues. Remind participants that no one should feel
shamed by their beliefs and perspectives over the course of the workshop. You are all united by a
common goal to ensure quality services and protections for the youth in ORR’s custody; in order
to learn together and learn from one another, it is necessary to appreciate the different
backgrounds and unique views each person has.
Timing: You and staff should commit at least half a day to this workshop to allow yourself
enough time to cover the breadth of material included in this curriculum and to allow your
colleagues an opportunity to process, share, and discuss the information and case scenarios
presented.
Format: Some of the information will need to be presented in a lecture-based format.
Throughout the curriculum, you will find case scenarios that can be “work-shopped” as a large
group or in small groups. You can engage the group in a facilitated discussion or have colleagues
role play and act out the case examples. To the extent possible, the training should be interactive
so participants feel prepared to respond to these issues as they arise and so they feel invested in
taking the necessary steps to create a safe and inclusive environment for LGBTQ residents.
Materials needed:
•
•
•
•
•
•
•
•

Sign-in sheets
Name tags
PowerPoint presentation
LCD projector and screen
Laptop
Flip chart
Markers
Post-it notes

How to train:
The curriculum is scripted in such a way that you can recite the content and instructions
verbatim. You may want to review the curriculum several times so you are comfortable with the
material and do not need to read the script but rather can highlight the key messages in each
section. You may also want to use the accompanying PowerPoint presentation. For all these
6|Page

materials, you should feel free to make adjustments based on time allotted, staff needs, identified
learning gaps, and any issues of concern you wish to emphasize.
Heartland Alliance International (HAI) has recorded webinars of this training. You should use
this to orientate new employees when a full staff training is not scheduled. If you choose to use
these webinars for the full staff training, please be prepared to pause the webinars to facilitate
group discussions and role playing scenarios.
Resource materials can be found at www.RainbowWelcome.org. Heartland staff is also available
to provide technical assistance to you and your organizations. If you have questions about
conducting this training or have concerns regarding a specific case, contact a HAI staff member.
Daniel Weyl
dweyl@heartlandalliance.org
312-660-1670
Scott Portman
sportman@heartlandalliance.org.
312-660-1353
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LGBTQ Adolescent Development

This section will review developmental phenomena and consider how they apply to LGBT
youth's experiences, including the effect of internalized homophobia on youth development. We
will discuss strategies for establishing trust, responding to sexual orientation or gender identity
disclosure, and accurately assessing youth's current needs. Finally, we will consider what might
be accomplished with youth given the short window of treatment for most UACs.
Although the terms used in this curriculum are already familiar to most clinicians, it is useful to
review basic definitions. Sexual orientation is generally defined as a romantic, affectional or
sexual attraction to someone. Usually, we think about sexual orientation as “minority sexual
orientation” or lesbian, gay, or bisexual orientation, although it is important to remember that
heterosexual orientation is also a sexual orientation. Gender identity refers to how someone feels
about him/herself as male, female, both, or neither.
An easy way to understand the difference is that sexual orientation concerns who a person loves,
and gender identity concerns who a person is.

Sexuality and gender on a spectrum: It is helpful to
view sexuality and gender on several different
spectrums because although we have rigid categories
and identity labels, the human experience is more
complex than what can be understood through just a
word. What might appear to be contradictions are
natural and not uncommon.
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Most of the UAC in your care will be adolescents who are going through or have completed the
stages of puberty. At this time, they recognize and have increased awareness of their sexual and
romantic attractions. LGBTQ youth often pass through a series of milestones throughout their
emotional and sexual development and maturation before fully accepting and integrating their
identities. What are these stages?
Younger children, ages 6-12, have several “quirks”
to their cognitive and social development that are
particularly relevant to sexual orientation and
identity gender development. At this age, children
are in the concrete operational stage of cognitive
development, As their brains develop the ability to
categorize things quickly, they tend to think about
the world as “either/or”or “good/bad” or, for
gender, “male/female.” At this stage, children are
generally intolerant of “gray areas” or anything that
is difficult to sort into boxes easily. Youth who are
gender atypical may find it difficult to sort
themselves into “male” or “female” boxes, especially if their preference for cross-gender play
and behavior was punished in their early years. Also, youth who are attracted to the same sex but
are not gender atypical may face similar issues and may think things like, “How can I be a boy if
I like boys? Only girls like boys.” Similarly, they may have been teased or told by peers or others
that they cannot be male or female because of cross-typed play. Peers will generally punish
cross-typed behavior at this age in order to be able to place others in the “appropriate” box.
At this stage, children are also tasked with developing a sense of industry, or the ability to do
things successfully, usually in academic or vocational and social realms. Children in this stage
seek praise for accomplishments and begin interacting with a wider network of people outside
the immediate and extended family. For LGBT youth who were previously shielded from
judgments about gender atypical behaviors, this can be a very difficult time. Interactions with
peers can lead to rejection and a sense of inferiority and isolation.
Adolescents in general are searching for their own
identities (e.g., vocational direction), including
sexual identities. Most adolescents experience some
variation of the “imaginary audience” and the
“personal fable” with respect to how they internally
process their relationship with themselves and
others. Both of these phenomena are part of the
egocentrism for which adolescents are known
which may further exacerbate difficulties regarding
sexual orientation and gender identity. The
“imaginary audience” refers to an adolescent's
sense of being constantly watched and critiqued by
others. This commonly manifests in hyper-self-critical behaviors, such as believing that everyone
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notices and passes judgment when one's appearance changes (e.g, acne). In LGBT youth may
manifest as a concern that “everyone knows” about the youth's orientation or gender identity.
This may be exacerbated by the reality that gender-atypical youth's appearance, behaviors, and
mannerisms may have been the subject of scrutiny over the youth's lifetime (e.g., boys who
played with dolls may have been punished by parents and then continually monitored to see if
they would begin playing with dolls again).
The “personal fable” refers to the adolescent sense
that he or she is living a unique story which others
cannot or will not relate to and in which he or she is
the central character. In LGBT youth the “personal
fable” may be intensified by not knowing other
sexual or gender minority youth or by parental
rejection.
One of the major difficulties associated with the
“personal fable” is an adolescent's sense of
invulnerability (“I am a special person and nothing
bad can happen to me”) and resultant risk-taking.
With less life experience, adolescents will have witnessed fewer negative results from risk-taking
than adults in similar cultures and situations, which may further contribute to their sense of
invulnerability. Aside from the isolation that may be felt from the “personal fable,” LGBT
adolescents may also take risks, particularly sexual risks that might place them at a greater risk
for STIs, including HIV/AIDS.
Additionally, there is some evidence from U.S. students that “gender intensification” begins in
middle school and declines over the high school years. This phenomenon refers to the “gender
policing” that occurs by peers (e.g., whether or not youth are behaving “like a girl”) and
punishment (physical or social) for not behaving in a gender normative way. Therefore, the
“imaginary” audience may have been a “real” audience for some youth, particularly those who
are gender atypical. These youth may be engaged in a great deal of self-monitoring for gender
atypical behaviors. Gender intensification may be a particular problem in UAC residential
facilities where adolescents are together day and night, and in which adolescents have more
opportunity to scrutinize the behavior of peers.
Gay and bisexual men who were “closeted” in adolescence have reported several defensive
strategies to keep their sexual orientations secret in middle and high school, including dating
girls and engaging in sexual talk about girls with other boys, and even verbally and physically
attacking openly gay youth. Providers should be aware that some youth who are hostile towards
LGBT youth may be responding defensively to their own sexual feelings. If providers intervene
when LGBT or gender atypical youth are harassed or when anti-gay slurs are used, regardless of
the target, youth may be able to begin to confront their own feelings about their sexuality. In
many senses, safe spaces provide “room” for youth to begin to work through their feelings about
themselves and safety should be a major focus of providers.
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During adolescence, people learn to overcome
black-and-white thinking and begin to understand
and be able to cognitively process “shades of grey.”
Adolescents learn how to see things from other's
perspectives and develop the ability to empathize
and sympathize with others. For LGBT adolescents,
this may help with positive identity development as
their peers become more sympathetic to the effects
of teasing and harassment. Additionally, if LGBT
youth are connected to other LGBT people, they
will be able to recognize that variations in gender
roles, gender presentation, and sexual identities and
behaviors are relatively common. This will likely make it easier to reconcile their sexual or
gender identities with other aspects of their lives (e.g., “I can be Muslim and gay because other
Muslims are gay, too”). In comparison to early stages of cognitive development, “either/or” can
be replaced by “both/and,” which can be a major contributor to resilience and overall mental
health.
Internalized homophobia
Many of the unaccompanied minors come from
societies that pathologize same sex orientation or
transgender identity, and adolescents who fit within
these categories may have internalized these
negative messages to the extent that they are
reluctant to acknowledge or accept their own sexual
orientation or gender identity. Individuals who
experience shame or self-hatred because of their
sexual orientation are said to have internalized
homophobia. The societies they came from often
denied their existence or expected them to suppress their most personal emotional and sexual
feelings, and it can take a lifetime for anyone to overcome this painful history of abuse.
Youth must not only discover their own identities, but must also challenge familial and societal
messages about their identities in order to develop a healthy sense of self-worth as an LGBT
person. Therefore, for most LGBT youth, the search for their sexual and gender identities may
consume much of their time. Although identity searching is normative, providers should become
concerned if youth report feeling depressed, suicidal, or highly anxious about their sexual or
gender identities.
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Establishing Trust
Mental health professionals are charged with conducting intake assessments of all UAC, and
with ongoing counseling and/or observation during their time in the facility. Mental health
professionals have an important role to assure the safety and well-being of all children in the
facility. They also have a responsibility to identify issues that may affect placement, and are
uniquely situated to identify children who may be eligible for various forms of protection-based
immigration relief. LGBTQ teens have many reasons not to disclose to a mental health
professional, even though their sexual orientation or gender identity may be relevant to problems
they faced in their home countries and families, current difficulties within the facility, or safety
concerns upon placement. Establishing trust and sensitively assessing the mental health needs of
all UAC residents is a high priority, and because of lack of disclosure, clinicians should assume
that any child in their care may be LGBTQ.
Establishing a positive relationship is fundamental
and should initially be the primary focus from the
first interaction with the youth. The provider
should present as safe, trusting, non-judgmental,
and interested and involved in the individual;
should demonstrate empathy, understanding,
positive regard and respect; should provide genuine
responses and effective listening; and should
establish a relationship that is collaborative and in
which the power is balanced (i.e., therapist
acknowledges his/her increased power in the
relationship; strives to equalize the power; strives
to empower the client; does not use power in negative ways). The provider can serve as a
powerful model for the child (e.g., empathy, respect).
Issues of trust are compounded by trauma. Many if not most LGBT UACs have experienced
violence or rejection by family members, or have been persecuted in their countries of origin.
Although persecution may not have occurred by therapists, therapists may be viewed as persons
who may try to change or punish youth if their identities or behaviors were to become known.
Therefore, establishing trust with LGBT youth is both vital and complex.
People who have been traumatized often have difficulty trusting others and this may result in a
poor bond, or lack of rapport with providers. This lack of trust manifests itself in a wide range of
ways with children and adolescents, from simple lack of communication, to tailoring responses
to what the child perceives the therapist wants to hear, or more immediate and emotional
responses such as fear or anger. Therapists need to be aware of possible “triggers” and avoid retraumatizing the child or adolescent.
Language use
LGBTQ persons often listen closely to linguistic clues about whether a person will be accepting
of their sexual orientation or gender identity. LGBTQ youth will frequently monitor and “bait”
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people to evaluate their potential reactions to disclosure. Youth may use derogatory terms for
sexual minorities to see how the therapist reacts. If the therapist responds in a way that can be
considered to be affirming this negativity, youth will not disclose. Given the self-centeredness of
adolescents, this can mean that non-reactions or silence will be interpreted as negative reactions.
The thinking is that “If I feel badly about being LGBTQ, then this person must also feel what I
feel.” It can be important for clinicians to challenge negative comments about LGBTQ people,
even if they do not think the youth they are working with is LGBTQ.
Likewise, clinicians should avoid making assumptions about the sexual orientation or gender
identity of adolescents, and to the extent possible, avoid gendered language. It is preferable to
ask about a “partner” than a “boyfriend or girlfriend”, for example. This is more difficult in
Spanish, in which it is nearly impossible to avoid the use of gendered pronouns when asking
about personal relationships. Also be aware that youth may not use the same labels, or be ready
to label their behaviors or attractions. Part of establishing trust requires that the clinician not
define the adolescent but rather allow the adolescent the ability to define his/her own gender
identity or sexual orientation, even if the adolescent discloses behavior or emotions consistent
with a label.

Creating a safe space
Since many of the unaccompanied youth are
reluctant to disclose information pertaining to their
sexual orientation and gender identity, the
responsibility falls on program staff to assure
residents that it is okay to be LGBTQ. Each
resident should feel comfortable disclosing to their
caseworker, clinician, teacher, or any other staff
member working in the facility. There are a
number of ways in which service providers can
demonstrate support for the LGBTQ community,
marking the facility as a ‘safe space’ without
stigmatizing any residents.

Physical spaces:
The physical environment of the residential facilities can enhance or detract from the youth’s
sense of belonging. Post visual cues such as rainbow flags or pink triangles. Distribute materials
that explicitly state that people of all sexual orientations and genders will be treated with respect
and dignity. Tangible markers such as rainbow flags and anti-discrimination materials signal
support for LGBTQ individuals and let LGBTQ residents know this is a space where they can
openly share who they are and be themselves. These also send the message to all staff and youth
that bullying, name calling, or other conduct that is based in bias is not acceptable and will not be
tolerated. The therapeutic space should be physically safe, welcoming and comfortable (e.g.,
appropriate light and temperature). It is especially important that the environment not have any
stimuli that might trigger the youth particularly if there is a suspected history of trauma.
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A note on transgender residents: In institutions, it is considered best practice to consult closely
with a transgender resident and the adults most directly involved in their care on issues such as
names and pronouns, living arrangements, clothing, etc. You should consult with your program
officer at ORR to determine an appropriate plan of action that considers first and foremost the
needs of the transgender young person and then that person’s community. Isolating a
transgender resident or otherwise not fully supporting a transgender young person’s identity can
be seriously damaging to his or her mental health and safety.
Informed Consent:
Obtain age appropriate informed consent. To the extent possible and based on the child’s
affective and cognitive development, he/she should be informed and involved in all aspects of
service planning and implementation. The child’s questions and concerns should be responded
to and he/she should feel empowered and free to refuse or accept services.
Confidentiality:
Confidentiality provides the basis for trust in the relationship. Reassure child of confidentiality
and inform him/her of the limits of confidentiality within the residential facility. This includes
letting them know whom their information is shared with without their consent.
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Assessment and Disclosure
Information on violence, sexual abuse or parental
neglect due to SOGI is highly relevant to the
child’s protection. During initial assessment in the
residential facility, it is important to sensitively
explore the individual’s history, including past
traumatic events. At the same time, it is important
not to re-traumatize the youth and to avoid creating
an environment in which s/he feels coerced to
respond. Studies have shown that talking about
neutral or positive events before being asked to
answer questions about the traumatic or difficult
event appears to significantly increase the amount
of detail shared. Asking a minor to describe a favorite activity helps build rapport and helps
assess his/her ability to articulate details and share associated thoughts, feelings and sensations.
Sometimes it helps to preface the interview by saying that you have to ask some questions that
may be unpleasant, and inform the individual that s/he can take his/her time to answer, or that we
can talk about it at another time. You can explain: “I’m going to ask you some questions that if
we had more time, I would not ask so soon. We have such little time together and I want to be
sure you are safe while you are in our care, that I can support you while you are here, and that an
appropriate decision is made regarding your placement.” Then ask questions about past trauma
empathetically, but directly. If the individual shares any traumatic content, be sure to normalize
feelings and validate the survivor’s experience. It is important to conduct an appropriate
assessment of past trauma in order to gain an understanding of symptom severity and functional
impairment. Be sure to consider the child’s developmental stage and whether he/she has
completed the developmental tasks appropriate to his/her age. It is important to keep in mind
that a child’s chronological age may be significantly different from his/her developmental stage.
Most clinicians are somewhat comfortable about asking about past traumatic events. But when,
if ever, is it OK to ask about a resident’s sexual orientation or gender identity?
It’s not always necessary to know the sexual orientation or gender identity of each UAC in your
facility. If the UAC does not appear to be at risk of harassment, bullying, or self-harm, and
seems to be adapting well, the information may not be relevant or important – especially if your
facility is LGBTQ friendly and supportive. Sometimes staff interest in a UAC’s sexual
orientation, even if well intentioned, may make the UACs uncomfortable, may make them feel
pressured to self-identify and disclose when they are not ready, and may even suggest to the
UACs that the staff involved is making a sexual pass at them. When will the sexual orientation or
gender identity impact services and which staff is involved?
•

Determining forms of immigration relief for which the UAC is eligible (attorneys)
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•

Developing safety plans if staff suspect a resident is being targeted because of sexual
orientation, gender identity, or gender nonconforming behavior (clinician, teacher,
caseworker, management)

•

If a clinician suspects a UAC is suffering from traumatic stress, depression or anxiety
because of issues relating to sexual orientation or gender identity.

In UAC program, staff have a very small window to work with and support residents. If the
safety or wellbeing of the child is at risk, it may be necessary for staff to empathetically, but
directly, ask questions pertaining to sexual orientation and gender identity in the same way that
they ask questions about past traumatic events. There are leading questions that one can ask
before inquiring outright of the sexual orientation or gender identity of a UAC:
•
•

Have you ever been concerned for your safety because of who you are?
Have you ever felt like you are different from other children? How so?

It is easy and sometimes in error to presume that LGBTQ status confers excessive risk on UACs.
As is the case with any UAC, be sure to assess the child’s strengths and positive coping skills.
Responding to Disclosure
Although guidance on “responding to disclosure” is
presented here in terms of sexual orientation or
gender identity, the same guidance is applicable to
most types of disclosure (e.g., personal histories,
traumatic events).
The first response to any type of disclosure should
be to believe what the youth is saying, especially
with respect to their own conception of their
sexuality or gender identity. With respect to
traumatic events, it is equally important to honor
and trust the youth’s subjective experience and not
question whether the event happened or how it happened, even though specific details of the
event may change over time.
Youth who are in the concrete stage of cognitive development may consider themselves to be
another gender because of their sexual orientation (e.g., they have concluded that if they are boys
attracted to other boys then they must be girls). Most gender atypical youth do not identify as
transgender in adulthood, but instead identify as gay or lesbian. Their identities will likely
change as their exposure to LGB people increases and their cognitive abilities change. For other
youth, this is a true expression of their gender identity. For all youth, however, their current
experiences and reports of their own identities should be seen as “true for them at this time.” As
another example, some youth who exhibit same-sex sexual behaviors may not identify as LGB;
clinicians should respect the youth's orientation as heterosexual even though their behaviors may
contradict this. Similarly, some youth may identify as LGB in spite of having no same-sex sexual
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experiences, and this should also be considered to be true. Providers should refrain from telling
youth their opinion of the “correct” orientation for any given youth and instead offer a listening
ear. Clinicians should reassure youth that there are people who have their same behaviors and
feelings, and identify in the same way as the youth does. This reassurance helps reduce feelings
of isolation that come from the “personal fable” described above.
Celebrating disclosure? Refrain from congratulating or celebrating youth for self-identifying as
LGBTQ. While you should acknowledge the courage it took for a resident to disclose, it is
important not to assume this is a joyful or exciting moment. Remember, a resident who is
coming to terms with his or her sexuality or gender identity might be struggling and might worry
that identifying as LGBTQ will result in the loss of family, friends, or social status. Take the cue
of the youth before expressing any feelings; remain neutral but supportive and affirming.
Is it unhealthy for youth to remain ‘closeted’?
For some youth, staying “in the closet” can seem like a burden
and weigh on them emotionally, socially, and psychologically.
Other youth recognize the dangers of coming out or are not
interested in doing so, and are satisfied remaining in the closet
temporarily until they are able to locate themselves in a
supportive and welcoming environment. Many American-born
LGBTQ individuals do not disclose their sexual orientation
and/or gender identity until they leave their families’ homes and
are on their own; UACs may wish to do the same. The degree to which children feel alone,
isolated, and depressed can depend on the child’s resiliency, sense of self-worth, and presence or
lack of internalized homophobia. Sometimes all you can do as a clinician is to provide a
supportive environment, model tolerance, and not insist upon disclosure. You may be the one
individual in this youth’s life who does not pass judgment or condemn him/her for her sexual
orientation or gender identity.
Identifying Current Needs
If a youth discloses spontaneously, there is always a reason. Why did the youth disclose? The
clinician should be attentive to identifying the current concerns of the youth. For example, some
youth may disclose their sexual orientations because they are being harassed and their immediate
concern is safety. Other youth be disclosing an attraction to another youth in the facility and be
concerned about how that youth would react if this attraction were disclosed. Other youth will be
concerned about nascent sexual behaviors, including HIV transmission. Although providers may
have their own concerns about what youth should consider to be important (e.g., the possibility
of asylum or concerns that sexual activity not take place within the residential facility), youth's
concerns will likely center around romantic and family relationships and identity development as
these are primary concerns for most adolescents. Adolescents will likely be very concerned about
the feelings of their peers and the sense that every move they make is being watched by others.
Although providers may understand that this is a normative phase of adolescence that will pass,
youth may consider these concerns as central to their wellbeing. If trust is to be developed, then
providers must take the youth's concerns seriously.
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Traumatic Stress and LGBTQ UAC
On average, LGBTQ youth experience trauma
at a higher rate than other children and they
often experience trauma over the life-cycle
from multiple actors. This section is intended
to help mental health practitioners understand
trauma within the context of child and
adolescent development, with a particular
focus on LGBTQ persons. This section will
also describe principles and best practices in
trauma-informed care.

What makes an event traumatic? (Discussion)

If you are training a group, break up into small
groups and discuss for 10 minutes what makes a
“traumatic event”. What is the role of subjective
versus objective fear? Does an event need to be
experienced in person, or through others? What is
the relationship between the actual event and the
person’s perception of the event?
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Features of a traumatic event per the DSM-IV
TR edition of diagnostic criteria for PTSD
include:
- Direct personal experience of an event
that involves actual or threatened death or
serious injury, or threat to one’s physical
integrity, or witnessing an event that involves
death, injury, or threat to the physical
integrity of another person,.
- Subjective feeling of intense terror,
horror or helplessness.

Events which do not involve subjective or objective risk of death or serious injury, or chronic
exposure to violence over a long period of time can also have an effect on psychological wellbeing. In many cases, LGBTQ youth may have suffered from violence and threats that may not
be perceived to be life-threatening but nevertheless result in significant emotional damage. The
DSM acknowledges that actual or threatened serious injury or threats to one’s physical integrity
can result in post-trauma symptoms, including PTSD.
Examples of trauma experienced by children and adolescents:

Sexual abuse is defined as the employment, use,
persuasion, inducement, enticement, or coercion of
any child to engage in, or assist any other person to
engage in, any sexually explicit conduct or
simulation of such conduct for the purpose of
producing a visual depiction of such conduct or the
rape and in cases of caretaker or interfamilial
relationships (it can be by an adult or another child),
statutory rape, molestation, prostitution, or other
form of sexual exploitation of children, or incest
with children (incest is the sexual abuse of children
by a family member or someone with a parental or
guardian role). There is emotional sexual abuse (e.g., voyeurism, such as watching the child
undress; disrespecting a child’s privacy needs; ridiculing a child’s developing body; exposing
child to pornography; using sexualized language) and physical sexual abuse.
Sexual abuse is believed to be the most under-reported type of child maltreatment because of the
secrecy or ‘conspiracy of silence’ that so often characterizes these cases.
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Physical abuse is defined as non-accidental
physical injury to the child. It has also been
defined as systematic, severe, intentional pattern of
injury that is inflicted upon the child with cruel or
malicious intent. Examples include punching,
beating, kicking, biting, burning, or shaking a child.
It can result in severe neurological damage, broken
bones, and injury to the skin and skeletal system.
Emotional abuse is defined as maltreatment which results in impaired psychological growth and
development. It involves words, actions, and indifference. Abusers constantly reject, ignore,
belittle, dominate, and criticize the child. This form of abuse may occur with or without physical
abuse, but there is often an overlap.
Examples of emotional child abuse are verbal abuse; excessive demands on a child's
performance; penalizing a child for positive, normal behavior (smiling, mobility, exploration,
vocalization, manipulation of objects); discouraging caregiver and infant attachment; penalizing
a child for demonstrating signs of positive self-esteem; and penalizing a child for using
interpersonal skills needed for adequate performance in school and peer groups. In addition,
frequently exposing children to family violence and unwillingness or inability to provide
affection or stimulation for the child in the course of daily care may also result in emotional
abuse.
Neglect occurs when caretakers ignore or fail to provide adequate emotional and physical care
for a child or adolescent that is not related to the consequences or realities of poverty. Needs are
emotional (e.g., caring and love, physical affection, respect, moral guidance and discipline, time
together, encouragement, reassurance, praise, support, attention, paying attention to what the
child says and listening without judgment, education) and physical (e.g., food, clothing, shelter,
safe environment, supervision, good hygiene, medical and dental care, adequate rest, exercise
and fresh air).
Because the experience of trauma is subjective, what one individual finds traumatic may not be
traumatic to another. It is therefore very important to take into account what the individual’s
response is to the event in order to determine whether it is a traumatic incident for the individual.
Trauma should be considered within a culture, because it is the cultural context that shapes the
life experiences including the ones that are considered traumatic.
Research indicates that 1 in 4 children will experience some form of trauma. Unaccompanied
children will witness, experience, and/or be forced to participate in traumatic events pre20 | P a g e

departure, during their migration, and once they arrive in the host country. Weise (2010) reports
on studies in the Netherlands that indicated that 68% of unaccompanied minors had experienced
physical and psychological trauma. Sexual abuse had a high frequency in unaccompanied
minors, especially girls (67% compared with boys 14%). Furthermore, the uncertainty with
regards to their future and life planning results in significant additional stress that can exacerbate
the impact of the trauma experiences.
The following are common trauma experiences and
stressors for LGBT youth arising from the youths’
sexual orientation:
- More likely to face violence in their homes,
to be rejected by their families, friends and
community, and to end up living on the
streets where they are at increased risk of
exploitation, drug abuse, survival sex, and
HIV (Ryan, 2003).
- Verbal abuse
- Threats of violence and physical attacks
- Discrimination and stigma. LGBT youth of color face homophobia and negative
stereotypes within their ethnic communities and societies, and also potentially racism
(Ryan, 2003).
- Isolation
- Higher rates of sexual abuse, sexual coercion or forced sexual intercourse than
heterosexual youth.
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Trauma symptoms:
Trauma symptoms can manifest in a child’s emotions, behaviors, cognition, and physical
functioning. Although there is a lot of variation among children common reactions include:

Emotional symptoms:
These symptoms can include frequent changes
in mood, fear and general anxiety in children of
all ages, but also feelings of shame, guilt or
anger. Children often blame themselves for
traumatic events or experiences, a consequence
of believing that things could have been
different had they acted differently. Anger can
be self-directed. Children may have difficulty
tolerating and regulating negative feelings,
leading to acting out, withdrawal, and difficulties with “self-soothing”. Children may experience
longing for a caregiver or separation anxiety, reactions that were not present prior to the
traumatic experience. Sometimes children and adolescents will demonstrate apparent
indifference, expressing that traumatic events happen all the time, and minimizing their impact.
Behavioral Symptoms:
These symptoms may include regression to
underdeveloped behaviors (e.g., speech, toilet
training), and isolation or withdrawal.
Sometimes children and adolescents react to
trauma by acting out, with either physically or
sexually aggressive behaviors, substance use, or
self-harming behaviors.
Inappropriately
sexualized
behaviors,
particularly for children and young teens, often
are strong indicators that a child has suffered
some form of sexual abuse in addition to whatever other trauma s/he may have experienced.
Other children and adolescents may avoid stimuli that cause them to remember the event, just as
is the case with traumatized adults.
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Cognitive Symptoms:
These symptoms usually involve the child
having distorted thoughts about themselves,
others, the event, or the world (e.g., the event is
my fault, negative self-image). There isn’t
always a rational explanation for why bad
things happen so it is common for irrational
beliefs to develop. The coping mechanism
appears to help the child make meaning of and
develop a sense of control or predictability over
their environment.

Children may experience disbelief and denial that the event occurred or had the outcome that it
did, or attribute blame to those not involved in the traumatic event, which is often accompanied
by feelings of anger. Children and adolescents may replay the events with ideas that that they
might have altered the real outcome e.g., ‘if only he had…’ ‘if only I had…’) and may develop
intervention fantasies . The replaying of events with an alternate outcome and the intervention
fantasies may be a coping mechanism.

Physical symptoms:
Physical symptoms related to chronic stress
include:
headaches,
gastrointestinal
symptoms, elevated pulse rates and blood
pressure and increased physical/muscle
tension. It has also been found that prolonged
exposure to trauma and maltreatment can
result in decreased brain size and functioning.
This will have an impact on the individual’s
social interactions and academic achievement.
Research indicates that children who were
maltreated during their formative years had lower IQs and poorer grades, performed more poorly
on attention tasks, had lower levels of executive functioning, were more impulsive, and had
poorer long-term memory (Black, Woodworth, Tremblay, & Carpenter, 2012; Cohen, Deblinger
& Mannarino, 2006).
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Impact of trauma on children and adolescents:
Not every child exposed to a traumatic event will
develop trauma symptoms. Many children show
resiliency – the ability to thrive even when exposed
to severe stressors. The impact of a traumatic event
will depend on the interaction of three factors,
including: (1) The intrinsic vulnerability of the
child. (2) The social and family environment (e.g.,
appropriate recognition of and responses to the
possible effects of the child’s exposure to violence
by family members, school staff, and institutions in
the community) and (3) The circumstances related
to the event (i.e., characteristics of the trauma (e.g.,
proximity to the incident; where and with whom was the child when the event took place;
response of the caregiver; contact with caregivers; duration of the trauma; severity of the trauma;
types of trauma – these have a cumulative effect)
There are a number of factors that influence resilience (e.g., quality of social support and
understanding, non-judgmental caretakers, contact with family members, safe and stable shelter,
access to food & clothing). Resilience in the face of stress is also related to: positive attachment
and connections to emotionally supportive and competent adults within the family or
community; physical and emotional support; appropriate development of cognitive and selfregulation abilities; learned coping skills; positive beliefs about oneself; and motivation to act
effectively in one’s environment.
Risk factors include: previous trauma exposure, multiple traumas, presence of a preexisting
psychiatric disorder, parental psychopathology, and lack of social support. Female children or
non-gender normative males are generally at greater risk of violence in the home.

Trauma will result in (1) the prioritization of certain developmental tasks and skills –
usually those skills that are relevant to the child’s survival and (2) interference with other
developmental tasks – usually those that are dependent on the availability of a safe
attachment system and context.
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Trauma can overwhelm a child’s cognitive and
emotional capacities. The way in which the child
responds to the trauma can be understood as an
attempt to protect him/herself and as an attempt to
return to equilibrium. The effects of interpersonal
trauma on the child are not uniform across ages.
The manner in which a child or adolescent is
affected by trauma is dependent in part on his/her
developmental stage. Development is dynamic.
Developmental tasks build on themselves: Success
and mastery at a given stage lays the foundation for
potential success and efficacy at a later one (e.g.,
the child who successfully negotiates relationships with caregivers in early childhood has learned
skills for successful negotiation of relationships with peers in later childhood). It is the child’s
developmental stage that influences how the child understands, processes and responds to
trauma. For example, for short-lived traumas, younger children because of their developmental
stage are more dependent on their parents’ reaction to that trauma than older children. If the
parents cope well, most younger children don’t develop serious or long-lasting trauma
symptoms. But ongoing traumas that start early in life have the potential to alter the
developmental trajectory of a child more than chronic traumas that begin later in adolescence.
So in some circumstances, younger age may be a protective factor whereas in other situations, it
may lead to greater risk (Cohen, Deblinger & Mannarino, 2006).

LGBT youth will experience the same health and
mental health concerns in response to trauma as
their heterosexual peers, but they will also have to
deal with the health and social effects of stigma.
Effects of stigma include low self-esteem and poor
sense of self which increases vulnerability and risk.
Furthermore,
victimization
has
behavioral,
psychological, and somatic consequences that
increase risk for health and mental health problems.
Victimization interferes with the perception of the
world as an orderly and meaningful place.
Victimization has been positively associated with
suicidal ideation, mental health symptoms (e.g., depression, anxiety), substance use, and posttraumatic stress (Rivers & Carragher, 2003).
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Trauma from a developmental perspective:
Traumatic stress impacts children and adolescents differently at different ages, and ongoing
exposure to traumatic events can result in cumulative damage. This section will discuss how
trauma affects individuals at different developmental stages.

Infants and Toddlers (0-3 years):
The primary caregiver-infant relationship is
central to a child’s early development. The
caregiver must respond sensitively and
discriminately to the infant’s cues and needs. It
is through this relationship that the infant
comes to know itself, others, and the world.
The normal developmental tasks during
infancy include developing a cohesive sense of
self and the ability to tolerate and regulate
one’s emotions, the ability to have reciprocal
relationships that are positive in nature (e.g.,
how to interpret others’ expressions and how to communicate needs effectively), and
development of awareness and an orientation towards people and objects. The child explores the
world and establishes the foundational understanding that will serve in problem solving and
awareness of objects and space. The child is developing a basic sense of agency (i.e., awareness
that he/she has the capacity to have an impact on the world). These developmental tasks are
facilitated and supported by the infant receiving regular and reliable care.
Impact of Trauma on infants and toddlers:
- Makes the infant’s world unpredictable and dangerous.
- Impacts the infant’s healthy curiosity and exploration of his/her environment.
- Threatens the infant’s sense of secure attachment. This is essential in that it creates a
stable base from which the child can explore the surrounding environment and is a
template for future relationships.
- Deficits in interpersonal communication resulting from unpredictable or inconsistent care
will progress into preschool.
- Difficulty self-soothing and regulating negative emotions, such as anxiety.
- The child may turn inwards, no longer expect to find help from adults, and attempt to rely
on their own internal resources (which are usually inadequate).
- Young children who experience trauma may display their distress by clinging to a parent
or caregiver. In these children, one may see behaviors that include anxiety, clinginess,
inconsolability, sleep disturbances, toileting problems, and temper tantrums related to
difficulties separating from the parent/caregiver.
- If the caregiver is consistently rejecting, the child may explore regardless of
environmental cues signaling danger and exhibit age-inappropriate independence.
- If the child has been exposed to uncontrolled hostility from others, it may give rise to
disorganized and unchecked hostility. This can result in the child experiencing increased
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feelings of fearfulness and anxiety because they are unsure of the extent of their anger
and the caregiver’s capacity to manage the aggression.

Preschoolers (4-6 years):
Children at this age are tasked with developing
competence with early intellectual skills such
as counting, reading, or doing simple tasks to
help parents, siblings or others. They continue
to differentiate between the external world and
their internal imagination, and in developing a
sense of self in relationship to others.

Impact of trauma on pre-schoolers:
-

-

Post-traumatic symptoms: Disruptions in sleeping and eating, increased separation
anxiety, hypervigilance, generalized anxiety, and avoidant behaviors.
If the child has witnessed real life damage to the body or scenes with blood, may worry
profoundly about their bodies being whole and kept together.
Confusion related to right and wrong as they are in the process of consolidating their
ideas on justice and conscience. This confusion can result in increased anxiety.
Difficulty separating from caregivers, toileting, social withdrawal, poor attention,
provocative and demanding behavior, and a regressed or infantile presentation (e.g.,
going back to thumb sucking).
Witnessing or being exposed to a trauma can also impact a young child’s development of
reality testing. Don’t have difficulty differentiating between what is real and what is not
real, but in distinguishing what is real from the product of their imagination. In other
words there is confusion about the boundary between their imagination/internal world
(such as their bad thoughts – hit sibling- and urges – make a mess) and the real-life
traumatic events. Child may come to conclude that their bad thoughts are dangerous and
powerful and caused the traumatic event (i.e., magical thinking). This conclusion can
give rise to feelings of internal confusion, feelings of shame, increased anxiety, and fear
of losing the love of their caregiver.
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School-age Children (7-12 years):
Continued development in cognitive, sensorimotor,
and social skills takes place. Children show an
increase in independent functioning and are
motivated to succeed. They discover that they are
able to produce, create, accomplish using internal
assets and the development of pride in these
accomplishments plays a role in identity
development. There is a move away from parents
as the child becomes more invested in school,
community and peer groups. The child develops
close friendships and relationships with other adults (e.g., teachers). The school-age child is
capable of having a clear sense of right and wrong, of having empathy with the feelings of
others, and of abiding by societal rules. The child has developed the capacity for abstract
thinking at the end of this stage. The child is able to problem solving and has increased
frustration tolerance.
Impact of trauma on school-age children:
-

-

Main threat: Trauma may undermine the child’s growing sense of competence and
autonomy and lead to a negative sense of self (e.g., incompetent or inadequate).
Child may regress to an earlier developmental state where they demonstrate behaviors of
a previous developmental stage and increased dependency.
Impairments in peer and school functioning.
May respond to their experience of trauma with following symptoms: sleeping
difficulties, nightmares, worries about death or bodily injury. May regress to earlier ways
of relating with parents. Behavioral changes may be present: Increased struggles over
food, self-care, schoolwork, household responsibilities.
Child may struggle with managing negative feelings, regulating behavior and controlling
impulses, and have poor frustration tolerance.
Child may become withdrawn or shut down.
If the child is not helped in overcoming the traumatic events and in resuming normal
development, the symptoms may become chronic ways for the child to cope with feelings
of helplessness, hopelessness and fear. For example, the child may become aggressive,
antisocial, or engage in violent activities in order to defend himself against feelings of
vulnerability and fear.
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Adolescents:
Profound changes in biological, psychological and
social functioning take place at this time.
Cognitive abilities develop, social skills and
perspective-taking abilities mature and the
adolescent is actively constructing a coherent sense
of identity. There is a healthy separation from
parents and adolescents turn to their peer group as
a source of reference, information, and support.
The adolescent’s attachment to the parents shifts to
the peer group and to new intimate relationships.
Impact of trauma on adolescents:
-

-

-

-

Post-traumatic stress disorder symptoms. While adolescents may not meet symptom
criteria for PTSD, subclinical expressions of PTSD are common in adolescents who have
experienced trauma.
Experience of own vulnerability which may lead to risky behaviors or self-destructive
behaviors that interfere with their completing the tasks and requirements of this phase of
development. Reactions may range from staying away from school, substance abuse, and
promiscuity/high risk sexual behaviors.
Attempts to guard against feelings of helplessness and powerlessness and fear may result
in withdrawing into fantasy (develop a fantasy world), social isolation, and regressing to
an earlier developmental stage.
Experience uneasy and dreaded feelings of helplessness and neediness which threaten to
undermine the developmental goal of increased autonomy.
Some adolescents may rely on overcontrol and perfectionism, constricting their
emotional experience and interactions with others.
May rely on external means of modulating feelings including substance use, cutting,
sensation seeking behaviors, and sexual interactions.
Oppositional and aggressive behaviors may be present.
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Case vignette – Discussion

If training with a group: Please distribute the
following case vignette for discussion.
If taking this webinar alone, please consider the
following vignette with respect to the discussion
questions in the slide, above.

Case Vignette1
Marcos, a 16-year-old from Jutiapa, Nicaragua, experienced years of severe beatings on an
almost daily basis by his father and stepmother with whom he lived since age 7, after his
biological mother died. Marcos could not seek protection from the authorities and therefore ran
away from home when he was 14.
Marcos became a street child in Managua. He first lived in a cardboard box and bathed in the
river. Marcos was unable to find gainful employment even at the central market given his slight
stature and malnourishment. Therefore, at age 14, Marcos fell into casual prostitution with men.
At age 15, Marcos was discovered by Fabian, a 21-year-old prostitute/pimp in the Parque Central
of Managua who convinced him to become a full-time professional prostitute under his tutelage.
Fabian exercised power and control over Marcos including controlling his clientele and earnings
- much to Marcos' dismay. While also a prostitute, Fabian was not successful in attracting
paying clients like Marcos.
Marcos and Fabian were arrested by the police on three occasions, extorted, insulted, beaten
and forced to pay bribes to be released.
Marcos and Fabian left Nicaragua for the US with the help of coyotes. Fabian promised that
once in the US, Marcos would no longer have to prostitute himself for a living but would be able
to attend school and have a normal life. However, upon crossing the border, Marcos was
apprehended by the immigration authorities and was placed in a facility for undocumented

1

Case vignette retrieved and modified from: http://childalone.gmu.edu/case_studies. Note: This case vignette is
fictional.
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youth. Fabian was able to evade capture. Marcos contacted his estranged parents in Nicaragua
to alert them to his predicament and learned that his friend Fabian had also contacted them
looking for him and had provided them with his telephone number in the US. The authorities
allowed Marcos to call Fabian and during their conversation Fabian apologized for leaving him
behind and offered to sponsor him to live with him in the US as his sibling by providing a fake
birth certificate. Marcos disbelieved Fabian's offer and told him not to call him again indicating
that he preferred to remain in the home where he feels safe and attends school. Fabian told him
that they will be back together sooner or later.
Family Reunification Possibilities: Marcos has no family reunification possibilities in the US
unless he allows Fabian to falsely claim him as his sibling.
Mental Health: Marcos consistently refuses to tell his whole story to his caseworker on the
advice of his pro bono lawyer, Maya who has told him that nothing is confidential in the
residential facility and immigration authorities can use any information against him in his
immigration case. Consequently, Marcos is not receiving any mental health treatment. He
presents with a chronic lack of appetite, an inability to sleep, nightmares and night sweats.
Sensing his reluctance to confide in her, Marcos' caseworker instead has him draw pictures with
crayons. Marcos draws pictures of Managua city life at night including parks, hotels, bars, fancy
cars with men inside and of Fabian and him fighting. When asked about the pictures, Marcos
informs the caseworker in a matter-of-fact tone that "asi era mi vida" ("my life was like this").
Medical Issues: While at the residential facility, Marcos tests positive and is treated for sexually
transmitted diseases. Despite these results, Marcos denies to both the doctor and his caseworker
that he ever had a sexual history. His HIV test results remain pending.
Behavioral Concerns: Marcos is charming and charismatic and always strives to please both his
teachers and peers. While a few other male children suspect and taunt him as a "faggot", he
replies confidently "A quien le importa?" ("What's it to you?"), a statement that originates from a
song by Latina pop-star Thalia which he heard at gay clubs in Managua.
Education: Marcos only completed 6 years of schooling in Jutiapa while living with his parents.
His ability to read and write in Spanish is adequate but he is having some difficulty learning
English.
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Trauma-Informed Care
Trauma-informed care is an approach that is
grounded in the theory that experiencing trauma at
a young age disrupts development. The traumainformed care model does not view children as bad
or sick, but as individuals who have sustained
physical, psychological, social and moral insults
that lead to developmental injuries. These injuries
to the body and mind often exacerbate each other
so intervention needs to address both physiology
and psychology. This leads to an approach that
includes
individual,
group,
milieu
and
medical/psychiatric care.

Culture and Trauma
Care must be consistent with the individual’s
cultural values. Culture impacts the regulation and
expression of emotions and provides guidance on
how to express emotions and strategies about
handling emotions (e.g., boys don’t cry). Providers
need to familiarize themselves with the
sociopolitical and cultural backgrounds of the
children so that differences in language or in
cultural background are not obstacles to appropriate
care. These issues become especially sensitive
when working with LGBTQ youth. Cultural values that emphasize gender normative behavior
can cause tremendous stress for LGBTQ youth who are unable or unwilling to comply.
Clinicians need to be flexible enough to accept one youth’s desire to break free from specific
cultural norms related to gender or sexual orientation, while accepting and understanding that
another youth may exhibit same sex attraction within the context of the dominant culture.
Furthermore, there may be cultural meanings to the symptoms and disorders the child presents
with (e.g., spirit possession) and providers need to understand these in order to be able to
intervene appropriately. Clinicians need to be able to respect religious beliefs, while also being
able to contravene unhealthy social messages that may damage some LGBTQ youth, such as the
idea that same-sex attraction is pathological or that the child is inherently evil or damaged
because of these feelings. If residents have questions specifically regarding the LGBTQ
community, key messages to communicate include:

•

LGBTQ individuals come from every community and from every culture.
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•

•

Same-sex attraction is not a matter of personal choice. Some people are inherently
attracted to members of the same sex just as some people inherently feel an attraction
toward the opposite sex. Everyone has a sexual orientation.
Gender identity is not a matter of personal choice. It is an internal sense of oneself as a
man or a boy, a woman or a girl. Everyone has a gender identity.

Intervention:
Implement interventions that support age
appropriate
developmental
tasks
including
autonomy, sense of agency, competence, identity
development, appropriate intimacy and rewarding
interpersonal relationships, ability to regulate
emotion, ability to continue task oriented activities,
such as maintaining the capacity for ‘flexible
exploration’ of the environment when safety is
provided, and the ability to sustain a positive sense
of self.

- Studies have shown that talking about neutral or positive events before being asked to answer
questions about the traumatic or difficult event appears to significantly increase the amount of
detail shared. Asking a child to describe a favorite activity helps build rapport and helps assess
his/her ability to articulate details and share associated thoughts, feelings and sensations.

Safety: Safety should be a priority. This includes
safety with the self, others, and safety in the
environment. The erratic and aggressive behavior
of youth can lead staff to conclude that residents
cannot be trusted to share responsibility for
maintaining a safe environment. Therefore they
may impose top down rules rather than
encouraging more equal participation (Abramovitz
& Bloom, 2003).
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In general, most trauma informed approaches use the following techniques: psychoeducation,
narrative (written or oral; e.g., writing in a journal), relaxation techniques, cognitive
restructuring, and increasing coping skills (e.g., relaxation and trigger identification).
Psychoeducation: The purpose of psychoeducation is to help the child or adolescent understand
what a traumatic event is, how experiencing trauma affects an individual, and how trauma related
symptoms are perpetuated by classical conditioning.
Coping skills: The focus is on learning about and improving coping skills. Coping skills consist
of a variety of techniques, including relaxation skills, identifying triggers, and appropriate
methods of expression. There are a number of methods that can be taught to help in relaxation,
such as controlling breathing, using meditation, progressive muscle relaxation, imagery, and
autogenic relaxation. These techniques allow children and adolescents to become more aware of
their bodies and have greater control over their stress response systems. Children can use
relaxation techniques immediately to relieve anxiety, and should also learn methods of relaxation
before confronting painful and anxiety inducing memories of trauma during treatment.
Trigger identification: The child is taught to identify stressors and triggers. After experiencing a
trauma, there may be certain people, places, noises, and/or smells that can trigger memories of
the trauma and negative feelings such as anxiety. It’s important that children learn to identify
their triggers, their reaction to these triggers and apply relaxation or other techniques to manage
and decrease the resulting negative feelings and thoughts.
Affect regulation and methods of expression:
Proper affect regulation is integral to emotional well-being and expression. The goal is to
properly manage and control anger, impulsivity, feelings of grief, guilt and shame and any other
negative feelings. Children may be encouraged to use relaxation skills to calm themselves
before reacting. Other forms of expression such as writing in a journal or through art or music,
may also be helpful. Adolescents who have experienced trauma often tend to focus on negative
emotions more often than positive ones and should therefore be taught to identify the benefits of
positive emotional expression.
In addition, adolescents who have experienced trauma early in life may suffer from poor social
functioning and may have difficulty understanding and identifying their own emotions as well as
the emotions and facial expressions of others. An ‘emotion self-check’ may help the adolescent
identify the emotions that he/she is feelings as well as help him/her recognize emotions in others.
It’s also beneficial for the child to understand how emotions may act as potential triggers.
Identify what creates feelings of danger, anger, fear, etc. What responses are elicited? Develop
new responses and secure safety by planning ahead.
Creating a trauma narrative: Once the adolescent has received psychoeducation and learned
effective coping skills, s/he may be able to achieve greater control over his/her own story by
creating a narrative of the trauma. Since this is typically a later stage in healing, narrative
therapy is unlikely to be relevant during the short period of time in which a youth is in UAC
custody. The trauma narrative encourages the adolescent to recount his/her traumatic experiences
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in detail either orally or in writing. This approach is based on the theory that having the
individual create a coherent narrative and process emotions and thoughts related to the event is
crucial to overcoming traumatic experiences. In doing so, the adolescent makes sense of trauma,
increases his/her sense of control over overwhelming events and helps organize memories and
feelings into more a manageable and understandable whole. The provider’s role is to facilitate
this process by, for example, helping the individual to find the words to talk about the trauma
experience and manage resulting feelings and thoughts. Developing the narrative takes place
over an extended period of time, and may not be possible in the UAC residential context.

Cognitive restructuring: Specifically addresses
maladaptive cognitions and beliefs. The goal is to
bring awareness to the individual’s own thoughts
so that these thought processes can be altered to
correct maladaptive thinking and beliefs about the
trauma itself and trauma-related cues. Cognitive
restructuring has been found to reduce traumarelated symptoms in adolescents diagnosed with
PTSD.

Community participation: Having a sense of belonging and active participation in a safe
community is important to psychological wellbeing. The notion of community can be effectively
reinforced twice daily in community meetings that are aimed at teaching youths how to rely on
their community and how to become caring and responsible community members. All
community members share feelings, state their goals for the day, ask for specific help from other
members in achieving their goals, share successes at the end of the day and discuss ways to solve
community problems (Rivard, Bloom, Abramovitz, Pasquale, Duncan, McCorkle, & Gelman,
2003). This intervention can address social skills, problem solving (personal, interpersonal and
community level) and decision making. It can also help create empathy and appropriate
attachment to others.
Community involvement can include play. Play is important as it teaches the individual to be a
child again. Engaging in play can allow staff and children to engage and connect safely. It can
also provide opportunities for problem solving, practicing effective action, expressing creativity
and experiencing positive feelings.
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Acculturation and Minority Stress
Acculturation:
Defined as a process of adjustment to the new
environment and culture. Acculturation involves
affective, cognitive, social and cultural capacities.
Acculturation can be a mourning process because it
can include the loss of what is familiar (e.g., home,
language, relationships, places). Also individuals
face linguistic and cultural barriers, lack of social
support, and discrimination. It is even more
complicated for children and adolescents because of
the fact that they are in a period of intense change in
their psychological development which makes then more vulnerable to the stressors inherent in
acculturation (Wiese, 2010).
Meyer's (2003) minority stress model may be useful when trying to understand the unique
influence of sexual orientation and gender identity on the effects of trauma or victimization (see
Figure 1 below). This model has been used extensively to explain the higher rates of mental
health and substance use problems in LGBT adults and adolescents.
.
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Meyer proposed that, in addition to other stressors, minority sexual and gender identities can lead
to distal stressors such as victimization and discrimination and proximal stressors such as
concealing one's sexual orientation or internalized homophobia (i.e., internalized negative beliefs
about LGBT people). Research based on the minority stress model has shown that the effects of
victimization and rejection are largely dependent upon the person's proximal stressors and the
available coping skills and social supports. UAC are especially vulnerable as they usually lack
social support. Most are joining families or relatives with whom they may not have lived for a
long period of time, if ever. Given their uncertainty about the future and need for maintaining a
sense of identity, UAC may embrace aspects of their cultural heritage that includes homophobia,
and may have a more difficult time reconciling their cultural and ethnic identity with their
sexuality or gender orientation.

LGBT youth, in particular, may be highly affected
by sexual trauma. In addition to the “normal”
trauma reactions, sexual and gender minority
youth, who may already be struggling with the
validity and morality of their orientations, will
likely relate sexual abuse to their sexual
orientations. Youth may attribute abuse to their
sexual orientation (e.g., “He attacked me because
he knew I was gay”) or may attribute their sexual
orientation to abuse (e.g., “I'm a lesbian because I
was raped”) in spite of there being no evidence that orientation is influenced by abuse. In truth,
many heterosexual youth have experienced childhood sexual abuse. The validity of their sexual
and romantic attractions, however, does not come into question because of CSA, but the validity
of sexual minority youths' attractions does. This will be especially true for youth who have
internalized negative messages about being LGBT (e.g., LGBT people are immoral) and this
internalization will be even more likely for youth who have experienced complex trauma.

37 | P a g e

Suicide Risk and Crisis Management
LGBTQ youth are at higher risk of suicide than other UAC, due to their higher risk of abuse at
home, vulnerability to bullying from peers, and internalized homophobia, which may erode their
sense of self-worth.
Many LGBTQ youth may experience sadness or
depression about their sexual and/or gender
identity, particularly if they have been rejected by
family members. LGBTQ youth in the U.S. report
frequent thoughts of suicide during their coming
out periods and suicidal thoughts and self-harming
behaviors are likely to be present in UACs as well.
Providers may be reluctant to act on indications of
suicidality in UACs because popular conceptions
of suicide include the idea that talking about it may
lead to suicide attempts. This is untrue. Most
completed suicides occur after multiple attempts to
reach out to others and to disclose suicidal thoughts. Youth who express feelings of depression
and suicide will generally respond well to expressions of concern. If providers suspect that youth
are suicidal, they should directly ask the youth if they are thinking about killing themselves.
Providers should also watch for youth who are giving away personal belongings or saying
goodbye to important people. This may be difficult to assess with UACs in short-term care, but
in cases wherein providers would expect youth to be exchanging contact information with new
friends before being moved into placements and instead youth appear relatively emotionless and
are saying goodbye, providers should question youth about how they are feeling.

All UAC clinicians should have gone through
training on identifying and responding to suicide
risk, which will not be repeated in this manual. If
you determine that an adolescent is in your care is
at risk of suicide, you must follow all of your
organization’s emergency protocols for responding
to the crisis.
Once the crisis stage has passed, there are other
considerations for LGBTQ youth who may be at
elevated risk of suicide.
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Safety Plans
Safety plans should be developed in conjunction
with youth. Research has shown that contracts (e.g.,
statements that a client signs that simply state, “I
will not try to kill myself”) are not generally
effective but safety plans are. Effective safety plans
include youth-specific: warnings/precursors of
suicidal thoughts; coping strategies for dealing with
suicidal thoughts; steps for reaching out to others;
phone numbers of important people (include how to
contact someone after hours) and 24-hour crisis
hotlines in the youth's preferred language; and a list
of reasons for living. Providers should pay
particular attention to youth who do not feel as though they can talk to potential placements or
reach out to them for help.
Clinicians should tell youth that they will be breaking confidentiality to seek other people's help.
Clinicians should work with supervisors to assess the need to inform staff at the residential
facility. Youth may need to be transferred to a therapeutic facility, therapeutic intervention may
need to be increased, or staff may need to increase their monitoring of youth. Clinicians should
consider how suicidality will impact placement. Are youth stable enough to be placed? Do
potential placements have safety plans and the resources to monitor and help suicidal youth? Are
there resources in the placements home community that can be identified to help placements?
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Responding to LGBTQ Sexuality in UAC Facilities
In this section, we will address issues of sexuality and sexual behavior in residential facilities not
covered under the mandated Child Maltreatment Curriculum.2. Preventing sexual behavior
within residential and therapeutic facilities is of obvious and legitimate concern to UAC
providers, as ORR has a zero tolerance policy toward sexual relations within residences.
Segregation of male and female residential living quarters does little to prevent sexual contact or
experimentation between same-sex individuals. Same-sex behavior is not always synonymous
with same-sex orientation, and UAC providers need to be able to differentiate between sexually
aggressive behavior and normal sexuality at different developmental stages. Consensual same
sex behavior needs to be prevented and managed consistent with ORR guidelines, but in a
manner that does not shame, stigmatize, or undermine the adolescents involved.
Youth may have internalized messages that their
greatest worth lies in being a sexual object. For
youth who have engaged in “survival sex” (i.e.,
sexual behaviors to secure a place to live, food, or
other basic needs), these messages may have been
reinforced throughout their adolescence. Such
youth may engage in indiscriminate sexual
activities (i.e., sexual behaviors with strangers) or
display compulsive sexual behaviors (i.e., public
masturbation);
this
is
sometimes
called
“hypersexualization” and occurs frequently with
sexually abused children.
Treatment and/or interventions should follow these principles:
Do not shame sexual behaviors. This will reinforce negative messages about youth's body and
sexuality and likely lead to more prohibited or negative behaviors.
Do help youth discuss and develop appropriate boundaries. Youth may have been living in
situations wherein public sexual behaviors were common or expected and may not understand
others' discomfort. Youth may not have a sense of efficacy about setting boundaries (i.e., they
may have lived in situations wherein their boundaries were repeatedly violated and feel unable to
set limits on sexual behaviors). Youth should be aware that they have the right to refuse
unwanted sexual behaviors or romantic advances.
Do help youth develop a healthy sense of self-worth outside of their sexuality. Emphasize other
behaviors that youth does well (e.g., listening to others) to help youth begin to establish that they
are more than a sexual object. Help youth think about other identities they have and the way their
sexual or gender identities can complement other identities (e.g., reconciling religious and sexual
identities).
2

This section draws on Creating an Inclusive Environment for LGBTQ UAD in ORR-DCS Custody and Care, the
basic curriculum Heartland Alliance has developed for UAC programs, available at www.rainbowwelcome.org.
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Though not allowed, some residents will have
sexual relations with each other while in the facility
and staff members need to be able to differentiate
between consensual sexual relations and nonconsensual, aggressive same-sex behavior in order
to most effectively and appropriately respond.
Situations in which a resident is an aggressor and
coercing another UAC to perform sexual acts calls
for a different intervention than if both UACs had
engaged in consensual sex, though this too would
require reprimanding and follow up action. In either
circumstance, the facility has the responsibility to
prevent further sexual contact while in UAC program custody as ORR has a zero tolerance
policy toward sexual activity in residences. Coercive acts or sexual violence need to be
addressed immediately to assure safety and determine possible legal consequences and risks;
they must immediately be communicated to ORR and reported to CPS, state licensing, and,
depending on the situation, law enforcement. Consensual sexual acts need to be responded to in
ways that prevent recurrence of the behavior, but which do not publicly or privately shame the
participants, that making clear the distinction between sexual behavior in the facility (prohibited)
and same-sex attraction (normal, not prohibited).
There will be different patterns to same-sex behavior in UAC facilities, and these patterns will
also have a bearing on the response. Integral to identity formation for LGBTQ youth is their first
experience of same-sex sexual contact. Researchers have identified several distinct approaches
for adolescents initiating sexual relations with members of the same sex. Let us review some of
these patterns:
Gender role sexual initiation:

Many adolescents act out sharply constructed gender
roles when first initiating same-sex sexual contact.
One partner assumes the passive role and carries out
female gender norms. The other partner, typically
masculine, assumes the active sexual role. Since the
active partner often identifies as straight, an
unhealthy, and perhaps abusive, power dynamic
may emerge.
Homosocial sexual initiation:
Many adolescents engage in same-sex sexual contact before settling on a sexual identity. In these
cases, strict gender performativity is not involved and sexual acts often occur between masculine
adolescent male friends who are exploring their sexuality. Often, these adolescents grow up
adopting a heterosexual identity.
41 | P a g e

Object choice sexual initiation:
Some adolescents have adopted a gay, lesbian, or bisexual identity and understand what makes
them L, G, or B is their attraction toward members of the same sex. In these cases, strict gender
roles are not as important and there is greater reciprocity in emotional and romantic attachment.

Exercise:
Can participants match up the following scenarios
with the approaches described above?

A. Two female UACs, both of whom are 16, grew very close and their relationship has since
become sexual. They consider each other girlfriends and talk about staying together after
they leave the facility (Object choice sexual initiation).
B. Two young boys engaged in mutual masturbation one night. As far as you know, this was
an isolated incident (Homosocial sexual initiation).
C. Two boys have become sexually involved. One is 13 and effeminate; the other is 17 and
masculine. The 17 year old ignores his partner outside the context of sexual activity, in
which he either penetrates his partner or receives oral sex (Gender role sexual initiation).
How would you respond to these situations? In what ways would you respond differently?
How does one adhere to necessary rules without stigmatizing and shaming the kid?
Since sexual activity is not permitted within the facility, each UAC in all three scenarios should
be spoken to seriously about following rules. Warn them that if they were to continue engaging
in sexual relations with another resident, they may have to move and this can delay their case
processing. It is necessary that when speaking to the UAC, you make it known that they are in
trouble for breaking a rule and having sex and that it is not about who they were having sex
with. Staff may be uncomfortable with any expression of intimacy or emotional closeness
between same-sex residents and have a difficult time distinguishing between consensual
relationships and those that are coerced. It is important children do not feel like they are being
reprimanded or shamed because of their sexual orientation.
Scenario A: Assure separate sleeping arrangements and prevent situations in which sexual
contact might occur, but it may be unnecessary (and cruel) to attempt to separate the girls during
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community activities and under circumstances when staff can assure that their relationship is not
sexual. It will be important to create a face-saving way of explaining separation in
sleeping/showering arrangements in order to avoid stigmatizing the girls in front of other
residents. This must still be reported to ORR, Child Protective Services and/or state licensing.
Scenario B: You may wish to inquire as to why the young couple had sex. They may respond by
saying they were bored, that it did not mean anything, and that they were just looking to have
sexual pleasure. It is very likely this is the case, but it is also possible one or both boys are gay or
bisexual. They may deny this to you, because they either fear discrimination or they have not
fully come to terms with their own sexuality. You want to reinforce the message that their
feelings are natural and that there is nothing wrong with exploring one’s sexuality or being
attracted to someone of the same sex. While in the UAC facility they are expected to refrain from
such conduct. Staff must assure separate sleeping arrangements and submit a report to ORR,
Child Protective Services, and/or state licensing.
Scenario C: This scenario presents a high security and liability risk. This relationship is coercive
because of the age difference and the inability of a 13 year old to consent, and must be responded
to as both a critical incident and potentially as criminal sexual assault. Immediate separation is
required, with the older partner screened for possible referral to a secure facility. ORR must be
notified immediately in addition to child protective services, state licensing, and law
enforcement.

Educating LGBTQ UAC on Sexual Health
LGBTQ youth who are sexually active prior to arriving in
ORR-supported facilities, or who are found to be sexually
active during residence, may be at risk of sexually
transmitted infections. UAC programs should offer
voluntary testing, counseling, and treatment for sexually
transmitted infections as part of their normal health
services. All youth who are believed to be sexually active,
or who have experienced sexual assault or exploitation,
should be encouraged to be tested for STIs, including
HIV. Testing must be voluntary. Offering and promoting
testing is especially important for LGBTQ adolescents, who are at particularly high risk of
sexual exploitation or who have engaged in “survival sex” to meet basic needs.
Agencies have no control over sexual behavior once
residents are placed with families or in foster care.
LGBTQ adolescents in UAC programs may never have
had any education on sexual health and may be
dangerously uninformed about the risks they face from
unprotected sex. Accordingly, at-risk youth would benefit
from education on sexual health and the relative risks of
different behaviors.
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The following messages can be provided to sexually active LGBTQ youth:
• Reinforce the no-sexual activity policy while in residence with UAC programs.
• Inform youth that although proper use of condoms greatly reduces risk of contracting STIs,
their use does not eliminate risk entirely. Condoms cannot be provided within UAC facilities, but
agencies that are allowed to provide information on how to use condoms should incorporate this
information into counseling and education of sexually active UACs.
• Any LGBTQ UAC with a history of engaging in commercial sex should receive supportive but
direct information on the health risks and the importance of condoms, as well as the security and
legal risks to them if they continue to engage in commercial sex in the United States. Counselors
who work with children who have engaged in survival sex in the past should discuss alternatives,
should the youth be released from the UAC program and be at risk of homelessness again
• Different sexual behaviors carry different risks. Unprotected anal and vaginal intercourse is a
very high risk behavior for contracting HIV as well as other STIs, and unprotected oral sex is
also risky.
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Placement and Transition
Because most UAC remain in federal custody for a very short period of time, mental health
providers often respond to stressors related to placement with a family, foster care or other care
provider in the United States. Most UAC are placed within two months, and most are eager to be
released into the custody of relatives. However, some youth may express anxiety about
placement, or may anticipate loneliness or isolation once moved from the facility and from
friends they may have made there. Placement can be an especially emotionally challenging issue
for LGBTQ youth, and in some cases can present actual dangers.

Some UACs may have come to the U.S. because of
its reputation for more openness about sexual
orientation and gender identity than in their
countries of origin. These youth may want to
disclose their sexual orientation to others, in hopes
of getting support that they did not receive in their
country of origin, but may be afraid due to past
experiences. Clinicians can help youth weigh the
pros and cons of disclosing to placements and to
make safety plans in case of rejection.

If youth have experienced abuse in their families of origin due to their sexual orientation or
gender identity, particular care should be taken when assessing their safety in possible
placements. If religious or cultural beliefs were given as the “reason” for the abuse, family
members who share these same beliefs may trigger trauma reactions and dissociation even if they
are not likely to also abuse youth. As youth are the best sources of information about their own
safety, discussions about possible placements should involve LGBT youth. Youth should be
asked if their potential placements are aware of their sexual orientation or gender identity and if
youth would feel comfortable disclosing to these placements. Youth should be asked how they
believe placements would react if they were to disclose, as research has shown that youth are
fairly accurate in these assessments. If youth indicate that they would be concerned for their
safety, alternative placements should be considered. As a caveat, youth who have experienced
complex trauma may find it difficult to assess safety. They may view everyone as unsafe and
exploitative due to their experiences or they may lack the sense of self-protectiveness that is
needed to accurately assess safety.
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Youth should be given the option of whether or not
to disclose their sexual orientation and gender
identity to potential placements. For many youth,
coming out is a decision between potential risks
(possible rejection or abuse) and potential rewards
(family support and more access to resources).
Whenever possible, youth should be allowed to
make this decision for themselves. For youth who
would like to disclose to potential placements,
discuss the advantages and disadvantages of
disclosing prior to placement (e.g., abusive
reactions may occur before youth is already placed
but youth may also be defined solely by sexual orientation). If youth choose to disclose prior to
placement, local and national resources (e.g., PFLAG chapters; LGBT youth hotline numbers)
should be provided to placements in the language of their choice. Regardless of disclosure, a list
of resources should be provided to youth and they should be made aware that they have options
for placements and the right to be safe from abuse in placements. Youth resources should include
hotline numbers for mental health concerns, runaways, and reporting abuse.
Providers should then help youth develop strategies for dealing with their concerns. One of the
tasks is to help youth reconcile their sexual or gender identities with the rest of who they are and
how they fit within their family. One strategy is to help youth turn “either/or” statements into
“both/and” statements. For example, if the youth states, “My father loves me but hates that I'm
gay” it can help to reframe it as “My father loves me and hates that I'm gay.” The two things are
not necessarily exclusive. Because adolescents are just beginning to see grey areas, this can be a
difficult but important exercise.
Also, making lists with advantages and
disadvantages of possible ways to address a
concern can help adolescents see multiple sides to
each issue and make better, informed decisions.
Many times adolescents will think that there is only
one way to address a problem because they lack
experience and their sense of logic is just
developing. Helping them make plans and
alternative plans can be useful. What are the
possible consequences of a planned course of
action to resolve their concerns? Is there a plan B?
Do they have the resources to enact both plan A
and plan B?
Because adolescents frequently lack the ability to see from other's perspectives (their empathy
skills are just developing), role-playing is sometimes helpful if interpersonal issues are raised.
Given how an adolescent thinks someone will react to disclosure, how do they feel when
someone reacts that way. Some clinicians have found it useful to portray the adolescent and have
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the adolescent play their family member or peer. This might help the adolescent “see”
him/herself and “feel” how their family member might react.
Whenever possible, youth should be responsible for resolving their concerns with guidance and
support from staff to help youth develop a sense of efficacy and control over their environments.

Counseling youth on disclosure to family
Youth should be encouraged to think deeply about
disclosure to family. Youth who have close and
loving relationships with their family are likely to
have close and loving relationships following even
initial negative reactions to disclosure.
If the youth decides to disclose, there are ways that
you as a clinician can help prepare the individual
for possible outcomes. Although each family is
different, youth may find these generalized stages
of family reactions to disclosure to be helpful:

1)
Subliminal
Awareness—gender
atypical
behaviors may lead some family members to
“suspect” that the child might be LGBT.
2) Impact—A stage of shock and possible denial as
family discover that the child is LGBT
3) Adjustment—Family try to negotiate with
children (“That's fine but don't tell grandma”)
4) Resolution—Family accept the child's identity
5) Integration—Family accept the child's identity and fully integrate their experience into the
family (e.g., inviting partners to family events)
Deciding what information to disclose is not just an issue for the UAC but also for the provider.
What information needs to be shared with the sponsor or foster family? If a UAC self-identifies
as LGBTQ while in your care but has not disclosed to his or her family, you are presented with
the complicated task of negotiating liability issues, safety concerns for the youth, and the youth’s
own desires and requests. What are some of your initial questions and concerns as a provider?
1. Am I obligated to share all information with the sponsor?
No, you are not obligated to share all information with the sponsor if it will not put the
child at risk or impact the sponsor’s approach to care.
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2. What if the child is at risk of committing self-harm and/or even suicide and I don’t tell
the parents he is gay?
Any information pertaining to the child’s mental health must be communicated to parents
or sponsors. It is, however, not necessary for you to explain the reasoning behind a
child’s depression or suicidal ideations. LGBTQ children may experience depression and
anxiety when coming to terms with their sexual orientation and/or gender identity. It is
important to share with sponsors the symptoms a child is exhibiting and request that they
seek out additional mental health services for the youth; one is not obligated to inform
sponsors of the causes of the child’s feelings and behaviors.
3. Can young people assess their own safety?
LGBTQ youth often are the best experts on their own safety and should be consulted
about potential consequences of placement and also potential risks of disclosure. LGBTQ
youth are skilled at predicting outcomes of disclosure with close relatives and can often
tell staff whether their parents will be supportive or respond negatively. Not all youth
possess the same intuitiveness and it is possible residents’ judgments are clouded by a
history of trauma, an eagerness to leave the residence, or a willed denial that their parents
would disown or abuse them if they were to learn of their sexual orientation and/or
gender identity. While youth should have the final determination regarding to whom they
disclose, it is staffs’ responsibility to help residents think through and process the benefits
and consequences of ‘coming out.’
Finding external support
Youth should be shown how to access resources that are relevant for their culture of origin.
Many youth may not feel comfortable interacting with American youth in typical LGBT settings

(support groups, pride events). For youth in urban areas with both immigrant and LGBT
communities, the threat of exposure may be too great for them to use LGBT resources. For these
youth and for youth who are not in urban areas, online resources and communities are available,
and likely in their first language, but youth may need assistance in locating them.
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Youth should be provided with lists of national and local resources, regardless of their intention
to disclose or not disclose to their families. The following pages are not comprehensive, but give
a starting place for youth to look for local resources and chapters in their area.

Youth should also be aware that many LGBT people in the U.S. have created “families of
choice” wherein friends and peers who are accepting of LGBT people provide support much in
the way that “families of origin” do. If youth are concerned about family rejection, envisioning
what kind of family they wish to have, and then accessing the resources to fulfill this vision (and
the knowledge that this can be done) may be both empowering and reduce feelings of isolation.
The slides above are intentionally left blank because the contact information will vary from
location to location. Please see www.rainbowwelcome.org for specific resources, or consult with
HAI’s Rainbow Welcome Initiative.
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