
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=imhn20

Issues in Mental Health Nursing

ISSN: 0161-2840 (Print) 1096-4673 (Online) Journal homepage: https://www.tandfonline.com/loi/imhn20

Risking It Anyway: An Adolescent Case Study
of Trauma, Sexual and Gender Identities, and
Relationality

Elizabeth A. McConnell

To cite this article: Elizabeth A. McConnell (2018) Risking It Anyway: An Adolescent Case Study
of Trauma, Sexual and Gender Identities, and Relationality, Issues in Mental Health Nursing, 39:1,
73-82, DOI: 10.1080/01612840.2017.1400134

To link to this article:  https://doi.org/10.1080/01612840.2017.1400134

Published online: 15 Jan 2018.

Submit your article to this journal 

Article views: 1212

View related articles 

View Crossmark data

Citing articles: 1 View citing articles 

https://www.tandfonline.com/action/journalInformation?journalCode=imhn20
https://www.tandfonline.com/loi/imhn20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/01612840.2017.1400134
https://doi.org/10.1080/01612840.2017.1400134
https://www.tandfonline.com/action/authorSubmission?journalCode=imhn20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=imhn20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/01612840.2017.1400134
https://www.tandfonline.com/doi/mlt/10.1080/01612840.2017.1400134
http://crossmark.crossref.org/dialog/?doi=10.1080/01612840.2017.1400134&domain=pdf&date_stamp=2018-01-15
http://crossmark.crossref.org/dialog/?doi=10.1080/01612840.2017.1400134&domain=pdf&date_stamp=2018-01-15
https://www.tandfonline.com/doi/citedby/10.1080/01612840.2017.1400134#tabModule
https://www.tandfonline.com/doi/citedby/10.1080/01612840.2017.1400134#tabModule


ISSUES IN MENTAL HEALTH NURSING
, VOL. , NO. , –
https://doi.org/./..

Risking It Anyway: An Adolescent Case Study of Trauma, Sexual and Gender Identities,
and Relationality

Elizabeth A. McConnell, MA

DePaul University, Department of Psychology, Chicago, Illinois, USA

ABSTRACT
This article presents the case of a Chinese–American adolescent with a significant trauma history who was
questioning her sexual and gender identities. The implications of the client’s intersecting identities for case
conceptualization and treatment are considered within the framework of affirmative practices for sexual
and gender minority (SGM) clients. The impacts of stress and trauma on this client’s experiences—and SGM
clients more broadly—are also considered, particularly with respect to how this client understood and nego-
tiated her experiences of relational trauma. This case is intended to illustrate some best practices with SGM
clients within an intersectional framework which underscores the importance of multiple salient cultural
identities.

When was the last time you felt a risk in the pit of your stom-
ach? Can you remember making a choice to be vulnerable, to
trust someone with your truth even if you were not sure how
they would respond? We all long to be seen, though we often
mask ourselves with layers of performance. These distractions
and sleights of hand can loosen our knowing, obscuring us from
our intimacies, even from ourselves.

This dance is more familiar to some of us than others.
For some, the world feels naturally affirming: achievements are
internalized as aptitudes; characters in film and television reflect
one’s history and culture; the act of simply being is not inherently
political. For others, the landscape is more complicated: charac-
terized by shifting experiences of identity depending on the con-
text, by the labor and skill of maneuvering between worlds, by
the threat of rejection or violence carried by marked identities.

For anyone, making the decision to risk being seen in ther-
apy can be intimidating. For those of us whose experiences hold
these complexities, this proposition may seem outright danger-
ous. As mental health professionals, it is our ethical responsibil-
ity to support our clients in taking these risks and to ensure that
we are prepared to respond to their experiences with empathy,
competence, and humility.

Trauma and mental health among sexual and gender
minorities

The journey to understand and be seen as one’s authentic self—
and the risks this can entail—is familiar to many sexual and
gender minorities (SGM). Although an incredible range of iden-
tities are included under the sexual (e.g., queer, asexual, demiro-
mantic, skoliosexual, and dyke) and gender (e.g., gender fluid,
agender, transgender, tomboy femme, and stud) umbrellas, the
process of coming to understand and express one’s identity is
germane to them all. Unfortunately, for many SGM people, the
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risk of expressing oneself authentically is often met with violence
ranging from microaggressions to bullying and rejection to hate
crimes and human rights’ abuses (Dworkin & Yi, 2003; Mustan-
ski, Andrews, & Puckett, 2016; Nadal, 2013). More severe forms
of victimization, such as hate crime murders, are more common
among SGM with multiple marginalized identities, such as
transgender women of color (Stotzer, 2009). Beyond these indi-
vidual experiences, SGM people are also negatively impacted
by structural stigma, including discriminatory policies and
institutional heterosexism (Fredriksen-Goldsen et al., 2014;
Hatzenbuehler, 2014; Hughto, Reisner, & Pachankis, 2015).

In addition to experiencing violence on the basis of their sex-
ual or gender identities, SGM people are more likely than their
heterosexual and cisgender peers to experience other forms of
trauma and abuse across the lifespan. Compared to heterosexual
people, sexual minorities were more likely to experience psycho-
logical, physical, and sexual abuse, and violence in both child-
hood and adulthood (Balsam, Rothblum, & Beauchaine, 2005;
Friedman et al., 2011). Less is known about the experiences
of gender minorities, given the lack of standardized reporting
procedures, less research with this population, and concern
among transgender trauma survivors about experiencing cul-
tural incompetence or revictimization should they choose to
share their experiences or identities (Singh & McKleroy, 2011).
Research that has been conducted has found that compared
to cisgender people, gender minorities were more likely to
experience emotional and sexual abuse in childhood and phys-
ical and sexual violence in adulthood (Richmond, Burnes, &
Carroll, 2012; Stotzer, 2009).

Sexual and gender minorities are also more likely to expe-
rience homelessness, which increases their likelihood of expe-
riencing victimization. Although they only represent about 10%
of young people overall, SGM young people represent 40% of the
homeless youth population in the United States (Durso & Gates,
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2012). Youth named family rejection as the most common fac-
tor contributing to their homelessness; other reasons included
aging out or running away from foster care, often due to expe-
riences of harassment or violence (Durso & Gates, 2012; Keu-
roghlian, Shtasel, & Bassuk, 2014). Homelessness exposes SGM
youth to a developmental cascade of risk (Masten & Cicchetti,
2010), including increased risk of being physically or sexually
victimized on the streets, engaging in survival sex, and mistreat-
ment by law enforcement (Healy, 2012; Keuroghlian et al., 2014).
This pattern of polyvictimization underscores the importance of
being able to draw from traumatogenic frameworks to under-
stand the mental health difficulties experienced by SGM peo-
ple (Brown & Pantalone, 2011; Minshew, 2015; Mizock & Lewis,
2008).

Perhaps not surprisingly, these multilevel experiences of
stigma, victimization, and interpersonal trauma are in turn
linked with disparities in mental health and well-being. Sex-
ual and gender minority adolescents and young adults show
increased risk for suicidality, self-harm, depression, anxiety, and
substance abuse (Fredriksen-Goldsen et al., 2014; Haas et al,
2011; Hughto et al., 2015; McConnell, Birkett, & Mustanski,
2016; Saewyc, 2011). Research has documented the central role
that both individual experiences of stigma, victimization, and
interpersonal trauma (House, Van Horn, Coppeans, & Steple-
man, 2011; McConnell, Birkett, & Mustanski, 2015; Mustan-
ski et al., 2016; Saewyc, 2011) and structural experiences of
oppression (Fredriksen-Goldsen et al., 2014; Hatzenbuehler,
2014; Hughto et al., 2015) play in driving these health dispar-
ities. These risks appear greatest in adolescence; victimization
tends to decline (Birkett, Newcomb, & Mustanski, 2015), and
some families become more supportive (McConnell et al., 2016)
as adolescents become young adults.

Experiences of sexual and gender minorities in
therapy

Given these experiences, a large number of SGM people seek
therapy. However, the relationship between SGM communities
and psychology remains tenuous. Historical mistrust stemming
from the pathologization of sexual and gender diversity, lack of
regard for people’s self-designated identities, inadequate train-
ing of mental health professionals, and negative experiences
with care providers all contribute to underutilization of men-
tal health services among SGM populations (Ansara & Hegarty,
2012; Herek, 2010; Israel, Gorcheva, Walther, Sulzner, & Cohen,
2008; Singh & Shelton, 2011). Resolutions were adopted by
the American Psychological Association (APA) that formally
depathologized sexual and gender diversity in 1975 and 2012,
respectively. However, the quality of care delivered to SGM peo-
ple continues to vary greatly, and unethical therapeutic efforts
to change sexual orientation or gender diversity persist (APA,
2012, 2015). In an important effort to close the gap between pol-
icy and practice, APA guidelines for psychological practice with
sexual (2012) and gender (2015) minorities were recently devel-
oped. However, it remains unclear to what extent these guide-
lines are being implemented in clinical practice, training, and
research.

There are also differences in how well the concerns of par-
ticular subgroups within the SGM umbrella are addressed. A

large proportion of SGM research and training focuses on the
experiences of lesbians and gay men, which invisibilizes the
experiences of gender minorities and people who identify as
bisexual, pansexual, or other sexual minorities (Clarke & Peel,
2005; Singh & Shelton, 2011). Gender minorities, in particular,
may be especially impacted by negative experiences in therapy,
as gender diversity was only recently depathologized by the
APA, and societal attitudes about gender diversity continue to
shift rapidly. Less than a third of psychologists and graduate
students reported receiving training on issues faced by gender
minorities (APA, 2015), a lack which contributes to ineffective
and even harmful mental health care. Practitioners are working
to develop and disseminate affirmative models of care, which
acknowledge that variations in gender identity are not disor-
ders and that mental health difficulties typically stem from
stigmatizing responses from others (e.g., Hidalgo et al., 2013).

It is also crucial to move beyond solely considering how sex-
ual and gender identities shape the experiences of SGM peo-
ple. Increasingly, psychologists are drawing on the contributions
of Black feminists who articulated how people’s multiple, inter-
secting identities shape their experiences and relationships to
power (Bowleg, 2012). Intersectional, developmentally sensitive
approaches are needed to address the experiences of SGM peo-
ple of color and others with multiple salient cultural identities,
particularly as they negotiate identity development processes in
adolescence and early adulthood (APA, 2015; Ecklund, 2012;
Fredriksen-Goldsen et al., 2014; Singh & Shelton, 2011).

This discussion of stigma, victimization, and trauma may
communicate a bleak outlook for the mental health and well-
being of SGM people. However, we often forget that marginal-
ized groups often show an incredible capacity for resilience:
despite facing numerous structural barriers, SGM people use a
variety of coping skills and strategies to persist and even thrive
in the face of adversity (Hill & Gunderson, 2015; Saewyc, 2011).
Thus, our task as clinicians becomes more complicated: to bal-
ance knowledge of adversity and its potential impacts, on the
one hand, with an appreciation of the capacity for resilience, on
the other.

Clients are often at their most vulnerable when they come to
therapy. It is our responsibility as mental health professionals to
ensure that when diverse SGM people take the this incredibly
risky step, they are met by clinicians who are informed about
best practices, sensitive to the complex cultural influences that
may shape clients’ experiences, and flexible enough to adapt
their approach to the needs of the person in front of them.
This journey is perhaps best understood within the context of
cultural humility (Hook, Davis, Owen, Worthington, & Utsey,
2013): not as a simple arrival, but as a process of continually
striving to do better by our clients.

Jae: A case study in trauma, identity, and relationality

This case history describes my experience working with Jae1,
a 19-year-old Chinese–American college student who was
assigned female at birth and had known she was “probably gay”
for about a year. Although the experiences of SGM clients in

 Client’s name and identifying information have been changed to protect
confidentiality.
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therapy vary widely, I offer my experience working with Jae to
highlight some best practices with SGM clients and to explore
my own process of learning as a clinician who strives for ongoing
growth in the context of cultural humility. As a cisgender White
female who identifies as queer, some of my identities overlapped
with Jae’s, while others diverged in culturally significant ways.

Initial meeting

The person standing before me in the waiting room was wide
eyed, a pair of too-big glasses resting halfway down her nose.
Her frame was enveloped by a large black hoodie, her legs twigs
in black skinny jeans that disappeared into a pair of clunky black
boots. A backpack threatened to fall off her shoulder as she
reached out one stiff arm to shake my hand. “I’m Jae,” she said,
and flashed a smile so fast that I barely had time to appreciate
how much it illuminated her face. As we walked up the stairs
to my office, I wondered what I would learn about this person.
For the moment, all I had was our meeting in the waiting room
and the bare bones of our intake form, which told me she was
coming to therapy to “deal with stress.” Sounded about right for
a college student.

Jae’s eyes darted around my office and she stood awkwardly
to the side while I closed the door. I gestured for her to take a
chair, which she perched on the edge of, placing her backpack
in front of her and holding on to the top strap with both hands.
It was not just her slight frame that struck me as bird-like: this
was someone who stayed in motion, and I wondered what might
come up if she slowed down. After reviewing the usual disclo-
sures, I opened with a general, “Tell me about what brings you
in today.” Jae took a deep breath and began.

Jae was here to address family stressors and tearful, anx-
ious mood, though she expressed confusion about what exactly
therapy was and skepticism about the possibility it could help
her. She disclosed a family history of conflict and abuse at
intake, including physical and emotional abuse from her aunt
and uncle, who had raised her, and sexual abuse from a male
cousin. As Jae described these experiences, she appeared very
calm and level. Although inside I felt pain and outrage at the
violence she had experienced, I worked to match her tone and
affect as we talked. Jae told me that her friends often “overre-
acted” when she shared her past, as they imagined it must have
been more traumatic for her than she perceived it to be.

Jae’s mother had died when she was young, and she had been
raised from an early age with her aunt, uncle, and an older male
cousin in the United States, while her father and older sister
lived in China. Her uncle, father, and cousin were withdrawn
and emotionally distant, while her sister and aunt depended a
great deal on her for emotional support. Jae’s sister, who was pri-
marily responsible for taking care of her father, exhibited strong
affective and relational dysregulation, suicidal ideation, and sub-
stance use; her aunt frequently drank heavily, became sad, and
texted Jae. Jae became tearful as she described her deep con-
cern for her sister, whom she felt would be doing better, per-
haps even living independently, if she was a “better support.”
Although over time Jae had learned she needed distance in order
to take care of herself first, she still felt a strong sense of respon-
sibility for her aunt and sister’s well-being. Very early on, these
patterns of precocious caregiving struck me as likely related to

Jae’s experience of complex developmental trauma (van der Kolk
et al., 2009). From a feminist perspective, these ways of relating
can be understood as learned strategies for coping with environ-
mental stress (Brown, 2004).

As she described her family relationships, I imagined Jae
spinning at the center of a wheel, her communication with each
family member extending out in disconnected spokes, her expe-
rience the singular part that joined the whole together. These
relationships were defined by abusive power differentials: Jae’s
uncle, father, and cousin had the most freedom and distance but
also caused the most harm within the family, leaving Jae to “pick
up the pieces” with her aunt and sister. Though Jae’s relationships
with her aunt and sister felt enmeshed to me, I was also aware of a
need to avoid pathologizing these close interdependent relation-
ships. I felt myself responding negatively to the strong gendered
dynamics of family members’ relationships to power, which can
characterize Chinese families (Lee & Mock, 2006). The feminist
in me was angry for Jae, and I struggled with what it would mean
to help her process these experiences across our cultural divide.

Jae felt affirmed and supported in her sexual identity at
school, and the idea of coming out to her family seemed
“unimaginable,” such that it felt too distant to be a current source
of stress and was not something she was worried about. Jae’s self-
description as “probably gay” signaled to me that she was likely
still engaged in a process of identity development and explo-
ration, but she also made it clear that she had more significant
sources of stress at present and her sexuality was not necessarily
an issue she wanted to focus on therapy. This understanding that
issues of sexuality or gender may not be a concern clients want to
focus on in therapy is an important aspect of affirmative therapy
with SGM people (Garnets, Hancock, Cochran, Goodchilds, &
Peplau, 1991; Israel et al., 2008), particularly when working with
clients with multiple salient cultural identities (Ecklund, 2012).
At the same time, communicating an affirmative response to a
client’s identity disclosure is important to create a sense of safety
in therapy and support open dialogue about sexuality (APA,
2012; Garnets et al., 1991; Israel et al., 2008;). It is also important
to recognize that the impact identity disclosure can have on a
client’s relationship with their family of origin, particularly when
clients are likely to experience “conflicts of allegiance” between
their racial or ethnic cultural group and their identification as
a sexual or gender minority (APA, 2012, Gock, 2001; Morales,
1989). From a developmental perspective, this relationship can
also work the other way around: a client’s identity development
and expression can be shaped by their family of origin’s cultural
norms and expectations (Ecklund, 2012). Given these potential
complexities, therapy may be an especially important space for
identity exploration and affirmation for SGM people of color
(Richmond et al., 2012; Singh & McKelroy, 2011).

In this first session with Jae, I felt pulled in different directions
by these competing impulses to establish myself as an affirming
therapist and signal an openness to discussion about sexuality
without inappropriately focusing on Jae’s sexual identity. This
tension was exacerbated by my cultural bias as a White person
with an imperfect but relatively affirming family; it was diffi-
cult for me to understand how Jae was able to talk so casually
about her certainty that she would be emotionally and finan-
cially cut off from her family if or when she came out to them,
especially given the central role family relationships played in
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her self-concept. Unsure of exactly how to strike this balance, I
did my best to communicate a positive response to her disclo-
sure and acknowledge the cultural tensions this involved with-
out exaggerating them. In moments like these, I am grateful
for the nonverbal signals I use to signal to clients: the “gender
unicorn” (Trans Student Educational Resources, 2017) and safe
space sign posted on my office wall, the stack of Q Cards next
to other resources on the table (Q Card Project, 2017), and a
selection of framed prints that communicate the value I place
on diversity and social justice.

As we wrapped up our intake session, Jae and I had a discus-
sion about what kind of treatment approach would best meet
her needs. Given her history of complex trauma and the session
limits in our clinic, I encouraged Jae to consider a referral to a
community provider, whom she could see on a more ongoing
basis. She was adamantly opposed to this suggestion, insisting
that she just wanted a few sessions to “learn some new tools.”
It was clear to me that Jae was either engaging in therapy in our
clinic or not coming at all. I agreed to work with Jae, all the while
understanding that our work might simply be to lay a foundation
that opened her up to the idea of engaging in ongoing therapy.

After Jae left my office that first meeting, I felt the energy in
the room shift. In the quiet few minutes before I went downstairs
to meet my next client, I stared out the window, still taking in her
experiences with the morning light. A bird was perched on the
fire escape outside, turning its head side to side, watching me
watching it. I did not move, but a loud clang sounded from the
street and it flew off. I wondered if Jae would come back.

Conceptualization and theoretical approach

I practice as an integrative relational therapist: I strive to be
responsive to diverse client needs, begin by establishing a foun-
dation of empathic understanding and trust, and am attentive
to here-and-now dynamics in the room. Thus, one of my early
tasks with Jae was to work to bracket my biases and strive to
use Rogers’s (1975) accurate empathy to understand Jae’s expe-
rience from her perspective. This approach is consistent with
evidence on best practices for SGM clients, which underscores
the importance of unconditional positive regard and creating
a safe environment early on and links the quality of the thera-
peutic relationship with positive therapy outcomes (APA, 2012;
Chazin & Klugman, 2014; Israel et al., 2008; Mandel, 2014; Rich-
mond et al., 2012). As a feminist therapist and a community
psychologist, I work to attend to issues of power and identity
inside and outside of the therapy room, recognize the impacts of
ecological systems on clients’ well-being, and highlight clients’
strengths. Finally, as a trauma-informed clinician, I recognize
that experiences of trauma can present in diverse and complex
ways and appreciate the importance of incorporating a trau-
matogenic frame into my therapeutic work (Cloitre et al., 2009;
Minshew, 2015; van der Kolk et al., 2009).

From our initial meeting and throughout our work together,
Jae struck me as someone who seemed wise beyond her years
and more resilient than she had any reason to be. I imagined oth-
ers must relate to her in a similar way, perhaps expecting of her a
maturity and strength that may at times be exhausting and limit-
ing. Although it was clear that Jae exhibited a profound capacity
to care for others, I wondered about her experience of reciprocity

in relationships. I began to see part of my work being in relation-
ship with Jae as both highlighting what was clearly an incredible
capacity for resilience and gently creating room for her to exam-
ine and express the parts of her that might feel hurt, vulnerable,
or weak.

Early phase of treatment: Sessions 2–4

It was not long before Jae shared with me some of these hurt-
ing places, although this unfolded in a way that likely neither of
us would have chosen. The weekend after our first meeting, Jae
(who typically abstained from alcohol) became very drunk and
made vague suicidal remarks. Alarmed, her friends involved a
Residential Assistant who consulted with our on-call clinician.
Although the situation was resolved fairly quickly, the experi-
ence left Jae feeling uncharacteristically vulnerable and out of
control. Jae communicated to me her frustration that her friends
were again “overreacting” to her experience, underscoring that
this way of feeling was “not a big deal” to her. Jae was left feel-
ing like her friends were only concerned because they saw her
behavior as a liability, and questioned whether being in therapy
made her too vulnerable and she should stop coming.

I was aware of what an important turning point this was: Jae
was deciding whether she wanted to trust me with her vulnera-
bility, and she was making this decision on the heels of an expe-
rience where her attempt to communicate with others led to her
loss of power as an institutional process was set in motion. Still,
it was likely important that she experience the care and concern
she aroused in others, particularly as she was more accustomed
to giving than receiving this care. Jae was supposed to be the one
who held together other people’s brokenness, not the one who
was allowed to be broken herself. At the same time, I felt her
testing the boundaries of our fledgling therapeutic relationship.
Was she looking to see if I, like her friends, would “overreact”?
Of course, rumbling beneath our conversation was my own con-
cern about how active Jae’s suicidal ideation was and my under-
standing of the importance of assessing this without reducing
Jae’s experience and personhood to a level of risk.

Given Jae’s recent experience of powerlessness and the pal-
pable institutional hierarchy between us, I did my best to take a
“down position.” I explained my dilemma to Jae, acknowledging
how my concern for her well-being and my ethical responsi-
bility made a conversation about risk important and inevitable,
but also acknowledging her frustration at her lack of control
and naming how confusing the boundaries around suicidality
can feel to clients. I clearly outlined how I approach suicide risk
assessment, including the point at which I involve a supervisor,
what the process of consultation looks like, and when and why
hospitalization might become an option. Jae asked several ques-
tions along the way, visibly brightening as we talked. This may
have been hope talking, but I could almost feel her calculations
about whether and how she wanted to trust me shifting. Our
conversation drifted to other things as Jae continued the process
of filling me in on her family history and background. As we
talked, Jae connected her trauma history to her view of herself,
wondering aloud if it was possible that “all of this happened
to her” and she “may not be messed up.” In what felt like an
important turn in a session that began with a conversation about
symptom severity and powerlessness, our meeting ended with
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a conversation about resilience in which I shared my genuine
appreciation of her strength and self-determination. Jae took
this in with wide eyes and a shy smile, as though the thought of
her own strength had never occurred to her. She also agreed to
come back.

Our next meeting was again characterized by a vulnerable
lurch forward between sessions. However, this time it was me
instead of Jae who felt like things were happening too quickly
and out of my control. Jae had decided to confront her cousin
about their abuse history and shared that the phone call that
followed was “more honest and open” than she expected given
her cousin’s characteristic position of power and distance within
the family. Jae learned things about her cousin’s experience that
increased her empathy for him, and she experienced their open
communication as a relief. Although it worried me that Jae initi-
ated such a significant conversation so quickly and without first
talking it over, I also thought it may be a promising sign of our
working alliance that she felt able to revisit and explore an expe-
rience she had kept contained and silent for years. I wondered if
Jae would be able to find a middle ground, one where she could
practice vulnerability without diving straight into the deep end,
and if this might be part of our work together. I shared with Jae
my image of her role in the family as the hub of a wheel, and she
expressed a strong sense of identification with this metaphor.

Given the importance of family dynamics in shaping Jae’s
sources of stress, patterns of coping, and ways of being in rela-
tionship with others, I felt a strong urge to understand her expe-
rience from the perspective of family systems theory (Bowen,
1966). From this perspective, well-differentiated family rela-
tionships lead to self-differentiation, which is, in turn, asso-
ciated with psychological well-being. Although the concept of
self-differentiation is in some ways culturally specific, there is
also evidence that it is associated with psychological well-being
for both Asian– and European–American students (Chung &
Gale, 2006; Kerr & Bowen, 1988). Jae’s family system exhib-
ited some patterns, typical of Chinese family culture, includ-
ing a strong patriarchal hierarchy, unidirectional communica-
tion from family members in positions of greater power, and a
very close attachment from Jae’s aunt toward her cousin and her-
self (in Jae’s words, “smothering”; Lee & Mock, 2006). I did not
want to pathologize culturally normative family relationships.
At the same time, Jae’s family evidenced a significant trauma his-
tory, and it was becoming apparent that their current relation-
ship patterns were a considerable source of distress for Jae. Jae
also exhibited some of the classic manifestations of poor self-
differentiation, including emotional reactivity, emotional cutoff,
and fusion with others (Kerr & Bowen, 1988), which can stem
from experiences of complex developmental trauma (van der
Kolk et al., 2009).

Ultimately, I decided to incorporate family systems theory
into a discussion with Jae about boundaries and relationships
within her family system. Using the concept of triangulation
(Bowen, 1966), Jae and I identified the extent to which fam-
ily members displaced their conflicts onto Jae and relied on
her to contain their experiences and emotions. I gently ques-
tioned Jae’s sense of responsibility for her family’s well-being,
wondering aloud about when this pattern started and what
costs it might involve. Jae connected her sense of relief after
talking with her cousin to the disruption of a long-standing

triangulation between her cousin and her aunt, and expressed
interest in continuing to experiment with boundaries in her
family relationships.

Middle phase of treatment: Sessions 5–8

Over the next few sessions, Jae continued to explore these
boundaries in both her family and peer relationships. Her ini-
tial sense of relief after confronting her cousin was replaced
by a feeling of disappointment when his uncharacteristic hon-
esty appeared to be a passing moment and their typical dis-
tant, hierarchical pattern of relationship re-established itself.
This prompted Jae to reflect on the gendered power dynamics
of her cousin’s position in the family and her frustration with
herself for longing for a closer relationship with him. On the
other hand, she experienced a sense of confidence in creating
new boundaries with her sister, within which she was able to bal-
ance defending her own needs and providing her sister with sta-
ble support. This confidence was soon tested one night when her
sister’s symptoms became more acute, and Jae once more “picked
up the pieces” by keeping her sister on the phone through an
episode of polysubstance use and suicidality until her sister’s
friends could connect her to care.

Jae also began to open up about her experiences of intimacy
and boundaries in her peer relationships. She acknowledged
that she was often a strong source of support for her friends,
which at times felt empowering and at times felt overwhelm-
ing. She acknowledged how easy it was for her to place others’
needs ahead of her own, which could become so consuming that
it disrupted her daily routine and class attendance, leading to
overwhelming academic stress, depressed mood, and suicidal
ideation. Jae noticed a similar pattern in her moods, explain-
ing that she often “felt fine” until her sadness or anxiety became
overwhelming, at which point she either “shut down” or “fell
apart.” Although Jae recognized the extreme lengths to which
she often went to support others, she also acknowledged her dif-
ficulty accepting any form of help or support. Jae identified that
she was able to take others’ perspectives “instinctively” since she
was a young child, a coping skill that she found indispensable in
an unpredictable and hostile family environment. Through dis-
cussion, we were able to name this empathic understanding as a
strength of Jae’s and also explore how the lack of reciprocity in
her relationships impacted her well-being.

One week when these symptoms were particularly severe, Jae
came to therapy looking uncharacteristically disorganized and
listless. Her typical confidence and containment were missing,
so much so that I was quietly surprised she was willing to let me
see her this way. Jae shared that she had been “distracted” car-
ing for a struggling friend, and her symptoms were to the point
that she was experiencing passive suicidal ideation and active
self-harm ideation. Jae and I worked together to identify coping
skills she could use and create a plan for how she could reach out
for help if these skills were not working. After some hesitation,
Jae agreed that I could reach out in a couple of days to see how
she was doing. Although Jae was clearly going through a difficult
time, I viewed her decision to come to therapy and her willing-
ness to receive this outreach as promising signs. Jae was placing
trust in our therapeutic relationship, and this was evident in her
willingness to share with me some of her “messed up parts.”
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At our next meeting, Jae’s mood was much improved. The
same day that she responded to my outreach, Jae’s friend, con-
cerned that she was not eating or leaving her room, repeatedly
requested that Jae come with her on a walk. Jae’s initial response
was to reject this offer, but when her friend turned up at her
dorm room, her sense of obligation outweighed her discomfort
and she agreed to leave her room. Jae found that it felt “surpris-
ingly good” to accept support from others, identifying that in
fact this acceptance was the step that began turning her mood
around and precipitated her re-engagement in social and aca-
demic life.

Around this same time, Jae disclosed that she was ques-
tioning her gender identity. She described this as a process
she had been aware of for some time but which she believed
would slowly unfold at its own pace. Jae shared that she did
not strongly identify as either male or female, and enjoyed the
“moments of confusion” when others weren’t sure how to cat-
egorize her gender. Jae had begun shopping in the men’s sec-
tion, and expressed pleasure with the different ways these clothes
hung on her body. As we talked, Jae conveyed her enjoyment
of this gender exploration, making it clear that although she
“did not have any answers,” this ambiguity was a rich source of
play.

I was not entirely surprised to hear about these shifts in
Jae’s gender identity. Since we had known each other, I had
experienced her as androgynous or even masculine. A few
sessions into our work together, Jae had tentatively asked about
my sexual orientation. Therapists vary in their approaches
toward self-disclosure, but I find it can strengthen the thera-
peutic alliance and help equalize the inherent power differential
inherent in this relationship when I respond honestly to these
kinds of direct questions. Therapist self-disclosure of sexual
minority status has also been linked with more positive client
experiences in therapy (Israel et al., 2008). So, when Jae asked
how I identified, I told her I identified as queer. I believe this
did, in fact, strengthen our therapeutic alliance and may have
allowed her to more easily raise issues related to sexuality and
gender identity in our sessions.

Following Jae’s disclosure, we discussed diversity in trans-
gender and gender nonconforming communities and identities.
I celebrated and affirmed her sensations of pleasure and play
with respect to gender, appreciating that this play likely dou-
bled as a form of labor with respect to her identity develop-
ment as she developed constructs to authentically represent her
gender, found ways to communicate this and be seen by oth-
ers, and ultimately balanced these needs for self-expression with
her need for self-protection and survival within discriminatory
systems (Levitt & Ippolito, 2014). Although sexual orientation
and gender identity are distinct constructs, they are also inter-
related: transgender and gender nonconforming people may at
first assume they are gay, and shifts in one identity may lead to
shifts in the other (APA, 2015). Jae and I checked in about the
name and pronouns she would like to use in therapy, and she
identified that she would like these to stay the same for now
(Jae/she), but that she would let me know if this changed in
the future. As with her sexual orientation disclosure, I worked
to follow Jae’s lead, affirming and inviting her exploration of
gender into our work without inappropriately defining it as our
focus.

Final phase of treatment: Sessions 9–12

Winter thawed into spring, reminding both Jae and myself that
the end of our work together was approaching with the end
of the school year. Jae’s stress and mood symptoms were much
improved, and she demonstrated greater capacity to negotiate
boundaries in her close relationships. At the same time, an
important process in her gender identity was unfolding, and
much remained unresolved in her family system. Although Jae
had come to trust our therapeutic relationship and open up in a
way that was unprecedented for her, this intimacy became more
complicated as the end of our work approached. When I raised
this issue with Jae, she acknowledged feelings of loss and pow-
erlessness about ending our work and requested that we begin
meeting every other week instead of every week to ease the tran-
sition. I had mixed feelings about this change: on the one hand,
I was impressed by Jae’s open communication about her needs
and our boundaries; on the other, I was concerned that Jae’s
stressors might build up and become overwhelming between
sessions or that she may check out of therapy entirely. Again,
given her vulnerability and the power imbalance between us,
I shared my reservations but left the decision up to her, with
the understanding that she could change her mind at any point.
This is the greatest regret of my work with Jae, as I believe more
directly exploring her feelings of loss and attempts to control
them by meeting less frequently could have been a rich source
of insight and growth for her.

Over the next few months, Jae and I continued to explore
what it meant to stay connected in relationship even as the
inevitability of loss grew closer. Though we initially met every
other week, at times Jae requested longer breaks between our
meetings. I could feel Jae pulling away, and although I believed
it was critical to support her autonomy, I wondered if she would
continue to be able to tolerate the difficult process of saying
goodbye, particularly outside the container of our weekly meet-
ing schedule. We also discussed the possibility of Jae continuing
ongoing therapy with an outside referral. Although she believed
ongoing therapy could be helpful, Jae was reluctant about the
idea of opening up to another therapist, which “sounded like a
lot of work.”

Once again, Jae surprised and impressed me with her matu-
rity and resilience. Conflict between her aunt and uncle esca-
lated during this time, and though they each repeatedly tried to
pull her into their fights, Jae was very intentional in managing
boundaries and prioritizing her self-care. Jae continued to prac-
tice different boundaries with her sister and cousin, enjoying
newfound intimacy as her relationship with her cousin became
closer and freedom as her sense of responsibility for her sis-
ter’s well-being decreased. Jae’s work on her family relationships
became more connected to her exploration of her gender: she
identified that she vacillated between idealizing and demonizing
the men in her life, and expressed a desire to find a “middle path”
in her relationship with men and masculinity, which could per-
haps help her better understand how she related to masculinity
herself. I do not know where Jae’s journey took her with respect
to gender, though I would not be surprised if she ultimately came
to identify as transgender or genderqueer.

Finally, the time came for our last meeting. The ses-
sion started off upbeat as Jae shared her summer plans and
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excitement about what it might mean for her to practice dif-
ferent ways of relating to family when they were physically
spending time together. As the conversation moved toward
what it would mean for us to say goodbye, Jae became visibly
uncomfortable, looking around the floor in long pauses.

“I don’t usually say goodbye,” she said. “It’s too uncomfort-
able. When I left for college, I didn’t even say goodbye to my
girlfriend. I waited until everyone was busy so I could slip away.”
She paused. “I almost didn’t come today.”

“I’m really glad you did,” I said. Jae smiled. We sat in silence
for a few moments, allowing ourselves to feel sadness and loss.
I remembered the first time I met Jae, how I was struck by her
strength and maturity. Over time, I had come to know her as
someone who was defined not only by her resilience, but also
by a profound capacity to be vulnerable and a seemingly inher-
ent drive toward growth. I was blown away by how hard she
had worked to bring greater authenticity and reciprocity into
her relationships, a process that she clearly intended to con-
tinue. And here she was, sitting a few feet from me, practic-
ing that dance of vulnerability, strength, authenticity, and reci-
procity through all of its discomfort. I could feel how much it
meant for her to show up to this goodbye.

As I shared these thoughts with Jae, I teared up with respect
for her and gratitude for the opportunity to accompany her
through this process of growth. Similar to the end of our first
meeting, Jae received this with wide eyes and a smile, but this
time I felt the weight of our history and relationship behind my
words. This time, she did not just wonder if what I was say-
ing might have a slim chance of being possible; instead, she
trusted and internalized my respect for her, quietly tucking it
away inside of herself. Although she continued to feel that it was
difficult to imagine opening up to another therapist right now,
Jae said she would think about it when she returned from her
summer vacation.

When our time was up, Jae took a deep breath and walked
toward the door. She paused at the threshold, then turned
around and met my eyes, her lips pursed, and jaw determined. I
could feel her searching for words and knew that she was work-
ing hard to say whatever came next. “Thank you,” she said, her
face and voice softening. “For everything.” She gave me one last
shy smile, then turned and walked away.

Discussion

Understanding Jae’s experiences

Jae’s case provides an example of post-traumatic spectrum
symptoms (van der Kolk et al., 2009), a pattern which is consis-
tent with emerging understandings of complex posttraumatic
stress disorder (PTSD) (Minshew, 2015; Richmond et al., 2012;
van der Kolk et al., 2009). Although some trauma survivors
present with symptoms consistent with classic PTSD (i.e.,
flashbacks, nightmares, hyperarousal, American Psychiatric
Association, 2013), others’ experiences do not fit this typical
presentation. This is especially likely for people whose expe-
riences of trauma have been multifaceted, relational, and/or
ongoing, such as polyvictimization, interpersonal violence, and
structural violence associated with marginalization. In Jae’s case,
these symptoms presented primarily as affective dysregulation

(including extreme affect states, diminished awareness of her
emotions, and experiences of dissociation) and relational dys-
regulation (including precocious caregiving and lack of recip-
rocal behavior in relationships; van der Kolk et al., 2009). Jae
worked to address these symptoms in therapy, acknowledging
how she bottled up her emotions until she experienced incapaci-
tating anxiety or overwhelming sadness and working to establish
stronger boundaries and greater reciprocity in her relationships.
Other clients may exhibit greater physiological, attentional, and
behavioral dysregulation (van der Kolk et al., 2009), and these
symptoms may become a greater focus of therapeutic work.

From a feminist perspective, these symptoms can be under-
stood to serve a communicative and relational function in the
context of ongoing environmental stresses (Brown, 2004). From
this perspective, clients’ symptoms can be understood as cen-
tral to their resilience: without these survival strategies, trauma
survivors may experience much greater harm and distress. By
conceptualizing Jae’s experiences this way in therapy, we were
able to underscore her strength and resourcefulness and avoid
stigmatizing her experiences or patterns of relating. Rather than
pointing to something that was “wrong with her,” these symp-
toms were simply strategies that had outlived their usefulness
now that she was living independently and moving into emerg-
ing adulthood. For clients who present with complex PTSD,
addressing these symptoms in the context of a strong thera-
peutic alliance is key (Pearlman & Courtois, 2005). Short-term
cognitive behavioral therapy (CBT) tends to be less effective
for complex PTSD because clients often drop out of treatment
(Foa, Keane, & Friedman, 2000; Spinazzola, Blaustein, & Van
Der Kolk, 2005).

Given their increased likelihood of experiencing polyvictim-
ization, an awareness of complex posttraumatic stress disorder
(PTSD), developmental trauma, and post-traumatic spectrum
symptoms is particularly important for clinicians working with
SGM people and communities. This is consistent with the APA’s
guidelines, which highlight the importance of understanding
the impact of stigma and victimization on the mental health of
SGM people (2012, 2015).

A few other pieces of foundational knowledge may be help-
ful to highlight for clinicians who work with or are interested in
working with SGM clients.

� Conduct an extensive self-assessment about your poten-
tial biases, as well as your knowledge, skills, and awareness
related to sexuality and gender identity (APA, 2012, 2015;
Ecklund, 2012; Singh & McKleory, 2011). This includes an
understanding that variations in sexuality and gender are
normal human variations and that efforts to change sexual
and gender identities are unethical and unsafe (APA, 2012,
2015).

� Understand that sexual and gender identities are distinct
but interrelated (APA, 2012, 2015). Given the greater visi-
bility afforded to lesbian and gay identities, gender minor-
ity individuals may initially identify as sexual minorities.
Coming to understand and express one’s own authentic
identity is a process that takes a lot of time and effort for
many gender minorities, particularly given this lack of rep-
resentation (Levitt & Ippolito, 2014).

� Incorporate an understanding of intersectionality into
clinical work with SGM clients, being particularly aware of
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challenges related to potential conflicting cultural norms
and values for racial/ethnic minority and religious SGM
people (APA, 2012, 2015; Ecklund, 2012; Singh & Mckelroy
2011). Clients who experience multiple marginalizations
are more likely to have unhelpful experiences in therapy,
which underscores the importance of clinicians’ awareness
and competence around intersectionality.

� Be wary of projecting your own cultural hierarchy and
salient identities onto clients (Ecklund, 2012; Singh &
McKleory, 2011). Instead, try to understand how clients
understand and hold multiple experiences from their per-
spectives, and do not assume that mental health difficul-
ties are related to SGM clients’ identities or experiences of
minority stress (APA, 2012, 2015).

� From a developmental perspective, consider the unique
needs of SGM children and adolescents and understand
that changes in gender and/or sexual identity may not per-
sist into adulthood (APA, 2012, 2015; Ecklund, 2012).

� From a family systems perspective, consider how dis-
closing a sexual or gender minority identity may impact
a young person’s relationship with their family of ori-
gin (APA, 2012, 2015; Ecklund, 2012). Affirming envi-
ronments are particularly important for SGM young peo-
ple, and youth who lack this support from their families
early on are at increased risk for mental health difficulties
across adolescence and into adulthood (McConnell et al.,
2016). Providing this affirmation in therapy and connect-
ing clients to other affirming environments and resources
is an important aspect of clinical work with SGM people.

Affirmative therapy with sexual and gender minority
clients

To practice affirmative therapy with SGM clients, therapists
must go beyond knowledge about clients’ cultural backgrounds
and identities to incorporate affirmative practices into the pro-
cess of therapy. Using my work with Jae as an example, I will
identify and explore a few of these affirmative practices.

Creating a safe environment is a crucial part of the initial
groundwork of affirming therapy with SGM clients. Uncondi-
tional positive regard is particularly important to developing
the strong therapeutic relationship that is important for effec-
tive therapy with SGM clients (Chazin & Klugman, 2014; Israel
et al., 2008; Mandel, 2014). Affirmation of SGM identities can be
communicated in multiple ways, including institutional forms,
language, avoiding assumptions about someone’s identities, or
pronouns, and explicitly stating a commitment to addressing the
harm caused by systems of oppression (Richmond et al., 2012;
Singh & McKleory, 2011). Although Jae and I revisited our ini-
tial conversation about pronouns when she disclosed question-
ing her gender identity, I believe an ongoing conversation would
have been more helpful. For example, asking Jae a simple ques-
tion like, “What pronouns would you like to go by today?” at the
beginning of each session would communicate an understand-
ing that her gender identity may continue to shift between our
meetings and invite this process of exploration into the room.

Given potential experiences of trauma and victimization, it
is also important to conduct a thorough assessment of multiple
types of violence early on in therapy (Richmond et al., 2012).

Although Jae was forthcoming about her abuse history during
our intake, it is possible that she never disclosed experiences of
victimization that I did not directly ask about. By using a formal
assessment tool, I might have developed a more complete pic-
ture of Jae’s trauma history and laid the groundwork for bring-
ing these experiences into therapy (Center for Substance Abuse
Treatment, 2014).

Connecting clients with resources and social support can
be important for SGM clients, particularly those with multiple
marginalizations and potentially less access to community like
transgender people of color (Richmond et al., 2012; Singh &
McKleory, 2011). In addition to providing important informa-
tion and connection to similar others, these communities can be
important sources of resilience for SGM people (Meyer, 2015).
Early on in therapy, Jae and I discussed possible referral to a
campus support group for SGM students; however, she was not
interested in attending. Connecting clients to social and com-
munity supports should be done in a manner that is comfortable
for the client (Richmond et al., 2012), and I wish I had revisited
this conversation with Jae and explored her openness to other
groups and community resources, particularly as she questioned
her gender identity.

A central feature of my work with Jae was exploring her
family connectedness as it both supported and challenged her
resilience. Even in the absence of a trauma history like Jae’s, fam-
ily can be a source of both strain and support for SGM people
(Singh & McKleory, 2011). There is a bidirectional relationship
between identity development and family relationships: families
may shape identity development processes through positive and
negative reinforcement, and changes in identity can influence
how children and adolescents relate to family members (Eck-
lund, 2012). Transgender people report experiencing pressure
to ignore or hide their true self as a stage of their identity devel-
opment (Levitt & Ippolito, 2014), which underscores the impor-
tance of affirmative therapeutic spaces to do this identity devel-
opment work. College is a time when many adolescents first gain
distance and independence from their families and when many
important identity development processes often happen. Ther-
apists working in college counseling centers, in particular, may
benefit from awareness of these potential complex negotiations,
particularly given that college counseling centers were among
the most common environments for both helpful and unhelpful
experiences with SGM people in therapy (Israel et al., 2008).

Given the impact stigma has on mental health for many SGM
people, talking about these experiences is another important
feature of affirmative therapy. By acknowledging and explor-
ing the impact of systems of oppression, clinicians can facilitate
clients’ development of self-acceptance and pride in their inter-
sectional identities (Singh & McKleory, 2011). SGM people are
often dealing with both internal and external stigma (Mandel,
2014; Meyer, 2003), both of which can be explored in therapy.

Although Jae denied experiences of external stigma around
campus, such as discrimination or violence, the threat of rejec-
tion and loss of financial support from her family had a strong
impact on her identity development and disclosure. For many
SGM people, particularly those with multiple marginalized
identities, navigating multiple cultural worlds means that iden-
tity development is an ongoing process balancing authenticity
and necessity. Clinicians should recognize and respect these
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complex identity management processes in order to avoid
pressuring clients to conform to a particular model of identity
development and disclosure and to hold space for ambiguity
and change (Chazin & Klugman, 2014; Levitt & Ippolito, 2014;
Minshew, 2015).

Throughout our work together, Jae also grappled with inter-
nalized homophobia and transphobia. Jae worried that her iden-
tities were pathological, expressing fear that her experience of
sexual abuse “caused” her same-gender attraction and that ques-
tions about her gender identity were indicative of a maladap-
tive relationship with masculinity. This is a common pattern for
SGM people, who may subsume insidious trauma into narra-
tives about their identities. Although an important area of con-
cern, these patterns are often not addressed in therapy (Rich-
mond et al., 2012). By supporting Jae in identifying how inter-
nalized stigma shaped her narratives about her identity, we were
able to help her develop a narrative that centered on resilience
and strength rather than pathology and brokenness.

I have underscored the importance of a positive therapeutic
relationship and strong working alliance for both survivors of
complex trauma (Pearlman & Courtois, 2005) and SGM people
(Israel et al., 2008). I believe this was the most important ele-
ment of my work with Jae. By coming to trust me, Jae opened
herself up to other ways of seeing her experience, which ulti-
mately increased her trust in herself. Our therapeutic relation-
ship gave Jae a place to practice sharing her feelings, experienc-
ing reciprocity, and negotiating boundaries, which ultimately
shaped the way she related to her friends and family. Jae’s trauma
had been relational, and ultimately her process of healing was
relational too.

Beyond clinical work: Advocacy and social change

Providing affirmative therapy is an important step toward
improving SGM mental health and well-being. However, ther-
apy alone is an insufficient response to deeply entrenched, mul-
tilevel systems of violence. Better training and education is
needed for students and clinicians in continuing education on
affirmative practices for SGM people (APA, 2012, 2015; Rich-
mond et al., 2012). Psychologists and others can advocate for
affirmative policies and procedures at various systemic levels,
from clinics to institutions to public policy and legislation (APA,
2012, 2015; Richmond et al., 2012). As long as structural vio-
lence against SGM people and communities continues, even
the most affirmative clinical work will only mitigate ongoing
harm. As therapists, we must work to create safe spaces not
only in our offices, but also in our streets, communities, and
institutions.
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