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ABSTRACT 
 

Homosexuality has been a form of sexuality placed in the center of controversy of homo 

sapiens existence for countless millennia. The removal of homosexuality as a psychiatric 

illness by the American Psychiatric Association and the American Psychological 

Association in the 1970s changed the paradigm for perceiving gay and lesbian 

individuals. Views in the United States mental health community changed from linking 

homosexuality to psychiatric disorders over four decades ago to identifying depression 

and suicidality in gay and lesbian persons because of societal insouciance, impuissant 

aesculapian response, and implacable sacerdotal dogma. This article reviews issues 

involving the LGBT population and suicidality. 

 

 

INTRODUCTION 
 

Despite research of the past several decades demonstrating the normality of gay and lesbian 

persons, anti-gay bias has continued fueled by religious and cultural attitudes as well as 

emphatic statements to the controversy based on thousands of years of negative views of this 
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form of sexuality (1-9). Analysis of contemporary society demonstrates gay and lesbian youth 

can be caught between increasing au courant societal acceptance and unrelenting religious 

animadversion (based on various ―clobber passages‖ of sacerdotal dogma) (9-11). 

Stigmatization of homosexuality around the world leads to increased suicidal risks for non-

heterosexual youth and adults (11-13). Societal homophobic rhetoric leads to increased 

isolation of LGBT youth with negative consequences for this vulnerable population (14). 

Social science has revealed a complexity of homosexuality that includes youth who are 

now described as lesbian, gay, bisexual, transgender (LGBT), cisgender LGB, and 

heterosexual cisgender youth (8). In addition to the normal difficulties experienced by youth 

as they go through puberty, LGBT and cisgender youth may have additional challenges such 

as augmented rates of harassment, discrimination, and bullying from heterosexual peers and 

other persons in society. Increased thoughts of suicidality and overt suicide may arise as a 

result of such forces found in various elements of society including schools and the larger 

community (8, 15). Results of the Centers for Disease Control and Prevention (CDC) Youth 

Risk Behavior Surveillance Survey (YRBS) conclude that gay and lesbian youth are at 

increased risk for high-risk behavior when compared to heterosexual youth; bisexual youth 

are at an increased risk compared to gay or lesbian youth (16). 

Access to healthcare can be challenging because healthcare providers may refuse to deal 

with these youth or attend to them ineffectively (17,18). Unfortunately, societal prejudice 

may negatively influence healthcare providers as well. On the other hand, a trusted, neutral, 

professional provider can be of enormous help to these persons as they may struggle with 

societal condemnation. Providers can provide accurate answers to questions regarding 

sexuality, sexual activity, and sexually transmitted diseases.  

This article now considers further issues linking the LGBT population and suicidality, 

including depression, bullying, and cyberbullying. Literature involving an association 

between being GLBT and suicidality are noted and the role of the clinician in this complex 

dilemma is also further explored.  

 

 

MOTIF OF DEPRESSION 
 

LGBT youth have increased rates of depression and self-harm versus non-LGB persons (19, 

20). For example, data from the fall 2008 and spring, 2009 National College Health 

Assessment dealing with college students between 18 and 24 years revealed increased rates of 

self-harm and depression in LGB versus non-LGB students; increased rates of suicidality 

were noted as well (21). A meta-analysis study suggested a 1.5 times increased risk for 

depression and anxiety in LGB persons versus heterosexual persons (22). 

 

 

MOTIF OF BULLYING 
 

Current research indicates that, in general, middle and high schools in the United States are 

unsupportive and unsafe environments for LGBT youth; many LGBT students report they 

experience harassment, discrimination, and/or other negative events in school as a result of 

their sexual orientation or gender identity as well as perceived sexual orientation (PSO) (23). 
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Specifically, LGBT youth report most commonly experiencing verbal and physical assaults, 

sexual harassment, and social exclusion. Similar to the impact of bullying on non-LGBT 

youth, the consequences of bullying for LGBT youth include increased absenteeism and, 

subsequent academic problems. LGBT youth can be the victims of violence because of 

negative societal influences (24, 25). Fuel for this anti-gay hostility comes in part from effects 

of manipulating ―clobber passages‖ of sacerdotal dogma or so-called clobber-bullying that 

some use to justify LGBT harassment and victimization. 

Additionally, LGBT youth who experience bullying report feeling school is unsafe and 

often feel uncomfortable while in school (26, 27). The consequences of bullying extend 

further than school though, with bullied LGBT youth being more at risk for experiencing 

additional adverse health outcomes, such as substance use disorders, depression, and 

suicidality (28, 29).  

Although bullying is reported by many LGBT youth, it is important to keep in mind that 

not all LGBT youth experience bullying equally. Research indicates gay and bisexual males 

are more likely than lesbians or bisexual females to experience bullying due to their sexual 

orientation; also, transgender youth experience more victimization than homosexual and 

bisexual youth, making them the most at risk group within the LGBT youth community. 

Likewise, it is important to keep in mind that bullying does not have a singular impact on all 

LGBT youth. Professional healthcare providers who discuss bullying with LGBT (and non-

LGBT) youth are in an optimal position to assess: a) whether the youth is experiencing, 

witnessing, or observing bullying; b) the youth‘s ability to cope with potentially harmful 

situations, such as bullying or dating violence; and c) the presence of additional services or 

resources which may benefit the youth and increase their ability to protect themselves from 

victimization (8). 

 

 

MOTIF OF CYBERBULLYING 
 

The explosive growth of electronic media in the 21st century has led to new threats to youth 

including LGBT persons that can lead to increased depression, psychosomatic disorders, 

substance use disorders, depression, anxiety, and suicidality (30-32). Peer victimization and 

de trop sexual activity are reported more often by LGBT youth than heterosexual youth (33). 

 

 

MOTIF OF SUICIDALITY 
 

Research has noted an increase in suicidality in LGBT youth (34-39). Data suggest that 

homosexual youth account for approximately 30% of completed suicides in adolescents, 

while 30% of a surveyed group of homosexual and bisexual males have attempted suicide at 

least once (40). One study of 137 gay and bisexual males (ages 14-21 years) noted nearly 

30% had a suicide attempt, and almost half of this group had multiple suicide attempts (41). A 

report of 54 gay and 54 heterosexual youths in Australia with a mean age of 20.59 years 

observed that the gay youth had a 3.7 times great risk of attempted suicide than the 

heterosexual control group (42). Other studies have noted a two to four times or more 

increased risk for serious suicide rates in LGBT youth (22, 43). 
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Table 1. Reasons that LGBT adolescents seek medical attention 

 

Topic Possible Reasons 

Information Information about human sexuality, gender identity, and gender expression 

Medical  Sexually transmitted disease(s), including fears of STIs and associated 

information  

Contraceptive options  

Infection with HIV or concerns about HIV or acquired immunodeficiency 

syndrome  

Other medical disorders 

Hormone blockers 

Hormone replacement therapy 

Information about Sex Reassignment Surgery (Trans youth often seek these 

specifically, or information about these) 

Psychological  Personal problems  

Depression and/or suicide 

Substance use or abuse 

Gender Dysphoria 

Confusing sexual thoughts and feelings 

Familial  Familial conflict 

Abuse 

Kicked out of family home 

Fear and anxiety about coming out 

Social  Sexual relationships  

Peer Pressure 

Bullying  

Lack of LGBT role models 

Religious  Difficulties reconciling religious beliefs with sexual activity, sexual 

orientation, gender identity, or gender expression. Each individual matter 

being a distinct concern. 

Legal  Prostitution  

Hate crime  

Rape  

Homelessness 

Discrimination in housing or employment 

Access to public assistance programs 

Adapted from Greydanus, D. E., Sison, A. C., & Guilonard, K. W. (2009). Homosexual Attraction and 

Sexual Behavior in Adolescents (3rd ed.). In D. E. Greydanus, D. R. Patel, H. D. Pratt, & J. L. 

Calles, Jr. (Eds.), Behavioral Pediatrics (3rd ed., pp. 297-315). New York, NY: Nova Science 

Publishers, Inc. 

 

Russell and Joyner have reported that LGBT youth have a two times risk to make a 

suicide attempt than heterosexual youth (44). Suicide risk is even higher in transgender youth 

in comparison with cisgender lesbian, gay, and bisexual youth (45-47). Research suggests that 

13%-45% of LGBT youth engage in intentional self-harming behavior such as self-cutting (8, 

48, 49). The 2004 Minnesota Student Survey of 9th and 12th graders identified 2,255 persons 

with same-gender experience out of 21,927 sexually active youth; over half of the LGB youth 

noted thoughts about suicide and 37.4% reported a suicide attempt (50). A 2006-2008 survey 

of 31,852 11th grade students in Oregon (Oregon Healthy Teens) included 1,413 LGB youth; 
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data revealed a 21.5% risk for attempted suicide in the LGB group versus 4.2% in the 

heterosexual group in the 12 months prior to the survey (51).  

One study of 246 LGBT youth aged 16 to 20 years with data collected between 2007 and 

2011 reported that attempted suicide was linked with LGBT victimization, low social support, 

and impulsivity (52). The adolescent gay male is at particular risk for suicidality based on 

developmental factors (53). Minority ethnic youth who are lesbian, gay, and bisexual are at 

increased suicide risk compared to Caucasian peers (54). Telling others about being a sexual 

minority may be a suicide risk factor if done early but eventually can become a protective 

factor by improved social connections and lowering of personal feelings of homophobia (55). 

 

 

ROLE OF THE PROFESSIONAL CLINICIAN 
 

Primary care clinicians can provide a pivotal role in helping LGBT youth transition safely 

into adulthood (56, 57). This care begins with this clinician providing a non-judgmental 

approach to these patients that includes establishing a safe office milieu. These youth seek 

medical attention for a variety of reasons, as outlined in table 1. Table 2 provides an outline 

of a basic medical evaluation for LGBT youth while Table 3 gives a sexuality checklist for 

clinicians to use in their assessment and care of their patients. The medical care involves 

appraising these youth for potential sexually transmitted diseases (see table 4) and teaching 

use of STD screening and effective use of condoms. Mental health screening is also critical. 

 

Table 2. Medical evaluation of LGBT adolescents 

 

Evaluation Facets of Evaluation 

History  Social, school, family, employment, substance abuse, assessment of 

psychosocial problems, including suicidal ideation, review of systems, 

sexual history  

Physical 

Examination  

General  

Close inspection for STDs/STIs 

Other procedures as indicated (pelvic examination, anoscopy) 

Laboratory  Laboratory Evaluation (Neisseria gonorrhoeae, chlamydia trachomatis, 

treponema pallidum, HIV, herpes simplex virus (HSV), human 

papillomavirus (HPV), etc.) 

Hepatitis B immunization (and others as they become available) 

Treatment  Appropriate treatment of STDs (including partners) and any medical 

problems  

Discussion of risk-reduction, abstinence, contraception, condoms  

Referral to support groups as necessary  

Discussion of hormone blockers or hormone replacement, as necessary 

for transgender individuals 

Follow-up visit(s) with primary care physician (including family) 

Adapted f Greydanus, D. E., Sison, A. C., & Guilonard, K. W. (2009). Homosexual Attraction and 

Sexual Behavior in Adolescents (3rd ed.). In D. E. Greydanus, D. R. Patel, H. D. Pratt, & J. L. 

Calles, Jr. (Eds.), Behavioral Pediatrics (3rd ed., pp. 297-315). New York, NY: Nova Science 

Publishers, Inc. 
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Table 3. Sexuality evaluation checklist for clinicians 

 

Factor Evaluation Issues Recommendations 

Sexual 

Identity 

Complete 

Physical 

Examination 

Ambiguous genitalia 

Genital abnormalities 

Genetic testing 

Gynecological evaluation  

Urological evaluation  

Gender 

Identity 

Observation of 

gender 

expression 

 

Interview 

History of persistent cross-dressing 

Persistent feelings of being ―trapped 

in the body of the opposite sex‖  

Persistent desire to be the opposite 

sex 

Persistent repulsion towards genitals  

Persistent gender behaviors of the 

opposite sex 

Psychiatric evaluation  

Referral to LGBT-affirming 

mental health professional 

Consider Hormone Blockers 

Discuss hormone replacement 

therapy:   

a) Hormone blockers can be 

used to stop or delay sexual 

development in puberty, 

preventing psychological 

distress associated 

b) Hormone replacement 

therapy can be used to create 

the desired sexual development 

to match the pt's self-identified 

gender, preventing or amending 

psychological distress 

associated 

Sexual 

Orientation 

Interview Predominant sexual fantasy and 

attraction toward the opposite sex, 

same sex, or both sexes 

Knowledge and awareness of 

variations of sexual orientations 

Psychological adjustment (i.e., 

depression, suicidal ideation and 

plan, substance abuse) 

Familial knowledge and support 

(i.e., family unaware, family 

unsupportive) 

Social knowledge and support (i.e., 

school, friends, sexual relationships, 

religious conflicts) 

Legal problems (i.e., prostitution) 

Other problems (i.e., bullying, 

violence) 

Reassurance 

Referral to LGBT-affirming 

mental health professional  

Sexual 

Behavior 

Interview Pattern of sexual relationships 

Sexual behaviors (i.e., masturbation, 

oral sex, sexual intercourse, anal 

sex) 

Other related behaviors (i.e., drugs, 

sex toys, pornography) 

Advise on safe sex options and 

condom use  

Discussion of Pre-Exposure and 

Post-Exposure Prophylaxis for 

HIV Prevention 

Advise on family planning  

Advise on risks for STDs/STIs 

Hepatitis A and B 

immunization 

HPV Vaccination  

Medical testing  

Adapted from Greydanus, D. E., Sison, A. C., & Guilonard, K. W. (2009). Homosexual Attraction and 

Sexual Behavior in Adolescents (3rd ed.). In D. E. Greydanus, D. R. Patel, H. D. Pratt, & J. L. 

Calles, Jr. (Eds.), Behavioral Pediatrics (3rd ed., pp. 297-315). New York, NY: Nova Science 

Publishers, Inc. 
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Many adolescents visit a pediatrician or other primary care clinician at least once a year 

for routine ―well child‖ visits and often more frequently due to acute or chronic illness. The 

power of primary care professionals (PCPs) to change and impact lives of their adolescent 

patients is often under-estimated and under-utilized. The PCP can learn to develop a primary 

care practice integrated with behavioral science principles to help both adolescent patient and 

parents (58). 

Seeing a patient periodically over a period of years in a practice that integrates culturally-

sensitive medical and mental health principles in the same office is a decided advantage for 

the clinician, patient, and family. Youth, such as LGBT youth, who are disturbed by various 

issues (vida supra) may be willing to open up to a trusted clinician considered over many 

years of the patient‘s life to be the patients/family‘s medical champion; a safe office milieu 

allows these patients to view their clinician as providing a safe Medical Home. 

Such a caring clinician has a unique opportunity to identify at-risk patients early during 

history taking and physical examination as medical signs may exist that suggest physical or 

mental problems exist even in the context of initial verbal denial. PCPs can learn to screen 

their patients for mental health issues while screening for medical problems as well. PCPs can 

learn to perform succinct interventions early in the process and/or refer those with significant 

distress to appropriate mental health consultants.  

 

Table 4. Sexually transmitted diseases in LGBT adolescents  

 

Evaluation Facets of Evaluation 

Urethritis Neisseria gonorrhoeae 

Chlamydia trachomatis  

Mycoplasma hominis  

Ureaplasma urealyticum  

Ulcerative lesions  Syphilis (Treponema pallidum) 

Herpes simplex virus (HSV) 

Chancroid (Haemophilus ducreyi) 

Lymphogranuloma venerum (Chlamydia trachomatis) 

Granuloma inguinale (Calymmatobacterium granulomatis) 

Enteritis/Proctocolitis  Giardia lamblia 

Salmonella enteritidis  

Entamoeba histolytica 

Cryptosporidium species 

Campylobacter species 

Shigella species  

Genital Warts Human Papillomavirus (HPV) 

Parasites Ectoparasites 

Pediculosis 

HIV Acquired immunodeficiency syndrome or AIDS (persons with HIV infection 

may acquire various other opportunistic infections not listed) 

Other viral infections Hepatitis A, B, C, D and/or E  

Cytomegalovirus 

Epstein-Barr virus  

Reprinted with permission from Greydanus, D. E., Sison, A. C., & Guilonard, K. W. (2009). 

Homosexual Attraction and Sexual Behavior in Adolescents (3rd ed.). In D. E. Greydanus, D. R. 

Patel, H. D. Pratt, & J. L. Calles, Jr. (Eds.), Behavioral Pediatrics (3rd ed., pp. 297-315). New 

York, NY: Nova Science Publishers, Inc. 
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A supportive, non-judgmental, and non-confrontational relationship by the trusted as well 

as caring PCP with this youth can be invaluable in encouraging a more positive direction in 

this patient‘s life that involves correction of underlying depression, anxiety, and suicidality. 

Parents can receive needed comfort as well since they may be frightened by potential abuse 

and harassment a hostile world may cast on their LGBT child. Anti-minority clinicians or 

parents may change their perceptions when viewing their own LGBT patients or family 

members.  

PCPs can use various evidence-based screening instruments to identify problems with 

depression, anxiety, substance abuse, or suicidality. For example, spontaneous remissions of 

drug use can occur if an early stage of experimentation is occurring. PCPs may find youth at a 

stage where screening tools along with teaching of abstinence (ie., sexual behavior, drug use) 

may be most beneficial to the patient. Safe sex education is needed especially if abstinence is 

not chosen. Concise laboratory testing can identify infections (i.e., HIV, other STDs) when 

treatment may prevent complications.  

Evidence-based primary care behavioral interventions from the PCP may be more readily 

accepted by this youth versus later, more extensive management plans in a formal, non-co-

located mental health setting. These interventions for depression or anxious youth can be brief 

(i.e., 20-30 minutes) and limited (i.e., 2-4 sessions); they are problem-focused and solution-

oriented approaches based on the PCP‘s belief that this youth may improve and learn 

principles for a healthy life now and later as an adult.  

The PCP can negotiate with this patient on potential goals and strategies for positive 

change. PCPs can teach young patients that LGBT orientation is normal and not reflective of 

mental illness per se. Teaching can also help this patient understand what are normal feelings 

(i.e., stress due to harassment) versus abnormal (i.e., destructive depression with overt suicide 

intent) as well as when drug experimentation becomes dangerous and ill-advised.  

PCPs may be able to remove patient barriers to further comprehensive management of 

severe mental illness that includes destructive suicidality. PCPs can help monitor youth 

placed on psychopharmacology such as anti-depressants, anxiolytics, and others. Indeed, 

there is impressive and noteworthy benefit for a professional primary care clinician who 

provides supportive and confidential care to all patients, including LGBT youth, based on 

21st century principles of medical and behavioral science.  

 

 

SUMMARY 
 

LGBT youth are at risk for bullying, depression, and suicidality that is promoted by societal 

homophobic maltreatment that is in part religiously-based (43). Suicide rates can be lowered 

if protective factors are provided that involve healthy relationships with family members, 

adequate school safety, and supportive adults—including teachers and clinicians (27, 50). 

Schools need to provide safe environments for all their students and keep all involved with 

healthy peer groups (59). Healthy family contact and communication is needed for these 

youth that reflect love and acceptance (60). Bullying is a significant problem for 21st century 

youth and there are no simple or long-term effective solutions in sight (61). Online social 

support that is healthy is important but unhealthy online contact must be prevented; online 

social networks may be useful in suicide prevention (33, 62).  
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Protection for LGBT persons can be initiated by caring clinicians who can remove 

implicit internal bias and provide professional care for these individuals (63). The 

professional clinician can help those with overt depression and suicide risks by referral to an 

appropriate mental health professional. Screening LGBT youth for bullying and other risk 

factors for suicidality can identify these at-risk youth and arrange for their optimal care. 

Increased social support for the LGBT community is an important factor in reducing 

stigmatization of this vulnerable population of persons and reducing risks for mental health 

disorders (13). The isolation of this population should be removed and health care 

professionals can lead the way (14). Depression awareness campaigns for gay and lesbian 

persons may improve their mental health with reduced suicidality (64). 

The negative impact of societal indifference to these youth often fueled by religious 

dogma must be counteracted to save these persons from medical and mental health 

complications. LGBT youth must not feel like they are a burden to ―people in their lives‖ 

which can lead to severe depression and suicide (65). Current knowledge of suicide 

prevention for LGBT persons including implementation of anti-bullying policies and other 

suicide prevention programs must be broadly applied along with further research that allows 

this population to deal with persistent societal homophobia (66-69). First and foremost, 

however, it is vital for all to promote acceptance despite eons of bias fueled by mysticism, 

mantics, clobber passage (cyber-) bullying as well as contemporary journalism (70,71). We 

need to change the language from hate (based on sexual orientation) to love (agape) for the 

sake of all our children and adolescents in the world—they are our precious patients and our  

fellow human beings who need the highest level of professionalism we can offer (72-75). 

 

Love each other dearly always. There is scarcely anything else in the world but that: 

to love one another  

Victor Hugo (1802-1885). 
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