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Course Overview

This course is delivered in the GuidedPath format. Sexuality in therapy is a topic about which trainees and even
experienced clinicians may feel uncomfortable. Although we, in the United States, are constantly bombarded by
sexual messages and images, as a society we are still reluctant to talk about sexual development and activities
across the lifespan in a frank, factual way. While the media titillates with stories of politicians' affairs and celebrities'
sex tapes, it is hard to find examples of healthy, mutually satisfying, consensual sexual relationships in the media.
Contraceptive education among adolescents has declined while abstinence-only education has increased, leaving a
generation of youth and young adults with insufficient knowledge about their own bodies (Lindberg, Santelli, & Singh,
2006).

Yet every client we see in therapy is a sexual being with feelings, fantasies, desires, and worries. Nearly every client
we see has been or will be sexually intimate with someone at some point in their lives. They will all have sexual
orientations and gender identities, and the odds are good (over 80 percent, according to Green and Bobele, 1994)
that we will see gay, lesbian, bisexual, and transgender clients in our work, whether we know it or not. All our clients
will have received messages about sex, gender, and sexuality from their families and from the cultural contexts of
their upbringing. And this is true of therapists as well—each of us has a sexual self and sexual messages we have
internalized.

So if sexuality is ubiquitous, why do we need a class on it? Harris and Hays (2008) summarize the state of research
on sexuality in therapy, noting that studies have shown how important it is for clinicians to bring up sexuality with their
clients. Research also indicates that most therapists will be faced with clients' sexual issues at some point. At the
same time, research suggests that therapists "are often ill prepared to deal with human sexuality, or are
uncomfortable dealing with it," and that "most health professionals, regardless of discipline, lack sufficient
preparation to be considered competent in addressing sexual concerns" (p. 240).

How comfortable do you feel about the idea of addressing sex, sexuality, and gender with your future clients? Is sex
something you can talk about in your own life—to a friend, your intimate partner, your children, parents, or your own
therapist? How comfortable do you think you might feel:

Talking about sex with a same-sex client?
Talking about sex with a client of another sex?
Talking about sex with a couple?
Talking about sex with a family?
Talking about sex with a clinical supervisor?

Would you feel comfortable if clients had questions about:

Birth control methods they were considering?
How both partners in a couple could reach orgasm together?
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Whether a fantasy or sexual activity is normal?
How to know whether they were really lesbian, gay, or bisexual?
How to help their son or daughter who does not act like a typical boy or girl?
Whether their use of pornography was a problem?
How to negotiate an open relationship?

One purpose of this course is to help you gain basic comfort with a wide variety of topics under the umbrella of
human sexuality. It is a big umbrella—we will cover all kinds of sexual behavior across the lifespan, sexual issues in
couples and families, sexual orientation, gender identity, a rainbow of diversity considerations, and clinical strategies
for conceptualizing and working with all kind of issues about sex, gender, and sexuality in therapy.

We can get more comfortable dealing with sexual topics by:

Increasing our knowledge—learning new things and learning how to get more information when we need it.
Demystifying sexual topics—challenging the myths and stereotypes we ascribe to; making sex just another
topic rather than something secret or special that we have to treat with kid gloves.
Depathologizing sexuality—moving away from a normal or abnormal, right or wrong, healthy or unhealthy
way of seeing the world and toward a more complex view of sexuality.

The world of sex, gender, and sexuality is so diverse that you can be sure you will never know all there is to know, and
your clients will never stop surprising you. So becoming comfortable with sexual topics in therapy is, in part, a
process of learning to be poised and confident while in a not-knowing position where you are curious, open, and
willing to acknowledge what you do not know. You cannot be an expert on everything under the sun in terms of human
sexuality—especially not after ten weeks of class.

What we can learn in this course is how to respond with appropriate compassion, curiosity, and openness to sexual
disclosures from clients. We can also practice skills that will help us ask good questions about the intimate aspects
of our clients' lives as we assess them in therapy and as topics about sex and gender come up during treatment.
And we can learn where our personal edges are in order to begin to understand the self-of-the-therapist issues that
inevitably come up around the topic of sexuality. One goal of this course is for you to practice being in that not-
knowing place—finding the edges of your knowledge, of your comfort zone, and recognizing where you can grow as
a future family therapist.

Therefore, this is a course that will ask you to self-reflect and, at times, self-disclose about your own beliefs, values,
and experiences. Please take care of yourself and your boundaries, and consider how much disclosure you can
handle on any given topic. Please treat others' information shared in discussions, responses, and the sexual history
interview as confidential and do not repeat it or reproduce it anywhere.

As a course that covers topics that may not always be comfortable, it can also offer opportunities to sit with and
explore your discomfort in a neutral and respectful setting. This way, when you have similar situations in your
practicum and clinical training, you will have already practiced how to take care of yourself before balancing the
needs and well-being of your clients.

Also, consider that you and your peers may have very different beliefs, values, and experiences about sexuality. As
you talk with your peers in the discussions, please observe the Learner Code of Conduct, particularly if you decide to
post links or other outside resources. If you have any questions about whether a resource is appropriate, ask your
instructor.



As clinicians, it is important to respect others' differences. We do not always know who else is behind the screen—
when talking about a particular behavior, belief, or group, consider what you would say if someone sitting right
across the table from you was someone who practiced that behavior, shared that belief, or was part of that group.
Please use good taste and judgment about how much to share in personal discussions; it is your decision to decide
what and when to disclose personal information. At the same time, remember that learning happens when we are
curious and open to new ideas.
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Kaltura Activities

As part of this course, you are required to record video presentations using Kaltura or similar software. Refer to
Using Kaltura [PDF] for more information about this courseroom tool.

If you require the use of assistive technology or alternative communication methods to participate in these activities,
please email DisabilityServices@Capella.edu to request accommodations.
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MFT5232 Course Competencies Version 12 COAMFTE Standards

1. Evaluate historical and contemporary
perspectives on human sexuality, gender identity,
and couple and family functioning.

Assessed by:

u04a1: Sexual History Interview.

u10a1: Clinical Evaluation and Case
Conceptualization.

FCA 1: Foundations of Relational/Systemic
Practice, Theories, and Models.

FCA 2: Clinical Treatment With Individuals,
Couples, and Families.

SLO–3. Clinical Practice: Clinical application and
practice of systemic theory relevant to family dynamics
in the field of marriage and family therapy.  
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MFT5232 Course Competencies Version 12 COAMFTE Standards

2. Articulate a systemic view of human sexuality,
sexual functioning and gender identity.

Assessed by:

u04a1: Sexual History Interview.

u10a1: Clinical Evaluation and Case
Conceptualization.

FCA 3: Diverse, Multicultural, and/or
Underserved Communities.

FCA 2: Clinical Treatment With Individuals,
Couples, and Families.

FCA 8: Contemporary Issues.

SLO–2. Diversity and Multicultural Competence:
Demonstrate knowledge of culturally and ethnically
sensitive matters in a variety of settings, integrating
concepts of advocacy and social justice.  

3. Apply systemic approaches, assessments, and
interventions related to sexuality and sexual
functioning issues.

Assessed by:

u04a1: Sexual History Interview.

u10a1: Clinical Evaluation and Case
Conceptualization. 

FCA 1: Foundations of Relational/Systemic
Practice, Theories, and Models.

FCA 4: Research and Evaluation.

FCA 6: Biopsychosocial Health and
Development Across the Lifespan.

SLO–1. Knowledge and Research: Effectively
integrate and apply research and theories in the
practice of marriage and family therapy, including
individual, systemic, and relational theories; theories of
individual and family development across the lifespan.  

4. Apply systemic interventions to sexual
functioning and sexual issues.

Assessed by:

u04a1: Sexual History Interview.

u10a1: Clinical Evaluation and Case
Conceptualization.

 

FCA 3: Diverse, Multicultural, and/or
Underserved Communities.

FCA 2: Clinical Treatment With Individuals,
Couples, and Families.

FCA 8: Contemporary Issues.

SLO–2. Diversity and Multicultural Competence:
Demonstrate knowledge of culturally and ethnically
sensitive matters in a variety of settings, integrating
concepts of advocacy and social justice.  
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5. Assess personal beliefs, values, and cultural
attitudes towards sexuality and gender identity
issues.

Assessed by:

u04a1: Sexual History Interview.

u10a1: Clinical Evaluation and Case
Conceptualization. 

FCA 5: Professional Identity, Law, Ethics, and
Social Responsibility.

FCA 9: Community Intersections and
Collaboration.

SLO–6. Professional Identity and Social
Responsibility: Identify as a marriage and family
therapist, aligning systemic clinical practice with state
and national standards for the marriage and family
therapy discipline, and engaging in community and
scholarly activities.

6. Communicate effectively through the
appropriate application of grammar, punctuation,
spelling, writing mechanics, and professional tone,
while adhering to APA formatting and style.

Assessed by:

u04a1: Sexual History Interview.

u10a1: Clinical Evaluation and Case
Conceptualization.

 

Course Competencies

To successfully complete this course, you will be expected to:

Evaluate historical and contemporary perspectives on human sexuality, gender identity,
and couple and family functioning.

1

Articulate a systemic view of human sexuality, sexual functioning, and gender identity.2

Apply systemic approaches, assessments, and interventions related to sexuality and
sexual functioning issues.

3
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Course Prerequisites

Prerequisite(s): MFT5008, MFT5222, MFT5270, MFT-R5821.

Syllabus  Course Materials

Required

The materials listed below are required to complete the learning activities in this course.

Integrated Materials

Assess personal beliefs, values, and cultural attitudes toward sexuality and gender identity
issues.

Communicate effectively through the appropriate application of grammar, punctuation,
spelling, writing mechanics, and professional tone, while adhering to APA formatting and
style.
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Many of your required books are available via the VitalSource Bookshelf link in the courseroom, located in your
Course Tools. Registered learners in a Resource Kit program can access these materials using the courseroom link
on the Friday before the course start date. Some materials are available only in hard-copy format or by using an
access code. For these materials, you will receive an email with further instructions for access. Visit the Course
Materials page on Campus for more information.

Book

Carroll, J. L. (2019). Sexuality now: Embracing diversity (6th ed.). Boston, MA: Cengage Learning. ISBN:
9781337404990.

Kort, J. (2018). LGBTQ clients in therapy: Clinical issues and treatment strategies. New York, NY: W. W.
Norton & Company. ISBN: 9781324000488.

Hardware

Capella University requires learners to meet certain minimum computer requirements. The following hardware
may go beyond those minimums and is required to complete learning activities in this course. Note: If you
already have the following hardware, you do not need to purchase it. Visit the Course Materials page on
Campus for more information.
Recording Hardware for Kaltura Activities

Headset with microphone

Library

The following required readings are provided in the Capella University Library or linked directly in this course. To find
specific readings by journal or book title, use Journal and Book Locator. Refer to the Journal and Book Locator
library guide to learn how to use this tool.
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Unit 1   A Historic Look at Sexuality and the Systemic Conceptualization of Sexuality and Gender

Watson, M. A. (Producer). (2006). Low sex drive and attitudes towards sex [Video]. Portraits in Human
Sexuality: Sexual Dysfunction and Therapy. Films on Demand.
Wren, B. (2014). Thinking postmodern and practising in the enlightenment: Managing uncertainty in the
treatment of children and adolescents. Feminism & Psychology, 24(2), 271–291.

External Resource

Please note that URLs change frequently. While the URLs were current when this course was designed, some may
no longer be valid. If you cannot access a specific link, contact your instructor for an alternative URL. Permissions for
the following links have been either granted or deemed appropriate for educational use at the time of course
publication.

Beckham, A. (2013). Coming out of your closet [Video] | Transcript Retrieved from
https://www.youtube.com/watch?v=kSR4xuU07sc
Briggle, A. (2016). Transgender kids are just kids after all [Video] | Transcript Retrieved from
https://www.youtube.com/watch?v=t_gCASi58Ps
McGrath, M. (2016). No sex marriage – Masturbation, loneliness, cheating and shame [Video] | Transcript
Retrieved from https://www.youtube.com/watch?v=LVgzOyHVcj4
Sheypuk, D. (2015). Every body: Glamour, dateability, sexuality & disability [Video] | Transcript Retrieved
from https://www.youtube.com/watch?v=7PwvGfs6Pok
Singh, A. (2015). Trans liberation is for everybody [Video] | Transcript Retrieved from
https://www.youtube.com/watch?v=-onhIoDRMdM
U.S. Department of Education. (n.d.). Family Educational Rights and Privacy Act (FERPA).
https://www.ed.gov/
U.S. Department of Health & Human Services. (n.d.). Summary of the HIPAA privacy rule.
https://www.hhs.gov/

Suggested

The following materials are recommended to provide you with a better understanding of the topics in this course.
These materials are not required to complete the course, but they are aligned to course activities and assessments
and are highly recommended for your use.

Optional

The following optional materials are offered to provide you with a better understanding of the topics in this course.
These materials are not required to complete the course.

Introduction
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u01s1 - Studies

Systems theory, in its many forms, has had a profound impact on the origination and continued development of
marriage and family therapy. The idea that traditional psychological and psychiatric symptoms could be viewed in
context challenged and continues to challenge many commonly accepted ideas in mental health. Steeped in the
medical model, mainstream mental health and psychology tend to view healthy emotional functioning, or the lack of it,
as an individual pathology. A systemic orientation, on the other hand, allows for a broader, more contextual
understanding of client symptoms. When applied to sexual problems or challenges related to sexual orientation or
gender presentation, systems-informed approaches to therapy offer unique ways of understanding and intervening in
ways that are not limited by individual pathology renderings of the therapeutic context.

The cybernetic systems view holds that when clients present with sexual problems or challenges related to sexual
orientation or gender presentation, their symptoms can be viewed contextually or relationally, meaning that the
issues are just one element of a pattern of interaction. From a cybernetic perspective, a specialized knowledge of
sexual functioning or any normative idea regarding sexuality and gender identity is viewed as less relevant. The
therapist views whatever sexual problem is occurring in context and as such, strives to make sense of the problem.
From this perspective, the therapist is typically not interested in traditional diagnostic categories, nor in identifying
the causes of sexual dysfunction. A therapist working with issues of sexuality and gender from a cybernetic
perspective would be more likely to embrace a relational orientation as well as focus on the context of the presenting
issues. The therapist would likewise be more interested in the resources and empowering stories that can emerge
from the client-therapist relationship.

In this course, we will explore human sexuality and gender development through multiple perspectives: biological,
emotional, relational, and sociocultural. We will also review and understand various systemic approaches as applied
to sexual problems.

Learning Activities

Readings

Use your Sexuality Now: Embracing Diversity text to read the following:

Chapter 1, "Exploring Sexuality: Past and Present," pages 2–25.

Use the Capella University Library to read the following:

Diambra, J. F., Pollard, B. L., Gamble, R. M., & Banks, B. P. (2016). Teaching a course on human sexuality:
What are counseling students thinking? American Journal of Sexuality Education, 11(1), 76–91.
Escoffier, J. (2017). Sex in the seventies: Gay porn cinema as an archive for the history of American
sexuality. Journal of the History of Sexuality, 26(1), 88–113.
Gleason, M. (2017). "Knowing something I was not meant to know": Exploring vulnerability, sexuality, and
childhood, 1900-50 [PDF]. The Canadian Historical Review, 98(1), 35–59.

http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=ehh&AN=113744020&site=ehost-live&scope=site
http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F1860284211%3Faccountid%3D27965
http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=aph&AN=121397300&site=ehost-live&scope=site
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In preparation for using Kaltura to record an interview in this course, complete the following:

If necessary, set up and test your headset, using the installation instructions provided by the manufacturer and
practice using it to ensure the audio quality is sufficient.
Refer to Using Kaltura [PDF] for directions on recording and uploading your audio in the courseroom.

Note: If you require the use of assistive technology or alternative communication methods to participate in this
activity, please contact DisabilityServices@Capella.edu to request accommodations.

Online ePortfolios serve two key purposes: 1) to support learning and reflection, and 2) to be used as a showcase
tool. Your learning journey can be documented, and ePortfolios contribute to lifelong learning and growth through
reflection and sharing. Online ePortfolios can also be shared with employers and peers to present artifacts that
demonstrate your accomplishments at Capella.

Using ePortfolio to Prepare for Your Capstone

Your program may culminate in a capstone course. At that time you may be required to show evidence of your
learning throughout the program by referring to multiple assessments that you have created. You will be telling a story
about your learning throughout the program using artifacts you have collected during many of these courses.

Using ePortfolio to Build Your Career

As you are preparing to tell your story in the professional world, leverage your ePortfolio artifacts to demonstrate the
knowledge and competencies you have gained through your program in professional conversations, performance
reviews, and interviews. 

To do that, reflect on the knowledge and skills you have gained from your courses and the elements you have put in
your portfolio, along with how you have already applied these things to your professional life or how you might apply
them in the future.

Next, create your story or talking points to tell your professional story.

Saving Your Documents to ePortfolio

You will need a place to store your documents in an organized fashion so that you can access them at a later date.
Do not rely on the courseroom for storage, as you will lose access to the courseroom after you have completed the

http://campustools.capella.edu/redirect.aspx?linkid=3461
mailto:DisabilityServices@Capella.edu
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course. Capella uses a cloud-based portfolio platform to facilitate your organization of the artifacts you create
throughout your program.

To make an online portfolio useful, it is essential that it is organized clearly and that important files of any format are
accessible. Read the Online ePortfolio Guidelines [PDF] to ensure you set up your online portfolio correctly. For
more information on ePortfolio visit the Campus ePortfolio page.

Privacy Statement

Capella complies with privacy laws designed to protect the privacy of personal information. While you may voluntarily
share your own information publicly, you are obligated to protect the personal information of others that may be
associated with your academic or professional development. Before sharing information and material in any
ePortfolio that is set up to be shared externally to your program at Capella, please consider privacy obligations in
relation to protected populations who may be included or referenced in your academic or clinical work. Refer to the
Family Educational Rights and Privacy Act (FERPA) and/or the Health Insurance Portability and Accountability Act
(HIPAA) if you have specific questions or concerns about your choices.

Marriage and family therapists work frequently with clients who bring up sex or sexuality, so we must understand and
be comfortable discussing all aspects of human sexuality. It may be helpful to prepare for these conversations by
exploring our own understanding of sexuality. For this discussion, reflect on and respond to these questions:

How and when—even at a basic level—did you learn about sex and sexuality?
From whom did you learn?
How was the subject presented?

What are some of the messages you received about sex and sexuality while growing up, and how were these
messages influenced by your family of origin?
What sources of information were available to you to learn about sex and sexuality while growing up?
How were the messages you received about sex and sexuality influenced by your gender, race, ethnicity,
religion or spiritual tradition (if you were raised with one), and other aspects of your family's culture?

Response Guidelines

Read the posts of your peers and respond to at least two, bearing in mind that this process may be uncomfortable
for everyone involved. In each response, comment on similarities and differences in your experiences and those of
your peers.

Course Resources

https://campustools.capella.edu/redirect.aspx?linkid=4303
http://campustools.capella.edu/redirect.aspx?linkid=1688
https://www2.ed.gov/policy/gen/guid/fpco/ferpa/index.html
https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html
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Introduction

As you are no doubt aware, there are several different languages spoken in the world of mental health. By most
accounts, the language of the DSM is the prevalent language spoken by practitioners of mental health. The
Diagnostic and Statistical Manual of Mental Disorders (DSM) was born of the logic and understanding of the
medical model, whereby people who are sick seek help from professionals with expertise on diagnosis,
assessment, intervention, and healing or curing sickness.

As marriage and family therapists, we are often employed in, or interface with, contexts that privilege the DSM and
other pathological ways of understanding clients and the therapeutic process. While it is important to understand and
speak this language to participate in such systems, we need not be constrained by the limiting assumptions of these
pathological discourses. In our face-to-face work with clients, we can participate in conversations and relationships
focused on client strengths and resourcefulness. With sexuality and gender-related issues, our choices regarding
diagnosis and assessment will inform our role with each client as well as our approach to the helping process.

In this unit, we will look at various issues and approaches related to assessment.

Learning Activities

Readings 

Use your Sexuality Now: Embracing Diversity text to read the following:

Chapter 11, "Sexual Orientation," pages 264–298.

Use your LGBTQ Clients in Therapy text to read the following:

Chapter 8, "Helping Families of Lesbian and Gay Couples," pages 153–176.
Chapter   10, "Working With Today's Lesbian and Gay Couples," pages 214–245.
Chapter  14 , "The Transgender Client," pages 321–358.

Internet Resources

Use the Internet to complete the following:

Briggle, A. (2016). Transgender kids are just kids after all [Video] | Transcript. Retrieved from
https://www.youtube.com/watch?v=t_gCASi58Ps

Graduate Discussion Participation Scoring Guide

https://www.youtube.com/watch?v=t_gCASi58Ps
https://media.capella.edu/CourseMedia/COUN5232element17725/transcript.asp
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Handouts

Read the following documents to guide the sexual history and assessment process for the assignment due in Unit 4: 

Sexual History and Assessment [PDF].
Taking a Sexual History.

In Unit 4, you will submit a transcription of your questions and responses from a sexual history interview you will
conduct with a partner, along with a self-reflection paper analyzing the interview. To prepare for this assignment,
complete the following:

View Introduction to Conducting Sexual History Interviews prior to watching the interview so you understand the
purpose and process of the case scenarios.
View the video Conducting Sexual History Interview - Neumann Session, in which Dr. Weston Edwards
conducts a session and gathers sexual history related to a client's presenting problem.
Read the Unit 4 assignment instructions and scoring guide carefully so you understand all requirements.
Browse the assignment resources:

Sexual History and Assessment [PDF] lists the questions you will need to ask in your interview.
You will use the Transcription Form [DOC] to transcribe your part of the interview.
The Foundational Clinical Skills document is a reference for the joining, questioning, and assessment
skills you are developing in preparation for your practicum work.

Spend some time this week finding a partner to interview from among your peers in the courseroom. It might
be someone whose posts you enjoy reading and responding to. You will work with this partner to practice
taking a sexual history as a skill-building exercise.
Decide when you and your partner will conduct the interview using Kaltura; try to complete this as soon as
possible so you have ample time to prepare your assignment.

Review the instructions in Using Kaltura [PDF] as needed.

For this discussion, refer to the Sexual History Interview assignment in Unit 4, including the assignment resources.
The Sexual History and Assessment document in Resources lists the questions you will need to ask in your interview.
You will be conducting this interview with one of your colleagues in this course in the next unit.

https://atlas.capella.edu/Course_Files/cf_sexual_history_assessment.pdf
https://atlas.capella.edu/Course_Files/cf_taking_a_sexual_history.html
http://media.capella.edu/CourseMedia/coun5232element17054/wrapper.asp
http://media.capella.edu/CourseMedia/coun5232element17050/wrapper.asp
https://atlas.capella.edu/Course_Files/cf_sexual_history_assessment.pdf
https://atlas.capella.edu/Course_Files/cf_transcription_form.doc
https://atlas.capella.edu/Course_Files/cf_foundational_clinical_skills.html
https://campustools.capella.edu/redirect.aspx?linkid=3461
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After completing the unit study activities, write a substantive discussion post that addresses the following points:

As you prepare for the sexual history interview, what thoughts and feelings have come up for you?
What are you most concerned about?
What are you most confident about?
What are you hoping to get from this activity?

As you review the questions for the sexual history interview, which topics seem easiest for you to ask about?
What makes these questions easier?

Which topics seem most challenging to ask?
What skills or habits will you use to help yourself ask some of the more challenging questions?

Response Guidelines

Read the posts of your peers and respond to any two. In both responses, comment on your peers' understanding of
how diversity issues have influenced their development in the area of sexuality, and any similarities or differences
you see with your own experiences. Note the strengths and vulnerabilities your peers identified in relationship to the
upcoming assignment. Ask open-ended, respectful questions to expand the dialogue beyond the initial posts.

Course Resources

Introduction

Mental health practitioners often feel underprepared to deal with sexual topics in the therapy room. Buehler (2016)
emphasizes the importance of clinicians being educated and current on topics related to sexuality and gender. This
is a particularly dynamic area that changes quickly, in terms of social acceptance, terminology, and scientific
developments. While therapists might appear to be particularly skilled and trained at talking about vulnerable
feelings, we are not that different from anyone else—we have a hard time being forthcoming about sex.

Perhaps this is not surprising. The systems principle of isomorphism suggests that what happens in one part of a
system often repeats elsewhere in the system. And certainly in the United States, therapists live in a culture where it
is not openly accepted to talk about sex in a serious, thoughtful way. The mass media teaches us to sensationalize it,
joke about it, avoid it, or be puritanical about it; imagine how helpful those stances are in therapy.

Graduate Discussion Participation Scoring Guide

Introduction to Conducting Sexual History Interviews | Transcript

Sexual History and Assessment [PDF]

http://media.capella.edu/CourseMedia/coun5232element17054/wrapper.asp


Assessing the sexual histories, activities, and needs of clients means asking intimate, personal questions. This
raises all kinds of feelings and fears. Do any of these sound familiar?

The fear that you will appear ignorant.
The fear that you will ask a question that brings up feelings in the client you cannot handle: shame, guilt, rage,
or even desire.
The fear that if you empathize too much with a client's response, you will be perceived as sexually interested in
the client or crossing some other boundary.
The fear that you might unintentionally disclose something about yourself through your questions or responses.
The fear that a question will offend your clients. Clinicians are often afraid of asking open-ended questions
about sexual partners and sexual orientation like "What gender or genders do you prefer as sexual partners?"
The fear that if sex comes up as a topic while working with a family, you would not know how to manage
boundaries appropriately. Who should be present for different discussions?
The fear that couples will disclose so much about their sex life that you will feel uncomfortable.
The fear of worst-case scenarios: the secret affair, the repressed sexual trauma, the client who develops
feelings for you.

These fears are a normal part of the process of developing the skills you need to handle sex, gender, and sexuality in
couple and family therapy. Your task is not to get rid of them but to become aware of them, to learn to self-manage
when they arise, and to recognize when they are trying to steer you away into safer topics, which may not be helpful
for the therapy process.

Our own upbringing, values, belief systems, and cultural norms all influence the self-of-the-therapist issues that come
into play in the therapy room, particularly when it comes to sex. The messages we got growing up—and that we
continue to receive—about sexuality are influenced by our genders, our racial and ethnic groups, our bodies and
body images, and any religious or spiritual beliefs we may have. The same holds true for our clients, so in learning
about how these dimensions of diversity affect us, we can become more informed about how our clients are affected
by their cultural contexts as well.

Gender

What are some of the messages girls and women get about sex, versus boys and men? Think back to your own
upbringing and consider the "shoulds" and "should nots" you learned. What were you told or what was modeled
about what it means to be a man or a woman ? Let us take a look at some common messages of gender in our
culture.

Men are encouraged overtly or covertly to be sexually active, even before marriage. They are sometimes told it is
normal for them to have a very high sex drive, and so they learn that a "real man" will always want sex with a woman,
and therefore any man will be interested in just about any willing female partner. Men may be taught that they must
pursue women and convince them to "give up" sex, and that they are judged on their ability to perform sexually—for
example, to sustain an erection long enough to perform intercourse. A man who is unwilling or unable to do these
things may have his manhood called into question.

Men may also receive more subtle messages that can be quite destructive, such as the notion that men "cannot
control" their sexual impulses; "Birth control is a woman's problem;" "When she says no, she means yes;" and that
men can't be raped. At best, these ideas can get in the way of a consensual, intimate relationship and at worst, they
can set men up to harm others or be harmed. Men may also experience pressure to be hard or tough, to hide their



emotions, to disconnect from their bodies, and to disavow behaviors, self-expression, and even friends who might
make others perceive them as effeminate or gay.

Women can be subject to the double standard that says that they should be sexually attractive at all times but if they
have sex, they are "slutty," especially if they like it too much, are too knowledgeable about it, or have too many
partners. Some cultural groups instead teach women to reject the pressure to sexually display themselves and
encourage women to be quiet, modest, or segregated from men in order to protect their virtue and avoid becoming
sexual objects.

Sometimes women are trained to be the gatekeepers of sex, and they may be taught not to be direct about their
sexual feelings. This can create problems when communicating with their intimate partners or even knowing their
own pleasures and desires. They may also be taught to wait for a male partner to make the first move—to be the
pursued rather than the pursuer. Combined with the way men are socialized to take the initiative, this dynamic can be
limiting for opposite-sex couples and deeply frustrating for same-sex couples. Issues over who initiates sex, who
sets the sexual pace and agenda, and so on cause problems that may be discussed in the therapist's office.

Another complication for women is that almost all live with some fear about pregnancy, sexual harassment, and
sexual assault. Many women who are otherwise quite confident describe feeling vulnerable when they are cat-called
on the street, approached by strangers, or on a date with a new person. Self-consciousness or defensiveness,
combined with anxieties about reputation, self-worth,  birth control and STIs/STDs , can make it difficult to enjoy
sexual activities freely.

Race or Ethnicity and Religion

How does your racial or ethnic identity influence your understanding of your sexual self? This may be an easier
question for people of color to answer than for their white peers who have enjoyed the privilege of considering their
ethnicity the "default" in North America. But people of all backgrounds receive cultural messages about what is and
is not acceptable sexuality; they just tend to fade into the background for white clinicians and seem normal
(McGoldrick, Giordano, & Garcia-Preto, 2005).

Minority clients often have culturally specific needs from therapy in general. How we handle sexual topics should also
be culturally informed by the experiences and norms of particular groups. We must always allow for, and be curious
about, differences.

All racial and ethnic minority clients live at the intersection of cultural messages about race and gender. Much of this
intersection is made up of stereotypes placed on minorities by dominant white culture, which portrays minority
people as dangerously hypersexual or completely asexual. The bodies of people of color are treated as iconic and
exotic in visual media from fine art to TV and print ads—consider how often African-Americans are represented in
junglelike settings or as caged animals, while Asian women are often shown as stereotypes like the geisha, the
dragon lady, or the Japanese schoolgirl. There is a long history in the United States of crude, offensive beliefs about
minorities' genitals, their sex drives, and their sexual practices. These beliefs may be dated, but they are not dead.

Another legacy attached to sexuality for people of color is the history of sexual exploitation by whites, from black
house slaves who were raped by their white owners to women around the world used as sexual servants by white
colonizers and residents of military outposts. Men of color have often experienced sexual humiliation as a way to
keep them in their place—consider the sexual nature of some of the tactics used at Abu Ghraib prison. For many
minorities, sex and violence are inextricably linked.



For people of color who want to explore their sexuality, all kinds of materials from sex education books and videos,
to erotica and pornography, tend to focus on white people, which gives the not-so-subtle message "This is not for
you."

Collectively oriented cultures, like many Latinx and Asian communities, may consider a person's sexual expression
to be connected to how he or she honors family traditions and the respect that is shown family and culture. The
family's reputation may be determined in part by how each member acts, making sexual behavior a decision that
does not just affect an individual but everyone in their family group. More traditional cultures may have sharply
different rules about behavior for men versus women. Religious groups may show similar patterns—a sense that
members' sexual behavior belongs not to them as individuals but to God, and in some cases, send very gender-
specific messages about sexual activity.

Some groups may have extremely strong prohibitions against same-sex sexual behavior. Others may prioritize
family and community affiliations over any such disagreements and show enormous resiliency and ability to agree to
disagree with gay, lesbian, and bisexual family members. There is a great diversity of beliefs and attitudes in many
religious groups in the United States, from complete acceptance to total prohibition, yet gay, lesbian, bisexual,
transgender, and questioning people come from every religious background.

Remember that even those adults who do not currently practice a religion may have been raised in a religious
household or have learned sexual information and attitudes from a religious caregiver such as a babysitter or
teacher. It is not uncommon for people to change their religious or spiritual affiliation, and religious messages about
sex and sexuality may be much slower to change than spiritual ideology, so asking about clients' history of religious
instruction and upbringing is helpful. Even within a faith community, attitudes and opinions can differ, so it is more
helpful to ask "What does your faith say about this? How much do you agree or disagree with that?" rather than
assuming that, for example, because someone is Catholic, he or she does not believe in using birth control.

For majority-culture clinicians, recognize that it may take time, sensitivity, and care to build a relationship with
marginalized clients that feels safe enough for them to talk comfortably to you about sex, gender, and sexuality. Many
marginalized people expect to be misunderstood or judged by majority-culture clinicians. Where might your own
beliefs, biases, and assumptions get in the way? What steps could you take to increase your sensitivity and
knowledge?

For minority-culture clinicians, remember that there are as many differences within members of a group as there are
between groups. Just because you share some aspects of a client's background, do not assume that you have the
same ideas, experiences, and values. Cultivating curiosity is just as important.

Disability and Body Image

Physical health and ability affect our views of ourselves and our partners, even for those who are not disabled.
Bodies featured in most educational materials, never mind erotica, are always young, conventionally beautiful, intact,
slim, toned, and fully functional—and white, as mentioned above. The emphasis on youth and perfection may make
us self-conscious about our bodies, focusing on the flaws we perceive instead of letting ourselves be mentally
present during sexual activity. Body shame may lead people to avoid certain sexual positions, sex with the lights on,
or even being naked with a partner.

Fear and anxiety about one's being  overweight can play a role in sexual response. Recent studies suggested that
over half of women between ages 18 and 25 would rather be run over by a truck than to be considerably overweight,
and two-thirds would choose to be mean or stupid rather than to be considerably overweight  . Other research



reported that 70 percent of normal-weight girls in high school feel fat and are on a diet. But research in this area
tends to assume that weight is the problem, rather than negative attitudes about weight. One study concluded that
overweight men and women have less satisfying sex lives than cancer patients or a lower-weight control group, but
the participants were all recruited from people enrolling in a weight-loss program, suggesting that they were
dissatisfied with their bodies already. Movements such as Size Acceptance or Fat Acceptance and Health at Every
Size suggest instead that better mental and physical health outcomes are achieved when people cultivate positive
relationships with their bodies as they currently are and focus on behaviors such as eating diverse, nutritious foods
and participating in regular, enjoyable movement (Bacon, 2010).

Illness, aging, or injury can also impact one's sense of sexual capability or desirability and create fear about future
sexual activity. Body changes that are out of our control are extremely anxiety inducing, and it is easy to worry about
what a current or future partner will think, how we will adapt if changes are permanent, and so on.

Those who are disabled from birth or from a young age may have lesser sexual information from their parents than
those who are able-bodied. The idea of a disabled person having sex is deeply taboo in our culture, and parents
may be so uncomfortable that they might avoid the topic. They may assume that their child will not have opportunities
to be sexual, or will not be able to be sexual, or will not live long enough to be sexually active. Often they subscribe to
some version of the myth that disabled people do not have sexual interests. Most disabled people have able-bodied
parents, and they may not even know what information their son or daughter will need to have a functional sex life
later on.

The focus on penile-vaginal intercourse as the "gold standard" of sexual activity is not only heterosexist but deeply
frustrating for people who live with pain, chronic illness, fatigue, mobility issues, and other physical complications.
Other sexual activities, like mutual masturbation, oral sex, or use of sex toys may be described as "not really sex" or
seen as shameful or taboo. But people with all kinds of disabilities can find ways to have functional sex lives by
expanding their range of activities, learning to enjoy different types of touch, using assistive devices for positioning
or intercourse, or making other adaptations.

Disabled people can be vulnerable to physical and sexual abuse from caregivers. They can also lack the privacy
needed to masturbate or have sex with a partner comfortably. Workers in rehabilitation facilities for the physically
disabled are rarely comfortable or educated about how rehabilitation activities could facilitate sexual activity and
expression. In the case of illness or disability that not only restricts a person's activities but requires caregiving from
their partner, physically intimate but nonsexual activities such as bathing or changing diapers or ostomies can
hamper sexual feelings. Both partners may get used to disassociating sexual feelings from the disabled partner's
body.

In Conclusion

As you have read this introduction, what conclusions can you draw about how your own experiences and identities
have affected your beliefs, values, and ideas about sexuality? Can you imagine times when these self-of-therapist
issues might affect your clinical judgment or treatment planning? Where do you need to grow and challenge yourself
to increase your clinical sensitivity? What personal challenges or unfinished business do you have in your sexual
history that must be worked on?
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Learning Activities

Readings 

Use your Sexuality Now: Embracing Diversity text to read the following:

Chapter 5, "Female Sexual Anatomy and Physiology," pages 104–131.
Chapter 6, "Male Sexual Anatomy and Physiology," pages 132–153.
Chapter 14, "Challenges to Sexual Functioning," pages 372–397

Use your  LGBTQ Clients in Therapy text to read the following:

Chapter 1, "Psychotherapy for LGBTQ People," pages 1–19.
Chapter 9 , "LBGTQ Sexuality," pages 177–213.

Use the Capella library to read the following:

Baggett, L. R., Eisen, E., Gonzalez-Rivas, S., Olson, L. A., Cameron, R. P., & Mona, L. R. (2017). Sex-positive
assessment and treatment among female trauma survivors. Journal of Clinical Psychology, 73(8), 965–974.
Marcovic, D. (2013). Multidimensional psychosexual therapy: A model of integration between sexology and
systemic therapy. Sexual and Relationship Therapy, 28(4), 311–323.

For the Unit 5 discussion, you will interview a gay, lesbian, bisexual, transgender, gender nonconforming, gender
fluid, or questioning person. This person can be a friend, family member, acquaintance, or someone you locate with
the help of your personal network. You may conduct the interview over the phone or in person. If you have difficulty
coming up with ways to find an interviewee, ask your instructor for ideas.

For this 10-question interview, you must ask the following five questions:

1. At what age did you first have an idea that you were a gay, lesbian, bisexual, transgender, gender nonconforming,
gender fluid, or questioning person ?

2. If your family knows, how have they responded to your coming out?
3. Have you ever had to hide your sexuality?

http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=ehh&AN=124150734&site=ehost-live&scope=site
http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=104157751&site=ehost-live&scope=site
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4. Have you experienced discrimination because of your sexuality?
5. What do you want people to understand about being a gay, lesbian, bisexual, transgender, gender nonconforming,

gender fluid, or questioning person?

You must also develop five questions of your own; you will post these in the Unit 5 discussion.

Take some time in this unit to prepare for this interview by setting up your interview and writing your five questions.

This unit's readings offer various presentations of the therapeutic context and perspectives in the area of
assessment. The DSM-5 has been traditionally used to assess sexual problems resulting from medical, emotional,
and even relational factors.

As a systemic therapist, what is your understanding about how the individual pathology approach of the DSM-
5 conceptualizes relational sexual problems?
Which aspects of the traditional (pathological)  approach might tend to marginalize or discount client
perspectives?
From a systemic perspective, what thoughts regarding assessment stand out for you as the most significant?

Response Guidelines

Read the posts of your peers and respond to any two. In each response, comment on what your peer identified as
the most significant learning in this unit.

Course Resources

Introduction

This week's unit considers sexuality across the lifespan. We will consider a model for healthy sexual development
and look at issues such as how families teach children about sex and sexuality, sexuality during adolescence, sexual
intimacy and issues in couples, and the effects of aging on sex.

Graduate Discussion Participation Scoring Guide



In general, what is important from birth to adulthood is recognition and acceptance of the fact that sexuality is
pleasurable, consistent socialization around what is appropriate and safe—public versus private behavior, safe
versus unsafe touch to or from others, ongoing education about factual material matched to one's developmental
level, building self-esteem, and a sense of ownership or responsibility for one's body (Berman & Wohlsifer, 2010).
Relationship skills, communication skills, safety from harm, and a grounding in values—first the values of one's family
and cultural context, then one's personally developed sense of sexual values and ethics—are also key.

A nurturing, informative environment is ideal for children. Problems arise when there is a lack of information about
sex; there are mixed messages, poor boundaries, and permissiveness; stigma attached to normal sexual behaviors;
inappropriate sexual overtones in the parent or child relationship; and of course sexual abuse of any kind.

When parents seek help from a therapist, their primary concern is often whether their child is "normal." It is important
for clinicians to know the basics of biological and physical development and how sexual responses and exploration
develop from infancy through childhood. Your textbook for this course, Sexuality Now: Embracing Diversity, is a
comprehensive human sexuality textbook that you can consult if you are unclear on the details of biology, child and
adolescent sexual growth, reproduction, or contraception. Although there is not a crystal-clear consensus among
professionals about what behaviors are normal developmental exploration and what might arouse concerns, there is
some agreement among professionals about behaviors that might be a cause for further investigation or
intervention, as well as for knowledge that, like adults, children can vary widely in their behaviors while still being
normal (Vosmer, Hackett, & Callanan, 2009). Often, a main task for therapists is managing parental anxiety about
infant, child, and adolescent sexuality, which may be passed from generation to generation (Berman & Wohlsifer,
2010).

Adolescents cope with the onset of puberty as they are taking normal developmental steps to create boundaries with
their parents while testing increased affiliation with their peers. Information about dating, sexual exploration, physical
development, and gender and sexual identity may come from peers rather than from adults unless parents make a
concerted effort to talk frankly and truthfully to their teens. Adolescents also face serious issues such as sexual
assault or date rape, eating disorders in response to social pressure, and bullying or sexual harassment at school.
Young women in impoverished urban areas often report being approached by much older men for sex or even being
recruited for underage prostitution. A problem-saturated view of teenage sexuality dominates in the United States,
with talk of teen pregnancy, sexually transmitted diseases, and alcohol or drug use associated with sex getting far
more attention than narratives about how youth can develop a sense of their own boundaries, preferences, and
desires (Bay-Cheng, 2003). It is helpful to think about adolescent sexuality in a systemic context, looking for ways to
motivate parents as allies. Research shows that teens benefit when they have one or more supportive family
relationships and a strong connection to their culture and community, which may be related to delaying first
intercourse (Berman & Wohlsifer, 2010).

As adults, we face a plethora of sexual opportunities and issues. The question of when and with whom to partner
versus ongoing exploration with different partners is often followed by concerns about the loss of passion in a
relationship when a couple does commit to one another. Infertility, pregnancy, and the addition of children to the
family all bring stresses and complications to the couple's sexual relationship (Berman & Wohlsifer, 2010). Health
problems, work stress, and substance abuse or addiction can also affect sexual intimacy and connection.

General couple conflict often gets expressed in the sexual arena; for example, a couple who has difficulty with the
security of their attachment bond may find themselves fighting over whether they have too much or not enough sex.
Although sex may be the presenting issue, it is important to consider that sex may be the symptom rather than the
problem, and to resist attempts to define one partner or the other as the one with the issue. Couples present with
issues such as differing attitudes about fantasies or masturbation, preference for different sexual activities, a desire
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to change the sexual routine or try new activities, problems with arousal or orgasm for one partner, conflict over
contraception, anxiety over one partner's past relationships or activities, and infidelity. Various couples therapy
approaches can be used to address a wide variety of complaints. Attention to dynamics such as power,
communication patterns, attachment style, attempts to solve the problem that actually maintain it, cultural and familial
messages about gender roles, and patterns of closeness or distance can all address the underlying processes that
come from the context of the couple relationship, rather than from a presumption of pathology or psychological
dysfunction.

As we age, our bodies' changes affect our sexuality and sexual expression. Physical changes, including
menopause, effects of medications, joint health, chronic health conditions, and the loss of hearing, sight, or other
senses can all affect sexual response and restrict sexual activities. The loss of a life partner and subsequent grieving
process may make sexual expressions seem irrelevant, but as Americans live longer, experimentation late in life is
becoming more common. Those who work with or care for older adults have found they may need to address topics
like masturbation, STDs, and sexual boundaries with their aging clients or relatives. Older couples who present for
therapy should be asked questions about sexual activity just as you would a younger couple, with attention to
questions about how their sexual relationship may have changed as part of the aging process and whether the
couple needs any information, support, or resources to help them lead a sexually satisfying life (Berman & Wohlsifer,
2010).
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Learning Activities

Readings

Use your Sexuality Now: Embracing Diversity text to read the following:

Chapter 7, "Love and Intimacy," pages 154–175.
Chapter 8, "Childhood and Adolescent Sexuality," pages 176–203.
Chapter 9, "Adult Sexual Relationships," pages 204–231.

Use your Kort LGBTQ Clients in Therapy text to read the following:

Chapter 3, "Growing Up Lesbian, Gay or Bisexual," pages 38–52. 
Chapter 5, "Trauma from Growing Up LGBTQ," pages 75–102.
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Use the Capella library to complete the following:

McGrath, M. (2016). No sex marriage – Masturbation, loneliness, cheating and shame [Video] | Transcript.
Retrieved from https://www.youtube.com/watch?v=LVgzOyHVcj4
Schnarch, D. (1997). Passionate marriage: Helping couples decode the language of their
sexuality. Psychotherapy Networker, 21(5), 42.

FMG Video

Watson, M. A. (Producer). (2006). Low sex drive and attitudes towards sex [Video]. Portraits in Human
Sexuality: Sexual Dysfunction and Therapy. Films on Demand.

This video was purchased through Films Media Group for use in this Capella course. Any distribution of
video content or associated links is prohibited.

In this video, a married couple talks about how work and parenting demands interfere with their sex
life.
Running time: 03:52.

Overview

For this assignment you will conduct a sexual history with a peer and write a reflection on a sexual history interview.
Deliverables for the assignment include a transcription of interviewer prompts and responses and reflection paper
completed as follows:

Instructions 

Part 1: Interview

For this part of the assignment, work with a partner to practice taking a sexual history as a skill-building exercise.
Transcribe your parts of the interview only, and annotate the transcription by listing foundational clinical skills
used and other possible ways of phrasing your questions or statements. Submit the transcription of your questions
and responses as the clinician, along with the self-reflection paper, following the guidelines provided.

For the interview, do the following:

Use the Sexual History and Assessment document linked in Resources as a guide. You should assume the
role of the therapist or interviewer for a minimum of 30 minutes and then switch roles with your partner. The
meeting should last approximately 90 minutes, with time before and after to introduce yourselves, work out who
will play which role first, and share any feedback or processing you want to after each interview is complete.
You will not be able to go through all of the interview questions during this time. Choose questions from
different parts of the Sexual History and Assessment document to see what it is like to ask questions about

https://www.youtube.com/watch?v=LVgzOyHVcj4
https://media.capella.edu/CourseMedia/COUN5232element17727/transcript.asp
http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F233312650%3Faccountid%3D27965
http://library.capella.edu/login?url=https://fod.infobase.com/PortalPlaylists.aspx?wID=107300&xtid=36014&loid=33288


different topics and different time periods. Your questions should include gathering diversity information about
the family of origin and exploring how these factors related to your partner's sexual learning and development.

You must ask at least one question about sexual identity and one question about gender identity as a
part of your interview.

Challenge yourself if you are uncomfortable with the questions in your clinician or client role. You will include a
discussion about your comfort level and the challenges of this interview in the reflections section of this
assignment.

An important part of this assignment is the development of your clinical skills used when discussing
personal issues such as sexual experiences.

Record the interview using Kaltura for the transcription and reflection portions of the assignment. After
transcribing your questions and responses as the interviewer, destroy or delete the recording to
protect confidentiality.

Do not transcribe the interviewee's responses.

While conducting the interview, refer to the Foundational Clinical Skills document linked in Resources as a
reference for the joining, questioning, and assessment skills you are developing in preparation for your
practicum work.

Note: When you are being interviewed, it is up to you to decide how much to share with your interview partner. If you
are asked a question you do not want to answer, you may decline to respond or withhold some details as
appropriate. You decide which questions to answer.

Part 2: Transcription

Each interviewer should record their part of the interview and use the Transcription Form linked in Resources to
transcribe therapist (interviewer) questions and responses only. Do not transcribe your partner's answers. You will
submit the completed transcription worksheet along with your self-reflection paper. Your transcription should include
the following:

Recorded questions, responses, or statements from the interviewer (yourself) in the left column of the form.
The foundational clinical skills demonstrated in the middle column of the form. Identify foundational clinical skills
you used in joining with your partner, formulating questions, and assessing as needed. Also, identify
foundational clinical skills you could have applied to improve the question or your response. Then rewrite the
question or response to incorporate those skills.

Example:
The interviewer says, "You said your father gave you the talk. Did your parents teach you the proper
names for the sexual parts of the body?"
Foundational clinical skills used: Paraphrasing, using client's language, curiosity.

Foundational clinical skills that could have been added: Open-ended question, relational question,
reframing to context.

The right column with revised or additional responses. Record what you could have said in this column, such
as "You said your father gave you the talk. How did your parents decide who would do it? How much
information did you get about names for body parts? How was the talk influenced by your family's religious
identity?"



The process of transcription is to allow you to reflect and think about your statements and the responses from a
process level. Did you gather the information you thought you would from the questions? Did your client appear
comfortable and willing to answer the questions? If not, what do you think you could have done differently? If you did
create an environment of comfort and safety, how did you do this? Questions and statements can always be
delivered differently; thinking about alternative ways of asking expands your awareness of the process.

Part 3: Self-of-the-Therapist Reflection of the Interview Process

This may have been the first time you have discussed issues of sexuality and gender with anyone and it might have
been a challenging as well as an interesting experience. It is critical as therapists that we process the impact of our
clinical interactions and be curious about the meanings and feelings that we become aware of. Ignoring these could
interfere with our effectiveness as clinicians. Watch the recording of your interview and observe your facial
expressions, tone of voice, and pace throughout the interview—as the clinician and as the client. What do you
notice? Think about how you approached the assignment and perhaps talked with others about the questions you
were to ask and be asked. What was that like? How did you feel after the session? What stood out to you from the
interview? With this in mind, write a minimum four-page reflection and be sure to include the following points:

Consider how this assignment has impacted you personally and how your personal beliefs and values
impacted the assignment, as the interviewer and as the interviewee. What was most comfortable for you?
What was least comfortable? What surprised you? What insights did you have as a result of participation?
In what areas do you generally experience discomfort or bias related to sexuality and gender issues? How do
you typically respond to sexual values and practices outside your comfort zone when they arise in your family,
your friendships, popular culture, or other settings? How do your personal beliefs, values, and attitudes
influence your approach to topics of sex and gender? "I have no biases" is not a sufficient response for this
section.
Create a plan for addressing your areas of discomfort or bias and improve responses to therapy interactions
that trigger such biases.

Additional Requirements

Written communication: Written communication is free of errors that detract from the overall message.
APA formatting: Resources and citations are formatted according to current APA style and formatting.
Length of paper: Use the Transcription Form for Part 2 of your assignment. Your reflection for Part 3 should
be a minimum of 4 typed, double-spaced content pages (plus title and reference pages).
Number of resources: Use a minimum of 3 scholarly resources. Textbooks are not considered scholarly
references in this context.
Font and font size: Times New Roman, 12 point.

Note: Your instructor may also use the Writing Feedback Tool to provide feedback on your writing. In the tool, click
the linked resources for helpful writing information.

Course Resources

Transcription Form [DOC]

Sexual History and Assessment [PDF]
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List some of the qualities you think are needed for healthy sexuality. Healthy can be a subjective term. What are
some qualities you think most people might think of when they consider healthy sexuality?

Choose a life stage from this unit—childhood, adolescence, adulthood, or aging—and write a short, hypothetical
case study that shows a couple or family presenting with a sexual concern relevant to one of these life stages.
Consider dimensions of diversity such as gender, race or ethnicity, culture, religion, sexual orientation, and disability
when developing your case. Discuss how the qualities you mentioned may vary from one of these dimensions to
another.

In your discussion, identify life-stage development tasks that might be relevant to the presenting problem in your
case study. Use relevant literature to identify other needs the clients might have, and discuss how you would work
with the clients in therapy.

Response Guidelines

Read the posts of your peers and respond to any two. In each response, comment on the definition of healthy
sexuality. What other suggestions would you add to the list? In responding to the case study, comment on how your
peer's suggestions for treatment support healthy sexual development or expression in the context of lifespan
development, diversity, and family-systems approaches.

Course Resources

Foundational Clinical Skills

APA Style and Format

Writing Feedback Tool

Taking a Sexual History

Capella University Library

Counseling: Masters Research Guide

Graduate Discussion Participation Scoring Guide

http://campustools.capella.edu/redirect.aspx?linkid=1540
https://campustools.capella.edu/redirect.aspx?linkid=2037
http://campustools.capella.edu/redirect.aspx?linkid=1651
https://capellauniversity.libguides.com/mscounseling


Unit 5   Sexual Orientation and the Family

Introduction

Everyone has a sexual orientation; the term is used to describe a person's pattern of emotional, physical, and
romantic attraction to men, women, both, or neither (American Psychological Association, 2008). There is a wide
range of labels that people may use to describe their sexual orientation, many of which may already be familiar:
straight, heterosexual, gay, lesbian, bisexual, homosexual. The term homosexual has fallen into disfavor among
many gays and lesbians  because of  its clinical overtones and focus on sexual activity that excludes the emotional
dimensions of sexual orientation. Other terms may be new to you, such as queer, pansexual, biromantic,
demisexual, and asexual. Clients may have still other terms they use to describe themselves that are derived from
minority group membership or personal meanings. It is important to keep in mind that gender identity and sexual
preference are not the same thing. Gender is the way someone presents as male, female, or gender fluid. Sexual
preference is how someone chooses to express themselves sexually (gay, straight, bi, pan, and so on), and it is not
necessarily related to being transgender.

Although straight, gay,  lesbian, bisexual, and questioning people experience attractions, fantasies, and romantic
feelings even when celibate or not in a relationship, sexual orientation may be, in part, a social term. The APA
(2008) points out that "sexual orientation is closely tied to the intimate personal relationships that meet deeply felt
needs for love, attachment, and intimacy;" relationships include "nonsexual physical affection between partners,
shared goals and values, mutual support, and ongoing commitment" (p. 1). Thus, sexual orientation has a systemic
quality to it, since, by definition, it incorporates our relationships to others.

Results from research suggest that, rather than being discrete categories or boxes, sexual orientation is best
described as a continuum: a range with exclusive attraction to the same sex on one end, exclusive attraction to a
different sex on the other end, and degrees of attraction to both through the middle. In 1948, the classic sex
researcher Alfred Kinsey proposed the Kinsey Scale. If you review this scale, you will see there is ample room for
the possibility of being slightly or moderately attracted to one sex while more or mostly attracted to the other sex (The
Kinsey Institute, n.d.).

Revisions to this model have been suggested, most notably the Klein Sexual Orientation Grid (KSOG), introduced by
Dr. Fritz Klein. This is a multidimensional model that asks about sexual attraction, behavior, and fantasies; emotional
and social preferences; lifestyle or community preference; and self-identification (Klein, 1993). The grid also asks
the respondent how these dimensions would have been characterized up to 12 months ago, are currently
characterized (within the past year), and how they would be characterized ideally. The grid model allows for greater
complexity and the possibility that for many people with some degree of attraction to both sexes, activities and
relationships may shift over time. You may review the American Institute of Bisexuality's (2019) Web page, The Klein
Sexual Orientation Grid, for more information.

Critics of the various sexual identity models point out that relying on same-versus-other-sex categories assumes that
there are only two sexes, which many transgender people contest. Those who have relationships with transgender
people also point out that these models fail to describe them. Consider a woman who is attracted to other women
and to transgender men, but not to transgender women: people who were assigned male at birth; the label bisexual
and descriptions of her attraction to the other or other sex may not fit for her.



Being lesbian, gay, bisexual, or questioning—also called sexual minorities—has implications across the lifespan
(Ashton, 2010). Sexual-minority youth are typically faced with the challenge of being reared by heterosexual parents,
and therefore growing up cross-culturally, in families who may or may not understand and support their needs.
Because most people in the United States assume a person is straight unless told otherwise,  LGB or questioning
people often try to conceal their identities, particularly if their current home life is unsupportive or unsafe,  and must
later identify themselves or "come out." Youth who come out to their families may be met with some degree of
tolerance, acceptance, or support, but there is an increased risk for them of family violence, emotional abuse, and in
some cases, homelessness. Youth often encounter verbal harassment, slurs, bullying, and physical intimidation or
abuse at school, which may come from peers and sometimes from teachers and other adults (APA, 2008). Yet
positive acceptance from adults is directly correlated with the well-being of LGB or questioning youth. Parents of
sexual-minority children benefit from information and support, whether from therapy or from peer-led groups, as they
process information about their child's sexual orientation.

Sexual-minority adults experience all the typical challenges their heterosexual counterparts experience in terms of
finding intimate partners, negotiating healthy emotional and sexual relationships, forming couples, choosing whether
to become parents, and rearing children. However, their experiences are always complicated by heterosexism—the
assumption that heterosexuality is the default, which leads to ignoring or marginalizing same-sex relationships—and
homophobia: negative attitudes, behaviors, and stereotypes directed at LGB or questioning people, ranging from
passive dislike to active oppression (Ashton, 2010). Couples may have differences around how open to be about
their relationships, how much to involve their families of origin, and how to negotiate gender roles in a same-sex
relationship. Lesbian and gay parents often face prejudice and discrimination, including negative beliefs about their
abilities to parent healthy children, conclusions that are not substantiated by research into the lives of same-sex
parents and their children. These challenges will be explored in more detail in your reading.

LGB or questioning people come from all racial, ethnic, and religious backgrounds. Being a double or triple minority
based on race, ethnicity, or religion, sexual orientation, and perhaps gender is a complex experience that requires
navigating multiple allegiances (Ashton, 2010). There may be a sense that being lesbian, gay, or bisexual is a
betrayal of one's family and cultural group, particularly if that group has strong negative attitudes about sexual
minorities. On the other hand, LGB or questioning communities are often dominated by white, middle-to-upper-class,
majority-culture people who may be insensitive to the needs of people of color, even overtly racist, classist, or
antireligion. People of color who are also sexual minorities may feel pressure to choose between their identities,
while feeling as if they have no home base where they can just be themselves.

Research shows that LGB or questioning people typically share a strong need for a sense of connectedness to
others like them and positive role models who can give their lives a sense of normalcy and options. Those who
present in therapy may also need referrals to resources for LGB or questioning-affirmative health care, support or
recreation groups, connection to affirmative spiritual or religious groups, and resources to help with legal or civil
protections for couples and families. The chance to explore the gifts and strengths that come with being gay, lesbian,
or bisexual may also benefit sexual minorities.
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Learning Activities

Readings

Use your LGBT Clients in Therapy text to read the following:

Chapter 11, "The New Mixed Marriage or Relationship: One LGBTQ Spouse and One Straight," pages 246–
271. 
Chapter 15, "The Bisexual Client," pages 359–374.
Chapter 16, " Sexual Fluidity," pages 375–394.  

Use the Capella library to read the following:

Domingues, D. G., Bobele, M., Coppock, J., & Peña, E. (2015). LGBTQ relationally based positive
psychology: An inclusive and systemic framework. Psychological Services, 12(2), 177–185.
Long, J. K., Bonomo, J., Andrews, B. V., & Brown, J. M. (2006). Systemic therapeutic approaches with sexual
minorities and their families. Journal of GLBT Family Studies, 2(3/4). 7–37.
Rootes, K. M. H. (2013). Wanted fathers: Understanding gay father families through contextual family
therapy. Journal of GLBT Family Studies, 9(1), 43–64.
Sasnett, S. (2015). Are the kids all right? A qualitative study of adults with gay and lesbian parents. Journal of
Contemporary Ethnography, 44(2), 196–222.

Multimedia

Complete the interactive media piece Sexual History Interview.

FMG Video 

Use the Capella library to complete the following:

Two Cats Productions. (Producer). (2011). Love...I knew I was in love [Video]. Out in America. Films on
Demand.

This video was purchased through Films Media Group for use in this Capella course. Any distribution of
video content or associated links is prohibited.

Running time: 05:24.

http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=pdh&AN=2015-12840-001&site=ehost-live&scope=site
http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=qth&AN=24133054&site=ehost-live&scope=site
http://ezproxy.library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=qth&AN=84423035&site=ehost-live&scope=site
https://journals-sagepub-com.library.capella.edu/doi/full/10.1177/0891241614540212
http://media.capella.edu/CourseMedia/coun5232element17256/wrapper.asp
http://library.capella.edu/login?url=https://fod.infobase.com/PortalPlaylists.aspx?wID=107300&xtid=54412&loid=252104
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Unit 6   Gender Identity and the Family

For this discussion, interview a gay, lesbian, bisexual, transgender, gender nonconforming, gender fluid, or
questioning person, as described in Unit 3. The interviewee may be a friend, family member, acquaintance, or
someone you find through your personal network. If you do not know someone in this population, check with friends
and/or family members. There is a likelihood that someone you know has a friend, relative, or acquaintance who fits
into this category. You can do the interview over the phone or in person. You must ask 10 questions: five you develop
on your own, and the following:

1. At what age did you first have an idea that you were (gay, lesbian, bisexual, transgender, gender nonconforming,
gender fluid, or questioning) ?

2. If your family knows, how have they responded to your coming out?
3. Have you ever had hide your sexuality or gender identity?
4. H ave you experienced discrimination because of your sexuality or gender identity?
5. What one thing would you want people to understand about being gay, lesbian, bisexual, transgender, gender

nonconforming, gender fluid, or questioning?

After you conduct the interview, complete the following for this discussion:

List the five questions you devised.
Discuss the process of doing the interview:

What was it like for you?
What did you learn about yourself by doing it?
What were the three most significant things you learned from your interviewee?

Discuss how this interview will influence your development as a family therapist.
Make sure to use material from course readings and other peer-reviewed sources to add to your discussion.

Response Guidelines

Respond to at least two of your peers' initial posts. In your responses, note the similarities and differences in the
questions you prepared and your responses to the interview process.

Course Resources

Graduate Discussion Participation Scoring Guide

Capella University Library

http://campustools.capella.edu/redirect.aspx?linkid=1651


Introduction

Everyone has a sex and a gender.

Sex means the physical body and how it is characterized as male or female, or as not fitting either category—a
condition that may be referred to as intersexed. 

Gender means the role that we perceive ourselves or others perceive us to be occupying—a boy or man, a girl or
woman, or neither category, which may be called transgender. Your gender may be a complex interaction of your
physical sex, gender identity, and gender expression.

Gender identity is a term used to describe a person's internal sense of their gender—inside, I feel like a woman,
man, or I don't really feel strongly one way or another. Gender identity can match with, or differ from, a person's
physical sex.

Gender expression is used to describe how a person embraces their gender on the outside—people see me as a
man, woman, or not really either . Many people express gender in a way that counters cultural norms, even if their
gender identity is consistent with their physical sex. A woman may have the gender identity of a woman but might
express herself in a more masculine way than what has been traditionally expected for women, for instance.

Transgender is an umbrella term that can encompass many different types of people whose gender identity does not
match their physical sex—my body looks male, but I feel like a woman on the inside. This umbrella can include those
who want to live as a gender other than what they were assigned at birth, the gender they believe they truly are,
sometimes with the help of medical interventions, such as hormone therapy and reassignment surgery. It may also
include  nonbinary, third gender, bigender, pangender, gender fluid, gender nonconforming, gender variant, or
genderqueer people—who feel like the categories of male and female are too limiting and who see themselves as
somewhere in between; intersexed people, whose bodies, from birth, may not fit clearly into the male or female
categories; and cross-dressers—people who wear the clothing of a different gender. It is important to realize that not
all transgender people want medical interventions: some want a complete surgical transition, some only want some
procedures to support their outward gender expression, and others avoid Western medicine for personal, cultural, or
financial reasons.

Some transgender people use terms such as transgender woman or a contraction like transman to describe
themselves. Others use the terms male-to-female or MtF and female-to-male or FtM to describe the relationship
between the gender they were assigned at birth versus the gender they now live. When in doubt about which term to
use to describe someone, it is always best to ask them which one they prefer.

It is important to understand that membership in this group is sometimes hotly contested. Some heterosexual cross-
dressing men, for example, do not feel like they have anything in common with transsexuals, and vice versa. Often
the only membership test for the category of transgender is "Is this a term you would use to describe yourself?"
(Office of Bisexual, Gay, Lesbian, and Transgender Concerns, 2003; Transcend Transgender Support and
Education Society, 2001).

The term cisgender has been accepted as a counterpart to transgender, as cis is a Latin prefix meaning on the
same side, while trans means on the other side. Use of this term avoids using terms such as normal male or
biological woman to contrast with transgender man or transwoman, which can be seen as negative toward
transgender people, implying they are abnormal or unnatural.



Some transgender people prefer the term "assigned male at birth," or "assigned female at birth " over biological
male or biological female.

Another point of etiquette is to use the name and pronoun consistent with a person's gender presentation. It is
important to refer to a transgender woman as she and her (or they) and to use the name she has chosen for herself,
rather than to insist on using her birth name . Many transgender or nonbinary people prefer to be referred to as "they."
 When in doubt, politely ask people which words they prefer you to use (Transgender Law Center, 2005).

Gender identity and sexual orientation are different. Gender identity describes how a person understands their own
gender. Sexual orientation, as defined in the previous unit, describes the patterns of sexual, emotional, and romantic
attraction that a person experiences. While the dominant cultural expectation has been that physical sex determines
gender identity, and gender identity determines sexual identity—for example, women are attracted to men—we can
see from the experiences of lesbian, gay, and bisexual people that the latter is not always true. The APA (2006)
states that sexual identity is relatively stable, even if a transgender person changes their gender expression, for
example, by dressing as a different gender or undergoing gender-reassignment surgery and/or taking hormones. A
person attracted to women is likely to remain attracted to women even if born a male, who might at some point
identify as heterosexual or straight, and eventually transition to living as female, who might then identify as lesbian.
Many folks may simply identify as queer and choose not to have a binary (gay or straight) sexual identity. 

Ashton (2010) points out that sexual minorities, including gender-variant people, may share "the experience of
transcending the limiting dominant social construction of sexuality and gender identity" and that both groups have
been "marginalized in the discussion of families" (p. 116). However, she also notes that these groups are different in
important ways as well.

Gender-variant children may express very early feelings of gender difference, and transgender adults often
remember having fantasies of growing up to be the other gender. Families are often very troubled by children who
refuse to conform to gender norms, particularly boys who insist on playing dress-up, playing with dolls, and spending
time with mostly female peers (Lev, 2004). Many families worry their son or daughter is going to grow up to be gay or
lesbian because they are unaware of the distinctions among gender identity, gender expression, and sexual
orientation. Far more boys than girls are brought for therapy about gender-related issues (the ratio is about 6:1)
although there is no evidence that there is a sex ratio difference in terms of transgender adults.

As adolescents and adults, transgender people often go through a coming-out process that parallels the process for
lesbian, gay, and bisexual people. Initial awareness of their gender identity creates the need to hide or try to pass,
until the transgender person is ready to begin coming out to others. Transgender youth face similar risks to LGB
youth, if families and outside communities are not resilient and affirming: rejection, violence, and perhaps
homelessness, as well as bullying and violence at school (Ashton, 2010; Lev, 2004).

Adults who come out as transgender after establishing significant intimate relationships often need help managing
the effects of this change on their partners, families, and children. While some relationships accommodate a gender
change relatively easily, others are very disrupted, and family members may threaten or cut off contact with the
transgender family member. Intimate partners may have to consider whether their self-concepts and sexual identities
can encompass a relationship with a partner of a different gender. Marginalization, discrimination, and oppression—
sometimes referred to as cissexism and transphobia—are often faced by transgender people and their loved ones.

Marriage and family therapists are in an excellent position to help transgender people navigate medical transitions
and the social and relational impacts of gender variance (Coolhart, Provancher, Hager, & Wang, 2008). MFTs can
assess systemic relationships and resources, assess clients' well-being and general competence, explore external
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versus internal pressures and preferences, and create plans for coordination of care. MFTs can consult with
psychiatrists to provide formal cognitive or psychiatric assessments if they are needed. Well-trained systemic
practitioners have the systemic skills to bring together medical, psychological, community, and familial resources in
a continuum of care. And they can provide therapy for couples and families with gender-variant members who may
have similar presenting issues to other couples and families along with the gender-specific issues that they bring to
therapy.
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Learning Activities

Readings

Use your Sexuality Now: Embracing Diversity text to read the following:

Chapter 4, "Gender Development, Gender Roles, and Gender Identity," pages 76–103.

Use the Capella library to read the following:

Gibson, B. E., Mistry, B., Smith, B., Yoshida, K. K., Abbott, D., Lindsay, S., & Hamdani, Y. (2014). Becoming
men: Gender, disability, and transitioning to adulthood. Health: An Interdisciplinary Journal for the Social
Study of Health, Illness and Medicine, 18(1), 95–114.
Pyne, J. (2014). Gender independent kids: A paradigm shift in approaches to gender non-conforming
children. The Canadian Journal of Human Sexuality, 23(1), 1–8.

https://journals-sagepub-com.library.capella.edu/doi/full/10.1177/1363459313476967
http://search.proquest.com.library.capella.edu/docview/1518935422?accountid=27965
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Wren, B. (2014). Thinking postmodern and practising in the enlightenment: Managing uncertainty in the
treatment of children and adolescents. Feminism & Psychology, 24(2), 271–291.

Use the Internet to complete the following:

Beckham, A. (2013). Coming out of your closet [Video] | Transcript. Retrieved from
https://www.youtube.com/watch?v=kSR4xuU07sc
Singh, A. (2015). Trans liberation is for everybody [Video] | Transcript. Retrieved from
https://www.youtube.com/watch?v=-onhIoDRMdM

Discuss your own gender-identity development:

Do you remember when you first realized there was a difference between boys and girls?
What do you remember learning as a child about expectations: behavioral and societal rules for girls versus
boys?
Do you remember having difficulty accepting or fitting into the expectations for your gender role?
What happened in your family if you broke the rules or expectations about gender, or stretched the boundaries
of gendered expectations?
From your childhood memories, who do you think of when you consider how you learned about being a boy or
a girl: what it meant to demonstrate gender-normative behaviors?
Did race or ethnicity, religion, sexual orientation, body image, disability, and so on, affect your sense of your
gender?
As an adult, have your self-expressions or expectations in terms of gender changed, compared to your
formative years?

Response Guidelines

Read the posts of your peers and respond to any two. In each response, note the similarities and differences
between your peer's gender development and your own. Ask respectful, open-ended questions to expand the
dialogue. Note any of your peer's responses that pushed your own thinking about gender in new directions.

Course Resources

Graduate Discussion Participation Scoring Guide

https://journals-sagepub-com.library.capella.edu/doi/full/10.1177/0959353514526223
https://www.youtube.com/watch?v=kSR4xuU07sc
https://media.capella.edu/CourseMedia/COUN5232element17726/transcript.asp
https://www.youtube.com/watch?v=-onhIoDRMdM
https://media.capella.edu/CourseMedia/COUN5232element17722/transcript.asp


Introduction

There is no unified model or theory of therapy that is used universally with sexuality and gender-related issues. At
one time or another, most major models of therapy have been applied to work with clients who are presented with
sexual and gender issues. Thus, there are some important considerations when choosing a therapeutic model or
approach.

According to Maione (2011), models of therapy are helpful guides in that they provide working assumptions about
the therapeutic context. Too often in our field, therapeutic models are imbued with much more power and influence
than they possess. It is a mistake to think about a model of therapy as you would in a unit of medication applied to a
rash. Maione (2011) says:

This misunderstanding (another by-product of the still imposing medical model) is widespread among
trainees of MFT. Instead of deciphering which model will work best based on some rudimentary
hypothesizing, see the potential in each case to be conceptualized from a number of therapeutic
perspectives, none more correct than others (p. 21)

As such, please refrain from statements like, ''I think structural family therapy would work for this family
because there are problems with the hierarchy,'' or ''Solution focused therapy would be effective because
this client is very positive.'' Models of therapy prescribe ways of asking  questions, making statements
and formulating ideas. They do not ''work'' in the traditional medical model sense but rather, they reflect a
way to think about people, their problems, potential  solutions, and our role as helpers. Likewise, models
do not determine ''good'' outcomes, nor are they responsible for ''quality'' therapeutic relationships. That
job belongs to you and relies on your  ability to connect with your clients on a number of meaningful
levels. (Maione, 2011, p. 22)

Rather than identifying your clinical work in terms of a specific model, try thinking in terms of underlying assumptions.
Such assumptions say more about your work with clients than the name of the model does. For example, such
underlying assumptions include:

How do you see your role as a therapist? Are you an educator, coach, consultant, or something else?
How do you view clients? Are they pathological and filled with deficits or competent and filled with resources
and strengths?
How do you view the role of assessment and intervention? What is the target of intervention? How do you know
when therapy is over?

Again, you can learn much more about your own, and others', approaches to therapy by asking these questions
rather than by simply stating the name of a model.

Reference

Maione, P. V. (2011). Help me help you: Suggested guidelines for case presentation. Contemporary Family
Therapy, 33(1), 17–24.

Learning Activities
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Readings

Use your Sexuality Now: Embracing Diversity text to read the following:

Chapter 10, "Sexual Expression," pages 232–263.

Use your LGBTQ Clients in Therapy text to read the following:

Chapter 2, "What is Gay Affirmative Therapy?" pages 20–37.
Chapter 12, "Gay Affirmative Therapy Principles in Clinical Practice: Establishing a Differential Diagnosis,"
pages 272–291.
Chapter 13, "Working with Today's LGBTQ Teen," pages 292–320. 

Use the Capella library to read the following:

Belous, C. K. (2015). Couple therapy with lesbian partners using an affirmative-contextual
approach. American Journal of Family Therapy, 43(3), 269–281.
Carr, D., Murphy, L. F., Batson, H. D., & Springer, K. W. (2013). Bigger is not always better: The effect of
obesity on sexual satisfaction and behavior of adult men in the United States. Men and Masculinities, 16(4),
452–477.
Fawcett, D., & Crane, D. R. (2013). The influence of profession and therapy type on the treatment of sexual
dysfunctions. Journal of Sex and Marital Therapy, 39(5), 453–465.
Marci, R., Graziano, A., Piva, I., Lo Monte, G., Soave, I., Giugliano, E., ... Patella, A. (2012). Procreative sex in
infertile couples: The decay of pleasure? Health and Quality of Life Outcomes, 10(1), 1–7.

Multimedia

Complete the interactive media piece Counseling Session With a Couple.

Take some time this week to review the assignment instructions and scoring guide for your Unit 9 assignment
thoroughly. You are required to write a total of 10–13 pages, so be sure to budget enough time to work on this
assignment.

Once you have read the assignment instructions, use Case Studies[PDF] to choose the case study you wish to use
for the assignment. Then choose a clinical theory from the list below to use as the therapist working with the case:

Bowen Family Systems.
Structural Family Therapy.
MRI Brief Therapy.

http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=102703362&site=ehost-live&scope=site
https://journals-sagepub-com.library.capella.edu/doi/full/10.1177/1097184X13502651
http://ezproxy.library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=aph&AN=88070974&site=ehost-live&scope=site
http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F1268709218%3Faccountid%3D27965
http://media.capella.edu/CourseMedia/coun5232element17257/wrapper.asp
https://atlas.capella.edu/Course_Files/cf_case_studies.pdf
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Milan Systemic Therapy.
Solution-Focused Brief Therapy.
Narrative Therapy.
Emotionally Focused Therapy.
Contextual Family Therapy.
Feminist Family Therapy.

You will refer to your chosen clinical theory in a discussion in this unit.

In this unit's preparation for your Unit 9 assignment, you were asked to choose a case study and clinical theory.
Integrate your views of your own therapeutic role in your responses to the following. Are you an educator, coach,
consultant, or something else?

Search professional family therapy journals such as Journal of Marriage and Family Therapy, Family
Process, Contemporary Family Therapy, and Journal of Systemic Therapies for an article that applies a
systemic family therapy model to a case with a sexuality- or gender-related presenting problem. Do not use
one of the articles assigned as a reading for any of the course units.
Summarize the case study. Be sure to include your reflections about the model application. Which aspects of
the model application resonated with you? Which aspects did not resonate with you? What other model do you
think could have been used? Why?
How do you view clients? Are they pathological and flawed, or competent, strong, and resourceful?
How do you view the role of assessment and intervention? What is the target of intervention? How do you know
when therapy is over?

Please be sure to cite the literature to support your discussion of your chosen theory.

Response Guidelines

Review the posts of your peers and respond to any two. In each response, be mindful that the topics in the case
studies may cause some discomfort. Please be respectful in your comments.

Course Resources

Graduate Discussion Participation Scoring Guide

Capella University Library

http://campustools.capella.edu/redirect.aspx?linkid=1651
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Introduction

Although reading, discussing, and thinking about therapy is wholly different from conducting therapy, much can be
learned from these activities. When you read about the application of specific ideas to actual cases, it is easy to
assume that what therapists report doing in therapy always works. That is certainly not the case, and you should
keep in mind that therapists do not  necessarily  discuss their failures. It is also important to keep in mind that too
much focus on outcome and problem-solving may impede the building of therapeutic relationships necessary to help
clients transform themselves. If we are doing our jobs correctly as therapists, we should constantly strive to activate
healing properties that all clients possess. We should be experts at bringing out our clients' expertise.

As we have stressed throughout the course, there are many different systemic understandings of the therapeutic
endeavor. The same is true for the process more traditionally known as treatment planning. Often, the treatment
planning process is greatly informed by the context in which you practice. You should be aware that treatment
planning procedures are linked with political issues such as funding or program outcomes and are always conducted
for the benefit of the client.

In this unit, we will explore how several systemic therapists have approached sexuality-related issues within the
family system. Although you should never assume that two cases are identical, many interventions can be adapted to
similar situations. You should always consider your clients' unique culture and belief systems before implementing
any therapeutic plan.

Learning Activities

Readings 

Use the Capella library to read the following:

Cravens, J. D., & Whiting, J. B. (2014). Clinical implications of Internet infidelity: Where Facebook fits
in. American Journal of Family Therapy, 42(4), 325–339.
Johnson, S., & Zuccarini, D. (2010). Integrating sex and attachment in emotionally focused couple
therapy. Journal of Marital & Family Therapy, 36(4), 431–445.
Kolmes, K., & Witherspoon, R. G. (2017). Therapy with a consensually nonmonogamous couple. Journal of
Clinical Psychology, 73(8), 954–964.
Reibstein, J. (2013). Commentary: A different lens for working with affairs: Using social constructionist and
attachment theory. Journal of Family Therapy, 35(4), 368–380.
Rosenbaum, T. Y., De Paauw, E., Aloni, R., & Heruti, R. J. (2013). The ultra-orthodox Jewish couple in Israel: An
interdisciplinary sex therapy case study. Journal of Sex and Marital Therapy, 39(5), 428–435.

http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=96764429&site=ehost-live&scope=site
http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F761141487%3Faccountid%3D27965
http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=ehh&AN=124150727&site=ehost-live&scope=site
http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=sih&AN=90632865&site=ehost-live&scope=site
http://ezproxy.library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=aph&AN=88070972&site=ehost-live&scope=site
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In this unit, you read about several different approaches to the treatment process with sexuality- and gender-related
issues. Adapt and apply an approach of your choice to the following case study. Be sure to focus on the treatment
planning phase of the process and how that would be conceptualized and implemented from your chosen approach.

Julia (formerly John) and her wife, Allison, have been married 11 years. They were high school
sweethearts  and best friends who married right after college. They own a successful business. They have
a nice home, two children, and what friends and family considered the perfect marriage. During most of
their marriage, John and Allison had a great sex life, seemingly very satisfying for both partners, but for
the past six months, they have been having sex less and less. Allison had convinced herself that it was all
her fault, that she had put too much energy into her children and her work, and she had "let herself go." At
that time John assured her that was not the case. But three months ago, John came out as a transgender
female and now wants to be called Julia. She says she is still in love with Allison and is still sexually
attracted to her. However, Allison says she is not a lesbian. Julia is frustrated and hurt. Allison is
confused and scared. The couple has always been committed and devoted to each other and to their
family; however, their relationship has become strained. Julia thinks Allison should be accepting of her
transition, and Allison thinks Julia should be more understanding of her perspective.

Feel free to add details as needed to convey your case conceptualization. Be sure to list which perspective you are
taking and address the following questions:

How would the presenting issue be conceptualized from this perspective?
What would be the target of intervention?
What would the goals of therapy be from this perspective?
What would be your role as therapist in this case working from this perspective?

Response Guidelines

Read the posts of your peers and respond to any two. In each response, note ways that the conceptualization
aligned with the theoretical model chosen.

Course Resources

Introduction

Graduate Discussion Participation Scoring Guide



This unit will address various topics under the umbrella of sexuality.

Ethical Issues

What do you do if you are attracted to a client or your client is attracted to you? When do you refer out a client
because of sexual attraction in therapy? What if a client discloses something that upsets or alarms you or that
triggers personal issues from your past? When should you refer a client out because of your inexperience with their
sexual activities, sexual orientation, or gender identity? What if a client asks you a personal question?

Questions such as these may arise for therapists working with issues of sex, gender, and sexuality. Ethical practice
is always a primary consideration for marriage and family therapists, and when dealing with a sensitive subject like
sexuality, it is important to consider the relevant ethical and legal codes, client welfare, our fitness to practice, and
our own well-being.

All professional mental health associations, including AAMFT, ACA, NASW, and APA, expressly forbid sex with
clients while therapy is ongoing, and for at least a period of time after the clinical relationship has ended. Seto
(1995) notes that some U.S. states have passed laws making it possible to press criminal charges against
therapists who have sex with clients, and that in most states, civil penalties including the loss of a license to practice
and civil (monetary) damages were possible.

But feeling sexual attraction is not the same as crossing a sexual boundary. Referring a client to another therapist—a
client  who has invested considerable time, energy, and money in their therapy work with you simply because one or
both of you feel sexual attraction—may be detrimental to the client's overall welfare. Clinicians should use
supervision and consultation to guide their decision making, and consider whether a client's sexual feelings might be
useful to the therapy process, rather than an excuse to terminate the therapeutic relationship.

Managing self-of-therapist issues is critical when working with sexual topics. Personal beliefs, values, biases, and
triggers must be acknowledged and addressed in supervision and in personal therapy if needed. Scope of
competence—whether you are prepared to provide quality services to a client—should always be a consideration,
but a referral is not always the answer, particularly if your area lacks a therapist who specializes in a particular
population, or the client wants to continue working with you. Again, supervision, consultation, and self-education, are
key.

Self-disclosure, particularly about sexual orientation, is an issue that may arise for therapists. Research studies 

suggest that various schools of therapy place different values and meaning on self-disclosure, ranging from those
that completely discourage it to those that see it as a valuable part of therapy. Gay, lesbian, and bisexual clients often
seek out therapists who are also sexual minorities or are straight allies and place a high value on knowing a
therapist's sexual orientation (Zur, 2010). This may increase clients' trust in the therapist and set the stage for the
therapeutic alliance, a key part of positive therapy outcomes. Zur (2010) argues that "self-disclosure is often a
necessity for therapists who want or choose to work with this population" (section 4).

Finally, a note on conversion therapy, reparative therapy, or reorientation therapy, which attempts to change a gay,
lesbian, or bisexual (or other expressions that have been noted)  person's sexual orientation: AAMFT adopted a
statement in March 2009 that reads, in part, "The association does not consider homosexuality a disorder that
requires treatment, and as such, we see no basis for such therapy. AAMFT expects its members to practice based
on the best research and clinical evidence available" (AAMFT, n.d.). Shidlo and Schroeder (2002) found that
participants in conversion therapy reported significant harm to their self-esteem, family of origin relationships, social
and intimate relationships, and their spiritual life, as well as increased depression and suicidality.



Nontraditional or Nonmonogamous Relationships

While the primary model for intimate relationships in the United States is monogamy (sexual fidelity or exclusivity to
one partner), some clients may prefer relationships with open, fluid, or nontraditional boundaries. These
relationships may range from sex with multiple partners in the absence of a formal commitment to sexual fidelity with
multiple partners in a kind of closed system similar to a committed or married couple.

Polyamory refers to relationships in which people have "more than one romantic relationship with consent and
support expressed for this choice by each of the people concerned" (Weitzman, Davidson, & Philips, 2009, p. 7). A
committed couple who agrees to have sex with other partners without forming a romantic or emotional bond might
describe themselves as having an open relationship. However, these terms can overlap, so it is helpful to clarify
them with clients who use them.

Those in nonmonogamous relationships often need to negotiate specifically which behaviors and boundaries—for
example, always practice safe sex, never have bring other partners in our home, only with another partner together—
are agreed upon. Some people may want veto power over a partner's other activities, while others may not. Clients
may define some partners as primary (a strong, deep commitment) and others as secondary (transient or casual,
more of a dating partner or "friend with benefits" than a life partner). Some clients may have partners of only one sex,
while others may have partners of more than one sex. Therapists may need to help clients in nontraditional
relationships clarify their needs, expectations, and feelings, and to manage the relationship fallout if a boundary is
crossed (Weitzman, Davidson, & Philips, 2009). Breaking an agreement in a polyamorous or open relationship can
damage trust just as much as an affair in a monogamous couple.

BDSM or Kinky Sexuality

The BDSM acronym actually covers three pairs of activities: bondage or discipline, domination or submission, and
sadism or masochism. Another umbrella term used in the BDSM community is power exchange. In surveying the
literature, Kolmes, Stock, and Moser (2006) concluded that it is likely that more than half of Americans have some
degree of sexual fantasies that involve BDSM activities "whether or not those fantasies are ever acted upon" (p.
302). Kinky may refer to unusual tastes in sexual behavior for an individual.  When we consider that the spectrum of
kinky activities could include things like holding one another down, using blindfolds, scratching or biting, and light
spanking, this conclusion seems comparatively conservative.

Kolmes, Stock, and Moser (2006) also note that the DSM definition of sadism and masochism as paraphilias—
particularly when sadism is often described in the literature as inflicting pain on nonconsenting victims—may lead to
or reinforce clinician biases that assume those who practice BDSM are dysfunctional, pathological, have abuse
histories, and other negative stereotypes. This contrasts with many clients' experiences of BDSM as mutually
enjoyable, consensual, personally fulfilling, and a positive part of their lives. The authors note that clinicians who
operate from a biased position about BDSM may overdiagnose clients, refuse to see them in therapy unless they
quit their BDSM activities, spend therapy time making the client educate them about BDSM, or react in ways
detrimental to the therapeutic relationship.

Pornography and Sexually Compulsive Behavior

Pornography is a topic that can come with significant emotional baggage for therapists and clients. The dramatic
increase in access to pornography via the Internet has made porn available in every home, on every computer, to
users of all ages, genders, and cultural backgrounds.



Porn creates strong emotional responses in many people: anger, disgust, shame, excitement, and curiosity among
others. There is no clear clinical consensus on whether porn is inherently helpful or harmful. Supporters of the use of
pornography may describe it as a tool for self-exploration, a means of demystifying sex and reducing shame, a way
to share fantasies as a couple, and a venue for women and sexual and gender minorities to level the playing field
with men, seeking out or even creating images that appeal to them rather than only having access to the dominant
heterosexual male narrative about sexuality. Opponents may argue that it distorts sexual attitudes and desires,
interferes with emotional intimacy, degrades its subject—usually women—promotes unattainable standards of
beauty and uncomfortable or unsafe sexual acts, and emphasizes sexual performance over emotional connection—
quantity over quality. Strong differences of opinion about pornography in a couple may lead to conflict and even a
sense of betrayal comparable to an affair. Frequent, secretive use of pornography by one partner can decrease
closeness in a couple (Berman & Wohlsifer, 2010).

Sexual addiction is also a hotly contested term. While some clients do exhibit clearly compulsive sexual behavior,
risking physical injury, social consequences, and loss of self-esteem in pursuit of sexual adventures, addiction may
also be used to pathologize or shame sexual desire and expression. When clients say, "I am a sex addict," it is
important to clarify what the label means to them and whose label it is. They may mean "Someone disapproved of
my behavior and labeled me" or "I fear I'm not normal and have labeled myself." Accusations of sexual addiction in a
couple may be an attempt to mask a power struggle over sexual frequency or emotional closeness or be part of the
fallout from a sexual affair.

Sexual Trauma and Abuse

The literature suggests that between 10 and 25 percent of girls and 5 to 10 percent of boys may be affected by child
sexual abuse (Berman & Wohlsifer, 2010). Children are most at risk between ages 6 and 12 for girls and ages 7 and
10 for boys. Although there are certainly female perpetrators, the overwhelming majority of perpetrators are male.
Children are often abused by a family member, which impacts the entire family system, whether or not the abuse is
disclosed.

One in three adult women reports being the victim of a sexual violation at some time in her life, including rape,
attempted rape, sexual abuse, or sexual harassment. One in six women experiences an attempted or completed
rape. There is very poor data for men; current research suggests around 3 percent have experienced attempted or
completed rape, but reporting rates for male victims are notoriously low. While 80 percent of reported victims in the
United States are white, more racial or ethnic minorities are victimized relative to their population. Minorities may be
less likely to report, implying that actual assaults are even more skewed (Rape, Abuse, and Incest National Network,
n.d., "Who are the Victims?"). Approximately 67 percent of assaults are committed by someone known to the victim;
38 percent of rapists are a friend or acquaintance (Rape, Abuse, and Incest National Network, n. d., "The
Offenders").

Sexual abuse survivors may be stereotyped as emotionally damaged or crippled, compounding the burden of the
abuse itself. However, some adults with abuse histories do avoid sexual intimacy or struggle with sexual arousal,
orgasm, or other aspects of sexual functioning (Berman & Wohlsifer, 2010). Some may find that particular sexual
acts trigger memories of abuse and avoid them unless they find relief through therapy or other means. Research
suggests that men who were abused by male perpetrators may experience a period of questioning their own sexual
orientation, despite the lack of evidence that sexual abuse can make someone gay, lesbian, or bisexual.

Rape survivors face similar stigma and a recovery path that may involve sexual avoidance or a period of sexual
promiscuity. They may feel extremely unsafe and anxious and limit their activities. While some have intense trauma,



others have more mild symptoms (Rape, Abuse, and Incest National Network, n.d., "Effects of Sexual Assault").
Forty-five percent of survivors readjust within several months to one year. Fifty-five percent experience lasting
disruptions, including persisting issues with self-image, intimate relationships, and work relationships. Other studies
suggest that roughly 40 percent experience ongoing emotional distress, with 10 percent experiencing severely
disabling psychological injury. Research suggests that differences in severity of symptoms are related to age, SES,
prior history of sexual assault, whether the rape was reported, and whether the victim confided the assault to
someone (Cohen & Roth, 1987).

Family or couple therapy may be used as part of the recovery process from a sexual assault. Rape survivors'
partners and parents often report feelings of helplessness, anger, frustration, and homicidal fantasies toward the
rapist. Family members may blame or reject the victim. A history of rape or abuse may make a parent particularly
anxious about their own children's safety, particularly of daughters, and can create an intergenerational legacy of
shame and silence around sex, or difficulty supporting a child who is victimized (Berman & Wohlsifer, 2010).
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u09s1 - Studies

u09a1 - Clinical Evaluation and Case Conceptualization

Learning Activities

Readings

Use your LGBTQ Clients in Therapy text to read the following: 

Chapter 4, "Covert Cultural Sexual Abuse,"  pages 53–74. 

Use the Capella library to read the following:

Bloom, Z. D., Gutierrez, D., Lambie, G. W., & Ali, S. (2016). Counselors' comfort with sexuality, attitudes
towards pornography, and propensity to assess and treat client issues related to pornography use. Journal of
Mental Health Counseling, 38(4), 327–345.
 Friedman, C., Arnold, C. K., Owen, A. L., & Sandman, L. (2014). "Remember our voices are our tools:" Sexual
self-advocacy as defined by people with intellectual and developmental disabilities. Sexuality and Disability,
32(4), 515–532.
Kattari, S. (2015). 'Getting it': Identity and sexual communication for sexual and gender minorities with physical
disabilities. Sexuality and Culture, 19(4), 882–899.
Klesse, C. (2014). Polyamory: Intimate practice, identity or sexual orientation? Sexualities, 17(1/2), 81–99.
Walker, A. (2014). "I'm not a lesbian; I'm just a freak": A pilot study of the experiences of women in assumed-
monogamous other-sex unions seeking secret same-sex encounters online, their negotiation of sexual desire,
and meaning-making of sexual identity. Sexuality and Culture, 18(4), 911–935.

Use the Internet to complete the following:

Sheypuk, D. (2015). Every body: Glamour, dateability, sexuality & disability [Video] | Transcript. Retrieved
from https://www.youtube.com/watch?v=7PwvGfs6Pok

In Unit 7 you chose a case study and clinical theory that you would use as the therapist working with the case you
selected for this assignment. Write a 10–13 page paper that includes the following two parts:

Part 1: Clinical Evaluation

In this 4–5 page section of your paper, complete the following:

Discuss which clinical theory you have chosen for your case study, including how you made your choice of one
of the following:

http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F1838458952%3Faccountid%3D27965
http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F1626787151%3Faccountid%3D27965
http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F1720398007%3Faccountid%3D27965
https://journals-sagepub-com.library.capella.edu/doi/full/10.1177/1363460713511096
http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F1621089598%3Faccountid%3D27965
https://www.youtube.com/watch?v=7PwvGfs6Pok
https://media.capella.edu/CourseMedia/COUN5232element17723/transcript.asp


Bowen Family Systems.
Structural Family Therapy.
MRI Brief Therapy.
Milan Systemic Therapy.
Solution-Focused Brief Therapy.
Narrative Therapy.
Emotionally Focused Therapy.
Contextual Family Therapy.
Feminist Family Therapy.

Address the following points using your chosen theory as a lens:
How would assess the clients in the case study?
Who would you meet with, and in what sequence?
What assessment methods, formal or informal, would you use to gather information?
Which areas would you consider most important to investigate?
What are the clinical issues that this case presents?
How would your chosen clinical approach describe these issues?
How would this clinical issue have been viewed in the past?
If the contemporary perspective is different, what has influenced the change?
What diversity issues are relevant to this case?
What aspects of diversity would you need to know more about to understand the context of these clients?
What ethical, legal, or crisis issues in this case would you need to attend to?
What issues raised by this case would require you to research the clinical literature to expand your
knowledge or seek supervision to cope with areas of discomfort or bias?
What kind of supervision would you need to stay within your scope of competent practice?

Evaluate the need for referral to community resources. What options for these resources exist in your
community? Be specific.

Part 2: Case Conceptualization

Based on your choice of theory and case study from Part 1 of this assignment, consider these questions:

What would the clinical goals be with these clients?
How would the goals be formulated in accordance with your clinical approach?

To answer these questions, address the following in 6–8 pages:

Using your chosen family systems theory, develop a basic, systemically based treatment plan for use with
these clients.

One option is to choose at least one short-term, medium-term, and long-term goal targeted at the whole
system or chosen subsystems depending on the case, then identify specific interventions from your
chosen theory to achieve each goal. However, your treatment plan should be driven by your choice of
theory. Remember, interventions are therapist actions that encourage, invite, or support change.
You may find that the nature of the case suggests interventions that do not fit with your chosen theory,
such as psychoeducation about birth control options if using Bowen family therapy. You may include
these in your treatment plan as long as you articulate a clinically sound rationale, grounded in
professional literature, for doing so.



u09d1 - Group Meetings

Discuss how the application of your treatment accounts for the diversity issues relevant to this case. How might
your chosen theory or interventions need to be adapted to be culturally sensitive?
Discuss how your own identities—gender, race or ethnicity, age, religion, disability, relationship status, and so
on—inform your work with these clients. Consider ways in which you might be similar to or different from one or
more members.

Additional Requirements

Written communication: Written communication is free of errors that detract from the overall message.
APA formatting: Resources and citations are formatted according to current APA style and formatting.
Number of resources: Use a minimum of 4 scholarly resources, including citations for the founders of the
identified theory. Textbooks are not considered scholarly references in this context.
Length of paper: Write 10–13 typed, double-spaced pages of content plus title and reference pages.
Font and font size: Use Times New Roman, 12-point font.

Note: Your instructor may also use the Writing Feedback Tool to provide feedback on your writing. In the tool, click
the linked resources for helpful writing information.

Portfolio Prompt: You may choose to save this learning activity to your ePortfolio.

Course Resources

Imagine that in your private practice, you have chosen to start a twice-monthly therapy group for couples with one of
the following themes:

Polyamorous relationships.
BDSM.
Pornography.
Sexual trauma.

APA Style and Format

Case Studies [PDF]

ePortfolio

Counseling: Masters Research Guide

Writing Feedback Tool

http://campustools.capella.edu/redirect.aspx?linkid=1540
https://campustools.capella.edu/redirect.aspx?linkid=1688
https://capellauniversity.libguides.com/mscounseling
https://campustools.capella.edu/redirect.aspx?linkid=2037


Unit 10   Reflections on Theory and Practice

Disability and sex.
Families or loved ones of LGBTQ.

Describe how you would organize the group. Would you have an open membership or limit the membership further,
such as same-sex relationships only or a more specific presenting issue? Would the group meet for a limited time or
be open-ended? How would you find members for the group and how would you promote it? What guidelines would
you establish for group participation?

Discuss topics the group might cover in your meetings, using references from our course readings and from your
own research to support your ideas. Consider what the specific clinical needs of your target population might be.

Where might your self-of-the-therapist issues come up while working with this group? What issues would you need to
manage and what resources would you use to help you? What are the ethical considerations you would need to
manage in running this group?

Response Guidelines

Read the posts of your peers and respond to any two; at least one of your responses should be to a peer who chose
a group theme other than yours. In each response, comment on the plan for a group, asking questions to expand the
dialogue. Note any self-of-therapist responses or reactions you have to the group proposal: Would you find
coleading this group a challenge? What ethical issues would you have to consider if you were a group coleader?

Course Resources

Introduction

As we have seen throughout the course, there are many subtopics to sexuality and gender issues as they relate to
psychotherapy. It may be overwhelming to think we must have knowledge and experience in all of these various
subtopics to be effective therapists for clients with sexuality and gender issues. That is certainly not the case. As we
have seen, positive therapeutic experiences are the outgrowth of strong therapeutic alliances, a healthy sense of
curiosity, and a willingness to join and explore our clients' belief systems.

In completing this course, you have undoubtedly stretched yourself in many ways. Your efforts will go a long way
toward your competency in assisting clients with sexuality and gender-related issues. Take this opportunity to reflect
on your experiences in the course. In the discussion for this unit, consider where your journey has taken you and
where you are headed with respect to sexuality and gender in psychotherapy.

Graduate Discussion Participation Scoring Guide
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Learning Activities

Readings

Use the Capella library to read the following:

Addison, S., & Coolhart, S. M. (2015). Expanding the therapy paradigm with queer couples: A relational
intersectional lens. Family Process, 54(3), 435–453.
Aponte, H. J., & Kissil, K. (2014). "If I can grapple with this I can truly be of use in the therapy room:" Using the
therapist's own emotional struggles to facilitate effective therapy. Journal of Marital and Family
Therapy, 40(2), 152–164.
Goren, E. R., (2017). A call for more talk and less abuse in the consulting room: One psychoanalyst-sex
therapist’s perspective. Psychoanalytic Psychology, 34(2), 215–220.

Reflect on various understandings and practices in the area of sexuality and gender, as well as your own attitudes
and comfort level with this subject matter:

Note what you found most interesting.
Describe anything you learned about yourself that surprised you.
Summarize the concepts, practices, and issues that are resonating most with you at this point in your
professional development.
If a particular topic or area is of special interest, explain specifically what causes you to want to investigate
further.
Also, share how you plan for continued growth in this area.

Response Guidelines

Read the posts of your peers and respond to at least two of them. Compare each peer's reflections to your own,
noting areas in which your thoughts are similar and those areas in which they differ. Offer suggestions about how
your peer might continue to develop and implement their ideas about sexuality and gender beyond the course.

Course Resources

Graduate Discussion Participation Scoring Guide

http://ezproxy.library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=ccm&AN=109840018&site=ehost-live&scope=site
http://library.capella.edu/login?qurl=https%3A%2F%2Fsearch.proquest.com%2Fdocview%2F1551133283%3Faccountid%3D27965
http://library.capella.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=pdh&AN=2017-15890-013&site=ehost-live&scope=site



