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Uncivil Discourse: 
The Trauma of Anti-LGBT Rhetoric  

Imagine you are 13 years old. Assigned male at birth, you have always known 
you are a girl. You haven’t told anyone else for fear of what would happen. 

At a family dinner, your grandfather starts talking about a news story: “they want to 
let men go into the women’s rooms. Damn perverts”. An aunt you really like agrees. 
Dinner tastes like dust. You escape from the table as soon as you can. The next day, 
you go grocery shopping with your mom. There, at the checkout counter, is a tabloid 
magazine with before and after pictures of Caitlin Jenner; the headline reads, “Once 
a man, always a man”. Later that day, while checking your Twitter feed, you see 
an entire thread about an Attorney General thanking an anti-LGBTQ group for their 
“moral stance”. On another thread, a State Senator compares LGBTQ activists with 
Nazis. Your headache gets worse; you just want to sleep and not wake up.  

Lesbian, gay, bisexual, transgender, queer (LGBTQ) people experience increased 
levels of rejection, harassment and abuse at the hands of their families, communities, 
schools, behavioral health and health care providers. These traumatic experiences 
contribute to higher rates of suicide, substance abuse, homelessness, depression, and 
anxiety across the lifespan, especially for transgender and gender non-conforming 
individuals. This article will explore the ways in which anti-LGBTQ political discourse 
creates trauma-like symptoms in LGBTQ children, youth, and adults.

According to the National Center for Transgender Equality the 2016 National 
Transgender Discrimination Survey showed that “26% of Trans people lost a job due 
to bias, 50% were harassed on the job, 20% were evicted or denied housing, and 78% 
of Trans students were harassed or assaulted. And the transphobia that drives the 
discrimination is exacerbated when the Trans person is a person of color and also 
faces compounding racism. Trans people of color face higher rates of discrimination.” 

As the Executive Director of an organization in Connecticut committed to 
improving the quality of lives of LGBTQ children and youth, I have noticed a dramatic 
uptick in the number of calls for support, especially from Transgender youth and 
adults, this year.  Nationally, hotlines and crises centers serving LGBTQ people have 
reported a similar increase in cases (Ravitz, 2016).  Marking a significant deviation 
in past trends, five adolescents died by suicide in Connecticut this past year alone 
(Office of the Child Advocate, 2017). Of the nine adolescents who attempted suicide 
this past year in Connecticut, at least three have been LGBTQ; this is a striking number 
as 33% of youth suicides were committed by LGBTQ folks despite only making up 
5-9% of the total population in the state. These numbers have led me to wonder, 
what is going on here? What is the impact of current changes to LGBTQ policies and 
their portrayal in the media?

In 1992, Colorado voters passed an amendment to their constitution called 
Amendment 2 which prohibited legal recourse for lesbian, gay, and bisexual people 
who experienced discrimination on the basis of their sexual orientation.  The law was 
ultimately found to be unconstitutional in 1996.  In 2000, the first study designed 
to assess the impact of the intense political discourse on LGBTQ people was 
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Perspectives on Citizenship and Homelessness 
A Q&A with Michael Rowe 

Submitted by Robin McHaelen, MSW

conducted. The findings showed statistically significant 
reports of depression, anxiety, and post-traumatic stress, 
with much of the harm resulting from the nature of the 
rhetoric underlying the various anti-LGBTQ campaigns.  
Most often, the rhetoric became widely polarized, with 
each side providing harshly negative messages and 
appeals to simplified moral constructs.  LGBTQ people 
were objectified and stereotyped, grossly inaccurate 
information about LGB(TQ) people was disseminated, 
often without the opportunity for rebuttal (Russell, Bohan, 
McCarroll & Smith, 2010). 

Unfortunately, there are many similarities between 
the political climate then and now. At the Federal level, 
existing protections for transgender youth and adults have 
been rolled back and new legislation to explicitly exclude 
gender identity and expression from civil rights protections 
has been introduced.  Across the country, according to 
the National Conference of State Legislatures, in 2017, 
16 states have considered legislation that would restrict 
bathroom access for transgender people, six states have 
considered legislation that would preempt municipal and 
county-level anti-discrimination laws (North Carolina is the 
only state to pass it so far) and 14 states have considered 
legislation that would limit transgender students’ rights at 
school (Jenkins, 2016). 

Several risk and protective factors have been 
identified in the face of continued harsh rhetoric (Russell, 
Bohan, McCarroll & Smith, 2010). Risk factors include: 
encountering homo/transphobia, especially in unexpected 
circumstances (e.g., in line at the grocery store or at 
dinner with extended family); constant or pervasive sense 
of danger; failure of family members to provide support; 
and the internalization of negative messages. Protective 
factors include viewing the situation as one part of a longer 
civil rights struggle; challenging the validity of internalized 
negative messages; using active coping strategies; being 
aware of supportive heterosexual and cisgender people; 
and being connected to the LGBTQ community.  

Luckily, clinicians can make a significant difference in 
mitigating these risk factors and their potential traumatic 
impact. First, recognizing that a pervasive unkind debate 

in the larger society impacts marginalized people much 
more significantly than others. Second, think about the 
following: 
•	 What are people seeing or reading about critical ele-

ments of their identity in the news, on-line, or in social 
media that could be having a cumulative negative im-
pact on their self-esteem or self-concept? 

•	 What national dialogues are taking place at the dinner 
table or in the grocery line that might feel like an unex-
pected assault?  
Ask questions: “I have been noticing a lot of rhetoric in 

the news lately about transgender subjects.  I often have 
feelings when I hear this. I wonder what it is like for you?” 
Listen for the tone and texture of their internal dialogue. 
Sometimes individuals may not even be fully aware of 
the impact of these terrible messages. Help your clients 
challenge internalized negative messages. Help them 
identity positive coping strategies. Help your clients find 
a community and identify people and places where they 
can grow a stronger sense of belonging. There are multiple 
resources online and in the community. 

Lastly, be an ally outside of the therapy session.  If you 
overhear something, say something and not just at work. 
You never know who is listening, who might be helped, or 
hurt, by what you say or don’t say. Ask about your agency’s 
policies regarding legal vs chosen names.  Always use your 
client’s choice of pronoun and name and ensure that other 
members of your staff do the same.  Advocate for a gender 
neutral bathroom in your building. Update your intake 
forms to include appropriately phrased questions about 
sexual orientation and gender identity and expression. Do 
your forms differentiate between sex and gender? Do they 
include different kinds of families and relationships? Do 
they allow for non-heterosexual or non-cisgender identity? 
Ask for additional training; bring LGBTQ topics up at staff 
meetings.  All of these actions make a difference; each can 
reduce the trauma that simply being ‘othered’ can create. 
Be a part of the solution. To find out more about how you 
can help or download a current LGBTQ resource guide, visit 
the True Colors website at www.ourtruecolors.org. 

Michael Rowe, PhD, is co-director of the Yale Program for Recovery and 
Community Health and Principal Investigator of the Connecticut Mental Health 

Center Citizenship Project. Dr. Rowe is also a Professor of Psychiatry at Yale University.  
His research and related consultation and teaching has centered for the past fifteen 
years on citizenship as an applied theoretical framework for the social inclusion and 
participating membership in society of people with mental illnesses. Related to this 
work is Dr. Rowe’s past and continuing writing and research on homelessness and 
mental health outreach and peer-informed interventions for people with mental 
illness and criminal histories. Dr. Rowe also writes and has conducted research in the 
areas of narrative medicine, patient-doctor relationships, high-technology medicine, 
and medical errors. Citizenship is a person-centered approach to services which helps 
to address the deep-seeded traumas experienced by many individuals experiencing 
homelessness through a sense of purpose and belonging to the larger community. 
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Why do Women Stay in  
Abusive Relationships?

Your work is a unique blend of converging fields. Can 
you describe how you became interested in the area of 
citizenship as you operationalize the concepts?

My colleagues and I define citizenship as a person’s 
strong connection to the 5 Rs of rights, responsibilities, 
roles, resources and relationships that society offers its 
members, and a sense of belonging that is validated by 
others. I became interested in citizenship when I was 
running the homeless outreach team for the Connecticut 
Mental Health Center from 1994-2000. We were able 
to do wonderful things for and with people who were 
homeless with mental illnesses—connect them to 
mental health, substance use, and primary care services, 
help them gain access to income through employment 
or disability ‘entitlement’ programs (SSI or SSD), help 
them find housing, and more. Yet we could not provide 
for them a sense of belonging in their apartments and 
neighborhoods where many felt isolated and out of place, 
and while we could provide them with membership in the 
local system of mental health care, we could not provide 
them with membership in mainstream society. Citizenship 
was the framework for that. 

Can you explain some interventions that address social 
inclusion and participating membership in society for 
people with mental illness?

We’ve developed and put into practice quite a few 
interventions. A few are: (a) the Citizens Project, that 
incorporates the 5 Rs in classes, valued role projects, 
student (not “client-“) led group discussions on “what’s 
up?” in students’ lives, and peer mentor support; (b) a 
leadership project that trained people who were homeless 
with behavioral health difficulties to sit on the boards 
and action groups of agencies that serve people who are 
homeless; (c) an individual “instrument”/questionnaire 
that measures people’s citizenship status at different 
points; (d) a citizenship tool that helps clinicians and case 
managers support their clients’ “citizenship work” through 
guiding them (staff and clients) through questions that 
address the 5 Rs and belonging); (e) financial health and 
empowerment training and support; and (f) individual and 
group community-connecting projects. I’m happy to talk 
with anyone who’s interested about these projects, and to 
connect them to colleagues who focus on these different 
areas of citizenship work.  

What is your perspective on the status of homelessness 
and mental health issues in New Haven and CT right 
now?

New Haven and Connecticut have come a long way toward 
reducing and ending homelessness. For example, in 1993 
in New Haven, most targeted services for people who 
were homeless, with and without mental illnesses, were 
provided by Columbus House. Columbus House is still the 
leading social service and housing provider in New Haven 
for people who are homeless, but today all community 
services networks and the Connecticut Mental Health 
Center provide care, services, and/or supports for these 

folks. Please note that I’m not saying people who were 
homeless never received services in New Haven back in the 
early 90s, but that there were limited “targeted” services 
for people who were homeless, versus those that might be 
provided because individuals qualified for mental health or 
substance use care, for example, because of those issues. 

The Department of Mental Health and Addiction Services 
has been a champion of people who are homeless for 
more than two decades now. The Melville Charitable Trust, 
which funded our first citizenship project, the Corporation 
for Supportive Housing, and The Connecticut Coalition to 
End Homelessness have also been leading proponents of 
and funders aimed at ending homelessness in Connecticut. 
All this said, funding for mental health care and supports 
and for housing, in addition to state budget challenges, 
leave much to be done if we are to end homelessness in 
Connecticut. 

You have taken your work to the UK and France. Can 
you give some perspectives on what your work was like 
there?
Citizenship work is under way or in planning stages in 
Quebec/Canada, Scotland, France, New Zealand, Brazil, 
China, (Hong Kong) and Spain. Work in these countries 
includes replication of the citizenship measure, citizenship 
projects, “What’s up?” groups, citizenship-informed 
peer mentoring, and support for “citizenship acts” of 
clinicians and case managers. Citizenship is beginning to 
catch on internationally, and one of the interesting and 
challenging aspects of this international “translation” of 
citizenship is the need for flexibility and experimentation 
on the commonalities and differences of citizenship across 
countries. We’ve been at this work for twenty years, but 
we’re still early on with much of it. There is a lot of work 
and study left to do.

Submitted by Cheryl Kenn, LCSW & Michael Rowe, PhD

I was one of those women that stayed. I was abused 
emotionally, verbally, spiritually and financially. 

I stayed for seventeen years. How could that be? I was 
intelligent and a therapist myself.  I, like other abused 
women, didn’t leave, for a number of complex reasons. 

Girls who grow up with abusive family members can 
end up with abusive partners in adulthood because it’s 
familiar. Maybe they have a belief that all men are cruel 
because their father was. Or, maybe they believe they 
don’t deserve better because of critical messages received 
from parents. Or, maybe they were bullied by peers or 
siblings and got the message they aren’t good enough and 
therefore can’t expect to be treated well. Dr. Stephanie 
Covington once described the gender differences in 
abusive relationships by saying that girls and women are 
more likely to be abused by someone who is saying “I love 
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Ask the Experts: A Conversation with Richard Chefetz, MD 
by Cheryl Kenn, LCSW

Why do Women Stay...(cont.)

Richard A. Chefetz, M.D. is a psychiatrist in private practice in Washington, D.C. He was 
president of the International Society for the Study of Trauma and Dissociation (2002-

2003), co-founder and chair of their Dissociative Disorders Psychotherapy Training Program 
(2000-2008), and is a distinguished visiting lecturer at the William Alanson White Institute of 
Psychiatry, Psychoanalysis, and Psychology. He is also a faculty member at the Washington 
School of Psychiatry, the Institute of Contemporary Psychotherapy & Psychoanalysis, and 
the Washington Center for Psychoanalysis. He is a Certified Consultant at the American 
Society of Clinical Hypnosis and is trained in Level I and II EMDR. Dr. Chefetz was the author 
of “Dissociative Disorders: An Expanding Window into the Psychobiology of the Mind” 
for the Psychiatric Clinics of North America; “Neuroscientific and Therapeutic Advances 
in Dissociative Disorders,” Psychiatric Annals; and “Multimodal Treatment of Complex 
Dissociative Disorders,” Psychoanalytic Inquiry. He has also written numerous journal articles 
on psychodynamic perspectives on trauma, dissociation, and clinical process. He recently 
published a book, with Norton, in their Interpersonal Neurobiology 

series, Intensive Psychotherapy for Persistent Dissociative Processes: The Fear of Feeling Real. 
For more information about Dr. Chefetz’s book visit www.wwnorton.com and search for Richard 
Chefetz.  

 1. What aspect of this work most interests you?
This work has gripped me and become part of the fabric of how I am as a person with an intensity 
that is compelling and resonates with everything I’ve done professionally and personally. It 
has never been a matter of finding it interesting and pursuing it. It is incredibly interesting, but 
there’s neither time nor inclination to think of it that way. There’s just the outright raw power and 
tragedy of the stories I hear and the need in me to respond thoughtfully and with feeling. There 
is no way I can be a trauma/dissociation-informed clinician and not have most things I’ve learned in life be upended and 
rethought, reformulated. It’s both a great sadness and great joy to know the growth and healing of my patients, people 
with courage that often feels like it exceeds my own capacities to tolerate pain and bitter adversity and still engage in 
living. For those people reading this who long to be psychotherapists and work with folks with trauma histories, do your 
own internal work and make the effort to have a satisfying life of your own alongside your professional life. You will need 

you”. The meaning of love then gets connected to 
abuse. These are lifelong beliefs and messages that 
are hard to shake without help.

Aside from psychological reasons, there are 
valid practical reasons that keep women in abusive 
relationships. Financial fears are valid and are not 
new in the lives of women. Over 30 years ago, 
Lenore Weitzman, a George Mason University 
Sociology and Law professor, published that 
divorced women have a 73% reduction in their 
standard of living while 42% of divorced men have 
an increase in standard of living. Oftentimes, men 
earn more than 20% more after the divorce; yet, 
only 61% of court ordered child support is ever 
paid (Weitzman, 1985). Those who abuse threaten 
to quit their jobs, cut off money and convince their 
mate they can’t survive on their own. 

Additionally, there are fears about physical 
safety.  The most dangerous time for the woman 
is when she actually leaves (The National Domestic 
Violence Hotline, 2015). The abusive partner knows 
they are losing control and may become more 
explosive. The threat of divorce creates stress and 

even a partner who has never become physically violent before 
can cross the line. Abusive partners intimidate and terrify their 
spouses and partners. Sometimes they emotionally blackmail with 
threats of suicide, custody battles and kidnapping children. 

Religious beliefs and practices can complicate a decision 
to leave an abusive situation. There is a great deal of debate 
and harshness about accepting divorce and remarriage in some 
religions. For many women, marriage vows that include “till death 
do us part” pose a moral dilemma. Of course, there are always 
worries about the impact of divorce on children. It’s my belief 
that when there is abuse of any kind, divorce can have a positive 
impact on the children. At least one parent is moving in a healthier 
direction and can offer a safe haven from the other abusive parent.

The bottom line is that it’s not easy to leave. A safe, successful 
separation requires planning, emotional and financial preparation 
and lots of social support. A woman can learn to fortify herself 
enough to face the challenges that lie ahead. That change can 
occur through therapy and connection to community resources 
such as the CT Coalition to End Domestic Violence. The best thing 
you can do for someone who is being abused in any way is to 
encourage them to get help from someone who is trained to work 
with victims of abuse.

Submitted by Felice Block, MA, LCPC



-5-

Who’s Been Reading Trauma Matters?

Senator Chris Murphy and the Connecticut Women’s Consortium’s 
own Kathleen Callahan pictured at left with the Summer 2017 

Veteran’s Edition of Trauma Matters. In this edition, Senator Murphy 
discussed his proposed bill (the To Honor Our Commitment Act) which 
would expand behavioral health services through the VA to veterans 
given “other than  honorable discharges”. 

Chris Murphy is Connecticut’s junior senator and a tireless advocate for 
better access to mental health care for all.  

that to help ground you in the core of what it means to be 
human and be related to people you love and who love you. 
If you don’t have that, you may suffer a great deal more than 
your work and life might demand of you.
2. What has been the most significant revelation that has 
occurred in your clinical experience?
Regardless of my professional achievements and technical 
knowledge, the moments that count the most in my clinical 
work happen when I am fully present and emotionally 
available with my patients. They want me, not their 
psychiatrist, to show up. Of course, that’s certainly true in 
my personal life, too. So, in a deeply important way, I am 
convinced that showing up and being fully present in my 
life is a key for me to live life fully and to be of the most 
value to the people I love and care about. That’s true with 
my patients, too. I’m talking about agape, not philos, nor 
eros, as the Greeks parsed the word love. Loving because 
the love is needed is much closer to what really counts in 
psychotherapy than academic perspectives might try to 
convince us all. Politicians might laugh at this soft “pie in 
the sky” statement. Showering them with my technical 
knowledge about the effects of traumatic experience might 
impress, but they still have to muster the will to do right by 
their constituents. The politician’s job is to create the social 
conditions where people feel safe enough to care about 
each other because they don’t have to worry about food, 
shelter, safety, or maintaining basic human dignity. People 
vote with their hearts, not their heads, typically, and it’s not 
a big leap from there to thinking about how love really does 
make the world go round.
3. What advice would you share with those working with 
those affected by trauma?
When you are ready, take the risk to love yourself and then 

love others, or love in whatever way works for you. But 
learn to love, actively and without reservation. People 
were likely a big part of the problem for those in treatment 
for trauma, but they are also part of the solution. Engage 
in living. It’s not that living may not involve hurt in the 
future. It’s that not living makes life not worth living. It 
may feel too painful to be real, to feel real, and that’s 
understandable after deep hurt. The reality is this: we 
all have the potential for creative growth within us, and 
every part of our experience, painful or joyful, teaches 
us about living. The old “lemonade from lemons” is too 
clichéd, but then again, if you’re reading this far into 
what I’ve had to say, the life in you is surging forward. I 
say: “Go for it!”
4. What personal experience has had the most to do 
with helping you become who you’ve wanted to be as 
a clinician?

Becoming a grandfather has had more of an unpredicted 
and valuable impact upon me as a clinician and person 
than I ever could have imagined. It’s not that I don’t 
cherish and treasure my wife, Kathryn, or my children. 
It’s that my sense of wonder at the birth of my 
granddaughter and the later agony and helplessness 
over the stillborn loss of my grandson galvanized a 
perspective within me about my real role in my life, right 
now. Growing my grandchildren is really no different in 
spirit than helping friends, colleagues, patients, or people 
in general become the creative and generative people 
they have been struggling to become. I find myself 
much less competitive and much more concerned with 
nourishing others than I ever imagined I could be. My 
granddaughter brought this gift to me, and I’m incredibly 
grateful for the meaning she has added to my life.

Want to be a featured contributor to  
Trauma Matters?  

We are always looking for new article submissions 
on a variety of topics! 

Email Shannon Perkins at  
Sperkins@womensconsortium.org to find out more!
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One Voice. One Mission. End Human Trafficking 

A publication produced by The Connecticut Women’s Consortium and the 
Connecticut Department of Mental Health and Addiction Services  

in Support of the Connecticut Trauma and Gender Initiative
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January is National Slavery and Human Trafficking  
Prevention month.  

Challenge yourself to take a stand in the fight against  
human trafficking. 

 
Consider participating in “Wear Blue Day”  
on Thursday, January 11th to show your  

support for victims and your commitment to ending  
human trafficking. 

The Blue Campaign was created by the Department of Homeland Security as a unified voice representing their 
efforts to prevent and eradicate human trafficking in the United States. Using a victim-centered approach, 

The Blue Campaign ensures that equal value is placed on identifying, treating, and stabilizing victims in addition to 
investigating and prosecuting traffickers. In order to end this modern day form of slavery each and every one of us, 
particularly those individuals in caregiving jobs, need to be able to identify the signs of human trafficking and know 
how to report what we see. To learn more about human trafficking and what you can do to identify and report 
suspected trafficking visit https://www.dhs.gov/blue-campaign. 

For additional help, contact the National Human Trafficking Hotline (NHTH) by calling 1-888-373-7888 or by texting 
HELP to BeFree (233733). The NHTH is a nongovernmental organization that assists in connecting victims to service 
providers, and provides training and technical assistance, as well as other resources to those looking for support. The 
NHTH is toll-free and answers calls 24 hours a day, 7 days a week every day of the year.  

Connect with Connecticut’s Trafficking in Person’s (TIP) Council.  
Convened by the Commission on Women, Children, and Seniors and chaired by the CT 
Coalition Against Domestic Violence, the TIP Council brings together a diverse group of 

members to address behavioral health needs, social justice, and human rights.  
For more information visit: www.ctcwcs.com/trafficking-in-persons-council
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