CONVERSION THERAPY
A briefing note on the science by Professor Michael King (UCL) and Professor Robert Song (Durham)
1.

There is much dispute in the churches over the effectiveness and potential harmfulness of conversion
therapies, and what science may or may not have to say about this. Some claim that there is no evidence of
their harmfulness, others deny this. Some claim that the science shows that change therapies can be
effective, others that they are largely ineffective.

2.

When scientists talk about ‘evidence’ in clinical contexts, what they frequently mean is that the ‘gold
standard’ of a randomised controlled trial (RCT) has been conducted to verify a claim. No randomised
controlled trials have been conducted in relation to the effectiveness or harmfulness of conversion therapies,
and in this sense it is certainly the case that there is no scientific evidence that change therapies are
damaging.

3.

However, it should be observed that it is rare for RCTs in general to show evidence of harm. This is because
harm for most treatments occurs less commonly than benefit. Thus, it may take years of careful monitoring
of the treatment in practice to identify harm. This might be seen with new drugs like thalidomide for example,
whose harm was only detected after it was in general use. There is now considerable evidence that
conversion therapies are harmful from follow-up of cohorts of (mainly) men who have undertaken them.
Although these are based on personal report and are hard to justify as more scientifically credible than
reports of benefit from similar follow-up studies, the rate of harm seems to far outweigh the rate of benefit
(see points 8 and 10 below).

4.

It is also important to note that not only have no RCTs been conducted, but that no RCT is ever likely to be
conducted, for ethical reasons. Given that there are widely reported claims about the harm that some people
have experienced as a result of attempted conversion therapies, it is unlikely that a reputable ethics
committee would ever give ethical approval for such a trial.

5.

In the absence of any RCT in the area, we have to consider what other kinds of evidential reasoning might be
appropriate to take into account.

6.

The most notable study claiming that some meaningful change in sexual orientation is possible was by Robert
Spitzer (2003). This was based on 200 participants who had received some form of conversion therapy or
counselling, often several years earlier. However, Spitzer himself subsequently retracted his paper on the
grounds of the biased recruitment of participants who could not be regarded as representative of people
receiving such therapy, as well as the validity of self-report and the lack of any control sample. Given the
vagaries of memory and the tendency of people consciously or unconsciously to rewrite their past, he
concluded that there is no reliable way of determining whether a person’s subsequent account of change in
orientation was valid.

7.

A more robust method would be to interview people before and after receiving conversion therapy. No such
study has been done. A prospective study was conducted by Stanton Jones and Mark Yarhouse (2011) but
was still based on self-report. This study did find small numbers of people who had experienced change in
their sexual orientation, though the change was incremental rather than dramatic. However once again the
method of recruitment was flawed in that no participant was recruited before the therapy began and there
was no control group who did not receive the therapy. Not only did the study fall far short of the standard
of a randomised clinical trial but also the authors themselves say their method “fails to meet a number of
ideal standards for longitudinal, prospective studies” (page 408).

8.

Another major recent, peer-reviewed study has been conducted by John Dehlin (2014; cf. Bradshaw et al.
2017), surveying Mormons who had tried conversion therapy. This is by far the largest single survey yet
conducted, with 1612 respondents. With regard to effectiveness, this found that 0% reported elimination of
same-sex attraction, while 3% reported ‘some change’ in sexual attraction.

9.

It should be noted that what is meant by ‘change’ in this study is not the elimination of same-sex desire,
which is usually taken to be the target of conversion therapies, but more modestly the affirmation of
statements such as: “I think of a same-sex relationship every day, but I don’t act on it”, “same-sex attraction
diminished but never went away”, “these thoughts do not define who I am”, “helped to decrease my negative
reaction to my same-gender attraction”.

10.

In the same study by Dehlin, 40% reported harm from sexual orientation change efforts. Harmful effects
included decreased self-esteem, increased self-shame, increased depression and anxiety, a sense of having
wasted time and money, increased distance from God or church, worsening of family relationships, and
increased suicidality. It should be noted however, that some did report some general benefit not directly
related their sexual orientation, notably around self-acceptance, decrease in depressive or anxiety
symptoms, and improved family relationships.

11.

Dehlin’s study is also based on self-report, and does not compare people’s experience before and after
therapy; it therefore shares some of the weaknesses of earlier research. However, the sheer size of the
sample, together with the scale and nature of the harmful effects, suggest that there are at least good prima
facie reasons for thinking there is significant potential for harm from conversion therapies. At all events, it
would be foolish to dismiss these results out of hand on the grounds of the imperfect nature of the selfreport survey method.

12.

It is deeply misleading to state that people are not ‘born gay’ and that their sexual desires can change. About
this there is much that could be said.
i)

While no single causal theory has widespread support, there is strong evidence for non-social (i.e.
genetic/maternal-hormonal) causation based on twin studies.

ii)

Correspondingly, the evidence for all the main social causal theories is weak: to take one amongst
several observations, boys who have received gender reassignment surgery at birth and are socialized
as girls typically still identify as male and are attracted to women; which is the opposite of what one
would expect if socialization determined sexual orientation.

iii) Even if counterfactually it were the case that all causation are environmental (i.e. post-birth), it still does
not follow that sexual orientation can change significantly as a result of change therapies: by way of
comparison, many forms of psychiatric trauma received in childhood are highly resistant to subsequent
clinical or counselling interventions.
iv) Certainly, sexual fluidity does occur, but this is associated with natural fluctuations in underlying sexual
desire, and is not proof in itself that desire can be manipulated by talking therapies.
v)

13.

Current scientific understandings of neural plasticity are still very much in their infancy, and claims about
the neural plasticity of sexual orientation are at present entirely speculative.

In conclusion, while the strongest form of scientific evidence about the effectiveness and/or harmfulness of
conversion therapies is not available, there is still good reason to think that conversion therapies are often
ineffective and have the potential to be harmful. Whether this amounts to justification for a ban requires the
exercise of wider moral and prudential judgement, and is not strictly a matter of scientific evidence.
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