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Abstract 

Relationships in the United States are often assumed to adhere to heteronormative and 

mononormative standards, which is problematic because a significant minority of individuals are 

neither heterosexual nor monogamous (approximately 4.5% and 4% of the United States 

population, respectively). As a result of mononormative biases in particular, alternatives to 

monogamy, such as consensually non-monogamous relationships, are often socially stigmatized 

and clinically pathologized. The existing research on consensually non-monogamous individuals 

indicates, despite negative assumptions, those who engage in consensually non-monogamous 

relationships demonstrate psychological well-being, physical health, and levels of relationship 

satisfaction comparable to their monogamous counterparts. While engaging in consensually non-

monogamous relationships is not in and of itself pathological, individuals in consensually non-

monogamous relationships are often stigmatized and discriminated against by others, including 

the general population and healthcare providers. Furthermore, individuals in consensually non-

monogamous relationships do not benefit from the legal protections (e.g., employment, housing, 

marriage benefits) monogamous individuals are privileged with. Therefore, bias and 

discrimination can lead to clinically significant psychological distress (e.g., minority stress, 

internalized stigma), which is unique to the consensually non-monogamous population. This 

distress may be compounded by multiple intersecting minority identities, lack of access to 

appropriate (e.g., validating, non-pathologizing) mental and physical healthcare, and 

perpetuation of heteronormative and mononormative biases in healthcare systems. In identifying 

issues that are unique to the consensually non-monogamous population and recognizing areas of 

growth in the mental health field, suggestions for clinical practice and systemic reform have been 

provided, and an inclusive intake assessment tool was created.  
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CHAPTER I: INTRODUCTION 

In recent years, social and scholarly interest in the evolution of interpersonal 

relationships, specifically about marriage, same-sex relationships, and monogamy versus non-

monogamy, has significantly increased (Grunt-Mejer & Campbell, 2016). The United States has 

observed a rise in divorce and remarriage rates, more frequent cohabitation, and recent legal 

decisions that validated same-sex marriages. Concurrently, historical relationship rules and 

expectations that had defined heterosexual monogamy as the only healthy and appropriate 

relationship structure are actively being challenged and reshaped (Cherlin, 2004; Grunt-Mejer & 

Campbell, 2016). The shifting of relationship norms has resulted in an increase in social 

visibility of alternatives to heterosexual monogamy, including consensual non-monogamy 

(CNM). As the landscape of human relational dynamics continues to evolve, the field of clinical 

psychology must adapt accordingly. 

Terminology 

Non-monogamy, in its simplest form, is the opposite of monogamy, which is defined by 

Merriam-Webster (n.d.) as “the state or practice of having only one sexual partner at a time” 

(para. 1). However, for the sake of this literature review, the practice of non-monogamy is not 

confined to sexual experiences. Instead, non-monogamy refers to the nurturing of an intimate 

connection with more than one concurrent partner, whether it be sexual or emotional in nature. 

Participants in a non-monogamous relationship may or may not be aware of their non-

monogamous status; in colloquial terms, this is readily understood as infidelity or cheating, and 

may take a variety of forms (e.g., physical, emotional, digital). Conversely, CNM, also known as 

ethical non-monogamy, relies on consent and therefore requires that all involved partners 

understand and agree to a relationship dynamic that allows for more than one concurrent partner 
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(Rubin et al., 2014). Partners in a CNM relationship may engage with each other in a sexual 

and/or emotional or romantic manner, depending on the relationship agreement that has been 

established by all participating partners. CNM is an umbrella term that encompasses a variety of 

relationship styles that fit within this broad definition. Though there are common factors across 

CNM relationships, it is important to note that there are significant and distinct differences as 

well. As Hangen and colleagues (2019) stated, “collapsing across all forms [of CNM 

relationships] would obscure meaningful [and potentially clinically significant] differences” (p. 

2). As such, it is important to note that all the data included in this critical review of the literature 

focus on three of the most researched forms of CNM: open relationships, swinging, and 

polyamory (Hangen et al., 2019). 

Open relationships typically describe long-term, committed couples who agree to engage 

in extradyadic sexual activity (EDSA), or sexual activity with an individual or individuals 

outside of the primary dyad) as a part of their relationship agreement “while maintaining their 

dyadic relationship as their primary emotional bond” (Hangen et al., 2019, p. 2). Partners who 

have agreed to pursue an open relationship frequently agree to a relationship contract that defines 

the terms of the EDSA, including the acceptable context for EDSA (i.e., deciding when and with 

whom EDSA is permissible). Therefore, any sexual contact with individuals outside of the 

dyad’s predetermined relationship framework may be considered a violation of the relationship 

agreement. 

Swinging is similar to open relationships in that a primary dyad exists, and EDSA is only 

approved within certain contexts (e.g., at parties or clubs, while on vacation); however, swinging 

differs from open relationships in that sexual and/or emotional relations typically exist between 

two or more dyads (Hardy & Easton, 2017), as opposed to one dyad plus one or more 
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independent individuals. Swingers may also engage in “complete partner swapping,” “[four]-

somes with other couples” (Hangen et al., 2019, p. 2), or orgies. 

Regarding polyamory, there are clear discrepancies in the term’s definition; while some 

may consider polyamory to “include all forms of sexual relationships other than monogamy . . . 

others restrict its meaning to committed long-term love relationships” (Hardy & Easton, 2017, 

glossary). Hangen and colleagues (2019) also use broad terms to define polyamory, suggesting 

that it describes three or more people who engage in emotional and/or sexual relationships. 

Despite the discrepancy in current literature, the creators of the term polyamory were slightly 

more specific in what it was intended to encompass; the term literally translates to many love 

(Anapol, 2010; Hardy & Easton, 2017). For the purposes of this paper and with respect to the 

origins of polyamory, the term polyamory refers to emotional and/or sexual relationships 

between three or more people, which may or may not be hierarchical in nature. 

Though hierarchical and nonhierarchical relationship subtypes were not a primary focus 

of this paper and were not specifically explored moving forward, it is important to acknowledge 

and understand their existence in the CNM community and how they differ from each other. The 

terms hierarchical and nonhierarchical are used to distinguish between types of polyamorous 

relationships, and the terms primary and secondary are used to reference partners’ positioning 

within a hierarchical polyamorous relationship. Primary relationships typically consist of two 

individuals who are engaged in a long-term committed relationship, generally characterized by 

their sharing of a home, finances, and children if desired (Balzarini et al., 2017). Conversely, 

secondary partners do not typically share the same responsibilities as primary partners, nor do 

they hold the same amount of weight regarding decision-making within the relationship. 

Generally, secondary partners do not spend as much time with or receive as much attention as 
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primary partners and are expected to submit to the primary partners (Balzarini et al., 2017). In a 

nonhierarchical relationship, all partners are considered equals in all aspects of the relationship 

and relationship-related decision-making (Anapol, 2010). 

Like many of the other terms used throughout this literature review, the definition of 

consent is contended by many, but it is a crucial distinguishing feature of CNM and must 

therefore be defined for the purposes of this paper. Because consent is most commonly 

“discussed in terms of its absence, as in rape law cases . . . there is hardly any understanding of 

what constitutes consent in a positive sense and how it is actually achieved” (Bauer, 2014, p. 75). 

In the United States, the legal definition of consent differs by state, as does the age at which an 

individual can legally consent (Rape, Abuse & Incest National Network [RAINN], 2020). In 

recognizing that laws differ by state, it is imperative that therapists perform due diligence to 

ensure a thorough understanding of how consent is defined in their respective state(s) and to 

facilitate ethical and competent client care. For the purposes of this paper and with respect to 

CNM specifically, the term consent was defined within the parameters of Florida law as an 

“intelligent, knowing, and voluntary” agreement to engage in a relationship with two or more 

partners, which “does not include coerced submission” by an individual who is at least 18 years 

of age (RAINN, 2020, Florida section). In other words, for CNM to be truly ethical and 

consensual, all participants within a CNM relationship configuration must engage in the 

relationship of their own volition and without ulterior motives such as believing that CNM is a 

phase, that their partner is interested in CNM in an abstract way but does not intend to actually 

engage in it, or that they are so in love with their partner that they agree to be in a CNM 

arrangement even if they are not actually interested in CNM (Taormino, 2008). Further, it is 

important to acknowledge that consent is an active, collaborative, and ongoing process between 
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all adults involved in the CNM relationship (Hardy & Easton, 2017). Consent is the way partners 

communicate about their willingness to fully engage in a CNM relationship and comes with veto 

powers as well. 

In discussing biases, there are two specific terms used throughout this paper. 

Heteronormativity refers to sociocultural assumptions that individuals who are in a relationship 

are in a heterosexual relationship, that heterosexual relationships are superior to any other 

relationship type, and that heterosexual relationships are the only healthy relationship style 

(Hardy & Easton, 2017). Finally, mononormativity refers to the sociocultural assumptions that 

individuals who are engaged in a relationship are in a monogamous relationship, that monogamy 

is superior to any other relationship structure, and that CNM is unviable and unethical (Anapol, 

2010). As discussed further in Chapters 3 and 4, making these assumptions can be detrimental to 

the mental and physical health and well-being of individuals in CNM relationships; it is time 

these myths be laid to rest. 

Demographics 

Though the CNM community was historically believed to be a homogenous group of 

individuals (i.e., White, middle- or upper-middle SES, and educated), empirical evidence now 

suggests this is not necessarily the case. 

Age 

The literature indicates there is no significant difference in age when comparing 

individuals in monogamous and CNM relationships (Balzarini et al., 2018a; Haupert et al., 2016; 

Rubin et al., 2014; Sheff, 2014). On average, individuals who engage in CNM tend to hover 

around 30 or 40 years old; however, it should be noted that a variety of individuals fall outside of 

this range, and in one study in particular, CNM participants’ ages ranged from 18 to 84 (Rubin et 
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al., 2014). In comparing individuals who identify as swingers and individuals who identify as 

polyamorists, Jenks (2014) found a similar trend for both swingers and polyamorists who fell 

within the 30- to 40-year-old range. Sheff (2014) hypothesized that we typically see initial 

engagement in CNM around this age range because “many people follow social conventions 

early in life out of ingrained training, lack of power to make other choices, or sheer habit” (p. 

33). Unless a state of discomfort in conforming to heteronormative and mononormative 

relationship structures is realized, an individual will not take steps to change their way of 

relating; this process “may take years to germinate and grow into taking action toward stepping 

outside of accepted norms and values,” assuming that it occurs at all (Sheff, 2014, p. 33). 

Additionally, the historical lack of social visibility and consequential lack of knowledge 

regarding CNM is likely another factor influencing the age at which individuals first engage in 

CNM relationships. 

Sex and Gender Identity 

While some researchers have found that there is no significant difference in sex and 

gender identity when comparing monogamous and CNM individuals (Rubin et al., 2014), there is 

some evidence to suggest that individuals who identify as men are more likely to engage in CNM 

than those who identify as women (Fairbrother et al., 2019; Haupert et al., 2016; Moors et al., 

2015). Implications of the parental investment theory—which is explored in the following 

chapter—suggest that men may engage in CNM relationships at a higher frequency than women 

because they have a bio-evolutionary tendency to seek out a greater number of sexual partners 

(Jonason et al., 2012). Rubin and colleagues (2014) offered an alternative hypothesis to these 

data; because women are more likely to be stigmatized than men for engaging in the same sexual 

behavior (i.e., sexual double standard; González-Marugán et al., 2021), women may underreport 
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their engagement in CNM relationships in an effort to thwart perceived or actual stigma and 

discrimination. Alternatively, as both Conley, Ziegler and colleagues (2013) and Rubin and 

colleagues (2014) argued, women may actually engage in CNM less frequently for fear of social 

repercussions or in an effort to conform to social norms. It is important to note that although the 

amount of research on CNM that has been conducted in recent years has exponentially increased, 

a dearth of research regarding transgender, nonbinary, queer-gender, and alternative gender 

identities’ engagement in CNM continues to exist. 

Sexual Orientation 

One study found no significant difference in CNM engagement with respect to sexual 

orientation (Rubin et al., 2014); however, much of the literature indicates otherwise. Individuals 

who identify as lesbian, gay, or bisexual (LGB), especially bisexual women, appear to engage in 

CNM at a much higher frequency than heterosexual individuals (with the exception of 

heterosexual men, who appear to engage in monogamous and CNM relationships with similar 

frequency) and individuals who identify as asexual, pansexual, or use other descriptors for their 

sexual orientation (Balzarini et al., 2018a; Moors, Gesselman et al., 2021; Haupert et al., 2016; 

Séguin et al., 2017; Sheff, 2014). Some explanations for these trends include: (a) the opportunity 

for bisexual women, who tend to be less stigmatized than bisexual men, to engage in multiple 

relationships with individuals of different gender identities through CNM, and (b) the possibility 

that LGB individuals are more predisposed to the idea of engaging in CNM relationships because 

they already tend to live outside of socially-reinforced heteronormative relationship structures 

(Moors, Gesselman et al., 2021). 
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Race and Ethnicity 

Sheff (2014) and Jenks (2014) both found that individuals who engage in CNM are more 

likely to identify as White, with Sheff suggesting, “people already laboring under the 

disadvantages of . . . racism . . . are less likely to be willing or able to take on additional stigma 

voluntarily” (p. 35). Although this argument is easy to follow, it appears that Sheff and Jenks’ 

results may have been influenced by selection bias; in looking at studies with larger sample 

populations, there does not appear to be any significant difference between monogamous and 

CNM individuals with respect to race and ethnicity (Balzarini et al., 2018a; Haupert et al., 2016; 

Moors, Gesselman et al., 2021; Rubin et al., 2014). 

Highest Level of Education and Income/Socioeconomic Status (SES) 

A lack of consensus exists regarding the level of education in monogamous versus CNM 

individuals. While Balzarini and colleagues (2018a) and Moors, Gesselman and colleagues. 

(2021) found that monogamous individuals are more likely to have higher levels of education 

than individuals in CNM relationships, Haupert and colleagues (2016) found no significant 

differences in the level of education between the two groups and Jenks (2014) found that 

individuals in polyamorous and swinging relationships had higher levels of education than the 

general public. 

Discrepancies in the literature regarding income and SES are also present. Haupert and 

colleagues (2016) and Moors, Gesselman and colleagues (2021) found no significant differences 

when comparing monogamous and CNM individuals. Alternatively, Sheff (2014) and Jenks 

(2014) indicated that individuals who engage in CNM, specifically those in swinging and 

polyamorous relationships, typically fall within the middle to upper-middle class, with Sheff 

(2014) noting, “people with enough money to own their own homes [and] attain the kind of 
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education that makes them indispensable at work or be able to be self-employed . . . have the 

latitude to take the risks associated with voluntary nonconformity” (p. 36). Balzarini and 

colleagues (2018a) found mixed results; while individuals who identified as monogamous 

endorsed individual (as compared to household) incomes between $40,000 to $80,000 per year 

and polyamorous individuals endorsed incomes less than $20,000 per year, there was no 

significant difference between the two groups in those making more than $80,000 per year. 

Political Affiliation 

Individuals in CNM relationships tend to be viewed as more liberal than those in 

monogamous relationships due to their willingness to challenge the heteronormative and 

mononormative status quos; this common belief is echoed by some of the literature (Jenks, 2014; 

Sheff, 2014), which found that individuals in polyamorous and swinging relationships are more 

likely to be Democratic/liberal. However, Haupert and colleagues (2016) and Moors, Gesselman, 

and colleagues (2021) found no significant difference in political affiliation when comparing 

monogamous and CNM individuals, and Balzarini and colleagues’ (2018a) results suggested that 

monogamous individuals were more likely to identify as Democratic and Republican, 

polyamorous individuals were more likely to be Libertarian or part of the Green Party, and no 

significant difference between individuals who identified as independent was identified. 

Religious Affiliation 

While Jenks (2014) and Kolesar and Pardo (2019) found that individuals in CNM 

relationships reported lower degrees of religious identification than those in monogamous 

relationships, Haupert and colleagues (2016) and Moors, Gesselman and colleagues (2021) 

found no difference in religious affiliation between the two groups. Alternatively, Balzarini and 

colleagues (2018a) found that monogamous individuals were more likely to identify as Christian, 
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agonistic, or Muslim; polyamorous individuals were more likely to identify as “other” or atheist; 

and no significant difference between those who identified as Buddhist, Hindu, and Jewish was 

found. 

Prevalence of CNM 

Despite what is known about “poly pioneers” (Hardy & Easton, 2017) and the increased 

interest surrounding CNM in recent years, little is known regarding the current prevalence of 

CNM engagement in the United States (Haupert et al., 2016; Levine et al., 2018; Rubin et al., 

2014). Unfortunately, the lack of research in this area is not new. Though Kinsey and colleagues 

(1948, 1953) alluded to the engagement in CNM among heterosexual couples in their seminal 

work, no statistics regarding actual engagement were reported. Years later, Fairbrother and 

colleagues (2019) found that 12% of participants in their study identified an open relationship as 

their ideal relationship type and Lehmiller (2020) found that over 30% of participants in his 

study identified sexual open relationships as their favorite sexual fantasy, with 80% of these 

individuals reporting that they intended to act on their fantasies. 

Regarding actual engagement in CNM, Blumstein and Schwartz (1983) estimated that 

upwards of 15% of married couples engage in CNM; in contrast, Cole and Spaniard (1974) 

found that less than 2% of individuals engaged in CNM. Similarly, Haupert and colleagues 

(2016) and Hangen and colleagues (2019) found that over 20% and 30% of their respective 

samples reported engaging in CNM, but Rubin and colleagues (2014) and Levine and colleagues 

(2018) found that only 4% of their participants engaged in CNM. More recently, Moors, 

Schechinger, and colleagues (2021) found that over 10% of their participants had engaged in 

CNM at some point in their lives. With a current population upwards of 330 million people in the 

United States (U.S. Census Bureau, n.d.), a conservative estimate of 4% prevalence of CNM 
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translates to approximately 13 million people who currently engage in CNM. As a comparison, it 

is estimated that 4.5% of adults in the United States currently identify as LGB or transgender 

(Williams Institute, 2019). 

Statement of the Problem 

Despite the progress that has been made, there continues to be a profound lack of 

literature to guide therapists’ understanding of how non-monogamous relationships work; 

understanding how physical and psychological health and well-being are managed in CNM 

relationships; what themes and unique issues may be addressed in therapy; and how therapists 

can appropriately manage their own personal beliefs and biases that are often rooted in 

heterocentrism and mononormativity (Conley, Moors et al., 2013; Girard & Brownlee, 2015). 

Competent clinicians must have a basic understanding of contemporary relationships, recognize 

personal and social biases and implications of these biases, and avoid tendencies to conceptualize 

clients from a heterocentric, monogamous lens (Schechinger et al., 2018). Failure to meet the 

above areas of competence results in marginalization and pathologization of individuals who live 

outside of conventional frameworks, despite the fact that non-monogamous relationships are not 

a new phenomenon. 

Research Questions 

The current literature review drew upon the existing research and sought to answer three 

research questions: 

1. What are historical and contemporary views of the CNM community through the eyes of 

the media, general public, CNM individuals, healthcare professionals, and the law? 

2. What does psychological and physical health look like for individuals in the CNM 

community? 
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3. What are the implications for treatment when working with individuals who are in, or are 

interested in, becoming a part of the CNM community? 

The investigation of these research questions helps to orient readers to some of the 

common-identity-based characteristics of CNM individuals; to identify clinically relevant 

concerns specific to CNM individuals; highlights potential pitfalls and areas of competency for 

therapists who intend to work with CNM individuals; and serves as evidence for a proposed 

inclusive and CNM-sensitive structured intake interview. 

Research Procedure 

The data reviewed for this paper were obtained via database searches, including 

PsychInfo and Google Scholar, which helped to identify relevant journal articles, books, and 

manuals. Search terms included, but were not limited to, monogamy, consensual non-monogamy, 

ethical non-monogamy, sexual minority groups, polyamory, open relationships, swinging, 

attachment, sexual identity development, human sexuality, impacts of stigma, and minority stress. 

Additionally, relevant websites, forums, and blog posts were utilized to obtain supplemental and 

anecdotal material for review and inclusion in this literature review. 
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CHAPTER II: HISTORICAL AND CONTEMPORARY VIEWS OF CNM 

While monogamy may currently be the most prevalent relationship style in the United 

States, a variety of relationship styles exist both cross-culturally and throughout the history of 

humanity. The following sections explore the history of monogamy, non-monogamy, and CNM 

from a variety of perspectives, including bio-evolutionary theories on typical human mating 

strategies; sexual pleasure as a fundamental and often ignored aspect of human sexuality; the 

advent of monogamy as a social construct; “poly pioneers” in the United States; and 

contemporary views of relationship structures in the United States. Finally, cultural differences 

are briefly explored. 

Biological and Evolutionary Perspectives 

The debate over typical human mating strategies has gripped the scientific community for 

years, without much consensus. To draw conclusions about ideal mating strategies, researchers 

have frequently referred to human biological traits; however, a variety of interpretations could be 

drawn from these observations. In looking at testes size in males, for example, researchers have 

identified a positive correlation between testes size and the frequency of females mating with 

more than one male simultaneously (Schacht & Kramer, 2019). When adjusted for body size, 

human testes are significantly smaller on average than those of non-human primates. This 

observation suggests that the expected frequency of human females simultaneously mating with 

more than one human male (i.e., polyandrous mating) is low and has led some researchers to 

conclude that humans are naturally inclined to pair-bond. When comparing human testes size to 

other monogamous primates, however, human testes size is larger than would be expected for a 

monogamous species. Thus, in considering the correlation between testes size and frequency of 

females simultaneously pairing with more than one male, this finding suggests that high 



14 

 

frequencies of polyandrous mating would be expected; however, Schacht and Kramer (2019) 

went on to argue that because human offspring can only result from the copulation between one 

male and one female, “testis size cannot discriminate between monogamy and polygyny” (i.e., 

one male pairing with multiple females; p. 4). In other words, the same information (e.g., 

observation and comparison of testes size) can be used to argue three contradicting theories of 

human mating strategies. 

In examining evolutionary theories, there is a similar lack of consensus regarding ideal 

human mating strategies. The parental investment theory posits that because it is biologically 

“expensive” for human females to carry and nurture offspring, due to long-term pregnancies and 

years of nursing, females are more inclined to select one long-term partner who can provide 

safety and resources (Jonason et al., 2012). Thus, selecting an appropriate mate is vital to the 

survival of the species. Despite the fact that human males are arguably more involved in the 

rearing of their offspring compared to other species, their physiological obligation technically 

ends with copulation. As a result, males may be more inclined to mate with multiple partners in 

an attempt to spread their seed more liberally and increase their chances of producing viable 

offspring (Jonason et al., 2012). In extrapolating from these theoretical underpinnings and 

applying them to human mating strategies, one would expect to see a high number of females 

pairing with one male and a high number of males pairing with multiple females to increase the 

chances of species survival; in other words, one would expect to see a large number of humans in 

polygynous relationships. 

Similarly, Darwin’s theory of evolution highlights the importance of sexual selection, 

noting that the survival of a species is reliant on “females . . . [selecting] one out of several 

males” to inseminate them (Darwin, 1981, p. 259). Darwin went on to state, “the largest number 
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of vigorous offspring will be reared from the pairing of the strongest and best-armed males, who 

have conquered other males” (Darwin, 1981, p. 271). Male-male competition for “possession of 

the female” (Darwin, 1981, p. 259) does not end here, however; according to sperm competition 

theory, post-ejaculatory selection (i.e., the competition between various sperm in fertilizing the 

female’s ova) is just as vital as pre-ejaculatory selection (Parker, 2020). If both pre- and post-

ejaculatory competition occur, it could be argued that females and males would be more inclined 

to mate with a variety of partners to increase their chances of producing a higher number of 

viable offspring. Thus, the expectation would be to see a variety of non-monogamous or multi-

partner mating strategies. 

The Pursuit of Pleasure 

Though bio-evolutionary perspectives may provide some hints about ideal mating 

strategies for humans, these perspectives fail to consider one of the fundamental principles of 

human sexuality: the pursuit of sex for pleasure. The research follows this same trend; in 

analyzing 300 articles published in The Journal of Sex Research over a five-year period, Jones 

(2019) found recurring themes of risk, disease, and dysfunction as they relate to sex, while the 

concepts of pleasure, satisfaction, and empowerment were omitted. Perspectives based solely on 

the potential negative consequences of sex are harmful, as they perpetuate stigma, 

discrimination, and sex-negative attitudes. The implications of these consequences are explored 

further in Chapters 3 and 4. Thus, it is imperative that human sexuality be evaluated from a 

holistic vantage point, rather than viewing sex as simply a mechanism of procreation. 

Monogamy as a Social Construct 

The concept of monogamy is relatively new; even though homo sapiens have walked the 

earth for roughly 300,000 years, evidence suggests that humans have only practiced monogamy 



16 

 

for the last 1,000 years or so (MacDonald, 2001). It is theorized that monogamy was created as a 

system to foster business and political relationships, maintain familial wealth, and reduce the 

spread of sexually transmitted infections (STIs). Additionally, equating monogamy with the 

marriage sacrament served as a control tactic, ensuring that individuals abide by the rules of 

Christian churches (MacDonald, 2001; Rothschild, 2018). However, in some Islamic, Jewish, 

and Christian traditions, polygyny is embraced as a status symbol, while women are expected to 

adhere strictly to monogamous relationship structures (Rothschild, 2018). In fact, it is estimated 

that 85% of human societies throughout history have permitted, if not encouraged, men to have 

more than one wife (Henrich et al., 2012). Monogamous partnerships have also been sought as a 

function of practical needs and economic survival, especially for women, who have historically 

relied on male family members or a male partner for protection and for securing assets (Hidalgo 

et al., 2007; Rothschild, 2018). 

History of CNM in the United States 

Hardy and Easton (2017) use the term poly pioneers to identify some of the infamous 

CNM folx (i.e., inclusive respelling of the term folks) in United States history. One such pioneer 

was John Humphrey Noyes, a Protestant preacher from Vermont, who led his congregation to 

establish a “free love community” in the 1840s. This community lived in a 93-bedroom mansion 

in Oneida, New York and became known as the Oneida Community. They communally raised 

their children, shared all their property, and avoided exclusive relationships, opting instead for 

“complex marriage . . ., where all the men and women within the community were considered to 

be married to each other . . . [and were encouraged] to enjoy frequent lovemaking and multiple 

partners” (Anapol, 2010, p. 46; Hardy & Easton, 2017). The Oneida Community eventually 

dissolved due to legal pressure over 30 years after it was established (Anapol, 2010; Hardy & 
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Easton, 2017). Brook Farm and Nashoba, another two free love communities that followed 

similar doctrine as the Oneida Community, were established around the same time and sadly 

followed the same fate as the Oneida Community (Anapol, 2010). 

Another “poly pioneer” was Dr. Alfred Kinsey, who, along with his colleagues in the 

1940s and 50s, collected sex histories from over 12,000 men and women (Hardy & Easton, 

2017). In their historically controversial yet groundbreaking research regarding male sexuality 

and behavior, Kinsey and colleagues (1948) alluded to the practice of CNM in heterosexual 

married couples by noting that some wives “may even aid and encourage” their husbands’ extra-

marital intercourse (Kinsey et al., 1948, p. 592). When they published their findings on female 

sexuality and behavior just a few years later, Kinsey and colleagues (1953) again alluded to the 

practice of CNM in heterosexual married couples, asserting that some husbands “accepted or 

encouraged their wives’ extra-marital activity” (Kinsey et al., 1953, p. 435). During this time, 

Kinsey and his researchers famously engaged in sexual exploration themselves, as they and their 

partners all engaged in EDSA with each other (Hardy & Easton, 2017). 

In the 1960s, swinger parties became popular in “mainly [White], affluent heterosexual 

couples who lived in the suburbs,” and a weekly social group for swingers that came to be 

known as the Lifestyles Organization was established in 1969 (Taormino, 2008, p. 33). Although 

swinging became popular for heterosexual individuals around this time, multiparter sex among 

gay men in the United States has been traced back to as early as the 1920s, and a variety of 

lesbian cooperative living situations began to pop up in the 1970s (Taormino, 2008). The Kerista 

commune, also established in the 1970s in San Francisco, serves as yet another example of a 

CNM community (Anapol, 2010; Sheff, 2014). The Keristans were subdivided into three group 

marriages called (“best friend identity clusters”) and prevented pair bonding by engaging in a 
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“balanced rotational sleeping schedule” (Anapol, 2010, p. 57). At its peak, the community 

consisted of 30 members and lasted for approximately 20 years before it dissolved. 

Whether or not the public is willing to accept CNM as a viable relationship configuration, 

one fact cannot be contradicted: non-monogamy, whether it is consensual or not, has always 

existed. In fact, as Barash and Lipton (2002) pointed out in their book, “the first great work of 

Western literature, Homer’s Iliad,” which was written around 760 BC, “recounts the 

consequences of adultery” (p. 2). In more contemporary times, estimates of EDSA vary from 

12% to 70% of married individuals (Anderson, 2010; Negash et al., 2014), with Kinsey and 

colleagues (1953) reporting that about half of all married men and a quarter of all married 

women have engaged in EDSA. 

Contemporary Views on Relationship Structure in the United States 

The conventional idea of long-term monogamy is changing. Rises in divorce, infidelity, 

and remarriage rates suggest that our historical ideologization of monogamy must be revisited 

(Anapol, 2010; Cherlin, 2004; Grunt-Mejer & Campbell, 2016). Interestingly, serial monogamy, 

a series of monogamous relationships, has been socially normalized for quite some time; sex 

with multiple partners is not viewed as negative, so long as they do not overlap with each other 

(Hidalgo et al., 2007). 

Relationship rules that were once governed by heterocentric, mononormative 

expectations are finally being challenged (Cherlin, 2004); the most obvious example of this 

occurred with the legalization of same-sex marriages in 2015 (Grunt-Mejer & Campbell, 2016). 

Concurrently, interest in consensual non-monogamy and seeking alternatives to “the couple” 

appears to have increased in the general public, with increases in internet searches for topics 

related to CNM, media coverage, and representation in pop culture (Moors, 2016; Schechinger et 
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al., 2018). This increase in social visibility is echoed in scientific literature and academia. The 

creation of the Society for the Psychology of Sexual Orientation and Gender Diversity 

(American Psychological Association [APA] Division 44) Consensual Non-Monogamy Task 

Force in 2018, for example, not only continues to increase the visibility of CNM in the public 

and academic worlds but also serves as a mechanism to generate research and provide evidence-

based resources for working with CNM individuals. 

Cultural Differences 

It is important to note that the information in this section has not been included in this 

paper to argue that non-monogamy is more “natural” than monogamy or that monogamous 

relationships are destined to fail; there are countless examples of successful, fulfilling 

monogamous relationships all around us. Instead, the information in this section has been 

included in an attempt to highlight that although sociocultural norms, especially in the United 

States, may tell us otherwise, there is truly no “typical” human mating system. In fact, when 

examining the historical and contemporary relationship styles cross-culturally, it is evident that a 

variety of relationship styles exist, including monogamous, polyandrous, polygynous, and short-

term relationships (Henrich et al., 2012; Schacht & Kramer, 2019). 

Views of CNM: Inside and Out 

The existence of heteronormative and mononormative biases has already been briefly 

discussed; while the impact of these biases is explored further in Chapters 3 and 4, it is also 

important to recognize how they can manifest in and are perpetuated by society. As such, this 

study explored the perceptions of CNM from five perspectives: representations in the media; 

opinions of the general public, the CNM community, and healthcare professionals; and CNM 

within the U.S. legal system. 
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CNM in the Media 

As a result of heteronormative and mononormative societal values in the United States, 

folx are continually “saturated with images, role models, and stereotypes that negatively portray 

same-sex [and CNM] relationships” through mass media (Worthington et al., 2002, p. 508). As 

such, representations of CNM in the media can be difficult to find. Rambukkana (2015) argued 

that, even though CNM may not always be explicitly acknowledged, non-monogamous themes 

(e.g., adultery) have permeated television, film, and theater culture for decades, if not longer. 

Some TV shows such as Big Love (a reality show that revolves around a polygamous 

Fundamentalist Church of Jesus Christ of Latter-day Saints [FLDS] family; Olsen et al., 2006-

2011), Polyamory: Married and Dating (a documentary series that follows polyamorous 

individuals; Berman et al., 2012-2013), and Swingtown (a fictional account of swinging 

subculture; Kelley et al., 2008), for example, provide varied depictions of different CNM 

relationship styles. CNM themes are also observed in mainstream films, such as Woody Allen’s 

(2008) Vicky Cristina Barcelona and John Cameron Mitchell’s (2006) Shortbus. Though these 

video media formats provide exposure to CNM, they arguably do not depict accurate portrayals 

of CNM. 

It is not uncommon for television shows to devote single episodes to CNM themes as 

well. Recently, Netflix shows such as You (Chao et al., 2021) and Sex/Life (Karp & Folkson, 

2021) have done just that; the main characters in both of these shows experimented with open-

relationship and swinging lifestyles for a single episode. However, the problem with these 

specific portrayals is that CNM culture was depicted in a very negative light. In You, for 

example, the main character’s motivations for engaging in CNM are inherently problematic; 

when his wife approaches him about opening up their relationship, he views it as an opportunity 
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to disguise and act on his romantic feelings for another woman without disclosing this to his wife 

or gaining her consent. Similarly, in Sex/Life, engagement in CNM is seen as a desperate attempt 

to save the main characters’ (a heterosexual couple) marriage. Furthermore, when this couple 

later decides to attend a sex party, the party’s atmosphere is depicted as dark and dingy, and the 

other party attendees are portrayed as aggressive exhibitionists; though some swingers may enjoy 

exhibitionist play, this is certainly not the norm. CNM inherently requires consent, which was 

clearly not a focus of the sex party scene. 

Rambukkana (2015) noted that themes of CNM are also observed in print media, such as 

investigative journalism (e.g., The Secret Lives of Saints: Child Brides and Lost Boys in 

Canada’s Polygamous Mormon Sect; Bramham, 2009), non-fiction works (i.e., self-help books), 

and novels (e.g., A Stranger in a Strange Land; Heinlein, 1961). Representations of CNM in 

academic literature are readily observed as well. Though interest in CNM has only actively 

blossomed in the last 30 years or so, research on swinging and multi-partner marriages can easily 

be traced back to the 1960s (Sheff, 2012). 

Pivec’s (2018) assertion that “films [and other forms of media] . . . ‘speak’ to us” by 

providing visibility, “moral instruction . . . social observation . . . [and] political judgment” 

implies that consequences of inaccurate representations of CNM in the media can result in 

increased stigmatization, marginalization, and discrimination of CNM individuals by the general 

public. Experiences of internalized stigma and related distress are also more likely to occur when 

one finds oneself drawn to a lifestyle that departs from heteronormative and mononormative 

depictions of relational structures. Simultaneously, Pivec’s argument serves as a plea for more 

accurate, and perhaps more consistent, media representations of CNM as a way to facilitate 

societal acceptance and destigmatization of CNM individuals. 
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General Public 

Aaaah yes, the open marriage. A relationship between two toxic, depressed [people], with 

low self love and selfsteem [sic]. 

—Mineral Grey, comment on the video “A desperate man allows wife to 

f*** other men but her lovers start disappearing” [YouTube] 

Interest in CNM among the general public appears to be increasing, as evidenced by a 

significant rise in Google searches for polyamory and open relationships (but not swinging 

relationship styles) over the years, which may at least be in part a result of increased media 

attention to CNM (Moors, 2016). Despite these observations, which are potentially indicative of 

increased interest in and desire to learn about CNM, the internet remains full of CNM-related 

hate speech. In a study looking at online comments regarding media representations of CNM, 

Cardoso and colleagues (2021) highlighted the reality of the general population’s attitudes 

toward CNM. The use of derogatory language in referring to CNM individuals in general, such 

as “freak” and “abominable,” was frequently observed, and CNM females specifically were 

referred to as “barf-worthy” and “sluts” (Cardoso et al., 2021, p. 1335). Not all of the feedback 

was negative; however, while neutral comments (e.g., “anyone is free to do as they please as 

long as no one is harmed”) and criticism of detractors (e.g., “narrow-minded”) were also 

identified, they were much less common (Cardoso et al., 2021, p. 1336). These findings are 

similar to another study that analyzed comments posted to three different online educational 

articles about polyamory. Séguin (2017) identified five overarching perceptions of polyamory, 

ranging from overt rejection to open acceptance: polyamory as deficient; perverse, amoral, and 

unappealing; unsustainable; acceptable; and valid and beneficial. 
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These online comments appear to reflect the general population’s overall attitudes toward 

CNM. For starters, the presence of a sexual double standard (i.e., females perceived more 

negatively than males for engaging in similar sexual behaviors), regardless of relationship style, 

has been well documented (González-Marugán et al., 2021). This double standard appears to 

exist within CNM relationships as well; Carlström and Andersson (2019a) found that while 

CNM men were glorified (by presumably monogamous men) for having the opportunity to sleep 

with multiple women, these same men were encouraged to bar their female partners from doing 

the same. These findings appear to speak to the tendency of others to project “preconceived 

opinions and fantasies about what a [CNM] lifestyle means” onto CNM individuals, which often 

requires CNM individuals to “explain, deny, or elucidate what it means to be” in a CNM 

relationship (Carlström & Andersson, 2019a, p. 1326). 

Compared to monogamous relationships, CNM relationships are generally viewed as less 

positive overall (Balzarini et al., 2018b; Conley, Moors et al., 2013; Grunt-Mejer & Campbell, 

2016; Moors et al., 2017), and CNM relationship structures are perceived as being unnatural 

(Conley, Moors et al., 2013; Moors et al., 2017), unsustainable (Carlström & Andersson, 2019a; 

Séguin, 2017), less socially acceptable (Conley, Moors et al., 2013), and are associated with 

lower levels of trust and commitment (Conley, Moors et al., 2013; Moors et al., 2017). 

Individuals within CNM relationships are often viewed as: unreliable and irresponsible 

(Carlström & Andersson, 2019a); less moral (Anderson, 2010; Conley, Moors et al., 2013; 

Mogilski et al., 2020; Moors et al., 2017); more promiscuous, more likely to contract STIs 

(Balzarini et al., 2018b; Conley, Moors et al., 2013); and more likely to be lonely and bored with 

their primary relationship (if applicable; Conley, Moors et al., 2013). Furthermore, because 

mononormative social scripts present monogamous coupledom as the epitome of maturity and 
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adulthood, the sexual needs, values, and preferences of CNM individuals tend to be invalidated 

and minimized, and CNM individuals themselves are often perceived as indecisive and immature 

(Carlström & Andersson, 2019a). 

In comparing perceptions of individuals in polyamorous, open, and swinging 

relationships, a hierarchy emerged: individuals in polyamorous relationships were consistently 

viewed as healthier, more moral, and more socially acceptable than those in open and swinging 

relationships, with swingers typically being judged the harshest (Balzarini et al., 2018b; Barker 

& Langdridge, 2010; Grunt-Mejer & Campbell, 2016; Moors et al., 2017). Moors and 

colleagues’ (2017) findings may help to shed some light on this phenomenon; they found that 

participants in their study who endorsed the most negative attitudes toward CNM also tended to 

endorse higher rates of jealousy and more traditional values (e.g., religious fundamentalism, 

political conservatism, mononormativity). Similarly, Balzarini and colleagues (2018c) found that 

participants who self-identified as monogamous had the least permissive sexual attitudes, were 

the most erotophobic, and were the most sexually restricted among all participants. Taken 

together, it seems feasible that monogamous individuals may perceive polyamorous relationships 

as more meaningful than open or swinging relationship styles because they emphasize the 

importance of sex within a loving relationship rather than sex for pleasure, which aligns well 

with monogamists’ identified sexual values (Barker & Langdridge, 2010; Moors et al., 2017). 

Taking these findings one step further, though individuals in all three of these CNM 

relationship styles (i.e., polyamory, open relationships, and swinging) experience judgment, 

stigma, and discrimination from others, it is possible that those who are engage in swinging 

relationships may be more susceptible to negative judgments since a swinging relationship style 

is viewed as the least authentic and viable of the three (Balzarini et al., 2018c). In other words, 
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the further away one strays from mononormative standards, the more vulnerable they may be to 

experiences of discrimination and marginalization. 

Inside the CNM Community 

 Interestingly, the same hierarchy of relationship styles that was observed in the general 

public’s perceptions of CNM was also observed within the CNM community (Balzarini et al., 

2018b; Conley, Moors et al., 2013). Although CNM participants tended to favor their own 

relationship style over other CNM styles, they consistently perceived monogamous arrangements 

as the most positive relationship style overall (Balzarini et al., 2018b, 2018c; Grunt-Mejer & 

Campbell, 2016), considering them to be of higher quality and more successful than CNM 

relationship styles (Conley, Moors et al., 2013). Monogamous relationships were perceived as 

the least sexually risky, the most sexually satisfying, more moral, more natural, and more 

socially acceptable than CNM. Furthermore, individuals in polyamorous and open relationships 

ranked swinging relationships as the least viable; promiscuity and STI stigma remained 

associated with swingers by everyone except swingers. Criticism within the CNM community 

has been observed before, with Frank and DeLamater (2009) noting that swingers and 

polyamorous individuals have a history of viewing each other unfavorably. Specifically, Barker 

and Langdridge (2010) noted that while polyamorous folx tend to look down on swingers’ 

supposed focus on “recreational sex, and the stereotypically gendered” nature of swinging, 

swingers tend to condemn polyamorous folx’s “conservative attitudes toward sex . . . and the 

idea of love bonds beyond the couple” (p. 758). These findings point to the likelihood of 

internalized stigma, where the (conscious or unconscious) adoption of mononormative social 

conventions results in the perception of monogamy as the most viable relationship style. 
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Implications of internalized stigma on individual and relational functioning are explored further 

in Chapter 3. 

Healthcare Professionals 

Individuals in CNM relationships are less likely to seek therapy or medical attention than 

monogamous individuals (Garner et al., 2019; Jenks, 2014). Fears of judgment, pathologization, 

and unsolicited advice often result in hesitancy to seek services; unfortunately, these fears are 

justified. In an effort to examine clinicians’ attitudes toward CNM, Grunt-Mejer and Łyś (2019) 

presented 324 psychotherapists with hypothetical vignettes of monogamous, cheating, and CNM 

couples seeking treatment for a variety of symptoms (e.g., substance use, depressive symptoms, 

erectile dysfunction, marital conflicts). When the clinicians were asked to rate the couples’ 

relationship satisfaction, morality, and competence-related abilities, monogamous individuals 

were consistently rated higher in each of these domains compared to the other groups. 

Furthermore, while the clinicians overwhelmingly attributed CNM clients’ presenting problems 

to their lack of sexual exclusivity and suggested that these clients alter their lifestyle (i.e., stop 

pursuing or engaging in CNM), monogamous clients’ symptoms were nearly always attributed to 

influences outside of the relationship. Though these findings may be surprising, they are not 

unique; Schechinger and colleagues (2018) found that approximately one-third of mental health 

clinicians are not competent to effectively work with CNM clients/patients, which they attributed 

to a lack of provider knowledge. 

Additionally, like many systems in the United States, healthcare is underscored by 

heteronormative and mononormative practices, which can interfere with clinicians’ ability to 

provide competent care. Mononormative biases in the healthcare system include presumptions of 

monogamy and hospitals’ recognition of only one person as a partner or spouse (Kean, 2015); 
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failure to provide enough writing space to identify multiple partners on administrative forms and 

physical space for multiple partners in treatment rooms (Flicker, 2019); and failure to provide 

appropriate, customizable STI screenings with easily shareable results (Vaughan et al., 2018), 

among other examples. Healthcare providers’ assumptions of monogamy with CNM individuals 

can lead to detrimental health outcomes in at least three ways: (a) fearing judgment from 

providers, patients may decide to conceal aspects of their sexual behavior or avoid requesting 

specific types of STI testing, which can lead to mis- or unidentified, and therefore mis- or 

untreated, health concerns (Carlström & Andersson, 2019a; Regula, 2021; Vaughan et al., 2018); 

(b) patients’ may perceive judgment and stigmatization from their healthcare providers, which 

can lead to experiences of anger and frustration toward the provider, decreased trust in the 

provider, decreased adherence to treatment, and decreased willingness to return to specific 

providers, thereby impacting continuity of care (Vaughan et al., 2018; Zestcott et al., 2016); and 

(c) clinicians may make inappropriate health care decisions (e.g., inadequate medical screenings 

and treatment) based on heteronormative and mononormative assumptions, leading to poor 

health outcomes (Vaughan et al., 2018; Zestcott et al., 2016). These pathways are not 

independent; for instance, poor medical decision-making can negatively impact communication 

and patients’ levels of trust in the provider and vice versa (Zestcott et al., 2016). 

 Furthermore, individuals in the CNM community report experiencing increased pressure 

to educate their providers on CNM relationship dynamics while simultaneously attempting to 

avoid implicit (e.g., “raised eyebrows and dirty looks,” “avoidance of eye contact, and a 

condescending tone”) and explicit (“unsolicited, unwanted advice regarding participants’ 

relationship choices and partners”) sexual stigma from these same providers (Vaughan et al., 

2018, p. 46). Observed stigma-avoidance behaviors in CNM clients/patients include withholding 
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of pertinent health information, pre-screening of providers, asking other CNM individuals for 

referrals, and utilizing public health clinics for broad-based STI testing. 

Consistent experiences of being questioned, invalidated, and judged by healthcare 

providers are likely to lead to CNM individuals’ increased distrust in healthcare professionals, 

continued engagement in stigma-avoidance behaviors, and potentially even trauma (Carlström & 

Andersson, 2019a). Though these experiences are generalizable to all CNM individuals, it may 

be particularly important to consider the unique experiences of swingers in healthcare settings, 

given the previously discussed stigmas associated with the swinging relationship style. 

Furthermore, it is critical for healthcare providers to recognize the power that they hold. 

Clinicians have the capacity to inform social change by validating the experiences of CNM 

individuals, engaging in inclusive care practices, and working to overthrow heteronormative and 

mononormative systems (Grunt-Mejer & Łyś, 2019). 

CNM and the Law 

While LGBTQ+ advocacy movements in the United States have received increasing 

amounts of attention and support in the last 50 years, resulting in significant, albeit slow 

progress, the CNM community has not experienced the same. Moors and colleagues (2017) 

argued that, while marriage equality remains important for many polyamorous folx, polyamorist 

activists in the United States have historically avoided pursuing legal avenues for fear of 

detrimentally impacting same-sex marriage equality efforts by inadvertently fueling “slippery 

slope” arguments. Moors and colleagues also pointed out that not all individuals within the CNM 

community (e.g., individuals in swinging or open relationships) are necessarily interested in 

pursuing the legalization of multi-person marriage. In a survey of over 4,000 polyamorous 

individuals, ranging in age from 16 to 92, Fleckenstein and colleagues (2013) found that just 
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over 65% of the respondents indicated they would like to have the option to legally marry 

multiple partners. These findings point to notable in-group variability and serve as a reminder 

that each CNM relationship is underscored by unique values and expectations. 

Legal rights and protections that come with marriage tend to vary by state; however, they 

typically include benefits in the following areas: taxes (e.g., joint filings), estate planning (e.g., 

inheritance, estate and gift tax exemptions), government assistance (e.g., Social Security, 

Medicare, veterans’ and military benefits), employment (e.g., insurance through a spouse’s 

employer), medical (e.g., making medical decisions in the event that a spouse becomes 

incapacitated), death (e.g., burial arrangements, consenting to after-death examinations and 

procedures), and housing (e.g., living in “family only” zoned neighborhoods; Guillen, n.d.). 

Unmarried partners and individuals in domestic partnerships or civil unions do not qualify for 

these benefits; they are only accessible to individuals whose partnerships culminate in federally 

recognized marriage, which continues to be defined as a union between “two spouses” (U.S. 

Marriage Laws, n.d.). Furthermore, bigamy laws—and the harsh consequences for breaking 

them—prevent individuals from pursuing separate and simultaneous or overlapping legal 

marriages (Johnson, 2013; Kean, 2015). Sheff (2011) passionately argued “public policies should 

facilitate the lives of those who live in a society . . . [not] further alienate already disenfranchised 

sexual minorities and [perpetuate] institutionalized” heteronormative and mononormative biases 

(p. 511). While there is still a long way to go, Somerville, Massachusetts made headlines in June 

2020 when it became one of the first cities in the United States to legally recognize polyamorous 

relationships (McNamara, 2020); this, at least, provides some hope for the future. 

Aside from the legalization of multi-partner marriage, CNM individuals face a variety of 

legal challenges, including state-specific criminal adultery laws, child custody concerns, 



30 

 

workplace discrimination, and housing and zoning laws (Johnson, 2013). CNM individuals with 

children, for example, may be faced with some terrifying consequences; instances in which 

judges have criminalized CNM individuals and declared them unfit to raise their own children 

are not unheard of, and there are currently no legal protections in place to protect CNM families 

from potentially losing custody of their children (Polyamory Legal Advocacy Coalition, n.d.). 

Furthermore, “there are currently no legal protections against people facing [employment] 

discrimination for being in a [CNM] relationship,” which inherently puts CNM individuals’ 

livelihoods at risk should their CNM identity be exposed (McNamara, 2020, para. 12). 

Furthermore, group living laws, which limit the number of unrelated adults who can live in a 

home, also threaten individuals in the CNM lifestyle, as they may run the risk of being evicted 

from their homes (Kean, 2015). 

Despite all of these potential consequences, CNM individuals continue to pursue lives 

that they find meaningful and fulfilling while continuing to fight for equitable treatment and 

acceptance from others. In the next chapter, an exploration of CNM individuals’ psychological 

and physical health expands on the impacts of persistent heteronormative and mononormative 

systems and helps to debunk some common myths about CNM. 
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CHAPTER III: PSYCHOLOGICAL AND PHYSICAL HEALTH IN THE CNM 

COMMUNITY 

Psychological Health 

The literature lacks consensus regarding psychological well-being among CNM, 

compared to monogamous, individuals. While some studies have reported that the psychological 

well-being of monogamous and CNM individuals is comparable (Garner et al., 2019; Rubel & 

Bogaert, 2015), others indicate that those in CNM relationships may experience higher degrees 

of psychological wellness compared to monogamous individuals (Brooks et al., 2021; Cox II et 

al., 2021; Jenks, 2014). Specifically, one study found that CNM individuals tend to demonstrate 

greater life satisfaction, higher self-esteem, and lower levels of depression, anxiety, and stress 

(Brooks et al., 2021). Furthermore, Cox II and colleagues (2021) found that older adults in CNM 

relationships reported increasing levels of happiness as they aged, which is contrary to the 

general population’s experience of decreased happiness over time. 

However, a recent study with United States and Canadian college students indicated that 

individuals in CNM relationships are significantly more likely than monogamous individuals to 

endorse depressive and anxious symptoms (Borgogna et al., 2021). After adjusting for 

demographic variables, Borgogna and colleagues determined that depressive, but not anxious, 

symptomology was associated with the participants’ self-identified CNM identity status. Because 

these findings are contradictory and the literature is sparse, the following sections continue to 

explore psychological health in CNM-identifying individuals related to their CNM identity 

development, attachment styles, and the impact of heteromononormative biases, stigma, and 

discrimination. Protective factors are also discussed, including group identification and 

relationship satisfaction levels. 
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Sexual Identity Development 

Identity development theories have been explored for decades, with prominent 

psychologists such as Erik Erikson (1968, 1980) and James Marcia (1966, 1980) largely paving 

the way. According to these early theories, identity development is a complex process by which 

an individual comes to develop their sense of self (i.e., self-concept), including identification of 

their unique beliefs, values, and worldview. Sexual identity development is similar to general 

identity development; however, it is specific to one’s experience of sexual orientation, sexual 

attraction, and partnering behavior (Hanley et al., 2015). While sexual identity development is an 

essential part of the general human experience, it is particularly salient for the LGB+ and CNM 

populations since these identities inherently contradict heteronormative and mononormative 

sociocultural expectations. 

Fixed or Fluid. The fixed versus fluid debate regarding sexual identity has long existed, 

with some theorists arguing that sexuality is innate and unchanging (i.e., an essentialist point of 

view; take Freud as a prime example) and others contending that sexuality is an ongoing process, 

influenced by societal norms and culture, in addition to a variety of other factors (i.e., a 

constructionist point of view; Evans et al., 2010). 

Empirical evidence supports the theory that at least one component of sexual identity, 

sexual orientation, is biologically influenced (Bogaert & Skorska, 2020). Differences in size, 

number of neurons, and activation levels in specific regions of the brain (e.g., the third interstitial 

nucleus of the anterior hypothalamus and the anterior hypothalamus), for example, have been 

identified in heterosexual, as compared to homosexual, males. Genes, including distinct patterns 

of methylation (i.e., activation or inactivation) on the X chromosomes and specific autosomes, 

may also play a role in sexual orientation development, specifically in gay males. There is also 
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evidence to suggest that a correlation between handedness and sexual orientation exists, which is 

influenced by genes. Both males and females with same-sex attraction have a higher rate of left-

handedness than heterosexual individuals; however, the effect sizes of these findings are more 

significant in females than males. Prenatal hormones are also suspected to impact sexual 

orientation development. In reviewing a number of studies, Bogaert and Skorska also found 

consensus that gay—as compared to heterosexual—males were prenatally exposed to a lower 

amount of androgen, while lesbian—as compared to heterosexual—females were prenatally 

exposed to a greater amount of androgen; again, these findings appear to be more significant in 

female individuals compared to males. 

The fraternal birth order effect (FBOE), defined as “the phenomenon of [males] with 

same-sex attraction having a greater number of older brothers (but not sisters) than heterosexual 

[males]” also suggests that biological influences are at play in the process of sexual orientation 

development (Bogaert & Skorska, 2020, p. 3). In support of the biological component, research 

indicates that mothers who are pregnant with male-designated fetuses produce “antibodies to 

proteins specific to male brain development,” which “increase in concentration with each 

gestation” of a male-designated fetus; higher levels of prenatal exposure to these antibodies are 

associated with differences in areas of the brain that are correlated with sexual attraction 

development (Bogaert & Skorska, 2020, p. 3). While prenatal influences are evident, Balthazart 

(2017) suggested that FBOE likely cannot be attributed to biology alone. Although previous 

theories relating sexual orientation development to maternal/paternal age and social interactions 

between multiple male fraternal or stepsiblings have been largely rejected, sexual orientation is 

likely a function of both biological prenatal influences and the postnatal environment. 
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In identifying common milestones of sexual orientation identity development through a 

meta-analysis of over 3,200 peer-reviewed articles, Hall and colleagues (2021) found that 

Millennials in the United States achieve the 5 most common milestones (i.e., same-sex or queer 

attraction, self-identity, first experience of sexual activity, coming out to others, and first 

experience of engaging in a same-sex or queer romantic relationship) earlier and in the shortest 

amount of time, compared to previous generations. These findings support the theory that 

environmental factors, specifically the shifts in societal views like more accepting attitudes 

toward LGB+ people and sex-positive parenting, may facilitate the sexual development process 

of LGB+ youth. Biological perspectives regarding the observance of earlier milestone 

achievement suggest that the earlier onset of puberty, particularly among female adolescents, is 

correlated with these earlier achievements; however, this too is theorized to be environmentally 

mediated. Oehme and colleagues (2020, p. 3) argued that although genetics undoubtedly play a 

part in the earlier onset of puberty, “lifestyle factors such as nutrition, general health, 

psychosocial stress, perinatal factors, body composition, and environmental factors such as 

endocrine disruptors” account for much of the variation as well. 

Despite the ongoing nature versus nurture debate regarding sexual orientation, the fluidity 

of sexuality as a whole, which is conceptualized as shifts in sexual identity (i.e., sexual 

orientation, attraction, and partnering behavior) (Hanley et al., 2015), has been well documented 

for decades. In their seminal work, Kinsey and colleagues (1948) argued that humans are the 

only living beings who “[invent] categories and force facts into separated pigeon-holes” (p. 639); 

instead, they asserted “the living world is a continuum in each and every one of its aspects” and 

encouraged their readers to recognize that sexual behavior also exists along a spectrum. Kinsey 

and his colleagues famously created a “heterosexual-homosexual rating scale” (colloquially 
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known as the “Kinsey scale”) to reflect the variability of human sexuality observed in their 

research. Although their scale includes only seven categories, ranging from exclusively 

heterosexual to exclusively homosexual, Kinsey and colleagues specifically noted that 

“individuals in the population [occupy] not only the seven categories which are recognized [on 

the scale] but every gradation between each of the categories as well” (p. 639). Furthermore, 

Kinsey and others argued that individuals might be assigned to different positions on the scale 

across time and relationships. 

In 2008, Peter Benson applied Kinsey’s scale of human sexuality to relational styles; he 

posited that similar to sexual orientation, monogamy and CNM exist on a spectrum. He further 

speculated that one’s self-identified position on this spectrum is likely to change across the 

lifetime and with respect to different relationships. Rubin and colleagues’ (2014) findings 

regarding the fluidity or stability of a CNM identity were inconclusive; however, the potential 

fluidity of CNM partnering styles remains an area of interest, and in 2019, Thorne and 

colleagues again theorized, “if sexual identity is not always static, and sexual desire and romantic 

love are independent systems, people may, as a consequence, experience different types of love 

in their lifetime” (p. 251). 

Regarding the fluidity of sexual orientation across the lifespan, Kinsey and colleagues’ 

(1948) theory was recently supported by Hanley and colleagues’ (2015) work. In comparing the 

self-reported sexual identity of monogamous and polyamorous participants at two points in time 

(i.e., seven months apart), Hanley and colleagues found that although relational and sexual 

identity (i.e., how one defines their relationship and how one defines their sexual orientation, 

respectively) remained relatively stable, shifts in sexual attraction were identified. These shifts in 
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sexual attraction were most commonly observed among participants with gender-nonexclusive 

(e.g., bisexual) attractions, especially among polyamorous females. 

Because these females identified as polyamorous, it is important to consider the rules of 

their existing relationship(s) and implications for the pursuit of additional ones. It is possible that 

the negotiated boundaries of their current relationship(s) may prevent them from acting on any 

changes in sexual attraction (i.e., engaging with additional partner[s] romantically or sexually) 

without first consulting and gaining consent from their current partner(s). Alternatively, it is 

possible that approval is not necessary or has already been obtained by the polyamorous unit, but 

an additional partner has not yet been identified, thereby eliminating the need to redefine the 

relationship. Furthermore, a gender-nonexclusive sexual orientation may already account for 

shifts in sexual attraction; Robinson (2013) commented on the experience of sexual fluidity 

among bisexual women, noting that conceptualizing CNM, specifically polyamory and 

monogamy as “strategic identities,” accommodates the identity shifts that typically occur within 

this subset of the CNM population. Additionally, it is possible that these females did not act on 

their shifting sexual attraction due to the demands of psychosocial factors (e.g., life stressors 

related to family, employment, health), which impeded them from seeking out additional 

partner(s), despite a shift in sexual attraction. 

Sizemore and Olmstead (2017) also found that, compared to males, females reported 

more active sexual identity exploration across the lifespan, which was associated with increased 

willingness to engage in sexual experimentation. As proposed by Rubin and colleagues (2014), 

participation in sexual exploration may in and of itself influence an individual’s understanding of 

their sexual identity. Differences in the reported sexual fluidity of males and females may be 

explained by slightly higher rates of internalized stigma among gay and bisexual men, which 
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may prevent them from reporting, accepting, or acting on changes in sexual attraction (Hall et 

al., 2021). Alternatively, it may be true that females experience more variation in sexual 

attraction than males. 

Instead of continuing to engage in the circuitous debate regarding the fixed or fluid nature 

of sexual identity, perhaps it is more fruitful to accept a middle ground, as proposed by Evans 

and colleagues (2010): it is likely that “people experience and make meaning of their sexual 

[identity] in a variety of ways,” with some individuals “experiencing it as a central, stable, and 

fundamental part of who they are and others experiencing more fluid identities” (p. 307). While 

individuals who view their sexuality as innate and unchanging would argue that their sexual 

orientation, attraction, and partnering behaviors are predetermined, those who view their 

sexuality as fluid readily accept that they have the freedom to explore and redefine their 

sexuality over their lifetime (Barker, 2005). Furthermore, how one perceives their sexual identity 

is inherently influenced by the social norms of the culture in which they exist; because cultures 

vary across time and place, we must recognize “human sexuality [is] as much a social 

construction as any other aspect of human functioning” (Worthington et al., 2002, p. 506). In 

other words, it is likely impossible to determine with absolute certainty whether sexual identity is 

truly a fixed or fluid phenomenon. 

Models of Sexual Identity Development. Currently, no identity development model 

specific to CNM individuals appears to exist. As such, the following discussion is based on 

historical and current literature regarding models of development for sexual orientation and kink 

identity; these identity development models were chosen because research suggests that, 

although the relative incidences remain up for debate, both heterosexual and LGB+ individuals 

engage in CNM relationships (Balzarini et al., 2018a; Haupert et al., 2016; Moors, Schechinger 
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et al., 2021; Rubin et al., 2014; Sheff, 2014) and significant overlap between the CNM and kink 

communities has been identified (Carlström & Andersson, 2019b; Vilkin & Sprott, 2021). The 

hope is that by looking at established models of development related to some of the intersecting 

identities of CNM individuals, readers may be able to gain a more global understanding of CNM 

sexual identity formation. A more thorough discussion on intersecting identities follows. 

Cass’s Gay and Lesbian Identity Development Model. Vivienne Cass (1979, 1996) 

developed one of the earliest and most renowned models of sexual orientation development for 

gay men and lesbians. In her model, Cass outlined six stages of “homosexual” identity 

development: identity confusion, identity comparison, identity tolerance, identity acceptance, 

identity pride, and identity synthesis. In this model, it is assumed that each individual begins at 

stage one (i.e., identity confusion), when an incongruence between a heterosexual self-perception 

and internal lesbian/gay (LG) thoughts and feelings is first identified; the individual then 

progresses through the next five steps, but only if they are actively engaging in the identity 

development process. Following initial acknowledgment of the incongruence in actual versus 

ideal self-perception, Cass posited that LG individuals move into a stage of identity comparison, 

where they begin to accept the possibility that they may identify as LG. This stage is expected to 

result in the experience of alienation, which can only be overcome by a growing sense of 

tolerance and eventual, potentially begrudged, acceptance of an LG identity (i.e., stages three and 

four). Stage five (i.e., identity pride) is supposed to be colored by devaluation of heterosexual 

individuals and a growing “us versus them” mindset; rejection of heteronormative values; anger 

“born of frustration and alienation”; and “purposeful confrontation with the establishment” (i.e., 

society; Cass, 1979, p. 233). In the final stage (i.e., identity synthesis), the individual is expected 

to continue to experience anger and pride, but with less intensity than in the previous stage. It is 
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assumed that, in having moved through all six steps, the individual’s “personal and public sexual 

identities [would] become synthesized” as they come out to their interpersonal environment 

(Cass, 1979, p. 234). 

Comments on Cass’s Model. To her credit, Cass (1979) acknowledged that her six-stage 

model of sexual orientation identity development would not “be true in all respects for all 

people” and asserted “over time, changes in societal attitudes and expectations” would be 

expected, requiring the model to be updated (p. 235). She was right; in analyzing her original 

model through a present-day lens, various weaknesses exist. Perhaps most obvious is the lack of 

generalizability to bisexual and Black, Indigenous, or people of color (BIPOC) individuals, in 

addition to adults in the United States, since the original and subsequent data were normed on 

gay men and lesbians in Australia (Cass, 1979, 1996). Her model, along with other gay identity 

models of that era, is whitewashed and offers a biased perspective of development. The 

assumption that individuals will fall into identity foreclosure, where they will remain frozen in a 

stage of development if they do not actively engage in the identity development process, is also 

problematic. It is now known that sexual orientation is at least partially mediated by genetics, 

and to insinuate that individuals will only learn to identify as LG if they have intentionally 

moved through Cass’s six proposed steps would be ludicrous. Additionally, Cass’s model is 

linear and does not allow for deviations from the stepwise progression; recent evidence suggests 

an endless number of ways to achieve a healthy understanding and acceptance of one’s LG 

identity (Evans et al., 2010). 

Cass’s assumptions that individuals in stages one and two experience confusion and 

alienation have also been disproved. As Hall and colleagues (2015) pointed out, not all LGB+ 

children and adolescents experience a sense of confusion, uncertainty, or feeling different from 
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others; again, this is likely a byproduct of greater social and parental acceptance of LGB+ 

identities. Cass’s model also assumes that for an individual to achieve identity synthesis, they 

must pass through a stage of activism and eventually publicly come out as LG (Cass, 1979). 

These assumptions have also been rejected, as it does not consider sociopolitical influences or 

cultural variations (Evans et al., 2010). 

The impact of social stigma and discrimination associated with multiple intersecting 

minority identities—which is explored further in the following section—on sexual orientation 

development has also been omitted from Cass’s original model. It is now widely understood that 

the process of sexual identity development can be experienced as more difficult for members of 

minority groups who already experience stigma and discrimination, such as individuals who are 

BIPOC (Evans et al., 2010). Relatedly, Cass’s model does not account for cultural differences in 

“social constructions of sexual orientation, cultural values about sexuality, and institutional 

policies and practices about sexual orientation” (Hall et al., 2021, pp. 3-4). 

One of the most important lessons we can learn from Cass’s model is that social norms, 

which are determined according to the values of the majority group, greatly impact society’s 

view of minority groups, leading to marginalization and pathologization of typical human 

processes, including those related to sexual identity development. The assumptions that all LG 

individuals move through stages of confusion, anger, and activism as they develop their sexual 

orientation identity are reflective of social and political forces of the 1970s and serve as prime 

examples of this phenomenon (Evans et al., 2010). Furthermore, because social norms are 

culturally dependent and invariably change from one generation to another as shifts in power and 

visibility occur, it is important to recognize that our understanding of the CNM population, 

including the identity development process, will likely need to be revised over time. 



41 

 

Fassinger’s Model of Gay and Lesbian Identity Development. Recognizing the 

weaknesses in previous models of sexual orientation identity development, McCarn and 

Fassinger (1996) created a more inclusive and culturally aware model of lesbian identity 

formation. The model was later expanded to encompass the identity development process of gay 

men and bisexual individuals as well (Fassinger, 1998; Fassinger & Miller, 1996). Fassinger’s 

model comprises two parallel processes (i.e., individual sexual identity and group membership 

identity) that are each broken down into four phases. These processes are “reciprocal and 

mutually catalytic,” and although they may occur simultaneously, it is possible for an individual 

to be in two different phases related to the two processes (Fassinger & Miller, 1996; McCarn & 

Fassinger, 1996, p. 526). Additionally, McCarn and Fassinger specifically noted that progress 

through these phases is “continuous and circular,” noting that an individual may move through 

the same phase multiple times over their lifetime as they engage in new relationships and exist 

within different social contexts (p. 522). 

The first phase of Fassinger’s model is awareness (Fassinger & Miller, 1996; McCarn & 

Fassinger, 1996). Regarding individual sexual identity, this phase is typically defined by the 

internal experience of being different from others; in terms of group identity, individuals in this 

phase become aware that a variety of sexual orientations exist in the world. The second phase is 

exploration, which encompasses the individual’s experience of becoming aware of strong 

emotional or erotic feelings toward a member of the same sex; alternatively, the group 

experience is defined by an exploration of personal attitudes regarding the LG community and 

assessment regarding personal identification with the community. In phase three (i.e., 

deepening/commitment), the individual begins to identify as LG as they achieve a higher level of 

self-awareness and internalization of their sexual identity. The deepening/commitment phase of 
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group identity development is defined by increased awareness of the oppression of the LG 

community, identification with the LG community, and a unique combination of affective 

experiences ranging from “excitement, pride, rage, and internal conflict,” among others 

(Fassinger & Miller, 1996, p. 525). Finally, the individual approaches the fourth phase: 

internalization/synthesis. In this phase, the individual’s LG identification becomes synthesized 

with their overall identity, and they may or may not choose to share their sexual orientation with 

others. Within the group identity process, individuals in this final phase begin to identify with the 

LG community, which is presumed to result in feelings of “fulfillment, security, and an ability to 

maintain” their LG identity across contexts (Fassinger & Miller, 1996, p. 525). 

Comments on Fassinger’s Model. Fassinger’s model has many strengths, including the 

achievement of empirical evidence to support the application of her model not only to lesbians 

but to gay men and bisexual individuals as well (Fassinger, 1998; Fassinger & Miller, 1996; 

McCarn & Fassinger, 1996). Fassinger’s intentional decision to use the term phase instead of 

stage to describe each period of development also served as a strength; in doing so, Fassinger not 

only allowed for but also validated the normalcy in a nonlinear process of sexual self-

identification. Additionally, Fassinger’s emphasis on the dual processes of individual and group 

identification moved away from previous models’ tendency to focus too frequently on either: (a) 

the internal experience of increased self-awareness and eventual acceptance of an LG identity or 

(b) community influences on the self-identification process, including social norms, experiences 

of stigma and discrimination, and coming out (Evans et al., 2010). Perhaps most importantly, 

Fassinger acknowledged “disclosure behaviors [do not necessarily serve] as evidence of 

developmental advancement” and recognized that coming out in an oppressive environment 

could subject the individual to undue harm (McCarn & Fassinger, 1996, p. 522). 
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Fassinger achieved her primary goal of addressing and amending a variety of weaknesses 

in previous models and developed a model that was objectively more inclusive than those 

previous models; however, her model of sexual identity development also fell short in 

acknowledging the potential impact of specific intersecting identities, which could have a 

significant impact on the self-identification process (e.g., religion, social class, disabilities). 

Additionally, Fassinger’s first phase assumes that LGB individuals encounter a state of 

confusion and see themselves as different from others; again, this notion has been refuted in 

recent works, which indicate that not all LGB individuals experience feelings of differentness 

(Hall et al., 2021). Last, although it is not explicitly stated, it appears that Fassinger also 

conceptualized the self-identification and self-actualization processes as active ones; this 

assumption has since been refuted, as contemporary literature supports the notion that 

individuals can move consciously or unconsciously through phases of identity development 

based on social, cognitive, and behavioral learning experiences (Evans et al., 2010). 

Fassinger’s model (Fassinger, 1998; Fassinger & Miller, 1996; McCarn & Fassinger, 

1996) highlights the importance of acknowledging that individuals with more than one 

intersecting identity that departs from the status quo are likely to experience radically different 

and increasingly complex, processes of identity development compared to individuals who 

conform to heteronormative and mononormative social norms. Additionally, despite Fassinger’s 

concerted efforts to make her model as inclusive as possible, we can recognize that it continues 

to fall short. This is a valuable lesson in humility but also serves as a reminder that cultural 

competency is an active, lifelong process; it is not something anyone can fully achieve. 

Fassinger’s recognition of the fluid and perhaps circular nature of identity development also 

helps to validate the lived experience of individuals who experiment with their sexuality over the 



44 

 

lifespan. In relating these takeaways to the CNM population in particular, it is imperative that 

clinicians—and society in general—remain curious and open-minded to the lived experiences of 

CNM individuals. Additionally, in normalizing the fluid and sometimes circular processes of 

sexual exploration and self-identification related to sexual attraction, orientation, and partnering 

styles, we may be able to help increase awareness of these natural human processes and reduce 

the impact and experience of internalized shame in minority group individuals. 

Identity Development Milestones Meta-Analysis. Through a systematic review of over 

3,200 peer-reviewed articles and a subsequent meta-analysis, Hall and colleagues (2021) 

identified a variety of milestones in sexual identity development. In this brief discussion, the five 

most common milestones were explored: (a) same-sex or queer attraction, (b) self-identification 

as LGB+, (c) first sexual experience with a same-sex or queer individual, (d) coming out to 

others, and (e) engagement in a same-sex or queer romantic relationship. In contrast to earlier 

developmental models suggesting that LGB+ individuals move through fixed stages or 

continuous and circular phases of identity development, Hall and colleagues suggested a cascade 

model of development, “in which early sexual experiences serve as bases for and influence 

future sexual experiences in the life course” (Hall et al., 2021, p. 11). In other words, the 

aforementioned milestones are not expected to occur in any specific sequence; however, some 

milestones appear to be foundational (e.g., attraction). Self-identification as LGB+ and sexual 

activity with a same-sex or queer individual, for example, are not likely to occur without an 

individual first experiencing attraction to same-sex or queer individuals. 

Though these milestones may be achieved in any order, some dominant sequences 

emerged (Hall et al., 2021). For example, awareness of same-sex attraction typically occurs 

during early adolescence and may or may not be accompanied by confusion or questioning of 
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their sexual orientation. Additionally, males generally reached the attraction and self-

identification milestones prior to females; however, these differences were less noticeable among 

Millennials, which may be attributed to increased acceptance and visibility of LGB+ identities in 

the United States in recent years. Self-identification as LGB+ and first sexual experience with a 

same-sex or queer individual typically follow, occurring in late adolescence. Again, sex 

differences were noted, with males typically engaging in sexual activities before females. Hall 

and colleagues suggested that these observed differences may result from societal values in the 

United States, which praise the pursuit of sexual encounters in males and simultaneously demand 

that females suppress their sexuality. Entering into a same-sex or queer romantic relationship and 

coming out to others tend to occur next during the period of emerging adulthood; however, as 

Hall and colleagues noted, the coming out process typically occurs over the lifetime with various 

people and across a variety of settings. Alternatively, an LGB+ individual may choose not to 

come out at all or may selectively come out to specific individuals in their lives. Overall, LG 

individuals tended to achieve these five milestones before bisexual individuals. Hall and 

colleagues postulated that individuals with an emerging bisexual identity might experience 

higher levels of confusion or uncertainty regarding their sexual orientation, which can result in 

delayed arrival at each of these milestones. The minimization and questioning of a bisexual 

identity as valid, and higher levels of stigma toward bisexual males, may also play a part in this 

phenomenon. 

Meta-Analysis Comments. Hall and colleagues’ (2021) identification of the five most 

common milestones, among many others, which have not been included in this paper for the sake 

of brevity, can help mental health clinicians to facilitate the process of sexual identity 

development not only in LGB+ clients/patients but in CNM individuals as well. If, for instance, a 
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client/patient presents to therapy in search of support around their sexual identity exploration, 

their clinician can provide psychoeducation around these common milestones of sexual identity 

development, which may help to normalize their experience. Additionally, Hall and colleagues’ 

recognition that a variety of identity development pathways exist helps to de-pathologize 

individuals who deviate from a specified course and can encourage individuals to more readily 

explore their unique path to self-identification. 

Multidimensional Model of Heterosexual Identity Development. One of the more 

comprehensive models of sexual identity development is Worthington and colleagues’ model 

(2002). Like Fassinger (Fassinger, 1998; Fassinger & Miller, 1996), Worthington and colleagues 

proposed that heterosexual individuals move through two parallel, reciprocal processes (i.e., 

individual sexual identity and social sexual identity) as a part of their sexual identity 

development. Five identity development statuses that apply to both the individual and social 

domains of development were identified: (a) unexplored commitment, (b) active exploration, (c) 

diffusion, (d) deepening and commitment, and (e) synthesis. While most people are likely to 

begin in the unexplored commitment status, Worthington and colleagues emphasized that the 

statuses are fluid and can be revisited multiple times throughout the lifetime. Additionally, the 

statuses may be achieved consciously or unconsciously, through behavioral and/or cognitive 

experimentation (Evans et al., 2010). 

In the unexplored commitment status, most individuals are aware of and operate within 

socially normed gender roles and sexual behavior; conversely, the active exploration status is 

defined as a period of purposeful, goal-directed evaluation of one’s sexual needs, values, and 

preferences for sexual activities, regardless of whether they conform to or deviate from social 

norms (Worthington et al., 2002). Active exploration may be behavioral (i.e., engaging in sexual 
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acts) or cognitive (i.e., discussions with self or others) and typically results in self-identification 

as part of the dominant heterosexual group. This group identity may “result in: (a) questioning 

the justice of a privileged status or (b) more consistently asserting the privileges of majority 

status” (Worthington et al., 2002, p. 517). Deepening of and commitment to one’s heterosexual 

identity allows the individual to move toward their identified needs, values, and preferences for 

activities, resulting in crystallization of their heterosexual group identity. Synthesis is described 

as a stage of enlightenment, where the individual’s “individual sexual identity, group 

membership identity, and attitudes toward sexual minorities merge” (Worthington et al., 2002, p. 

519). The diffusion status can be entered into at any time in the sexual identity development 

process and is usually a result of crisis and is characterized by an individual’s rejection of social 

or cultural values without goal-directed evaluation or intentionality. 

Further expanding on their model, Worthington and colleagues (2002) emphasized the 

importance of biopsychosocial influences on an individual’s progression through both their 

individual and social identity development processes; these influences include: (a) biology, (b) 

microsocial context, (c) gender norms and socialization, (d) culture, (e) religious orientation, and 

(f) systemic homonegativity, sexual prejudice, and privilege. Some biological influences (i.e., 

genetic, hormonal [prenatal], and pubertal/maturational) of sexual identity development were 

briefly discussed at the start of this chapter. Worthington and colleagues also highlighted that 

“sexual development is a multistep and multi-gated process leading to substantial variation in 

anatomy, psychology, and behavior” (p. 503). According to this model, one’s sexual identity 

development is also influenced by both the micro- and macrosocial contexts in which they exist; 

while the microsocial environment is limited to immediate relationships (e.g., family, peers, 

neighbors, coworkers), the macrosocial environment encompasses the attitudes, beliefs, and 
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values held by one’s culture. Gender norms and socialization, which are also defined by one’s 

culture, dictate the approved characteristics, roles, and sexual behaviors of each gender. 

Worthington and colleagues argued that gender-specific expectations are internalized “through 

language and discourse about gender” (p. 504) and are based in heteronormativity in the United 

States, which results in homonegative prejudice and heterosexual privilege. Last, Worthington 

and colleagues recognized the impact of religious orientation on sexual identity development, 

noting that sexual behavior and specific values regarding sexuality are largely regulated by 

religious beliefs. 

Comments on Heterosexual Identity Model. Worthington and colleagues’ (2002) model 

of heterosexual identity development has many strengths, including their recognition of 

simultaneous individual and group identity processes, their understanding of the sexual identity 

development process as ongoing and potentially nonlinear, and their acknowledgment of a 

variety of influences on the identity development process. Their emphasis on sociocultural 

influences (specifically, their explicit recognition of the impact of systemic homonegativity, 

sexual prejudice, and privilege on sexual identity development and identification) is particularly 

salient to this research paper. Discussions surrounding the implications of heteronormativity and 

mononormativity can be found later in this chapter and in Chapter 4. 

Hughes’s Model of Kink Identity Development. Because CNM is not a sexual 

orientation but rather an intentional partnering style, it would be beneficial to explore the 

development of another intentional sexuality-based identity as a comparison: kink. Similar to 

CNM, kink is an umbrella term; it encompasses a variety of behaviors (e.g., bondage and 

discipline, dominance and submission, sadism and masochism [BDSM]; fetishism; role-playing) 

that may or may not be explicitly sexual in nature (Aaron, 2018; Vilkin & Sprott, 2021). 
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As proposed by Hughes (2018), kink identity development occurs in five stages, starting 

in early childhood: early encounters, exploration with self, evaluation, finding others, and 

exploration with others. Hughes found that many of the individuals in his studies who self-

identified as “kinky” and would consider themselves to be in the BDSM lifestyle experienced 

kink-related attractions early on in life, such as a child desiring to be captured by an opponent 

during a game of tag. Hughes posited that kinky individuals go on to fantasize about kink play, 

sometimes seeking out erotic media (i.e., porn) before entering into a self-evaluative phase, 

where they may grapple with feeling different from their peers, internalized stigma, and 

exploring what their kink interests mean for them. Beyond the evaluation phase, kinky 

individuals discover that other kinky individuals exist, which can facilitate the process of 

developing a positive kink-related identity. Kinky individuals may then begin to engage in sexual 

experimentation involving kink interests with others. 

Comments on Hughes’s Model. CNM individuals likely experience a similar 

developmental process as kink-oriented individuals. According to Barker (2005), the CNM 

identity is constructed through “negotiating potentially conflicting discourses around difference 

and sameness, identity and behavior, [and] nature and choice,” which parallels the proposed 

model for kink identity development (p. 86). In addition to their shared experience of 

transgressing from heteronormative and mononormative relational structures, the kink and CNM 

communities both rely on shared values for responsible play, including consent, clear 

negotiations and explicit agreements, safety, and a culture of acceptance and open-mindedness 

(Carlström & Andersson, 2019b). Additionally, the lived experience of both kinky and CNM 

individuals is largely silenced in U.S. culture (Aaron, 2018). This phenomenon is evident in the 

exclusion of kink and CNM practices in sex education programs and diversity courses, along 
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with the demonization of these practices in religious teachings, politics and law, and media 

representations. It is likely that as a result of these exclusionary practices, individuals who 

identify with either (or both) of these communities consequently feel ostracized from the general 

public, which may result in experiences of internalized stigma and shame. Hughes’s model of 

kink identity development combats these negative experiences by normalizing a variety of sexual 

fantasies and desires that deviate from the status quo, which are experiences many, if not all, 

CNM individuals experience as well. 

Finding the ‘Right’ Language 

Despite their differences, one common theme throughout all of the aforementioned 

models of identity development is self-identification, which inherently requires the establishment 

of vocabulary. Language is important for a variety of reasons, many of which are beyond the 

scope of this paper; however, what is important to note in the context of this discussion is that 

language allows us to share our thoughts, feelings, and values with others, which helps to create 

meaningful interpersonal connections and allows us to better relate to and understand ourselves. 

In other words, our ability to self-identify is reliant on the language that is available to us 

(Ritchie & Barker, 2006). 

In instances where language used to describe a lived experience does not exist, alternative 

languages must be developed, or existing terms must be redefined and reclaimed. To this effect, 

the production of vocabulary provides power. With the emergence of the term gay in the 1970s, 

for example, many homosexual men were able to establish “a clear social identity, which offered 

a previously unavailable sense of security and community,” and eventually led to significant 

political policy changes (Ritchie & Barker, 2006, p. 585). Similarly, in an effort to claim power 

in their sexual practices, the kink community developed the terms kink and kinky to replace 
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fetishism and sadomasochism, terms previously imposed on them by the medical and scientific 

communities (Hammack et al., 2018). It is important to note that the adoption of labels is not 

desired by all; in fact, instead of experiencing a sense of empowerment, some may view labels as 

restricting, and it is important to respect individual preferences regarding labels. 

In a review of the literature regarding language development and reclamation, Ritchie 

and Barker (2006) identified three distinct reasons for which CNM individuals construct new 

languages: “to claim identity, [to] define relationships, and [to] describe feelings” (p. 585). As 

was previously mentioned, language allows for self-identification, something noted in many of 

the models of identity development and typically facilitates the process of group identification. 

The literature regarding the benefits of group identification is robust and will not be fully 

explored here. In brief, group membership is associated with higher self-esteem and more 

positive mood (Knowles & Gardner, 2008), a reduction in depressive symptoms and experiences 

of loneliness (Cruwys et al., 2013), and can help to “bond people together . . . [and] enable 

political action on behalf of the group” (Robinson, 2013, p. 23). 

Conventional language used to describe relationships in the United States, such as the 

ultimate dream of finding “the one,” is based in heteronormativity and mononormativity and 

therefore revolves around the idealized concept of a monogamous, heterosexual couple. Because 

CNM relationships inherently involve more than two people and often deviate from 

heteronormativity, this conventional language is inadequate to describe the complexities of the 

relationships between all those involved. The term metamour, for example, was established by 

the polyamorous community to describe a partner’s partner, a phenomenon that is not considered 

to be a part of monogamous relationships. Complex feelings unique to CNM relationships also 

deserve their own terminology. One such example is experiencing joy about a partner(s)’ 
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happiness related to their relationships and experiences with other partners; this feeling has been 

labeled compersion (Ritchie & Barker, 2006). 

Intersecting Identities 

In 1996, Pamela Hays developed a model of nine “complex and overlapping” (see 

abstract) domains of identity, which she organized into the acronym ADDRESSING. The nine 

domains of identity as defined by Hays’s model are: (a) age and generational influences, (b) 

disability, developmental or acquired later in life, (c) religion, (d) ethnicity, (e) social status, (f) 

sexual orientation, (g) Indigenous heritage, (h) national origin, and (i) gender. Although her 

model is far from comprehensive, it provides an invaluable structure of identity factors that are 

important for clinicians to consider in their work with clients/patients, especially when working 

with individuals who are actively marginalized, such as the CNM population. 

Hays (1996) outlined at least three ways that clinicians can use her model in their work: 

(a) to identify and challenge their own biases, which is discussed in Chapter 4; (b) to achieve 

greater awareness regarding the impact of oppression (e.g., racism, heterocentrism) on 

client/patient functioning, which is discussed later in this chapter and in Chapter 4; and (c) to 

consider how client/patient identity factors impact their self-identity development process and 

related health, which is the focus of the present discussion. 

Each of the ADDRESSING domains exists along a continuum acknowledging that 

majority groups possess social and political power over minority groups; majority group power 

is perpetuated through overt or covert discrimination, marginalization, and oppression of 

minority groups (Hays, 1996). Let us look at sexual orientation, for instance. In this case, sexual 

minorities (LGB+ individuals) are stripped of power by pervasive heterosexism, which 

stereotypes and discriminates against them based on their sexual orientation. In a landmark 
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decision in June 2020, the U.S. Supreme Court ruled that employment discrimination based on 

an individual’s identified sexual orientation violates their civil rights (Legualt et al., 2020). 

Though the ruling was a wonderful, albeit desperately overdue, step toward actualizing gender 

equality, discrimination based on sexual orientation and gender identity continues to persist in 

other areas, such as adoption and fostering (Movement Advancement Project, 2022). As Thorne 

et al. (2019) cautioned, it is important to “remain vigilant against a modern prejudiced attitude 

that might assume that because equality has been achieved in law [to some extent], heterosexism 

and heteronormativity are no longer cautions of concern” (p. 249). 

Simultaneously navigating multiple minority identities can be extremely difficult, as it 

may result in facing oppression on multiple levels. In a study examining college-aged African 

American men who have sex with other men (AAMSM), many participants reported 

experiencing discrimination and stereotyping related to both their race and their sexual 

orientation (Goode-Cross & Good, 2009). As an aside, this study provides one example of why 

individuals may reject labels; many of the men in this study expressed negative views of gay and 

bisexual men, which they largely attributed to African American cultural values and norms, and 

instead referred to themselves as AAMSM or same-gender-loving men. Their rejection of the 

gay label may also indicate internalized experiences of stigma and shame, which likely 

contributed to reported distress related to fear of perceived or actual rejection from others. 

Specifically, many of the AAMSM feared if they disclosed their sexual orientation to other 

members of the African American community, they would be ostracized from a community that 

provided them a refuge from experiences of racism; however, they also found it difficult to align 

themselves with a predominantly White LGB+ community. In other words, because they felt 
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they did not fully fit into either the African American or LGB+ communities, these men viewed 

themselves as living on the fringes of both. 

Another study investigated the experiences of lesbian, bisexual, queer, and pansexual 

women and nonbinary individuals of Latinx and/or African American descent (Cerezo et al., 

2020). In this study, experiences paralleling the previously mentioned AAMSMs emerged. The 

participants reported experiences of pressure from families of origin to conform to typical gender 

norms; struggles to find the freedom to explore their identity; engagement in constant internal 

negotiations related to prior experiences of being “othered” but continuing to feel like an 

outsider; and eventually finding self-acceptance and synthesizing all of their identities into one. 

As was noted in the paper, “arriving to an integrated identity that was inclusive of their lived 

experiences was achieved in the face of repeated, ongoing experiences of marginalization and 

exclusion” (p. 77). 

Taken together, it is imperative for clinicians to understand the implications of multiple 

minority identities on the identity formation process. Regarding the CNM population, in 

particular, demographic data alone suggest a variety of identity-based intersections (e.g., age, 

race and ethnicity, sexual orientation, sex and gender identity) that should be explored. Some 

additional identity-related domains that may be important to consider when working with the 

CNM population include gender expression, sex assigned at birth, body size, and perhaps most 

importantly, the nuances of their relationship style. 

Minority Stress 

The minority stress model, originally proposed by Ilan Meyer (2003), asserts that 

disproportionate experiences of negative mental health outcomes in individuals belonging to 

stigmatized minority groups (compared to the general public) are a product of stressful and 
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rejecting social environments. While Meyer’s work focused on gender and sexual minority 

groups, the intersection of multiple minority identities within the CNM community suggests that 

the tenets of minority stress theory can be extrapolated to CNM individuals as well. 

Meyer (2003) argued that minority stress is: (a) unique (i.e., additional to stressors that 

are experienced by the general public), (b) chronic (i.e., related to social structures), and (c) 

socially based (i.e., related to both individual experiences and systemic processes of 

heteronormativity and mononormativity). 

In assessing experiences of identity-based discrimination specifically for polyamorous 

folx, Fleckenstein and colleagues (2013) found that while a small portion (5.5%) of the general 

population endorsed experiences of discrimination in the previous 10 years, over 28% of the 

polyamorous participants reported experiences of identity-based discrimination. Experiences of 

discrimination were particularly common among polyamorous women, further bolstering the 

aforementioned sexual double standard theory. Additional research indicates, compared to 

monogamous individuals, CNM folx are also more likely to endorse experiences of emotional 

abuse, physical abuse, and sexual assault in the past 12 months (Borgogna et al., 2021). Though 

experiences of emotional and physical abuse did not appear to be directly related to the 

participants’ CNM identities, experiences of sexual assault tended to be identity-based. 

Furthermore, the “additive effects of multiple minority identities” likely result in unique 

experiences of stress in CNM individuals, as they must learn to navigate each of the identities 

while existing in oppressive sociocultural environments (Borgogna et al., 2021, p. 3). Specific to 

the CNM community, it is likely that heteronormative and mononormative sociocultural 

pressures negatively impact CNM individuals’ overall happiness and satisfaction (Killeen, 2022). 

Taken together, individuals who experience identity-based rejection and discrimination are 
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subject to greater overall stress and are required to engage in greater adaptation efforts than 

others who are not stigmatized. 

Internalized Stigma 

Heteronormative, mononormative, and other biases related to minority identities are 

implicitly and explicitly perpetuated throughout U.S. society on a variety of levels (e.g., family, 

peers, media, politics, religion). Through consistent interactions with these social systems, the 

heteronormative and mononormative beliefs and values (e.g., being heterosexual and 

monogamous is normal) are learned by the individuals of that society, and when an individual’s 

developed self-identity departs from heteronormative and mononormative expectations, biased 

sociocultural judgments may be turned inward (Lin et al., 2019). This phenomenon can result in 

identity-based shame and is often referred to as internalized stigma (Meyer & Frost, 2012). 

Internalized stigma is associated with deleterious effects on interpersonal functioning, 

relationship quality, and overall well-being, and the effects of internalized stigma may be 

compounded by fears of judgment and/or rejection by others (Meyer & Frost, 2012; Moors, 

Schechinger et al., 2021). Furthermore, the experience of internalized stigma is also associated 

with negative psychological health outcomes, such as low self-esteem, low self-efficacy, and 

greater psychological distress (Drapalski et al., 2013). Physical health correlates are discussed 

below. 

Moors, Schechinger, and colleagues (2021) identified three distinct ways that internalized 

CNM negativity might materialize: (a) personal discomfort, (b) social discomfort, and (c) public 

identification. An individual who experiences internalized stigma as personal discomfort may 

wish to change their relationship style or may endorse CNM as unnatural. Someone who 

experiences internalized stigma as social discomfort may notice heightened levels of distress 



57 

 

when surrounded by CNM individuals or in CNM-friendly communities. Those who experience 

internalized stigma related to public identification may avoid or attempt to avoid being seen in 

public spaces with other CNM individuals for fear of being noticed. Thus, these forms of 

internalized stigma can interfere with sexual self-identity, group identification, and healthy 

interpersonal functioning—all of which are important for overall well-being. Of these three 

manifestations, personal discomfort appears to be the most detrimental, as it tends to be 

associated with “lower satisfaction with romantic and sexual relationship agreements, global 

relational satisfaction, and commitment” (Moors, Schechinger et al., 2021, abstract). 

Rejection Identification 

Increased experiences of anxiety, vigilance, and internalized stigma in minority group 

members are associated with fears of rejection and ostracization by dominant social groups 

(Meyer, 2003); however, actual or perceived rejection from the dominant group can also lead to 

increased levels of in-group identification and identity centrality (i.e., identity salience; 

Branscombe et al., 1999; Hinton et al., 2022; Ramos et al., 2012). The rejection identification 

model (RIM; Branscombe et al., 1999) suggests that increased group identification can buffer 

stigmatized individuals from the negative effects of discrimination and can help marginalized 

individuals to build more meaningful, positive self-concepts. In other words, by developing a 

sense of pride in their identity, stigmatized individuals can more readily question the nature of a 

stigma’s existence rather than incorporating negative pieces of the marginalized identity into 

their self-concept. RIM’s proposed directional effect was validated by Ramos et al. (2012), who 

found that perceptions of discrimination led to greater minority group identification and identity 

centrality rather than the other way around. 
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RIM additionally suggests that while group identification can serve as an effective 

defense against stigma and discrimination, it can also serve as a bonding, celebratory function 

and can prompt collective efforts toward social and political reform (Branscombe et al., 1999). 

Increased group identification has also been associated with lower rates of depression and 

psychological distress (Ramos et al., 2012), as well as lower rates of identity concealment, less 

identity uncertainty, less internalized stigma, and greater outness (Hinton et al., 2022). Though 

all of these outcomes point to increases in global well-being, it is important to note that identity 

centrality is also related to increased experiences of prejudice and greater stigma sensitivity; 

thus, although group membership can have positive psychological effects, it does not mitigate all 

of the negative impacts of stigma and discrimination. Furthermore, group identity and identity 

centrality may not be important to all minority individuals. For instance, Hinton and colleagues 

found that bisexual individuals tended to endorse lower levels of identity centrality, noting that it 

did not feel important for them. These findings suggest that individuals who are sexually 

attracted to more than one gender may find the bisexual identity label insufficient or inaccurate; 

this serves as another example of individual preferences regarding labels. Alternatively, Hinton 

and colleagues theorized that because bisexual individuals tend to experience prejudice from 

gay, lesbian, and heterosexual communities, they may experience a decreased sense of belonging 

or increased internalized stigma related to their sexual orientation identity. 

Attachment and CNM 

Attachment theory has become the gold standard in understanding interpersonal 

functioning, as it helps to conceptualize the establishment and maintenance of interpersonal 

relationships. Attachment styles are also related to an individual’s understanding of self (e.g., 

self-concept) and others (Ainsworth et al., 1978/2014; Bowlby, 1969, 1973, 1980; Bretherton, 
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1992; Shaver & Mikulincer, 2009), and studies have demonstrated that attachment behaviors 

correlated with specific interpersonal problems as well (Shaver & Mikulincer, 2009). Thus, an 

exploration of attachment in CNM individuals can offer insight regarding the psychological well-

being of CNM individuals. 

Attachment Theory. Following the end of World War II, John Bowlby was 

commissioned by the World Health Organization to explore the impact of parental (specifically, 

maternal) separation and deprivation on homeless children across Europe in response to mass 

casualties of the war (Ainsworth & Bowlby, 1991; Bretherton, 1992). Bowlby, a psychiatrist 

formally trained in psychoanalysis, teamed up with researchers across the globe to explore the 

influence of mother-child separation on personality development. Commonly recognized as the 

father of attachment theory, John Bowlby theorized that to grow up mentally healthy, the “infant 

and young child should experience a warm, intimate, and continuous relationship with [their] 

mother (or permanent mother-substitute) in which both find satisfaction and enjoyment” 

(Bowlby, 1952, p. 11). He went on to argue that in the absence of a consistent attachment figure, 

children would experience an inability to form secure, meaningful relationships with others later 

in life (Bowlby, 1952; Bretherton, 1992). 

Mary Salter Ainsworth, a psychologist and researcher whose interests were primarily 

rooted in security theory, was also interested in exploring the relationship between an infant’s 

bond with their caregivers and personality development (Ainsworth & Bowlby, 1991; 

Bretherton, 1992). Specifically, Ainsworth intended to achieve a greater understanding of 

attachment security, or lack thereof, in infant-caregiver relationships. Ainsworth joined 

Bowlby’s research lab in 1950 and conducted a series of observational studies, which arguably 

influenced Bowlby’s work over the next few decades (Ainsworth & Bowlby, 1991). One of 
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Ainsworth’s most influential studies is commonly known as the Strange Situation, which 

provided a foundational understanding of attachment styles in infants (Ainsworth & Bell, 1970; 

Ainsworth & Bowlby, 1991; Ainsworth et al., 1978/2014; Bretherton, 1992). In the Strange 

Situation, Ainsworth and her colleague, Silvia Bell, observed the interaction between 23 one-

year-old infants and their mothers, as mother and child were introduced to a stranger, separated, 

and reunited in a series of 8 “episodes.” Through their observations, Ainsworth and Bell noticed 

that the infants engaged in three distinct behavioral reactions, which were then classified as three 

attachment styles: (a) secure, (b) insecure-avoidant, and (c) insecure-ambivalent/resistant 

(Ainsworth & Bell, 1970; Ainsworth et al., 1978/2014; Berghaus, 2011; Shaver & Mikulincer, 

2009); Main and Solomon (1986) later went on to identify a fourth attachment style: insecure-

disorganized/disoriented. 

While infants with a secure attachment style may or may not have experienced distress 

upon separation from their mother, those who did become distressed recovered quickly upon 

reunification with their mother and were observed to re-engage in exploration of the environment 

(Ainsworth & Bell, 1970; Ainsworth et al., 1978/2014; Shaver & Mikulincer, 2009). 

Alternatively, insecure-avoidant infants exhibited no distress upon separation and ignored, 

actively turned away from, or pushed their mothers away upon her return. Meanwhile, insecure-

ambivalent infants engaged in proximity-seeking and contact-maintaining behaviors even before, 

and especially after, separation from their mother and her subsequent return, as evidenced by 

their angry protesting (e.g., crying), search behavior, and refusal to re-engage in exploration; 

these reactions were intensified upon re-separation, and the infants seemingly found little 

comfort in their mother’s return (Ainsworth & Bell, 1970; Ainsworth et al., 1978/2014; Shaver 

& Mikulincer, 2009). Infants who were classified as insecure-disorganized/disoriented engaged 
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in contradictory behaviors (e.g., moving toward their mother while also averting their gaze), 

disordered sequences of behaviors (e.g., active avoidance of the mother, followed by proximity-

seeking behaviors), “behavioral stilling” (e.g., freezing of movement, dazed expressions), 

“incomplete or undirected movements and expressions, including stereotypies (e.g., undirected 

expressions of fear or distress, stereotypic rocking),” and “direct indices of confusion and 

apprehension (e.g., hand-to-mouth gestures immediately upon parent’s entrance)” (Main & 

Solomon, 1986, p. 97). 

Ainsworth’s findings, combined with Bowlby’s earlier research, were synthesized to 

formulate the basis of what we know now as attachment theory, one of the most highly regarded, 

extensively researched, and continually evolving psychological theories to date (Ainsworth & 

Bowlby, 1991; Ainsworth et al., 1978/2014; Berghaus, 2011; Bowlby, 1969, 1973, 1980; 

Bretherton, 1992; Shaver & Mikulincer, 2009). Attachment theory posits that humans are born 

with an innate attachment behavioral system, or a set of attachment behaviors (e.g., proximity-

seeking and contact-maintaining behaviors), the sole purpose of which is to assure dependable 

access to attachment figures (Berghaus, 2011; Bowlby, 1969, 1973, 1980; Shaver & Mikulincer, 

2009). Attachment figures are specific individuals in the infant/child’s life whose role is 

threefold: (a) to provide physical and psychological safety and support, especially when the child 

is faced with a perceived or actual threat; (b) to encourage safe, healthy exploration of the 

environment; and (c) to assist the child in learning how to effectively regulate their emotions 

(Bowlby, 1969; Shaver & Mikulincer, 2009). 

When an infant/child experiences an actual or perceived threat, their attachment system 

will become activated, and the infant/child engages in behaviors designed to achieve proximity 

to their attachment figure to reestablish safety; these bids continue until their sense of security is 
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restored, and their attachment system is consequentially deactivated (Ainsworth et al., 

1978/2014; Bowlby, 1969; Shaver & Mikulincer, 2009). If an infant finds that a specific 

behavioral strategy is successful in achieving their goal, that behavior is reinforced; however, if 

the attachment behavior “results in punishment or caregiver withdrawal, that behavior will 

become weaker and less visible,” and other behavioral strategies take its place (Shaver & 

Mikulincer, 2009, p. 22). For example, if an infant/child’s bids for connection are dismissed or 

ignored, the infant/child may engage in one or both of the following: (a) hyperactivated 

attachment behavior strategies or intense and persistent bids for connection, in which the goal is 

to gain support from an unreliable attachment figure or (b) deactivating attachment behavior 

strategies. Deactivating strategies are typically observed as avoidance of the attachment figure; 

this allows the infant/child to “minimize the pain and frustration caused by unavailable, 

unsympathetic, or unresponsive attachment figures” (Shaver & Mikulincer, 2009, p. 23). 

As infants/children navigate the world and gain experience with their attachment figures, 

they develop and refine working models of themselves and others; these working models serve 

as schemas through which the infant/child views the world and is able to make predictions about 

future relationships (Ainsworth et al., 1978/2014; Bowlby, 1969, 1973, 1980; Bretherton, 1992; 

Shaver & Mikulincer, 2009). One’s internal working models are also correlated with specific 

attachment styles: those with a secure attachment style have a positive view of themselves (i.e., 

see themselves as worthy and lovable) and others (i.e., see others as generally accepting and 

responsive); those with an insecure-ambivalent/resistant attachment style have a negative view of 

themselves (i.e., see themselves as unlovable, unworthy) and a positive view of others; those 

with an insecure-avoidant attachment style have a positive view of themselves and a negative 

view of others (i.e., see others as untrustworthy and rejecting); and those with an insecure-
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disorganized/disoriented attachment style have a negative view of both themselves and others 

(Bartholomew & Horowitz, 1991). 

While working models are likely maintained through social feedback (e.g., how 

attachment figures respond to bids for proximity and safety), it seems they can also be modified 

as a result of significant interpersonal experiences that are inconsistent with existing working 

models (Bartholomew & Horowitz, 1991). Internal working models may also be refined as a 

result of major life transitions (e.g., losing a loved one, moving out of the primary caregivers’ 

home), which can force us to reorganize the way in which we relate to the world. 

Adult Attachment. Although many of the interpersonal behaviors adults engage in can 

arguably be traced back to the relationships developed with their caregivers as infants/children, 

Bowlby (1969) theorized that the attachment system included the refinement of internal working 

models is active across the lifespan. This refinement happens as people continually establish and 

terminate relationships with friends, peers, and romantic partners. Bowlby’s theory was echoed 

by Bartholomew and Horowitz’s (1991) findings in that many of their participants’ attachment 

behaviors and attachment styles fluctuated across time and within relationships. 

Paralleling the four infant attachment styles previously mentioned, four adult attachment 

styles have also been identified: secure, dismissing, preoccupied, and fearful (Bartholomew & 

Horowitz, 1991; Shaver & Hazan, 1988; Shaver & Mikulincer, 2011). Adult attachment styles 

are: 

thought to vary along two dimensions . . . [creating four quadrants defined by levels of] 

anxiety (insecurity about a partner’s availability) and avoidance (discomfort with 

closeness to a partner), which reflects the differences in sensitivity to relationship threats 
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and the behavioral strategies employed to regulate attachment relationships. (Moors et al., 

2019, p. 103) 

These four quadrants correspond well with Bartholomew and Horowitz’ (1991) proposed 

conceptualization of attachment in that individuals with more positive views of themselves 

experience lower levels of anxiety with regard to interpersonal relationships, and those with 

negative views of themselves experience higher levels of anxiety; similarly, those with more 

negative views of others experience higher levels of avoidance and those with more positive 

views of others experience lower levels of avoidance. 

Taken together, individuals with a secure adult attachment style experience low levels of 

both anxiety and avoidance, similar to securely attached infants; individuals with a dismissing 

adult attachment style correspond with insecure-avoidant infants and demonstrate low levels of 

anxiety and high levels of avoidance; individuals with a preoccupied adult attachment style 

correspond with insecure-ambivalent/resistant infants, and have high levels of anxiety and low 

levels of avoidance; and individuals with a fearful adult attachment style correspond with 

insecure-disorganized/disoriented infants, who experience a high degree of both anxiety and 

avoidance (Moors et al., 2019). 

Adult attachment behaviors also mirror the behaviors of their infant counterparts. For 

securely attached adults, we would expect to see them rely on—and be comforted by—their 

romantic partner(s) in times of distress and to use their partner(s) as a secure base from which to 

explore the world (Bartholomew & Horowitz, 1991; Shaver & Mikulincer, 2009). Alternatively, 

adults with a dismissing attachment style typically express discomfort with closeness and 

dependence on others and engage in behaviors that ensure the maintenance of emotional distance 

between themselves and their romantic partner(s) to protect themselves from eventual 
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disappointment by others. Meanwhile, adults with a preoccupied attachment style typically 

experience a strong desire for closeness, which may result in persistent engagement in proximity-

seeking behaviors or requests for reassurance from their partner(s); these individuals may be 

perceived as having a dominant interpersonal style as they desperately attempt to fulfill their 

dependence needs (Bartholomew & Horowitz, 1991). Last, adults with a fearful attachment style 

avoid close relationships in an attempt to protect themselves from rejection by others; however, 

they are also likely to engage in proximity-seeking behaviors because their sense of self-worth is 

reliant on acceptance from others. Fearfully-attached adults are likely to experience social 

insecurity and lack assertiveness, as they put others’ needs ahead of their own in an attempt to 

secure interpersonal relationships. 

Regarding sexuality, Shaver and Hazan’s (1988) findings suggest that those with secure 

attachment styles are more likely to strive for mutual pleasure and intimacy. More recent 

research has expanded on this idea, indicating that a secure base within a romantic relationship 

allows for sexual exploration (sexploration) and empowers individuals to more readily explore 

the “cognitive, behavioral, and identity-based” aspects of their sexuality (Selterman et al., 2019, 

p. 20). Conversely, individuals high in avoidance (i.e., dismissing- or fearfully-attached) are 

more likely to be promiscuous, as they experience difficulty trusting others to meet their needs 

and strive to maintain emotional distance through casual or non-intimate sexual relations (Shaver 

& Hazan, 1988). Those who experience high levels of anxiety (i.e., preoccupied- or fearfully-

attached individuals) may also “have an unusually high number of sexual partners” as they 

attempt to meet their intense desire for security through their sexual partner(s); however, unlike 

avoidant individuals, anxious individuals actively seek intimacy, often fluctuating between 
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“being needy and demanding” and “being compulsive caregivers . . . [who] resent their own self-

sacrifice” (Shaver & Hazan, 1988, p. 488). 

Attachment in CNM Individuals. Securely attached individuals seem to engage in 

monogamous and CNM relationships, specifically polyamorous relationship styles, at similar 

rates (Moors et al., 2017, 2019; Morrison et al., 2011). Alternatively, those who experience 

higher levels of avoidance (i.e., dismissing or fearful individuals) are less likely to engage in 

CNM relationships compared to monogamous relationships, despite endorsing more positive 

attitudes toward CNM and a greater willingness to engage in CNM (Moors et al., 2015). It is 

possible that CNM relationships are perceived as encouraging or allowing for more intimate 

distance between partners than monogamous relationships, which would be a palatable option, in 

an abstract sense, for avoidant individuals; however, CNM relationships very often require open, 

vulnerable, and consistent communication between all partners to ensure mutual satisfaction, 

which would deter avoidant individuals from actually engaging in CNM. 

Individuals with higher levels of anxiety (i.e., preoccupied or fearful) demonstrate 

negative attitudes toward CNM; however, data suggest they are equally likely to engage in CNM 

and monogamous relationships (Moors et al., 2015). It is possible that their attitude toward and 

actual engagement in CNM is reflective of their experienced ambivalence toward intimacy and 

closeness, while more partners can theoretically offer more affection and having a greater 

number of partners also means there is a greater threat of being abandoned by those partners. 

Furthermore, anxious individuals tend to experience heightened romantic jealousy, which is 

likely a function of their fear of abandonment and may also contribute to their negative views of 

CNM, as intense jealousy can often feel like an unacceptable emotion. 
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As was previously mentioned, the types of CNM relationships explored in this paper are 

limited to polyamory, open relationships, and swinging; however, a great deal of variety exists 

within each of these types of CNM relationships. For example, the negotiated expectations of 

partners in one polyamorous relationship may look significantly different from the agreed-upon 

boundaries of another polyamorous relationship; the same holds true for open and swinging 

relationship styles. With this in mind, it is important to consider one’s motivations for engaging 

in CNM and how it may relate to their attachment style (Moors et al., 2019). Polyamorous 

relationships, for example, which are typically defined by deep, intimate connections between 

relationship partners, may be more attractive to individuals with lower levels of avoidance (i.e., 

secure or preoccupied individuals), as higher levels of openness and vulnerability are typically 

expected within these relationship configurations. Research with securely attached CNM 

individuals suggests that polyamory is a highly attractive relationship style; however, more 

research in this area is certainly warranted. Conversely, an individual with an avoidant 

attachment style (i.e., dismissing or fearful individuals) may find greater satisfaction and success 

within an open or swinging relationship dynamic, in which the partners may expect or encourage 

emotional distance outside of sexual interactions. 

In specifically looking at polyamorous individuals, Moors and colleagues (2019) found 

that adult romantic attachments are formed independently of each other; instead of relating to 

every romantic partner in the same way, attachment styles and engagement in related attachment 

behaviors are based on the intricacies of each distinct relationship. These findings contradict the 

assumption that engagement in more than one concurrent romantic relationship dilutes the 

strength of the primary relationship and indicates that it is possible for individuals to be securely 
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attached, in a romantic context, to more than one person without negatively influencing 

relationship satisfaction across partners. 

Moreover, it appears that adult attachment bonds are not only independent of each other 

but are also reciprocal. Each partner can serve as a secure base for their respective partner(s), 

which allows for more personal exploration, sexual or otherwise, and greater satisfaction within 

the relationship as long as the needs of all partners are met (Selterman et al., 2019). Conversely, 

a secure individual may experience heightened and unfamiliar anxiety when in a relationship 

with a dismissing individual or may act in an avoidant manner when in a relationship with a 

preoccupied individual (Hazan & Shaver, 1987). Despite all that we know about attachment 

theory, we must also acknowledge that relationships are wildly “complex, powerful phenomena 

with causal effects beyond those predictable from personality variables alone” (Hazan & Shaver, 

1987, p. 522). It is likely that an individual’s satisfaction within each respective relationship is 

dependent not only on attachment style but also on their sexual identity development journey, 

intersecting identities, and the impact of various psychosocial influences. 

Attachment Styles: Clinically Relevant Correlations. As was previously mentioned, 

CNM individuals, especially those in polyamorous relationships, demonstrate patterns of secure 

attachment (i.e., high levels of trust, intimacy, relationship satisfaction; low levels of jealousy) 

just as frequently as their monogamous counterparts (Moors et al., 2015, 2019). Furthermore, 

CNM individuals are equally likely to experience attachment-related anxiety compared to 

monogamous individuals and are less likely to experience higher levels of attachment-related 

avoidance than monogamous individuals (Moors et al., 2015, 2017; Morrison et al., 2011). 

Attachment-related behaviors were explored in the previous section; however, research 

also suggests that attachment styles are correlated with specific psychological and interpersonal 
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problems, which contribute to overall adjustment and psychological well-being. For example, the 

experience of high anxiety that corresponds to preoccupied and fearful attachment styles has 

been linked to “global distress, [clinical] depression [and] anxiety, eating disorders, substance 

abuse, conduct disorder, and severe personality disorders” (Shaver & Mikulincer, 2009, pp. 35-

36). Similarly, high avoidance that often corresponds to dismissing and fearful attachment styles 

is correlated with “depression characterized by perfectionism, self-punishment, and self-

criticism; somatic complaints; substance abuse and conduct disorder; and schizoid and avoidant 

personality disorders” (Shaver & Mikulincer, 2009, p. 36). 

Conversely, securely attached individuals are more likely to have higher levels of self-

esteem (e.g., perceive themselves as valuable, worthy of love), self-efficacy, and overall well-

being. They also typically have more positive views of others (e.g., the beliefs that their 

partner[s] are good-natured, reliable), have the capacity to practice compassion more readily with 

themselves and others, and are more willing to engage in exploration of new experiences or 

phenomena. Secure attachment is also negatively correlated with depression and anxiety, 

indicating that secure attachment may serve as a protective factor regarding psychopathology 

(Shaver & Mikulincer, 2009); however, it is important to remember that while secure attachment 

styles have been identified in CNM individuals, this finding has thus far been limited to 

polyamorous folx (Moors et al., 2015, 2019). CNM relationship styles that fall outside of 

polyamory (i.e., open and swinging relationships, among others) may not benefit from these 

same protective factors and likely experience their own unique benefits and challenges 

(Borgogna et al., 2021). 
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Relationship Satisfaction 

Much of the existing research on CNM individuals’ relationship health and satisfaction is 

problematic in that monogamous individuals are almost always used as a comparison group; by 

doing so, researchers continue to perpetuate mononormative biases. Additionally, most scales 

and assessment tools were designed for and normed on monogamous individuals; thus, it is 

possible that accurate assessments of relationship satisfaction in CNM individuals is not yet 

possible (Conley et al., 2017). Furthermore, to use monogamous populations as comparison 

groups is to assume that monogamous populations represent the gold standard of relational 

functioning; this is baffling, considering the fact that divorce rates among presumably 

monogamous couples in the United States continue to rise (Abdel-Sater, 2022). Nevertheless, the 

data that follow reflect the current understanding of relationship health in CNM populations in 

the United States. 

Love and Emotional Intimacy. Love is difficult to operationalize; in fact, it is a feeling, 

a thought, a behavior, and a chemical reaction all at once. It is also a central component of many 

relationships and is exalted in United States society as the defining feature of successful and 

presumably monogamous relationships. In comparing CNM and monogamous individuals, those 

in CNM relationships tend to report higher levels of intimacy and passionate love than their 

monogamous counterparts (Brooks et al., 2021; Moors et al., 2015). Brooks and colleagues 

hypothesized that these findings might be a function of CNM individuals’ tendencies to 

demonstrate “more flexibility and responsiveness to the romantic needs of their partners” (p. 11), 

which is likely facilitated by open, effective communication and access to multiple romantic 

and/or sexual partners. 
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Furthermore, while passionate love has been observed to sometimes decline rapidly over 

the course of long-term, monogamous relationships (Conley & Moors, 2014), this does not 

appear to be the case in CNM relationships. In a study comparing CNM and monogamous adults 

aged 55 and older, Fleckenstein and Cox II (2015) found that CNM adults reported greater 

relationship satisfaction and overall happiness, which appeared to be closely related to their 

respective sexual frequencies and number of sexual partners. 

Sexual Satisfaction and Frequency. One study found that CNM and monogamous 

individuals reported similar levels of sexual satisfaction (Lecuona et al., 2021), while others 

found that CNM individuals experienced higher levels of sexual satisfaction than monogamous 

individuals (Conley et al., 2018; Fleckenstein & Cox II, 2015). It is important to note that the 

monogamous participants did not report sexual dissatisfaction; they simply reported lower levels 

of sexual satisfaction than their CNM counterparts (Conley et al., 2018). Regardless of 

relationship style, individuals reported greater sexual satisfaction when they knew they were 

meeting the sexual needs of their partner(s), even if their partner(s)’ desires were different from 

their own, as long as their own sexual needs were also met (Selterman et al., 2019). A positive 

correlation between sexual satisfaction and sexual frequency was also observed, particularly 

among multi-partnered and female CNM individuals (Cox II et al., 2021). Meanwhile, the sexual 

frequencies of monogamous individuals typically fell below those of CNM individuals, which 

correlated with lower reported sexual satisfaction. Moreover, evidence suggests that sexual 

activity over the lifespan is associated with better physical health and greater overall happiness 

(Fleckenstein & Cox II, 2015; Muise et al., 2018). 

Discrepancies in sexual frequency between monogamous and CNM individuals may 

result from a variety of factors, including the possibilities that: (a) CNM individuals may devote 
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more time and effort to their sexual relationships than monogamous individuals, (b) increased 

numbers of sexual partners may allow for CNM individuals to experiment with and practice 

skills that result in increased sexual satisfaction, thereby increasing the probability that they will 

continue to achieve sexual pleasure in the future, or (c) individuals in CNM relationships may be 

less susceptible to “normal habituation processes that occur in the sexual relationships of 

monogamous” individuals (Conley et al., 2018, p. 527). 

Commitment. Relationship commitment, as defined by Brooks and colleagues (2021), 

reflects “how much a partner is willing to persist in a relationship over a period of time” (p. 4). 

The same study found that CNM individuals tended to demonstrate higher levels of commitment 

than monogamous individuals. In an effort to more thoroughly assess CNM relationship 

commitment levels, Hangen and colleagues (2019) developed their triple-C model of 

commitment, which outlines three critical dimensions of relationship commitment: consent (i.e., 

explicit agreement by all partners about their relationship configuration), communication (i.e., 

clear, ongoing negotiations regarding the relationship’s boundaries and expectations, particularly 

concerning EDSA), and comfort (i.e., satisfaction with the agreed-upon relationship structure). 

While the triple-C model was created to conceptualize CNM relationships, Hangen and 

colleagues acknowledged that these criteria equally apply to monogamous and CNM 

relationships; evaluation of relationships on each of these domains can help to identify areas of 

growth, which can ultimately strengthen the relationship dynamic and increase overall 

relationship satisfaction. They also identified five distinct relationship styles in their study, 

including two distinct monogamous groups (differing in recent EDSA engagement and 

communication about the EDSA), one CNM group, a partially open group, and a one-sided 

EDSA group (i.e., non-consensual non-monogamy). Of all the groups, the CNM group 
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demonstrated the highest levels of mutual consent, communication, and comfort, closely 

followed by the monogamous groups. These findings indicate that individuals in both 

monogamous and CNM relationships demonstrate a high degree of commitment to their 

romantic partner(s). 

Trust. With regard to a relationship, trust is defined as a subjective sense of safety and 

comfort when in the presence of one’s partner (Conley et al., 2017). Higher levels of trust in 

one’s relationship help to facilitate stronger, more meaningful connections between partners. In 

comparing levels of trust in monogamous and CNM individuals, one study found that CNM 

individuals demonstrate higher levels of trust than monogamous individuals (Conley et al., 2017) 

and results from another study suggested the exact opposite (Brooks et al., 2021). Regardless of 

which group actually experiences higher levels of trust, what is most important to note is that, in 

both studies, monogamous and CNM individuals all endorsed high levels of trust in their 

partner(s). Furthermore, both groups also demonstrated similar perceptions of deceptive 

behaviors (i.e., infidelity), which inherently challenges or perhaps even decreases the level of 

trust one may have in their partner(s) (Rodrigues et al., 2016). These findings suggest that, 

although monogamous and CNM relationship styles may allow for differing levels of EDSA, 

trust and deception are experienced similarly; individuals from both groups expect their 

partner(s) to uphold the agreed-upon boundaries of the relationship. 

Jealousy. Assessing levels of jealousy within a relationship is important because high 

levels of jealousy in a relationship are generally associated with negative relationship 

functioning, such as increases in relationship conflicts, distrust, and—in some cases—intimate 

partner violence (Conley et al., 2017). Perhaps somewhat surprisingly, low levels of jealousy 

within a relationship are positively associated with relationship longevity; the presence of some 
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jealousy in a relationship, therefore, can be indicative of a healthy relationship. Aumer and 

colleagues (2014) explored three distinct types of jealousy, which are discussed here: cognitive 

jealousy (i.e., preoccupations or suspicion of a partner’s infidelity), behavioral jealousy (i.e., 

jealousy-based actions, such as checking a partner’s phone or pockets), and emotional jealousy 

(i.e., experiencing hurt or feelings of rejection as a result of suspected infidelity). 

 For monogamists, higher degrees of emotional jealousy conferred greater relationship 

satisfaction; however, among CNM individuals, there were higher degrees of behavioral 

jealousy, which was more likely to be experienced by CNM women and translated to lower 

relationship satisfaction (Aumer et al., 2014). Conley and colleagues (2017) also explored 

different experiences of jealousy. In their study, cognitive jealousy was found to be lower in 

CNM individuals than in monogamous individuals, and behavioral jealousy was decidedly low 

in both CNM and monogamous groups; overall, CNM individuals endorsed lower experiences of 

jealousy. Looking at jealousy in general, Moors and colleagues (2014) also found that CNM 

individuals experienced lower levels of jealousy, while Lecuona and colleagues (2021) found 

jealousy to be equally present in CNM and monogamous relationships. 

 Despite potentially differing experiences of specific forms of jealousy, these studies 

suggest neither group is exempt from this natural human emotion, and both CNM and 

monogamous individuals experience some degree of jealousy within their relationships. 

However, differences in jealousy management may have significant implications for overall 

relationship functioning. Both Conley and colleagues (2017) and Lecuona and colleagues (2021) 

suggested while the experience of jealousy in CNM relationships may not significantly differ 

from monogamous relationships, CNM individuals may be more prepared to identify and 

respond to jealousy when it occurs due to CNM community values of increasing self-awareness 
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of possessive attitudes toward one’s partner(s) and engaging in self-regulation processes when 

jealousy is identified. Furthermore, the CNM community has embraced the concept of 

compersion, which is essentially the opposite of jealousy. Instead of experiencing distress related 

to a partner’s sexual or romantic engagement with another person, someone who experiences 

compersion feels happiness or joy for their partner or partners (Aumer et al., 2014). Higher 

degrees of compersion in CNM individuals are associated with greater relationship satisfaction; 

however, compersion had no effect on monogamous relationship satisfaction levels. 

Conflict Resolution Styles. In addition to assessing a variety of other relationship 

satisfaction measures, Brooks and colleagues (2021) also examined conflict resolution styles in 

monogamous and CNM individuals, including conflict engagement (e.g., personal attacks on 

one’s partner, flooding), positive problem-solving (e.g., engagement in compromise and 

negotiation), withdrawal (e.g., avoidance behaviors, such as stonewalling), and compliance (e.g., 

submissive behaviors). Monogamous participants were more likely to demonstrate avoidance 

and withdrawal from interpersonal conflict, which was associated with lower relationship 

satisfaction overall. Conversely, CNM participants were observed to approach interpersonal 

conflict with positive problem-solving tactics. Brooks and colleagues also posited that CNM 

individuals’ tendency to approach rather than avoid conflict could be demonstrative of more 

advanced communication skills, which could be attributed to the “nature of CNM relationships 

relying on a more complex level of interpersonal negotiating” (p. 11). 

Variability Between CNM Relationship Styles. Again, it is important to recognize that 

each CNM relationship is unique. This paper uses the term CNM to encompass a variety of 

relationship styles (i.e., polyamorous, open, and swinging relationship styles) due to a significant 

shortage of research on CNM, despite the humble acknowledgment that doing so may erase 
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some of the unique experiences of individuals who identify with specific forms of CNM. 

Fortunately, at least one study has intentionally separated polyamorous, open, and swinging 

groups from each other and compared them to monogamous individuals on global relationship 

satisfaction, trust, jealousy, passionate love, and commitment across (Conley et al., 2017). 

In comparing monogamous and swinging participants, Conley and colleagues (2017) 

noted that swingers tended to experience fewer jealous cognitions but did not otherwise differ 

from their monogamous counterparts. Alternatively, participants in open relationships 

demonstrated marked differences overall; they were significantly less satisfied, less committed, 

and demonstrated lower levels of passionate love than monogamous individuals. Individuals in 

open relationships also endorsed lower levels of cognitive and behavioral jealousy compared to 

monogamous individuals. Last, in comparing polyamorous and monogamous individuals, 

polyamorous folx were significantly more satisfied, more committed, more trusting, 

demonstrated higher degrees of passionate love, and endorsed lower levels of cognitive and 

behavioral jealousy. The significant differences between the three CNM groups indicate that 

different styles of CNM may carry unique implications for relational functioning with them. 

Overall Relationship Satisfaction. Despite differences between CNM groups, it appears 

that relationship structure is not a powerful predictor of relationship satisfaction and global well-

being overall (Rubel & Bogaert, 2015). Although it is true that some evidence suggests that 

CNM individuals have greater overall relationship satisfaction than monogamous individuals 

(Brooks et al., 2021), the vast majority of studies comparing CNM and monogamous individuals 

indicate that monogamous and CNM individuals demonstrate similar, and high, levels of 

relationship satisfaction and individual functioning (Conley et al., 2017; Garner et al., 2019; 

Hangen et al., 2019; Lecuona et al., 2021; Rubel & Bogaert, 2015; Séguin et al., 2017). Some of 
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the largest effect sizes regarding overall relationship satisfaction were tied to sexual frequency 

Fleckenstein & Cox II, 2015; Muise et al., 2018) and adherence to relationship agreements 

(Rodrigues et al., 2016). 

In comparing CNM individuals to the general population, Cox II and colleagues (2021) 

found that CNM individuals were significantly happier than the general population when they 

had two or more sexual partners available; however, if their relationship was sexless or if they 

had only engaged with one sexual partner in the past year, their overall happiness and 

relationship satisfaction fell well below that of the general population’s. Regarding adherence to 

agreed-upon boundaries, Rubel and Bogaert (2015) found that individuals in CNM and 

monogamous relationships reported lower levels of happiness and relationship satisfaction when 

relationship agreements had been violated. 

Physical Health in CNM Individuals 

As previously mentioned, CNM individuals who identify as swingers are often 

stigmatized by the general public as promiscuous and more likely to contract and spread STIs 

(Balzarini et al., 2018b); however, research regarding STI incidences suggests this is not the 

case. In a study comparing self-identified CNM and monogamous individuals, lifetime STI rates 

were comparable between both groups (Lehmiller, 2015). While CNM individuals did report a 

higher number of lifetime sexual partners than monogamous individuals, they were also more 

likely to use condoms with their primary partner, if applicable, along with any additional sexual 

partners. CNM individuals were also more likely to engage in frequent, broad-based STI testing, 

and their partners were more likely to be aware of specific instances of EDSA. Alternatively, 

monogamous individuals were less likely to use condoms with their primary partner, were less 

likely to engage in frequent STI testing, and in instances of infidelity (which were reported in 
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approximately one-quarter of monogamous relationships) were less likely to inform their partner 

of the EDSA. These results suggest that those in the CNM community are much more 

conscientious of sexual health and the potential risks of having multiple sexual partners than 

monogamous individuals. 

Sexual frequency was previously explored concerning sexual and relationship 

satisfaction; however, studies indicate that sexual frequency is also associated with better 

physical health, particularly among individuals in the CNM population (Cox II et al., 2021; 

Fleckenstein & Cox II, 2015). Much of the dialogue surrounding sexual behaviors in the United 

States revolves around abstinence, the use of barriers (e.g., condoms), and limiting the number of 

sexual partners one engages with (i.e., risk aversion); however, based on Cox II and colleagues’ 

and Fleckenstein and Cox II’s findings, it seems more appropriate to shift the dialogue from a 

risk-focused perspective to a sex-positive one, where the promotion of sexual health is 

emphasized. 

Minority stress is another significant factor correlated with health outcomes in CNM 

individuals. Research on the impact of minority stress on physical health suggests that for HIV-

positive males who conceal their sexual orientation from medical providers, minority stress is 

correlated with increased HIV symptoms, more rapid HIV progression, poorer lab results, 

increased side effects to treatment, and higher AIDS mortality (Flentje et al., 2020; Meyer & 

Frost, 2012). Experiences of minority stress have also been linked to increased incidences of 

respiratory infections and cancer, changes in cardiovascular function, higher BMI (particularly in 

lesbians), increased likelihood of risky sexual behavior (i.e., condomless sex, particularly in gay 

men), higher levels of cortisol in the bloodstream, and increased incidences of smoking 

(particularly in lesbians; Flentje et al., 2020; Meyer & Frost, 2012). As was previously discussed, 
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the experience of minority stress is theoretically compounded with each additional minority 

identity that an individual holds, and the impact of minority stress on CNM individuals is likely 

exacerbated when CNM individuals interact with systems based in heteronormative and 

mononormativity, such as the healthcare system. 
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CHAPTER IV: BARRIERS TO CARE, DETRIMENTAL PRACTICES, AND 

SUGGESTED PRACTICES 

Again, the purpose of this paper was not to compare CNM and monogamy, nor is it to 

argue that one relational style is superior to the other. In fact, CNM and monogamous 

relationships have both unique and shared benefits, many of which have been explored 

throughout this paper. Furthermore, as previously discussed, levels of psychological well-being, 

relationship satisfaction, and physical health among CNM and monogamous individuals have all 

been found to be comparable. 

Ultimately, while there is “evidence [to suggest] that non-monogamy increases 

relationship satisfaction for some individuals . . . there is little compelling evidence that all 

monogamists would be happier exploring non-monogamy” (Killeen, 2022, abstract). In other 

words, it can be reasonably concluded that CNM and monogamous relationships are equally 

viable, valid, healthy, and fulfilling options for romantic and sexual partnering. Regardless of 

one’s relationship style, or if partnering preferences change over the lifetime, individuals should 

purposefully reflect and evaluate what boundaries and desires are important and think about 

goals in every relationship they enter into (Moors et al., 2014). Rather than defaulting to 

monogamy or adopting preconceived ideas of what a CNM relationship might look like, 

relationship dynamics should be intentionally chosen and designed to fit the individual needs of 

those in the relationship. 

Despite these conclusions, people in sexual and gender minorities continue to experience 

disparities in healthcare which are largely grounded in heteronormative and mononormative 

biases. In fact, in 2016, sexual and gender minority communities were officially recognized as a 

health disparity population by the National Institutes of Health (Flentje et al., 2020). Though this 
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acknowledgment helps to facilitate a significant and necessary shift in standard healthcare 

practices—and the population identified inherently includes some CNM individuals due to the 

significant overlap in LGB+ and CNM communities—it is not specific to the CNM community 

and therefore neglects to raise awareness of health discrepancies unique to the CNM population. 

As such, additional studies focusing on the healthcare needs of the CNM community are 

desperately needed. The following sections aim to highlight some of the barriers to care CNM 

individuals face, in addition to identifying harmful practices that clinicians engage in. An 

exploration of inclusive practices and steps that have already been taken toward inclusive care 

follow. 

Barriers to Care 

A variety of factors can impact access to care and contribute to healthcare disparities; as 

identified by the Institute of Medicine, these factors fall into three categories: patient-level, 

provider-level, and system-level (Allen et al., 2017). Patient-level barriers to care include 

financial restraints, family and work responsibilities, time constraints, language barriers, and lack 

of transportation. Mental health stigma, which may be particularly salient within certain cultures 

and for male-identifying individuals, and geographic limitations can also contribute to one’s 

difficulty in accessing appropriate mental health care. Alternatively, barriers at the provider level 

tend to include problems with discrimination, stigma, and lack of knowledge regarding certain 

areas of practice. At the system level, cost of services, lack of insurance coverage or confusion 

about coverage, poor experiences with the healthcare system, lack of education surrounding 

mental health care services, long wait times for scheduling appointments, and limited office 

hours all play a role in limiting access to care. 
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While these factors can all serve as obstacles to care for anyone in the general public, for 

minority groups like the CNM population, these general barriers are compounded by a 

significant shortage of competent clinicians who are able to provide inclusive (i.e., non-

stigmatizing, validating) care (Schechinger et al., 2018). While studies suggest that CNM 

individuals are less likely than non-CNM individuals to pursue mental health treatment (Jenks, 

2014), those who do decide to attend therapy likely spend time and effort pre-screening for 

providers who specialize in CNM populations, thereby unjustly placing the onus of obtaining 

competent care on already marginalized individuals (Vaughan et al., 2018). Furthermore, when 

CNM individuals do engage in treatment, assumptions of monogamy and unacknowledged or 

unchecked implicit and explicit biases on the therapist’s part also serve as barriers to care, as 

these presumptions have the potential to exacerbate minority stress that many CNM individuals 

carry with them, resulting in more harm than good (Schechinger et al., 2018). Heteronormative 

practices, including sexual stigma and CNM discrimination, can also complicate the relationship 

between clinician and client/patient, as these behaviors have been linked to an increase in 

therapy-interfering stigma reactions on the part of the client/patient (Flicker, 2019; Vaughan et 

al., 2018). Furthermore, the lack of inclusive forms, which include administrative and intake 

forms, can also serve as barriers to care. It is important to acknowledge that most clients/patients 

who walk into their clinician’s office have already overcome various obstacles to get there. In the 

office environment, cues such as magazines in the waiting room, art on the walls, and books on 

the shelf can communicate affirmation to potential clients/patients. Clinicians should be aware of 

how their office environments communicate to their prospective clients, as they have an ethical 

obligation to ensure they do not perpetuate heteronormative and mononormative stigmas or serve 

as additional barriers to care. 
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Common Therapist Mistakes 

Even the most well-meaning clinicians may inadvertently engage in harmful practices; 

however, clinicians can endeavor to avoid making mistakes in their work with clients/patients by 

increasing their knowledge of problematic practices, identifying them in their own practice, and 

working to rectify their errors. Specifically, regarding the CNM population, some of the most 

common therapist blunders include: assuming monogamy and lacking basic knowledge 

regarding CNM issues (Moors & Schechinger, 2014); perpetuating heteronormativity or 

mononormativity through language (Kean, 2015); demonstrating unwillingness or refusal to 

learn about CNM (Schechinger et al., 2018); using monogamous relationships as a benchmark 

for relational functioning in CNM relationships or prioritizing one type of CNM relationship 

style over others (Moors et al., 2017); dismissing, holding judgmental attitudes about, or 

pathologizing CNM (Schechinger et al., 2018); viewing a client’s CNM relationship as a 

significant factor contributing to their psychological distress (Grunt-Mejer & Łyś, 2019; Moors 

& Schechinger, 2014; Schechinger et al., 2018); or pressuring a client to abandon their CNM 

lifestyle (Grunt-Mejer & Łyś, 2019; Moors & Schechinger, 2014). Though this list is certainly 

not comprehensive, it offers at least a basic foundation for identifying areas of growth in clinical 

practice. 

As has been previously discussed, clinician engagement in these practices can lead to 

exacerbation of minority stress and internalized stigma, which are associated with negative 

psychological and physical health outcomes (Flentje et al., 2020). Furthermore, experiences of 

consistent invalidation and judgment from healthcare professionals can lead a client/patient to 

experience increased levels of distrust of clinicians, increased engagement in therapy-interfering 

stigma-avoidance behaviors, decreased treatment compliance, and increased likelihood of 
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terminating therapy early (Carlström & Andersson, 2019a; Vaughan et al., 2018). A clinician’s 

bias toward CNM may also lead them to attribute a client/patient’s presenting problems to their 

partnering styles (Grunt-Mejer & Łyś, 2019). As such, these practices can also lead to 

inappropriate treatment planning and poor treatment outcomes. 

Suggestions for Clinical Practice 

There are an endless number of ways that clinicians can increase their level of 

competence for working with CNM individuals. Some of the most frequently identified CNM-

inclusive strategies to incorporate into clinical practice include: using inclusive language and 

demonstrating respect for diverse relationship styles (Vaughan et al., 2018); avoiding 

assumptions of monogamy and equating sexual exclusivity with healthy relational functioning 

(Moors & Schechinger, 2014); practicing open-mindedness, holding affirming attitudes toward, 

and avoiding pathologization of CNM clients/patients (Borgogna et al., 2021; Schechinger et al., 

2018; Vaughan et al., 2018); appreciating the uniqueness of CNM, including unique benefits that 

individuals in CNM relationships experience (Moors et al., 2017); considering the impact of 

stigma and discrimination on CNM individuals, especially regarding identity formation, minority 

stress, and internalized stigma (Schechinger et al., 2018; Vilkin & Sprott, 2021); and promoting 

safe sex practices instead of discouraging CNM or encouraging monogamy (Flicker, 2019). 

In cases of infidelity (which can happen in both monogamous and CNM relationships), 

clinicians should be careful not to pathologize non-monogamous desires while simultaneously 

highlighting that deceitful behavior is inappropriate and hurtful because “stigmatizing the desire 

for sexual and/or romantic novelty . . . discourages honesty and sets the stage for deceptive 

patterns to repeat” (Moors & Schechinger, 2014, p. 480). Ultimately, clinicians should aim to 
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help their clients/patients embrace their CNM identity, whatever it looks like for them, and 

collaboratively work with them toward identified goals for treatment (Schechinger et al., 2018). 

Practically, clinicians can also create inclusive spaces for their CNM clients by using 

inclusive language on intake and other administrative forms and identifying multiple emergency 

contacts, if applicable (Vaughan et al., 2018); ensuring that there is ample space in the therapy 

room for multiple partners to engage in treatment (Flicker, 2019); intentionally including overt 

messages or symbols to communicate CNM affirmation on websites or in office spaces (Flicker, 

2019; Schechinger et al., 2018); identifying themselves as CNM-affirmative therapists on 

therapist locator websites, personal websites, bio pages of organization websites, and the like 

(Schechinger et al., 2018); and providing sexual health resources (Flicker, 2019). 

Additionally, clinicians should be sure to: prioritize their commitment to continued 

education regarding CNM practices and common CNM issues (Schechinger et al., 2018); 

identify, monitor, and challenge biases based in heteromononormativity (Vaughan et al., 2018); 

understand and appreciate the uniqueness of CNM rather than comparing it to monogamy 

(Moors et al., 2017); remain up to date on best practices for working on LGBTQ+ clients and 

kink-oriented clients, since there is a significant overlap in sexual minority and CNM 

communities (Borgogna et al., 2021; Vilkin & Sprott, 2021); and assess CNM clients’/patients’ 

experiences with mental health systems (Schechinger et al., 2018). 

Vaughan and colleagues (2018) specifically suggested that clinicians actively practice 

cultural humility, noting that a variety of studies have identified positive correlations between 

“collaborative, patient-centered communication . . . , patient satisfaction with care, and health 

outcomes” (p. 49). Clinicians who approach their clinical work from a cultural humility 

perspective “explicitly [value] the patients’ expertise, [acknowledge] the power imbalance 
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between provider and patient, and [cultivate] a commitment to lifelong self-reflection and self-

critique” (Vaughan et al., 2018, p. 49). Because the practice of cultural humility inherently 

centers on transparency, unconditional positive regard, and collaboration between clinician and 

client/patient, it may be especially useful in establishing and maintaining trust with CNM clients, 

who may have previously developed distrust for or skepticism toward healthcare providers due 

to experiences of stigma and discrimination. 

Suggestions for Systems 

Of the three previously mentioned types of barriers to care, research suggests that the 

most detrimental are system-level barriers (Allen et al., 2017); a proposed brief training 

regarding the significance of CNM-inclusive intake assessments can be found in Appendix B. 

Healthcare organizations may be able to mitigate some of the existing barriers to care by 

requiring employees or clinicians who interact with clients/patients to provide clear, 

comprehensive information regarding insurance coverage to clients/patients at various points of 

contact and throughout treatment. Additionally, including search terms for CNM-affirming 

clinicians on healthcare organization websites can help clients/patients to identify and request to 

work with those who can provide them with the most competent care (Flicker, 2019). 

Furthermore, although continuing education is an ethical imperative for clinicians, the 

responsibility to produce competent clinicians also falls on the shoulders of graduate schools, 

training programs, medical schools, and healthcare organizations. As such, these systems should 

work to address the lack of current training (Flicker, 2019). At both the training and patient-care 

levels, mental health systems should incorporate CNM into periodic diversity training to ensure 

that clinicians establish and maintain competency as the worlds of relational and sexual health 

continue to evolve. Without adequate training, clinicians may inadvertently continue to 
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perpetuate harmful heteromononormative stigmas (Flicker, 2019; Haupert et al., 2016; Moors & 

Schechinger, 2014; Schechinger et al., 2018; Zestcott et al., 2016). Bias awareness and 

mitigation training should include bias-awareness strategies, control strategies (i.e., seeking 

counter-stereotypic and common-identity information), and perspective-taking strategies, among 

others (Zestcott et al., 2016). 
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CHAPTER V: CLINICAL IMPLICATIONS AND A PROPOSED INTAKE 

ASSESSMENT TOOL 

It is undeniable that, at least in the United States, monogamy is the most practiced 

relationship format and is considered the norm for romantic and sexual relationships. In 

exploring the history of monogamy, non-monogamy, and CNM, however, it is evident that 

alternatives to monogamy have always existed, both across time and cross-culturally. Further 

exploration of the psychological well-being, physical health, and levels of relationship 

satisfaction among CNM individuals suggests that CNM relationships are a valid, viable 

relationship style. 

Despite these findings, stigma and discrimination based in heteronormative and 

mononormative biases occur across a variety of settings, including in the media, in the general 

public, with healthcare professionals, and in the U.S. legal system. Experiences of bias and 

discrimination that often accompany a CNM identity, in addition to the variety of additional 

minority identities that intersect with CNM (e.g., LGB+, TGNC, older adults, racial and ethnic 

minority groups), can lead CNM individuals to bring some level of minority stress with them 

into the therapy room (Meyer, 2003; Moors, Schechinger et al., 2021; Schechinger et al., 2018). 

Stigma and discrimination have also been identified within the CNM community, indicating that 

CNM individuals likely experience internalized stigma, which can contribute to experiences of 

psychological distress as well. 

Many existing administrative forms perpetuate heteronormative and mononormative 

biases, which may be a contributing factor (if not the cause) of a client/patient’s distress and 

reasons for seeking therapy in the first place (Haupert et al., 2016). Practices that erase or 

invalidate their minority identities (i.e., non-inclusive intake or patient history forms) can 
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exacerbate the impact of minority stress and/or internalized stigma, often resulting in poor 

mental and physical health outcomes, increased levels of distrust in healthcare providers, and 

decreased treatment and compliance, and increased likelihood of early termination of therapy 

(Carlström & Andersson, 2019a; Vaughan et al., 2018). The intake assessment is often the first 

point of contact for a client/patient, sometimes being provided to the client/patient even before 

meeting the clinician in person. Thus, ensuring that the intake assessment is inclusive and 

validates all of the client/patient’s identities is imperative. 

Intake Assessment 

The use of inclusive language and providing ample space to list multiple partners and 

emergency contacts are two small, significant changes that should be made to existing intake 

assessment forms (Flicker, 2019). In the following sections, each of the domains of a standard 

intake is explored through a CNM-inclusive lens; an example intake assessment incorporating 

the following suggestions can be found in Appendix A. It is proposed that the first two pages of 

the intake assessment be provided to the client/patient for them to fill out before, or during, the 

initial appointment. The remainder of the intake tool can serve as a semi-structured interview for 

the clinician to utilize during the client’s initial assessment. 

Additionally, training regarding the significance of CNM-inclusive intake forms for use 

in systems (i.e., graduate schools, training programs, medical schools, and healthcare 

organizations) is also proposed (see Appendix B). Within the suggested training slides, specific 

questions from the proposed intake regarding CNM inclusivity are highlighted in yellow. 

Identifying Information 

Asking for a client/patient’s “preferred name” and “preferred pronouns” is inherently 

pathologizing and invalidating; instead, asking for the client/patient’s “name” and “pronouns” 
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signifies respect for the client/patient’s identity and their autonomy. For clients/patients using 

insurance to pay for services, clinicians and/or organizations may need to document the 

client/patient’s name and sex assigned at birth; in these instances, clinicians can ask the 

client/patient for their legal documentation in a validating, inclusive manner. For example, the 

clinician may begin by asking the client/patient for their name and pronouns before recognizing 

that their name, sex, and pronouns may differ on legal and insurance identification. The clinician 

can then request the information that the client/patient’s insurance company has on file, 

explicitly noting that that information will be used for billing purposes only. 

A client/patient’s gender identity and sexual orientation are also important pieces of 

information to explicitly assess for, since one’s gender and sexual identities relate to the way 

they see themselves in the world and may provide some insight into how others view them as 

well. In assessing for these identity factors, it is important to remember that these identities are 

socially mediated; therefore, the client/patient’s gender and sexual identities may be fluid in 

nature (Barker, 2005; Evans et al., 2010; Worthington et al., 2002). Typical intakes tend to 

include boxes for “male,” “female,” and “other” genders; however, using an “other” gender 

specifier can further marginalize gender minority clients who may already experience identity-

based discrimination and bias. Instead, it may be beneficial to include a wide variety of gender 

identities (e.g., female, genderqueer/gender fluid, intersex, male, nonbinary, transgender 

female/transgender woman, transgender male/transgender man, two-spirit) while also 

acknowledging that the list is not comprehensive. Furthermore, organizing the options in 

alphabetical order may also assist in destigmatizing and legitimizing traditionally “othered” 

identities while also ensuring that prioritization of one relationship style over another is not 

inadvertently communicated. Providing a space where the client/patient can self-define another 
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gender identity, if none of the ones listed fit the client/patient’s identity, can also serve as 

validation for the client/patient. Similarly, a variety of sexual orientations (e.g., asexual, 

bisexual, gay, heterosexual, lesbian, queer, questioning), followed by a space to self-define 

another sexual orientation, can also provide validation for the client/patient’s sexual identity 

label. Alternatively, the intake form could simply provide a space for the client to self-identify 

their gender identity and sexual orientation without providing any specific options. One benefit 

of including a variety of gender identity and sexual orientation options is that it demonstrates 

overt acceptance of the spectrum of gender and sexual identities and validates the wide variety of 

ways in which one person may identify (Moors & Schechinger, 2014). On the other hand, 

providing a space for the client to self-identify reduces the chances of perpetuating harmful 

biases but does not explicitly convey acceptance of gender minorities. 

Similar to gender and sexual identities, a clinician can decide to include a variety of 

options for a client/patient to choose from (e.g., consensually/ethically non-monogamous, 

divorced, domestic partnership/living with partner(s), married, partnered [not living together], 

single [never married], widowed), followed by a space where the client/patient can self-identify 

their relationship status, or the clinician may decide to allow the client/patient to self-identify 

their relationship status without providing any options to choose from. Again, one benefit of 

including a variety of relationship styles on the intake form is an explicit demonstration of 

respect for relationship styles that deviate from monogamy, in addition to heightened visibility of 

alternatives to monogamy (Moors & Schechinger, 2014). 

Typical intake forms tend to include spaces for a client’s age, race, and ethnicity; each of 

these sections is also included in the proposed intake. Because ideal relational styles can differ 

by culture, which is inherently tied to race and ethnicity, it is important for the clinician to obtain 
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information from each of these domains; doing so can provide insight to help build the 

clinician’s conceptualization of the client. 

Presenting Concerns 

Typical intake forms include questions regarding referral sources, reasons for seeking 

treatment, history of current symptoms (including onset, duration, intensity, and frequency), 

precipitating factors or current stressors, and level of subjective distress caused by the presenting 

problem. In addition to these domains, assessing for any barriers to care (past or present) in 

CNM-identifying clients may also be beneficial (Allen et al., 2017; Schechinger et al., 2018; 

Vaughan et al., 2018). Doing so can give the client/patient a greater sense of control over their 

treatment and can help to establish the therapeutic relationship as a safe space to air grievances, 

work on problem-solving, and/or can help to identify any potential resources the client may 

benefit from. 

Psychiatric History 

Inquiring about any client/patient’s past experiences with mental health treatment can 

help to identify interventions that have been previously helpful and unhelpful, gives the client a 

space to discuss any previous progress made and frustrations encountered and can give the 

clinician insight into the client/patient’s expectations for therapy. Furthermore, asking about a 

client/patient’s history in treatment can prompt the client/patient to disclose any past experiences 

of stigma and discrimination; identity-based experiences of stigma and discrimination are 

explicitly assessed in the brief trauma assessment section. 

Assessing a client/patient’s personal and familial psychiatric history is a standard part of 

most intakes. Personal psychiatric history can provide clinicians with more data regarding a 

potential mental health diagnosis and may help to identify patterns in a client/patient’s 
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experience of mental health symptoms or episodes. Familial psychiatric history is also clinically 

significant since a variety of mental disorders have biological bases. It should be noted that, for 

clients/patients who are adopted, information on their biological family’s psychiatric history may 

not be available. Furthermore, clinicians should always be considerate of the fact that familial 

trauma, especially identity-based trauma, may be present when working with individuals who 

deviate from heteronormative and mononormative standards. 

Risk Assessment 

Conducting a thorough risk assessment is a typical and ethical part of every intake. It is 

important to ask clients past and present experiences about non-suicidal self-injury, past and 

present suicidal ideation (including any previous attempts; past and present plans, means, and 

intent), and past and present homicidal ideation (including any previous attempts; past and 

present plans, means, and intent). The questions included in the proposed intake assessment (see 

Appendix A) were adapted from the Colombia-Suicide Severity Rating Scale (C-SSRS). 

Brief Trauma Assessment 

As noted by Borgogna and colleagues (2021), CNM individuals have been shown to 

endorse a higher incidence rate of identity-based trauma experiences (specifically, sexual assault) 

than their monogamous counterparts. With each additional minority identity, this incidence rate, 

along with any minority stress the client may experience, likely increases (Balzarini et al., 2018c; 

Fassinger, 1998; Fassinger & Miller, 1996; McCarn & Fassinger, 1996; Meyer, 2003). Care 

should be taken in assessing any history of trauma, especially for those clients/patients who carry 

multiple minority identities with them and whose identities may differ from the clinician’s, since 

their experiences of trauma may be ongoing and/or systematic in nature (Meyer, 2003). 
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Furthermore, explicitly assessing for experiences in identity-based discrimination and 

bias within the healthcare system is also clinically significant (Allen et al., 2017; Schechinger et 

al., 2018; Vaughan et al., 2018). Obtaining information regarding any negative experiences can 

help the clinician in formulating their conceptualization of the client, can facilitate the building 

of a strong alliance between the client/patient and clinician, and can help the client/patient and 

clinician to collaboratively determine an appropriate treatment plan. 

Psychosocial History 

In asking about a CNM client/patient’s family of origin and the relationship(s) they have 

with their family members, clinicians should be mindful of any potential experiences of family-

based discrimination and bias of CNM-identifying clients/patients, including familial rejection. 

Additionally, for CNM individuals who have either been rejected by their family of origin or 

have actively made the decision to remove their family of origin from their lives, a “chosen” or 

“found” family may be identified. Regardless of whether the client/patient’s identified family is 

their family of origin or their chosen/found family, it is important for clinicians to assess for and 

respect the significance of the client/patient’s relationship with each of the identified individuals. 

In addition to asking about the client/patient’s relationship with their family of origin, it 

may also be beneficial to inquire about the culture and values of the client/patient’s family of 

origin. Calling attention to the messages that an individual received while growing up can help to 

conceptualize how they relate to themselves, other significant people in their life (e.g., identify 

attachment styles and related behaviors), and can provide some insight with respect to their 

worldview. Additionally, exploring the client/patient’s family of origin’s values can also help to 

shed light on internal dialogues that may contribute to internalized stigma (Schechinger et al., 

2018; Vilkin & Sprott, 2021). Furthermore, asking whether a client/patient has children or 
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grandchildren in their legal care is also clinically relevant. As was previously mentioned, U.S. 

law does not currently have any protections in place for CNM families and may penalize them 

from engaging in CNM; in some cases, mononormative biases in the court have devastatingly 

resulted in children being removed from their parent(s)’ home (Polyamory Legal Advocacy 

Coalition, n.d.). As such, identifying as CNM and having children comes with its own unique 

stressors, which may contribute to the psychological distress of a CNM client/patient. 

Regarding the assessment of intimate, sexual, and/or romantic relationships, clinicians 

must be mindful of avoiding heteronormative and mononormative assumptions (Moors & 

Schechinger, 2014). In addition to inquiring about the number of partners and the nature of each 

partnership, it may also be helpful to understand where the client/patient is in their CNM identity 

formation by inquiring about how long they have been in a CNM relationship. Exploring this 

area can help identify whether the client/patient considers themselves to be a part of the CNM 

community and can help facilitate discussions surrounding their CNM identity formation if it is 

clinically significant or related to the client/patient’s presenting problem. Furthermore, inquiring 

about the CNM individual’s positioning within the CNM relationship and level of satisfaction 

can provide information regarding any relational concerns. Asking CNM individuals whether 

they feel supported in their relationship and whether they have ever felt unsafe with their 

partner(s) also facilitates discussions regarding consent and serves as a method of assessing for 

any potential coercive behaviors. Regarding sexual activity, Vaughan et al. (2018) suggested the 

use of explicit, open-ended questions regarding sexual behaviors in addition to number and 

gender(s) of sexual partners. Assessment of a client/patient’s sexual behaviors is included in the 

physical health section. 
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Aside from romantic and sexual partners, clinicians should be sure to assess for 

friendships and any other significant relationships in the client/patient’s life, as social support 

and in-group identification can be a protective factor against the negative impacts of minority 

stress and internalized stigma (Branscombe et al., 1999; Hinton et al., 2022; Ramos et al., 2012). 

Educational and employment history can also provide valuable information to incorporate into 

the conceptualization of a client. CNM individuals who also belong to gender or sexual minority 

groups may have had adverse experiences in school (e.g., bullying, discrimination) and/or in 

employment settings. Additionally, because U.S. law still does not protect CNM individuals 

from employment-based discrimination, bias, harassment, and any potential fears the client may 

have about being outed in the workplace are important to assess, as these stressors may 

contribute to the client/patient’s overall distress and/or presenting problem (Johnson, 2013; 

McNamara, 2020). Assessing for any financial concerns is also clinically significant since 

financial barriers to treatment can impact the client/patient’s ability or willingness to regularly 

attend sessions (Allen et al., 2017). Relatedly, the client/patient’s housing status should also be 

assessed; again, U.S. law does not provide protection for CNM individuals, and fears of facing 

retaliation in the form of eviction or housing discrimination are legitimate concerns (Johnson, 

2013; Kean, 2015). 

Assessing for a client/patient’s religious and spiritual beliefs can also provide the 

clinician with important information related to the client/patient’s values. As was previously 

mentioned, religious organizations have played a significant part in the normalization of 

monogamy and the simultaneous demonization of CNM (MacDonald, 2001; Rothschild, 2018). 

Exploring a client/patient’s religious and/or spiritual affiliation, and the messages they have 

received through associating with specific religious or spiritual practices, can highlight 
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experiences of identity-based religious trauma and may contribute to a client/patient’s experience 

of internalized stigma. Finally, in assessing for any legal concerns, clinicians should be sure to 

inquire about any experience of identity-based crimes and concerns regarding maintaining 

custody of children/grandchildren. 

Physical Health 

With any client, conducting an assessment regarding physical health is important because 

it can help identify stressors in the client/patient’s life and/or can highlight symptomology that 

may be attributed to a mental health diagnosis (e.g., appetite and sleep disturbances related to 

depression and anxiety). In addition to inquiring about general health concerns, medications, and 

disabilities, it is also important for clinicians to ask clients about safe sex practices and STIs, 

especially if the client/patient is sexually active, and even more so if they are sexually active 

with a variety of partners. As was previously mentioned, the use of explicit language around 

sexual behavior (e.g., oral sex on a vagina, anus, penis; vaginal or anal penetration; sex without 

penetration) and safe sex practices can facilitate discussion surrounding safe sex practices and 

can give clinicians an understanding of resources that may be potentially useful for 

clients/patients to have (Vaughan et al., 2018). 

Substance Use 

Assessment of past and present substance use is also part of a typical intake assessment. 

Asking a client/patient about their substance use habits (including frequency, amount used, and 

circumstances of use) can help to shed light on dangerous substance use and/or risky behaviors 

related to substance use (e.g., sharing needles, condomless sex). Furthermore, asking the client 

about the circumstances in which they typically use substances can provide the clinician with 

insight related to the client/patient’s coping strategies. 
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Resources 

Assessing for resources clients/patients are currently using and inquiring about whether 

there are any specific resources that would be beneficial for clients/patients to gain access can be 

a valuable part of the intake process, as it can highlight the collaborative nature of therapy and 

can allow the clinician to demonstrate their allyship with the client/patient. Specifically 

regarding CNM clients/patients, clinicians may want to provide resources on any relevant 

therapy, social, and/or advocacy groups. 

Considerations for Additional Assessments 

As a supplement to the clinical intake interview, it may be helpful to include objective 

assessments at the time of intake to establish clinical baselines, collaboratively determine 

measurable treatment goals, and to facilitate the ongoing evaluation of treatment effectiveness. 

Because CNM individuals may be subject to bias and discrimination in the healthcare system 

(Grunt-Mejer & Łyś ), and because prior experiences of discrimination and bias may interfere 

with a client/patient’s trust in their clinician or commitment to therapy (Vaughan et al., 2018; 

Zestcott et al., 2016), it is suggested that an assessment related to patient experiences in 

healthcare (e.g., Multidimensional Trust in Health Care Systems Scale) be administered to 

CNM-identifying individuals. A screener for experiences of internalized stigma may also be 

beneficial if the client/patient’s presenting problem is related to their carrying a minority identity 

(e.g., CNM), as doing so can shed light on potential sources of the client/patient’s subjective 

levels of psychological distress. Additionally, per Borgogna et al.’s (2021) findings, CNM 

individuals may be more likely than monogamous individuals to have experienced 

discrimination or trauma (specifically, sexual assault) as a result of identity-based bias. Thus, 
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administering a trauma assessment (e.g., global psychotrauma screen) may also be clinically 

relevant at intake for those who identify as CNM.  

In addition to the above assessments, clinicians might also consider administering 

assessments related to relationship satisfaction and attachment, but only if they are relevant to 

the client/patient’s presenting problem(s). In their study, Borgogna and colleagues (2021) found 

that the CNM individuals endorsed more depressive symptoms than their monogamous 

counterparts; as such, it may be helpful to administer a screener for depressive symptoms as well 

(e.g., Beck Depression Inventory Second Edition). Additionally, for clients/patients who present 

with relationship difficulties, the Relationship Assessment Scale can help provide insight 

regarding the client/patients’ perception of relationship strengths and areas of growth. Similarly, 

the Revised Adult Attachment Scale or adult attachment interview can help to identify the 

client/patient’s attachment style to their romantic and/or sexual partner(s), thereby assisting in 

the identification of adaptive and maladaptive attachment behaviors that contribute to 

interpersonal functioning. 

In instances where the client/patient identifies relational issues as a presenting problem 

and has multiple concurrent sexual or romantic partners, it is important for the client/patient and 

clinician to collaborate in determining which relationship(s), if any, it would be beneficial to 

assess objectively. For instance, an individual in a polyamorous relationship may identify two or 

more significant romantic and/or sexual partners with whom they regularly interact; it may 

therefore be beneficial to administer attachment and relational functioning objective assessments 

to each identified partner. Alternatively, an individual in an open relationship may only indicate 

one partner with whom they share a significant emotional attachment, even if they are sexually 
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nonexclusive; in this case, it would likely only be clinically relevant to assess the client/patient’s 

interpersonal functioning with their primary partner. 

It should be explicitly noted that with each additional assessment, the client/patient would 

be required to expend more resources (e.g., time, money, energy); therefore, assessments should 

only be administered if clinically indicated (e.g., relevant to the client’s presenting problem[s], 

relevant to the client’s goals for treatment, aligns with APA’s Ethics Code Principle A 

[beneficence and nonmaleficence]). As always, clinicians should be intentional and self-aware of 

the potential influences of any biases in their decision to administer (an) assessment(s) and 

should familiarize themselves with the pros and cons of each of them. Clinicians should also be 

intentional in interpreting assessment results from a multicultural, inclusive perspective not to 

pathologize CNM itself but rather to identify any clinically relevant symptoms that may interfere 

with the client’s ability to maintain a healthy CNM identity or CNM relationship. 

Steps Toward Inclusive Care 

As relational dynamics continue to evolve along with client needs, the field of 

psychology must also continue to expand and grow. Though there is still a long way to go, 

progress toward CNM-inclusive care has already begun. In January 2018, the APA’s Division 44 

established a task force dedicated to CNM; in 2021, this task force’s proposal to become a 

permanent committee was approved. Furthermore, some popular therapist locator websites have 

started to include indicators and filters for CNM-affirming therapists; APA Psychologist Locator 

incorporated this change in June 2019 and Psychology Today incorporated the update in 

February 2021. Additionally, APA’s recently revised Guidelines for Psychological Practice with 

Sexual Minority People (American Psychological Association, 2021) explicitly recognizes the 
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impact of stigma on CNM individuals and affirms the significance of developing and 

maintaining knowledge around CNM-related issues. 

The hope is that by exploring heteronormative and mononormative biases, their impact 

on the CNM community, and CNM psychological and physical health, the reader can achieve a 

more comprehensive and unbiased view of CNM. The production of the proposed intake tool 

(see Appendix A) serves as an example for clinicians to implement into their own practice; the 

objective of this tool is to help clinicians assess CNM clients in a way that is non-pathologizing, 

affirming, and comprehensive. Additionally, the proposed training regarding the significance of 

CNM-inclusive intake forms serves as an example of a brief training that can be used in systemic 

settings (e.g., training programs, medical schools, healthcare systems). It is anticipated that as 

gender, sexual, relational, and other identities continue to shift, the proposed intake and training 

materials will be modified to remain relevant and inclusive of all individuals in all relational 

styles. 

Future Directions 

The importance of continued advocacy for legal rights and protections of CNM-

identifying folx cannot be understated. While the impact of stigma and discrimination are well-

acknowledged, legal concerns and lack of legal protection (e.g., housing, employment, custody 

of children) based on a CNM identity can also be causes of significant psychological distress in 

CNM individuals (Johnson, 2013; Kean, 2015; McNamara, 2020; Polyamory Legal Advocacy 

Coalition, n.d.). 

As noted at various points throughout this paper, the existing research on CNM 

relationship styles is scarce. Specifically, research focusing on differences across CNM 

relationship styles regarding attachment styles, experiences of stigma and discrimination and 
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related subjective distress, experiences of internalized stigma and related subjective distress, and 

the psychological well-being and physical health of CNM individuals requires more exploration. 

Additionally, as was previously noted, continuing to use monogamous individuals as a control or 

comparison group for CNM individuals continues to perpetuate heteronormative and 

mononormative biases. Thus, it is suggested that future research on CNM individuals focus on 

CNM in general or specific styles of CNM (e.g., polyamory, open relationships, swinging) 

without using monogamous relationships as a benchmark. 

Continued exploration regarding the development of a CNM identity is also clinically 

significant, as the self-identity process may be accompanied by psychological distress. Some 

literature suggests that while individuals in open and swinging relationships view CNM as a 

behavior they engage in, polyamorous individuals may view CNM as part of who they are 

(Barker, 2005). Thus, examining the identity development process across CNM groups could 

offer additional clinical insight. 

Management of discrimination, minority stress, and internalized stigma specific to the 

CNM population also warrants additional research, as exploring these areas may help to uncover 

specific clinical interventions that can be used to help CNM individuals navigate these 

challenging experiences. Furthermore, continuing to explore the relationship between group 

identification and psychological well-being within the CNM community is also suggested, as 

group identification is associated with positive psychological health outcomes (Branscombe et 

al., 1999; Hinton et al., 2022; Ramos et al., 2012). 

While CNM itself is not pathological, higher incidence rates of abuse and sexual assault 

in CNM individuals (compared to monogamous individuals) warrant continued exploration 

(Borgogna et al., 2021). Correlations between trauma history and CNM engagement may be 
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similar to those seen in the kink community. Research in this area suggests that using BDSM can 

help kinky individuals cope with and transform past experiences of trauma (Cascalheira et al., 

2021). Thus, research in this area may provide insight regarding some of the motivations for 

engaging in CNM relationships and/or may uncover ways in which CNM serves to manage 

previous experiences of trauma. Exploring the relationship between motivations for CNM 

engagement as they relate to relationship satisfaction can also be fruitful, as research in this area 

may help to provide insight regarding additional assessment strategies and/or interventions 

specific to the CNM population. Furthermore, the development of CNM-specific or CNM-

inclusive objective assessments is needed since objective assessments can help to guide 

treatment planning, facilitate collaborative determination of measurable treatment goals, and can 

enable ongoing evaluation of treatment effectiveness (Conley et al., 2017). 

Last, an exploration of the cross-cultural experiences of CNM is needed, as much of the 

existing CNM literature is whitewashed and based on the experiences of CNM individuals in the 

United States. Examining the lived experiences of CNM individuals across the globe can shed 

light on the intensity of psychological distress related to stigma, discrimination, and internalized 

stigma in CNM individuals and may provide insight regarding resilience and protective factors 

for managing these experiences.  
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 Appendix A 

CNM-Affirming Semi-Structured Intake Assessment 

Identifying Information: 
 
Name: _____________________________________ 
 
Age: _____________________________________ 
 
Pronouns: _____________________________________ 
Alternatively, you may choose from the following options (please select all that apply): 
 ☐ Ae/aer 
 ☐ He/him 

☐ She/her 
 ☐ They/them 
 ☐ Ze/zir 
 ☐ Decline to answer 
 
Gender identity: _____________________________________ 
Alternatively, you may choose from the following options (please select all that apply): 
 ☐ Female 
 ☐ Genderqueer / gender fluid 
 ☐ Intersex 
 ☐ Male 
 ☐ Nonbinary 
 ☐ Transgender female / transgender woman 

☐ Transgender male / transgender man 
☐ Two-spirit 

 ☐ Decline to answer 
 
Sexual orientation: _____________________________________ 
Alternatively, you may choose from the following options (please select all that apply): 
 ☐ Asexual 

☐ Bisexual 
☐ Gay 
☐ Heterosexual 

 ☐ Lesbian 
 ☐ Queer 

☐ Questioning 
 ☐ Decline to answer 
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Relationship status: ____________________________________ 
Alternatively, you may choose from the following options (please select all that apply): 
 ☐ Consensually/ethically non-monogamous 

Please specify your relationship style, or choose from the following (select all that 
apply): ___________________________________________________________ 

  ☐ Monogamish 
  ☐ Open relationship 
  ☐ Polyamorous 

☐ Relationship anarchist 
☐ Swinging relationship 

 ☐ Divorced 
 ☐ Domestic partnership / living with partner(s) 

☐ Married 
 ☐ Partnered, not living together 
 ☐ Single, never married 

☐ Widowed 
 ☐ Decline to answer 
 
Race: _____________________________________ 
 
Ethnicity: _____________________________________ 
 
Emergency Contacts: 
 Name Relationship Contact Information (phone number, 

email address) 
1    
2    
3    
4    
5    
6    

 
 
[For insurance purposes only] 
 
Name on insurance card: _____________________________________ 
 
Sex assigned at birth: _____________________________________ 
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Presenting Concern(s): 
1. Referral source: 

________________________________________________________________________
________________________________________________________________________ 

2. Reasons for seeking treatment: 
________________________________________________________________________
________________________________________________________________________ 

3. History of current symptoms: 
a. Onset 

__________________________________________________________________
__________________________________________________________________ 

i. Precipitating factors 
____________________________________________________________
____________________________________________________________ 

b. Duration 
__________________________________________________________________
__________________________________________________________________ 

c. Intensity 
__________________________________________________________________
__________________________________________________________________ 

i. Level of subjective distress 
____________________________________________________________
____________________________________________________________ 

d. Frequency 
__________________________________________________________________
__________________________________________________________________ 

4. Barriers to care: 
a. Have you experienced any difficulty (past or present) accessing services? 

__________________________________________________________________
__________________________________________________________________ 

i. Patient-level: 
1. Financial constraints: 

______________________________________________________
______________________________________________________ 

2. Time constraints: 
______________________________________________________
______________________________________________________ 

3. Transportation concerns: 
______________________________________________________
______________________________________________________ 

4. Language barrier: 
______________________________________________________
______________________________________________________ 
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ii. Provider-level: 
1. Lack of provider knowledge regarding your presenting concerns: 

______________________________________________________
______________________________________________________ 

2. Discrimination concerns / history of discrimination in the 
healthcare system: 
______________________________________________________
______________________________________________________ 

iii. System-level: 
1. Lack of insurance coverage: 

______________________________________________________
______________________________________________________ 

2. Long wait times for scheduling appointments: 
______________________________________________________
______________________________________________________ 

3. Limited office hours: 
______________________________________________________
______________________________________________________ 

iv. Other identified barriers to care: 
____________________________________________________________
____________________________________________________________ 

 
Psychiatric History: 

1. Have you ever been in therapy before? 
a. If no: 

i. Have you ever considered engaging in therapy before now? 
____________________________________________________________
____________________________________________________________ 

1. If no, skip to Question 2 (History of Diagnosis/es). 
2. If yes, what stopped you from going at that time? 

______________________________________________________
______________________________________________________ 

b. If yes: 
i. What was your experience like? 

____________________________________________________________
____________________________________________________________ 

ii. How did your therapeutic relationship end? 
____________________________________________________________
____________________________________________________________ 

iii. What felt helpful? 
____________________________________________________________
____________________________________________________________ 

iv. What did not feel helpful? 
____________________________________________________________
____________________________________________________________ 
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2. Have you ever been diagnosed with a psychiatric disorder, or have you ever suspected 
that you had a psychiatric disorder? 

a. If no, skip to Item C (Medications). 
b. If yes, which one(s)? 

__________________________________________________________________
__________________________________________________________________ 

c. Are you currently prescribed any psychotropic medication(s)? 
i. If no: 

1. Have you ever been prescribed psychotropic medications in the 
past? 

a. If no, skip to Question 3 (Hospitalization). 
b. If yes: 

i. Which medications? 
__________________________________________
__________________________________________ 

ii. What was/were the medication(s) prescribed for? 
__________________________________________
__________________________________________ 

iii. How long were you prescribed the medication(s) 
for? 
__________________________________________
__________________________________________ 

iv. Did you take them as prescribed? 
1. If no, what got in the way? 

____________________________________
____________________________________ 

ii. If yes: 
1. What medication(s)? 

______________________________________________________
______________________________________________________ 

2. What is/are your medication(s) prescribed for? 
______________________________________________________
______________________________________________________ 

3. Do you take your medication as prescribed? 
______________________________________________________
______________________________________________________ 

a. If no, what gets in the way of doing so? 
________________________________________________
________________________________________________ 

4. How happy are you with your current medication(s)? 
______________________________________________________
______________________________________________________ 
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3. Have you ever been voluntarily/involuntarily hospitalized? 
a. If no, skip to Question 4 (Familial Psychiatric History). 
b. If yes, what was the reason? 

__________________________________________________________________
__________________________________________________________________ 

4. Does anyone in your family of origin (birth family) have a history of mental illness? 
a. If no, skip to Question 5 (Other Psychiatric History). 
b. If yes, who? 

__________________________________________________________________
__________________________________________________________________ 

5. Does any other significant person in your life (chosen family, partner(s), friends) have a 
history of mental illness? 

a. If no, skip to Risk Assessment section. 
b. If yes, who? 

__________________________________________________________________
__________________________________________________________________ 

 
Risk Assessment: 

1. Non-suicidal self-injury: 
a. Have you ever cut, scratched, or burned yourself when you were upset? 

__________________________________________________________________
__________________________________________________________________ 

b. Have you ever intentionally caused harm to yourself? 
__________________________________________________________________
__________________________________________________________________ 

i. If no, skip to Question 2 (Suicidal Ideation). 
ii. What did you do? 

____________________________________________________________
____________________________________________________________ 

iii. When did you ___? 
____________________________________________________________
____________________________________________________________ 

iv. Were you trying to kill yourself when you ___? 
____________________________________________________________
____________________________________________________________ 

v. Did you want to die (even a little) when you ___? 
____________________________________________________________
____________________________________________________________ 

vi. Did you think it was possible you could have died from ___? 
____________________________________________________________
____________________________________________________________ 

2. Suicidal ideation: 
a. Have you ever thought about being dead or wished you could go to sleep and not 

wake up? 
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__________________________________________________________________
__________________________________________________________________ 

b. Have you ever had any thoughts about killing yourself? 
__________________________________________________________________
__________________________________________________________________ 

i. If no, skip to Item C (Protective Factors). 
ii. If yes, have you ever planned out how you might kill yourself? 

____________________________________________________________
____________________________________________________________ 

1. If no, skip to Item iii (Preparation). 
2. If yes: 

a. What was your plan? 
________________________________________________
________________________________________________ 

b. When you made this plan, was any part of you thinking 
about actually doing it? 
________________________________________________
________________________________________________ 

c. When were you thinking of acting on these thoughts? 
________________________________________________
________________________________________________ 

iii. Have you done anything to get ready to end your life (e.g., giving things 
away, writing a goodbye note, getting items you needed to kill yourself)? 
____________________________________________________________
____________________________________________________________ 

1. If no, skip to Item iv (Interrupted Attempt). 
2. If yes, what did you do? 

______________________________________________________
______________________________________________________ 

iv. Has there been a time when you started to do something to end your life 
but someone or something stopped you before you actually did anything? 
____________________________________________________________
____________________________________________________________ 

1. If no, skip to Item v (Aborted Attempt). 
2. If yes, what did you do? 

______________________________________________________
______________________________________________________ 

v. Has there been a time when you started to do something to end your life, 
but you changed your mind (stopped yourself) before you actually did 
anything? 
____________________________________________________________
____________________________________________________________ 

1. If no, skip to Item vi (History of Attempts). 
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2. What did you do? 
______________________________________________________
______________________________________________________ 

vi. Have you ever attempted to kill yourself? 
____________________________________________________________
____________________________________________________________ 

1. If no, skip to Item c (Protective Factors). 
2. If yes, what did you do? 

______________________________________________________
______________________________________________________ 

c. On bad days, what are some of your reasons to continue living (protective 
factors)? 
__________________________________________________________________
__________________________________________________________________ 

3. Homicidal ideation 
a. Have you ever thought about physically harming someone else? 

__________________________________________________________________
__________________________________________________________________ 

i. If no, skip to Brief Trauma Assessment section. 
ii. If yes, did you act on it? 

1. If no, what stopped you? 
______________________________________________________
______________________________________________________ 

2. If yes: 
a. What was your plan? 

________________________________________________
________________________________________________ 

b. When you made this plan, was any part of you thinking 
about actually doing it? 
________________________________________________
________________________________________________ 

c. When were you thinking of acting on these thoughts? 
________________________________________________
________________________________________________ 

 
Brief Trauma Assessment: 

1. Have you ever experienced something that you would consider traumatic? 
________________________________________________________________________
________________________________________________________________________ 

a. If no, skip to Question 2 (Harassment, Bullying, Discrimination). 
b. If yes: 

i. What happened? 
____________________________________________________________
____________________________________________________________ 
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ii. When did this/these event(s) occur? 
____________________________________________________________
____________________________________________________________ 

iii. Do you think this/these event(s) impacted you in any way? 
____________________________________________________________
____________________________________________________________ 

2. Have you ever been harassed, bullied, or discriminated against based on any aspect of 
your identity? 
________________________________________________________________________
________________________________________________________________________ 

a. If no, skip to Question 3 (Healthcare Discrimination/Judgment). 
b. If yes: 

i. What happened? 
____________________________________________________________
____________________________________________________________ 

ii. When did this/these events occur? 
____________________________________________________________
____________________________________________________________ 

iii. Do you think this/these event(s) impacted you in any way? 
____________________________________________________________
____________________________________________________________ 

3. Have you ever felt discriminated against or judged by a healthcare provider based on any 
aspect of your identity? 
________________________________________________________________________
________________________________________________________________________ 

a. If no, skip to Psychosocial History section. 
b. If yes: 

i. What happened? 
____________________________________________________________
____________________________________________________________ 

ii. When did this/these events occur? 
____________________________________________________________
____________________________________________________________ 

iii. Do you think this/these event(s) impacted you in any way? 
____________________________________________________________
____________________________________________________________ 

 
Psychosocial History: 

1. Who would you consider to be your “family”? 
________________________________________________________________________
________________________________________________________________________ 

a. Family of origin: 
i. What is your relationship like with each of the members of your family of 

origin? 
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____________________________________________________________
____________________________________________________________ 

ii. What was it like growing up in your home as a child? 
____________________________________________________________
____________________________________________________________ 

iii. What are some of your family’s values? 
____________________________________________________________
____________________________________________________________ 

b. Children/grandchildren: 
i. If none identified, skip to Question 2 (Romantic History). 

ii. What is your relationship like with them/each of them? 
____________________________________________________________
____________________________________________________________ 

iii. Do you have legal custody of your children/grandchildren? 
____________________________________________________________
____________________________________________________________ 

c. Found family/chosen family: 
i. What is your relationship like with them/each of them? 

____________________________________________________________
____________________________________________________________ 

ii. What are some of the things (i.e., values, traits, hobbies) that drew you to 
them? 
____________________________________________________________
____________________________________________________________ 

2. Romantic history: 
a. Are you currently in one or more romantic relationships? 

i. If no: 
1. Have you ever been in a significant romantic relationship? 

______________________________________________________
______________________________________________________ 

2. How did that/those relationship(s) end? 
______________________________________________________
______________________________________________________ 

ii. If yes: 
1. How long have you been with your current partner(s)? 

______________________________________________________
______________________________________________________ 

a. If 2+ partners identified: 
i. Would you consider your relationship(s) to be 

hierarchical or nonhierarchical in nature? 
__________________________________________
__________________________________________ 

ii. How would you describe your position within these 
relationship(s)? 
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__________________________________________
__________________________________________ 

2. What is your level of satisfaction with your relationship(s)? 
______________________________________________________
______________________________________________________ 

3. Do you have any concerns about your relationship(s)? 
______________________________________________________
______________________________________________________ 

4. Is/are your partner(s) supportive of you and your identity? 
______________________________________________________
______________________________________________________ 

5. Do you ever feel unsafe with your partner(s)? 
______________________________________________________
______________________________________________________ 

3. Are you currently sexually active? 
a. If no, skip to Question 4 (Trusted Friend/s). 
b. If yes, skip to Physical Health section, Question 3 (Sexual Activity), and then 

return to Question 4 (Trusted Friend/s) in this section. 
4. Do you have a trusted friend or friend group? 

a. If no: 
i. What do you do when you feel you could use support?  

____________________________________________________________
____________________________________________________________ 

b. If yes: 
i. What is/are that/those relationship(s) like? 

____________________________________________________________
____________________________________________________________ 

ii. Do you have any concerns about your friendship(s)? 
____________________________________________________________
____________________________________________________________ 

iii. When is the last time you were in contact with your friend(s)? 
____________________________________________________________
____________________________________________________________ 

5. What are your religious and spiritual beliefs, if any? 
a. If none identified, skip to Question 6 (Living Situation). 
b. Religious/spiritual beliefs identified: 

__________________________________________________________________
__________________________________________________________________ 

c. Have you ever felt discriminated against or judged by your religious/spiritual 
group, based on any aspect of your identity? 
__________________________________________________________________
__________________________________________________________________ 

i. If no, skip to Question 6 (Living Situation). 
ii. If yes: 
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1. What happened? 
______________________________________________________
______________________________________________________ 

2. When did this/these events occur? 
______________________________________________________
______________________________________________________ 

3. Do you think this/these event(s) impacted you in any way? 
______________________________________________________
______________________________________________________ 

6. Living situation: 
a. Where do you currently live? 

__________________________________________________________________
__________________________________________________________________ 

b. Do you currently live with anyone (including pets)? 
__________________________________________________________________
__________________________________________________________________ 

c. Do you feel safe in your home? 
__________________________________________________________________
__________________________________________________________________ 

d. Have you ever experienced, or been concerned about, homelessness? 
__________________________________________________________________
__________________________________________________________________ 

7. Education: 
a. What was elementary, middle, and high school like for you? 

__________________________________________________________________
__________________________________________________________________ 

b. Did you ever skip school or leave school early? 
i. If no, skip to Item C (Harassment, Bullying, Discrimination). 

ii. If yes, what was/were the reason(s) for this? 
____________________________________________________________
____________________________________________________________ 

c. While in school, were you ever harassed, bullied, or discriminated against based 
on any aspect of your identity (by peers, faculty, staff, coaches)? 

i. If no, skip to Item D (Friends, Acquaintances). 
ii. If yes: 

1. What was the outcome of the harassment, bullying, or 
discrimination? 
______________________________________________________
______________________________________________________ 

2. Do you ever think about these experience(s) now? 
______________________________________________________
______________________________________________________ 

d. Did you have any friends or acquaintances in school? 
i. If no, skip to Item E (Clubs, Teams). 

ii. If yes: 
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1. What were those relationships like? 
______________________________________________________
______________________________________________________ 

2. Have you maintained any of those friendships? 
______________________________________________________
______________________________________________________ 

e. Did you ever belong to any academic/social clubs or sports teams? 
i. If no, skip to Item F (High School Completion). 

ii. If yes: 
1. Which one(s)? 

______________________________________________________
______________________________________________________ 

2. What did you like/not like about being a part of those clubs/teams?  
______________________________________________________
______________________________________________________ 

f. Did you complete high school? 
i. If no, what got in the way? 

____________________________________________________________
____________________________________________________________ 

ii. If yes, what is your highest level of education? 
____________________________________________________________
____________________________________________________________ 

g. Are you currently in school? 
i. If no, skip to Question 7 (Employment). 

ii. If yes: 
1. What are you studying? 

______________________________________________________
______________________________________________________ 

2. What is the school environment like? 
______________________________________________________
______________________________________________________ 

3. Have you experienced any instance(s) of harassment, bullying, or 
discrimination (by peers, faculty, staff)? 
______________________________________________________
______________________________________________________ 

8. Employment: 
a. Are you currently employed? 

i. If no: 
1. Are you looking for employment? 

______________________________________________________
______________________________________________________ 

2. If no, skip to Item b (Financial Concerns). 
ii. If yes: 
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1. Where are you currently employed? 
______________________________________________________
______________________________________________________ 

2. How long have you been employed there? 
______________________________________________________
______________________________________________________ 

3. How is the work environment? 
______________________________________________________
______________________________________________________ 

4. Do you get along with your coworkers? 
______________________________________________________
______________________________________________________ 

5. Have you ever had negative interactions with others at work? 
______________________________________________________
______________________________________________________ 

6. Has anyone in the workplace made you feel that you needed to 
change who you are or how you express your identity? 
______________________________________________________
______________________________________________________ 

a. If so, what happened? 
________________________________________________
________________________________________________ 

b. Do you have any financial concerns at this time? 
__________________________________________________________________
__________________________________________________________________ 

9. Legal 
a. Have you ever been arrested? 

__________________________________________________________________
__________________________________________________________________ 

i. If no, skip to Item b (Victim of a Crime). 
ii. If yes: 

1. For what charge(s)? 
______________________________________________________
______________________________________________________ 

2. Are you currently fighting against this/these charge(s)? 
______________________________________________________
______________________________________________________ 

3. What was the outcome of the charges? 
______________________________________________________
______________________________________________________ 

b. Have you ever been a victim of a crime? 
__________________________________________________________________
__________________________________________________________________ 

i. If no, skip to Item c (Custody of Children/Grandchildren). 
ii. If yes, 
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1. Was/were this/these crime(s) related to any aspect of your identity? 
______________________________________________________
______________________________________________________ 

c. [If the client/patient previously identified children/grandchildren in their 
custody]: Do you have any concerns about maintaining custody of your 
children/grandchildren? 
__________________________________________________________________
__________________________________________________________________ 

 
Physical Health: 

1. Do you have any physical health concerns/conditions? 
________________________________________________________________________
________________________________________________________________________ 

a. If no, skip to Question 2 (Negative Healthcare Experiences). 
b. If yes: 

i. Do you have access to medical care? 
____________________________________________________________
____________________________________________________________ 

1. If no, what are some barriers that get in the way / what are some of 
your hesitations in contacting a medical health provider? 
______________________________________________________
______________________________________________________ 

ii. How are you managing your physical health concerns? 
____________________________________________________________
____________________________________________________________ 

2. Have you had any negative healthcare experiences? 
________________________________________________________________________
________________________________________________________________________ 

a. If no, skip to Question 3 (Sexual Activity). 
b. If yes: 

i. What about the experience made it negative? 
____________________________________________________________
____________________________________________________________ 

ii. What do you think we could do to make sure this experience is more 
comfortable for you than your previous experiences? 
____________________________________________________________
____________________________________________________________ 

3. Are you sexually active with one or more sexual partners? 
________________________________________________________________________
________________________________________________________________________ 

a. If no, skip to item “c” (assessing knowledge/engagement in safe sex practices) 
b. If yes: 

i. How many sexual partners do you currently have? 
ii. What kind of sex do you engage in? 

1. Oral sex on a vagina 
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2. Oral sex on an anus 
3. Oral sex on a penis 
4. Vaginal penetration 
5. Anal penetration 
6. Sex without penetration 
7. Another form of sex: 

________________________________________________ 
c. What does “safe sex practices” mean to you? 

__________________________________________________________________
__________________________________________________________________ 

i. What “safe sex practices” do you use? 
____________________________________________________________
____________________________________________________________ 

1. If none, what gets in the way? 
______________________________________________________
______________________________________________________ 

d. Do you have any sexual health concerns? 
i. If no, skip to “Substance Use” section. 

ii. If yes, how are you managing these concerns? 
____________________________________________________________
____________________________________________________________ 

 
Substance Use: 

1. Do you currently - or have you ever used - any of the following substances? 
a. Caffeine 
b. Nicotine 
c. Alcohol 
d. Marijuana 
e. Psilocybin 
f. Cocaine 
g. Ecstasy/MDMA/Molly 
h. Methamphetamine 
i. PCP 
j. Ketamine 
k. Heroin 
l. Another/other substance(s): 

_______________________________________________________ 
2. If none endorsed, skip to Resources section. 
3. If use of one or more substances endorsed: 

a. For each endorsed substance, assess for: 
i. Age of first use 

____________________________________________________________
____________________________________________________________ 
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ii. Amount used 
____________________________________________________________
____________________________________________________________ 

iii. Frequency of use 
____________________________________________________________
____________________________________________________________ 

b. In what circumstances do/did you typically use these this/these substance(s)? 
__________________________________________________________________
__________________________________________________________________ 

c. Do/did you engage in the use of this/these substance(s) consensually? 
__________________________________________________________________
__________________________________________________________________ 

d. What do/did you like about using this/these substances? 
__________________________________________________________________
__________________________________________________________________ 

e. Have you ever used any of these substances intravenously? 
__________________________________________________________________
__________________________________________________________________ 

f. Has anyone ever criticized you for your use of substance(s)? 
__________________________________________________________________
__________________________________________________________________ 

g. Have you ever felt bad or guilty about your use of substance(s)? 
__________________________________________________________________
__________________________________________________________________ 

h. Do/did you ever engage in harmful behavior while under the influence of one or 
more of these substances (e.g., unprotected sex, driving under the influence, etc.)? 
__________________________________________________________________
__________________________________________________________________ 

4. Do you use any over the counter medications or herbal remedies? 
________________________________________________________________________
________________________________________________________________________ 

Resources: 

1. Are there any resources that you are hoping I can help you to get connected with? 
_______________________________________________________________________
_______________________________________________________________________ 

2. Are there any resources that you have been seeking but have been unable to secure? 
_______________________________________________________________________
_______________________________________________________________________ 

3. How might we be able to tailor this space to fit your needs (what will make you most 
comfortable in therapy)? 
_______________________________________________________________________
_______________________________________________________________________ 
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Appendix B 

Proposed Training for Systems: The Significance of CNM-Inclusive Intake Forms 
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