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ABSTRACT

Psychotherapeutic Approaches to Sexual Minority Internalized Stigma

by

Krishna Kary

Sexual minority people experience internalized stigma (IS) as a result of ongoing
exposure to external stigma in their environments. Existing literature on IS has demonstrated
the detrimental effects IS has on sexual minority people through associated mental health
disparities. This study sought to explore current recommendations being made in the
literature with regard to addressing IS in psychotherapy. Nine participant clinicians who
identified as experienced LGBTQ-affirming practitioners were interviewed regarding their
approach to addressing IS through a client case example. CQR yielded themes across the data
set that included: clinician’s general conceptualization of IS, IS assessment strategies,
specific interventions targeting IS, associated outcomes, and perceived barriers to treating IS
in psychotherapy, independent of the case example. Results from this study expand upon the
existing literature base by providing new context for existing and novel recommendations
and considerations for treating IS in psychotherapy. Findings also highlighted opportunities
for additional research, particularly psychotherapy process and outcome research, that will
likely aid future clinical practice.
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ABSTRACT

Psychotherapeutic Approaches to Sexual Minority Internalized Stigma

by

Krishna Kary

Sexual minority people experience internalized stigma (IS) as a result of ongoing
exposure to external stigma in their environments. Existing literature on IS has demonstrated
the detrimental effects IS has on sexual minority people through associated mental health
disparities. This study sought to explore current recommendations being made in the
literature with regard to addressing IS in psychotherapy. Nine participant clinicians who
identified as experienced LGBTQ-affirming practitioners were interviewed regarding their
approach to addressing IS through a client case example. CQR yielded themes across the data
set that included: clinician’s general conceptualization of IS, IS assessment strategies,
specific interventions targeting IS, associated outcomes, and perceived barriers to treating IS
in psychotherapy, independent of the case example. Results from this study expand upon the
existing literature base by providing new context for existing and novel recommendations
and considerations for treating IS in psychotherapy. Findings also highlighted opportunities
for additional research, particularly psychotherapy process and outcome research, that will
likely aid future clinical practice.
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Chapter I: Introduction
Overview
Within mainstream United States heterosexist culture, heterosexuality is considered
normative, preferable, and superior to other forms of sexuality (Herek, 2007; 2015). Widely
accepted and held beliefs such as these contribute to a culture wherein sexual stigma
permeates institutional, communal, and individual value systems (Berg, Lemke, & Ross,
2017). More specifically, sexual stigma is regarded as “the negative regard, inferior status,
and relative powerlessness that society collectively accords to any nonheterosexual behavior,
identity, relationship, or community” (Herek, 2007). Both heterosexual and nonheterosexual
(a.k.a., sexual minority) people are socialized with negative views of lesbians, gay men, and
bisexuals (LGB) (Russell & Bohan, 2006). For heterosexuals this manifests as sexual
prejudice, which is then enacted through discrimination, victimization, and violence against
sexual minority individuals and communities (Meyer, 2003). For sexual minorities, such
stigma can become internalized stigma (IS), wherein individuals come to accept negative
evaluations of themselves and others within the sexual minority community (Herek, 2016;
Szymanski, Kashubeck-West, & Meyer, 2008a).
Despite some indications of increasing societal acceptance of sexual minorities over
the recent years (e.g. legalization of same-sex marriage), negative impacts of IS have and
continue to warrant significant concern (Herek, 2015; 2016). A large body of literature has
demonstrated the relationship between various forms of IS, including internalized
homophobia (IH), and an array of negative mental and physical health outcomes for sexual
minorities (Berg et al, 2016; Hatzenbuehler, 2009; Newcomb & Mustanski, 2010;
Szymanski, Kashubeck-West, & Meyer, 2008b; Fredriksen-Goldsen et al, 2013). Negative
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effects of IS extend across life domains impacting sexual minorities’ sense of self, level of
social engagement, vocational endeavors, and utilization of various support services (Herek
& Garnets, 2007; Owens, Riggle, & Rostosky, 2007; Reeves & Horne, 2009; Szymanski,
Chung, & Balsam, 2001). The same trend appears consistently throughout the literature with
higher levels of IS being associated with poorer outcomes. This has been the case for
substance use, depression, anxiety, risky sexual behavior, and even suicide (Brubaker,
Garrett, and Dew, 2009; Newcomb and Mustanski, 2010).
In addition to impacting varying aspects of ones physical and emotional health, IS is
also implicated in impeding developmental milestones specific to sexual minorities. For
example, higher levels of IS are linked to earlier stages of sexual identity development,
greater degrees of sexual identity concealment (e.g. heterosexual “passing” behaviors), and
less involvement with other sexual minorities (e.g. fewer LGB friends, less time spent with
LGB people) (Szymanski, Chung, & Balsam, 2001; Szymanski, Kashubeck-West, and Meyer
(2008b). In light of these findings, it is hypothesized that higher levels of IS may impede the
coming out process and progression through stages of sexual identity development.
Many sexual minorities seek out mental health services for support, not necessarily to
address IS, but to cope with psychological distress often associated with IS which can
include poor self-esteem, relationship difficulties, mental health issues, substance use issues,
and other adjustment difficulties. In fact, sexual minorities utilize mental health services at
higher rates than their heterosexual counterparts across treatment settings and age brackets
(Cochran & Cauce, 2006; Dunbar et al, 2017; Hardesty et al, 2012; Owens, Riggle, &
Rostosky, 2007; Williams & Chapman, 2015). It is noteworthy that although sexual
minorities are utilizing mental health services to treat the higher levels of reported

2

psychological distress they experience, such distress does not always present as clearly
defined, diagnosable mental health disorders. For example, a recent California mental health
service utilization survey found high rates of sexual minorities, particularly women, seek
services despite not meeting any particular diagnostic criteria as defined by the fourth
revision of the Diagnostic Statistical Manual (DSM)(Grella et al, 2009; Grella, Cochran,
Greenwell, & Mays, 2011). In drawing implications from these findings, Grella and
colleagues question the utility of relying exclusively on traditional diagnostic criteria in
determining the mental health needs of sexual minorities seeking such services. It is likely
that some of the impacts of IS often go unidentified by sexual minorities and mental health
providers alike. The insidious nature of IS is such that individuals might harbor highly
damaging beliefs about themselves without ever consciously or outwardly identifying this as
contributing to their distress. This might pose as a barrier to effective treatment of IS without
active development of a specialized knowledge base and corresponding interventions.
Despite the expansive literature linking IS to negative outcomes for sexual minorities
and findings documenting their utilization of mental health services to address psychological
distress (which is likely associated with IS), the body of available intervention research
remains inadequate (Puckett & Levitt, 2015). The mass majority of literature available on IS
is primarily theoretical in nature. This body of literature offers useful frameworks, like the
minority stress model, to help mental health service providers understand the institutional,
community, and individual-level pathways that contribute to IS, but provide little in the way
of applied interventions (Herek, 2015). Recommendations for best practices with sexual
minority clients from the American Psychological Association (APA, 2011) and the
American Counseling Association (ACA; ALGBTIC LGBQQIA Competencies Taskforce,
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2013) guidelines both draw attention to the significance of IS and outline the necessity for
practitioners to assess and treat IS in psychotherapy. Unfortunately, these too provide at best,
vague suggestions for addressing IS with sexual minority clients. More specified
recommendations for addressing IS in psychotherapy are available in a small number of
published journal articles, composite case studies, and LGBTQ-affirming psychotherapy
handbooks (Mandel, 2013; Russell; 2012; Russell & Hawkey, 2017; Ritter & Terndrup,
2002; Blair, 2002; Davies & Neal, 1996). Overlapping themes across these sources suggest
providing sexual minority clients with a contextualized explanation of IS, such that sources
and content of stigmatizing beliefs can be identified and ideally challenged or reframed to
reduce their impact on clients. Specific findings noted here will be discussed in greater detail
in the following chapter however, a number of questions remain unanswered with regard to
how practitioners are actually addressing IS in psychotherapy with sexual minority clients.
It has been established that sexual minority individuals are already seeking mental
health services to address psychological distress that may also include experiences of IS.
Although there is a lack of clear guidelines for addressing IS within the academic literature,
practitioners who work with this population are undoubtedly engaging in this process already
and their methods have gone uninvestigated thus far. Traditionally, evidence-based practices
have been established through rigorous psychological research which are then used to inform
applied work such as psychotherapy, however recent trends have drawn attention to practicebased research, which seeks to generate knowledge from direct clinical experiences (Epstein,
2009). Practice-based research often utilizes qualitative, inductive, practitioner knowledgebased studies to generate findings. As it remains unclear to what extent approaches being
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employed in applied settings align or diverge from current recommendations being made in
the academic literature, a modified practice-based research approach seems appropriate.
Current Study
The current study is a qualitative investigation of the psychotherapeutic approaches
employed by experienced LGBTQ-affirming mental health practitioners to address IS with
sexual minority clients. More specifically, this study sought to provide a description of how
treatment of sexual minority IS manifests in psychotherapy through an analysis of case
examples. Documenting various aspects of how experienced LGBTQ-affirming mental
health providers approach sexual minority IS will contribute significantly to the existing
body of literature on IS, which is predominantly theoretical or correlational in nature.
Findings compliment recommendations currently being made in the literature with regard to
treating sexual minority IS, both by demonstrating in greater detail the application of such
approaches, and by introducing additional approaches not yet covered in the literature.
Results can even aid in the ongoing process of developing best practices for addressing
sexual minority IS in psychotherapy.
Experienced mental health providers who self-identify as providing direct service in
the form of LGBTQ-affirming psychotherapy to sexual minorities are positioned particularly
well as potential informants as they may hold greater interest, motivation, knowledge base,
training, and experience that could contribute to a more sophisticated approach to addressing
IS compared to general practitioners who might be less attuned to such a specific issue.
Practitioners who provide service in LGBTQ community counseling centers, belong to
sexual and gender minority professional organizations, or specialize in serving sexual
minorities in other direct service settings were invited to participate. Semi-structured
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interviews were used to ascertain rich descriptions of how practitioners’ approach sexual
minority IS through a specific case example. Various aspects of practitioners’ approach were
investigated including conceptualization, assessment, and specific interventions employed in
the service of addressing sexual minority IS. Factors associated with tailoring, implementing,
and gauging the impact of various interventions were also examined through descriptions
specific to client case examples. Of particular interest were the outcomes associated with
implementation of such interventions and perceived barriers associated with addressing IS in
psychotherapy more broadly.
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Chapter II: Literature Review
Conceptualizing Internalized Stigma
An analysis of the literature on IS yields two complimentary types of information.
The first grouping of literature focuses primarily on conceptual frameworks for
understanding IS, while the second consists of descriptive, primarily correlational studies
documenting the relationship between IS and negative health outcomes for sexual minorities.
The body of conceptual literature serves to explain the origins of IS and the numerous studies
linking IS to sexual minority development and negative health outcomes (Meyer, 2003;
2013). Because IS is understood as the conscious or unconscious internalization of negative
beliefs about ones’ sexual identity, it has become increasingly important to locate the origins
of these beliefs within the broader cultural landscape from which they developed and are
perpetuated (Meyer, 1995; Herek, 2007). Included in this cluster of publications is the
minority stress model, which seeks to explain mental and physical health disparities observed
for this population. Within this model it is theorized that heteronormative cultural values
embedded in Western society play a role in the devaluation, invisibalization, and ongoing
stigmatization of sexual minority identities and behaviors. According to minority stress
theory, because sexual minorities face additional stressors due to their marginalized position
within society they in turn are more vulnerable to experiencing increased mental and physical
health outcomes compared to their heterosexual counterparts (Puckett & Levitt, 2015). Of
key importance is the understanding that IS, despite its ability to manifest and impact
individuals, is not a personal issue. IS develops over time as the result of ongoing exposure to
sexual stigma, discriminatory practices, violence, and institutional oppressions (Herek, 2015;
Meyer & Frost, 2013; Hatzenbuehler, 2009). Russell and Hawkey (2017) suggest IS coexists
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with external stigma (stigma within the external environment) and so can continue to
increase within an individual unless challenged in some way (e.g., by the individual, through
social support, changing societal norms). Similarly, Russell (2012) places particular
emphasis on employing a “movement perspective” which conceptualizes IS as the
counterpart to external societal stigma that occurs over time and can impact all individuals,
regardless of their identity or individuality. These theoretical models provide the basis for
understanding IS and the wealth of descriptive studies highlighting specific impacts on
sexual minority health. In this way, it is possible to contextualize why and how
internalization of stigma occurs and demonstrates the mechanisms that serve to perpetuate IS
across time and space for any given individual (Russell, 2007).
Associated Health Disparities
The landscape of IS and corresponding negative mental and physical health outcomes
for sexual minorities is vast and well documented. Health disparities observed for sexual
minorities are generally understood through the minority stress model which suggests these
negative impacts occur as a product of this populations’ marginalized status in society
(Herek, 2015; Meyer, 2003; 2013; Hatzenbeuhler, 2010). When compared to their
heterosexual counterparts, sexual minorities appear to suffer from more mental health issues
that include substance use, affective disorders (e.g. depression, anxiety), and suicide
(Cochran & Cauce, 2006; Cochran & Mays, 1994; 2000; Walch et al, 2016; Brubaker,
Garrett, and Dew, 2009; Newcomb and Mustanski, 2010). Findings such as these hold true
across age groups with sexual minority youth, young adults, and older adults all found to
experience poorer mental health outcomes as a result of exposure to various minority
stressors (Shilo & Mor, 2014). For sexual minority adults in same-sex relationships, IH has
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been associated with depressive and anxiety symptoms, as well as less relationship
satisfaction, commitment, and intimacy in their partnerships (Thies et al, 2016).
Perhaps less obvious are the impacts of sexual stigma on physical health. Compared
to their heterosexual counterparts, sexual minorities are at greater risk for a number of
serious physical health issues including cancer, cardiovascular disease, asthma, diabetes, and
other chronic medical conditions (Lick, Durso, & Johnson, 2013). Higher prevalence rates of
disabilities have been found for sexual minority adults and IS has been linked to disability
status and depression symptoms (Fredriksen-Goldsen et al, 2013; Fredriksen-Goldsen, Kim,
& Barkan, 2012). Even exposure to the microaggressive phrase, “that’s so gay” has been
associated with feelings of isolation, headaches, poor appetite, and eating problems for
sexual minority college students (Woodford et al, 2012). Again, the impacts of minority
stressors, including IS, have been established across age brackets, effecting physical health
outcomes for youth and adults alike (Shilo & Mor, 2014).
LGBTQ Mental Health Service Providers
It remains unclear to what extent the recommendations for addressing IS in the
literature are actually reflected in practice with sexual minority clients. Of particular interest
to this study were the psychotherapeutic approaches utilized by experienced LGBTQaffirming mental health practitioners who may be providing services in a variety of settings.
Practitioners providing services in LGBTQ community counseling centers provide clients a
number of benefits, despite the fact that these specialized organizations are not equally as
accessible to all individuals, with more opportunities afforded to those residing in or near
metropolitan areas (Rogers, 2012). The most obvious benefit is the perceived safety sexual
minorities might associate with an LGBTQ specific location, effectively reducing an
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otherwise significant barrier to seeking services. Often these community based centers offer
sliding scale fee options, which might open up access to services for those clients who would
not otherwise be able to afford it. Despite often limited funding available to these types of
community agencies, they appear to maintain expected standards of practice and competence
when it comes to service providers’ training and education (Center Link, 2016; Rogers,
2012). Of a total of 107 LGBTQ centers surveyed nationwide by Center Link, a networking
hub for LGBTQ community agencies, 31 percent relied entirely on volunteer staff. Of these,
62 centers reportedly provide mental health specific services and had collectively treated
over 22,600 people in 2015. According to a large nationwide survey conducted by Rogers
(2012), the most commonly reported reasons for seeking mental health services at LGBTQ
community centers include: sexual and gender identity issues, coming out, general support,
depression, and relationship issues.
In addition to therapists who provide services through LGBTQ community centers,
there are mental health practitioners in private practice or other non-LGBTQ specific service
agencies who either self-identify as specializing in working with sexual minorities, or who
have developed a positive reputation through word-of-mouth within their local community.
Pre-screening therapists for “gay-affirming” attitudes and qualities through word-of-mouth or
self-identified specialization has been associated with increased satisfaction with services
received by gay and lesbian clients (Liddle, 1997; 1999). Mental health providers who selfidentify as specializing in working with sexual minorities report having obtained this status
through deliberate acquisition of supplemental knowledge, training, and experience
providing direct services to this population above and beyond required graduate coursework
or licensing standards (Rutherford et al, 2012). Although not always the case, there is some
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evidence that those practitioners who do self-identify as LGBTQ-affirming in their
psychotherapeutic approach have sought out additional opportunities to reach competence
through for example, attending workshops, conferences, and other professional involvements
(e.g., membership in LGBTQ-specific organizations).
Addressing IS in Psychotherapy
Although the majority of the literature available on IS is conceptual or descriptive in
terms of its associated health outcomes, there are a number of recommendations for
addressing is in psychotherapy being made in recent years. Of particular interest are the
formalized recommendations released by governing bodies within the mental health field.
For example, the American Psychological Association (APA, 2011) guidelines for working
with LGB people states, “Psychologists strive to understand the effects of stigma (i.e.,
prejudice, discrimination, and violence) and its various contextual manifestations in the lives
of lesbian, gay, and bisexual people”. Within these guidelines, practitioners are tasked with
assessing both overt (e.g. harassment, assault) and covert (internalized stigma) manifestations
of stigma. The guidelines also recommend practitioners demonstrate “validation and
awareness” with regard to sexual minority experiences of stigma, which is assumed to
include internalization of sexual stigma. Additional APA guideline recommendations
include, when appropriate, empowering clients to confront social stigma. Within the
guidelines the readers attention is also drawn to issues surrounding the internalization of
stigma, including historical reference points, and a compilation of correlates between IS and
negative outcomes are briefly presented.
The American Counseling Association (ACA) also released a set of competencies for
working with sexual minorities and their allies (ALGBTIC LGBQQIA Competencies
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Taskforce, 2013). There is significant overlap between ACA competencies and APA
guidelines, including awareness of various forms of IS (e.g. internalized heterosexism,
biphobia, homophobia) and their potential impacts on the health of sexual minorities.
Competencies also note the importance of utilizing a contextual framework for understanding
origins, manifestations, and maintenance of stigma within the broader cultural context.
Additionally, ACA competencies note practitioners are expected to recognize their own
prejudices towards sexual minorities and take measures to control for this in their work (e.g.
self-reflection, seeking consultation, trainings). Counselors are also encouraged to
acknowledge the “societal prejudice and discrimination” experienced by sexual minorities
and to work collaboratively with them to overcome such stigma. With regard to assessment,
ACA competencies articulate that counselors are expected to understand that, due to the
insidious and sometimes invisible nature of IS, clients presenting for mental health services
may not show overt signs of distress. It is therefore assumed to be the responsibility of the
counselor to be attuned to the ways this might manifest and to work to incorporate
appropriate interventions as needed.
Although APA and ACA guidelines do provide strong recommendations for
addressing IS in psychotherapy, specific approaches and interventions to accomplish this
effectively remain unclear. Unfortunately, the available intervention literature, although
offering some insights, also falls short in providing clearly defined and supported
interventions. For example, Lin & Israel (2012) utilized an online intervention protocol based
on social psychology theories to reduce IH in same-sex attracted adult men (N = 290)
through a series of interactive modules. Activities within this intervention were designed to
combat negative societal messages about gay and bisexual men and to increase sexual
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minority identity affirmation. The intervention included factual information that debunked
negative stereotypes (e.g. Being attracted to the same-sex is a sign of mental illness). Within
this intervention, stigmatizing messages were contextualized as products of socialization and
not necessarily representative of sexual minority men. Participants were asked to report on
which messages they had received growing up, the sources of each message, whether they
had rejected the messages, and then describe what strategy they used to reject the messages.
The intervention was successful in reducing IH, producing small but significant effect sizes.
Findings from this study are promising and although it was conducted exclusively online, the
conceptual underpinnings and intention of intervention components do lend themselves to be
adapted to a psychotherapy setting. Recommendations that can be extrapolated from this
intervention might include exploration and identification of sources and content of particular
stigmatizing messages that are currently dominating a sexual minority individuals sense of
self. A practitioner might also find it useful to incorporate exploration of affirming messages
clients may hold regarding their sexual minority identity and experiences in order to build
acceptance and pride which may help combat more negative internalized beliefs (Dasgupta,
& Greenwald, 2001).
Another central element of the approach utilized by Lin and Israel (2012) involves
incorporation of a clear and externalized definition of what stigma is and where is comes
from. A similar approach was utilized by Yadavaia and Hayes (2012) who used an
Acceptance and Commitment Therapy (ACT) protocol to reduce believability and distress of
stigmatizing thoughts for gay and lesbian participants (N = 5). Participants were guided
through a series of ACT processes over the course of 6-10 weeks. What distinguishes ACT
from other approaches is its emphasis on “defusion” from and acceptance of distressing
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internal experiences (e.g. stigmatizing thoughts about one’s self/identity as a sexual minority,
feelings of shame regarding ones sexual identity and behaviors) and reliance on value-driven
action. The process of “defusion” in particular involves noticing and reframing stigmatizing
thoughts as “cognitive events”, as opposed to treating them as truths about one’s self. Results
indicated that participants experienced overall less distress associated with stigmatizing
thoughts as well as reductions in reported symptoms of depression, and stress, and increases
in social support. Again, an essential element of this intervention involves providing clients
with a new framework for identifying and understanding IS such that negative beliefs no long
function as unconscious truths, but instead are brought out in the open, contextualized, and
reevaluated.
Although useful recommendations can be pulled from the intervention studies
described above, practitioners might find the setting and experimental nature of these studies
limit their applicability to applied psychotherapy settings. Case studies can provide rich
descriptions of specific interventions, client responsiveness, and outcomes in a way that is
more easily translatable into ones own applied practice. For example, Mandel (2013)
provides a thorough description of a treatment approach with a composite case example of
“Adam”, a gay-identified adult male, that utilizes cognitive-behavior therapy, ACT, and
multicultural theories. The author describes their process of framing experiences of external
enacted stigma (e.g. harassment, discrimination) and self-stigma (e.g. IS, including specific
stigmatizing thoughts and corresponding feelings) as a product of the broader social culture
rather than due to a personal deficit or problem stemming from being a sexual minority. This
included providing psychoeducation on cultural stigma as well as increasing Adam’s
awareness of IS. More specifically, the author notes specific questions aimed at illuminating
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the clients’ views are of what it means to be gay in order to access potentially stigmatizing
internalized self-narratives (Chazin & Klugman, 2014; Proujansky, & Pachankis, 2014). The
author also worked to dispel negative stereotypes about sexual minorities and promote selfacceptance, approaches that were utilized in the above described intervention studies as well
(Lin & Israel, 2012; Yadavaia & Hayes, 2012).
A second case study of “James”, also a gay-identified male, models similar
intervention strategies, but relies more heavily on cognitive restructuring techniques to
combat stigmatizing messages (Russell, 2012). Special attention is paid to the political
climate and how this might trigger cognitive and affective reactions in James, that the
clinician aids in uncovering and contextualizing. Additional focus is also placed on tailoring
established coping strategies (e.g. social support) to meet the needs of James as a gayidentified man (e.g. gay/straight alliance, LGB-affirming church). It is noteworthy that both
Russell (2012) and Mandel (2013) employed strategies to help clients contextualize IS, its
varied impacts, and worked with their clients to discover positive coping strategies. More
specifically, impacts of IS were individualized in order for clients to obtain insight into the
layers and origins of their own experiences of distress. This intervention component seems
particularly useful, as it has been established that clients seeking psychotherapy may not
always present as struggling with IS, but IS may in fact be impacting functioning nonetheless
(Alessi, 2014).
Additional guidance for addressing IS can be found in LGBTQ affirming
psychotherapy handbooks, which are predominantly written and marketed towards
practitioners. Although a handbook focusing specifically on treating IS has yet to be written,
select chapters within general guides to working with sexual minorities can be found. It is no
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surprise that the language around IS varies slightly between academic journal articles and
practitioner guides. Discussion of constructs seemingly equivalent or closely related to IS
include difficulties coming out due to fear of negative evaluation or shame, self-acceptance,
self-esteem, social difficulties as the result of bullying or discrimination, fear of rejection,
etc. It does appear that attention is being paid to difficulties sexual minorities face as a result
of negative internalized beliefs about their sexual identity, even though it might not be
labeled as IS. This is an important observation, as practitioners interested in working with
sexual minorities generally as well as those interested in developing expertise in treating IS
more specifically, might on the surface find a lack of reference to IS in even LGBTQ
affirming handbooks. The fact that translation and additional investigation would be
necessary in finding specific and direct interventions for treating IS further demonstrates the
need for greater exploration and dissemination in this area.
Despite the hidden nature of some material referencing IS in psychotherapy, a
number of particular intervention tools are described briefly by Russell and Hawkey (2017).
These include providing psychoeducation to frame experiences and impacts of IS in order to
provide language and a model for making sense of one’s own experience of stigma
(Proujansky, & Pachankis, 2014). An example of such a psychoeducational intervention
might include describing the role socialization plays in shaping our understanding of what is
normal and acceptable in any particular cultural. Identifying ways that cultural norms around
sexuality are transmitted and maintained from one generation to the next, which contributes
to subsequent positive or negative attitudes towards sexual minority individuals. This
discussion can even include a dialogue about family dynamics and the influence early
development has on our understanding of ourselves in relation to others. Once this
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foundation for understanding has been laid, it is suggested that practitioners can work with
clients to identify specific messages they have received, particularly those rooted in prejudice
and those that are false, and draw on more affirming representations of sexual minorities to
create more balanced views of oneself (Blair, 2002; Dasgupta, & Greenwald, 2001; Russell,
2012). Exploration of how stigmatizing messages were learned and where they came from
can also serve to externalize negative attitudes and beliefs about sexual minorities. Thus far,
the majority of suggested interventions noted within LGBTQ handbooks have been more
cognitively-oriented. This trend might be influenced by the substantially larger body of
literature on IS which tends to align more closely with social and cognitive learning theories
in their conceptualization models than those from, for example, psychodynamic or
humanistic theories. Although discussed less frequently, it is also recommended that
practitioners process the affective aspects associated with stigma, as these may include
feelings of fear, shame, or hopelessness. Practitioners may also aid clients in identifying
affirming organizations, events, and groups in the local community to build social support
(Puckett & Levitt, 2015). Lastly, when appropriate, empowering clients to become involved
in activism or advocacy work is also suggested as it allows them to become agents of social
change that can impact themselves and their community.
A thorough review of the academic and applied therapeutic literature sheds light on a
number of consistent and overlapping themes with regard to addressing IS in psychotherapy.
Included in these recommendations is the use of conceptual frameworks that situate IS within
the larger sociopolitical cultural landscape. Recommendations being made for practitioners
within LGBTQ therapy handbooks and case studies include explicitly offering this method of
conceptualization to sexual minority clients (Puckett & Levitt, 2015; Ritter & Terndrup,
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2002; Russell & Hawkey, 2017). This includes framing experiences of external and
internalized stigma as products of historical and systemic marginalization of sexual
minorities that is maintained through cultural norms rather than as truths about the actual
value or legitimacy of an individual. Due to the pervasive nature of sexual stigma, it is
assumed that most individuals will harbor some internalized negativity towards sexual
minorities, therefore practitioners are encouraged to actively engage clients in a dialogue
regarding their experience of being a sexual minority (Davies & Neal, 1996). This might
include negative beliefs about oneself or other sexual minorities, feelings of guilt or shame
associated with same-sex or non-monosexual attractions, as well as hypervigilance. It is
noted that IS can manifest in subtle forms and that few sexual minorities will explicitly
present with IS as their primary concern in treatment. For this reason, it is no surprise that
additional recommendations for practitioners include developing an understanding of the
links between IS and other mental and physical health indicators, so that they may properly
assess for IS. Such an assessment might help determine a clear understanding of
manifestations of IS as occurring separate from and in conjunction with other common
presenting issues like depression, anxiety, substance use, or relationship difficulties (Puckett
& Levitt, 2015; Ritter & Terndrup, 2002; Russell & Hawkey, 2017). Additionally,
assessment of IS becomes particularly important because practitioners are tasked with taking
into consideration the impacts of IS on presenting issues, but not over attributing symptoms
of distress to IS alone. Interventions in this area include inviting clients to consider the
potential ways and degree to which IS may, or may not, be impacting their presenting issue.
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Chapter III: Methods
Participants
Clinicians. A total of 10 clinicians were recruited and interviewed for the study. Nine
clinicians (six female, two male, one queer), with an average age of 33.4 (SD: 3.5) were
included in all stages of analysis that comprised the final group of participants. Racial/ethnic
identity of clinicians included: four White, two African American/Black, one Asian, one
Latina/o/x or Hispanic, and one Latina/o/x or Hispanic & White. Clinicians identified their
sexual orientation as: three queer, three heterosexual, one pansexual, one lesbian, and one
gay. All clinicians were licensed to practice in their state of residence at the time of the
interview (six psychologists, two professional clinical counselors, and one mental health
counseling associate). All but one clinician were early career professionals and reported an
average of 4.9 years (SD: 3.8) of clinical practice post-licensure. The average estimated
percentage of clinical hours (combined pre-and post-licensure) spent providing direct
services to sexual minority clients was 61.4% (SD: 19.5). The average estimated percentage
of current caseload identified as sexual minorities was 64.5% (SD: 24.3), excluding one
participant who was engaging in research rather than clinical work at the time of the
interview. Clinicians ascribed to an array of theoretical orientations and/or endorsed
therapeutic stances that included: feminist, multicultural, minority stress lens, ethno-culture
and identity emphasis, psychodynamic, relational-psychoanalytic, attachment, Gestalt,
experiential, trauma, and holistic.
One participant was excluded as their case example focused only on addressing IS
related to their client’s transgender identity, but not their bisexuality. Exclusion was
determined not based on the client’s gender identity, but on the participant’s inability to
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provide data relevant to the research questions, which focused on addressing IS related to
sexual orientation. It is worth noting that other client case examples used in the final sample
also held intersecting minority identities, including non-binary ones. Sexual orientation is
understood as related to, but distinct from, gender identity, and therefore it was deemed
inappropriate to include a case focusing solely on transgender identity stigma.
Client case examples. Clinicians demonstrated their therapeutic approach through a
client case example. Participant clinicians had seen their client in psychotherapy within the
last two years, with the exception of one participant who worked with their client
approximately four years prior to the time of the interview. Demographic and treatment
information for client case examples were obtained through participant clinician report
during the interview process. No data were gathered directly from the clients themselves.
Descriptions for each client case example are provided in Tables 1 and 2.
Procedure
Institutional Review Board approval was obtained through the University of
California, Santa Barbara (UCSB) to ensure protection of human subjects and adherence to
institutional standards for conducting research. Participants were recruited from LGBT
community counseling centers, LGBT-oriented groups within professional organizations
including APA, ACA, and the National Association for Social Workers, as well as from
mental health centers that work with sexual minorities. The call for participants included an
emphasis on recruiting experienced LGBTQ-affirming mental health practitioners who were
able to articulate their approach to addressing IS in psychotherapy with a sexual minority
client through a case example. Additionally, participants met the following eligibility
requirements: 1) current licensure in their state of practice, 2) a minimum of five years
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conducting psychotherapy (as a trainee and/or licensed professional), and 3) selfidentification as possessing interest and experience providing affirming psychotherapy to
sexual minorities.
By recruiting participants who self-identified as experienced LGBTQ-affirming
practitioners, the hope was that they would possess more interest, motivation, and experience
working with this population than perhaps general practitioners. Practitioners providing
services in a variety of settings were eligible to participate. This study strove for a sample
size of 10-12, per recommendations for interview-based qualitative research and CQR,
specifically (Hill, 2012; Morrow & Smith, 2000). However, one participant was excluded,
leaving the final sample size at 9, which still met the minimum quantity for CQR studies.
Participants were paid $35 dollars for their participation in the interview. Funding for
participant incentives was obtained through the Hosford Clinic Research Grant offered
through UCSB in Winter quarter of 2018.
Practitioners interested in participating reviewed eligibility criteria and consent
electronically via a Qualtrics survey where they provided an electronic signature prior to
completing the demographic questionnaire and being contacted for the interview. Consent
outlined the purpose of the study, their right to withdraw participation at any time without
loss of compensation, risks and benefits to participation, confidentiality protections,
permission to audio record the interview, and compensation. All participants who expressed
interest, met eligibility criteria, and completed the Qualtrics survey were contacted via email
to schedule an interview. Participants were provided a copy of the interview protocol prior to
their interview session and were asked to reflect on a specific case example, topics, and
questions in greater depth before providing responses in the interview. This step also
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increased transparency and allowed participants to opt out of participation if they found the
interview protocol unappealing in some way (Brenner, 2006), which several did.
Purposeful sampling methods and eligibility criteria were established with the goal of
obtaining data from a particular subset of participant practitioners who were theorized to
have the specialized experience necessary to investigate the research questions for this study
(Creswell & Plano Clark, 2011; Palinkas et al, 2015; Patton, 2002). Given the focus of this
study was on illuminating more sophisticated approaches to psychotherapy with sexual
minority clients who harbor IS, it was particularly important that participants had experience
providing such services and were able to describe their approach in some detail through the
client case example. Therefore, eligible participants were required to have completed their
pre-licensure training to ensure they had spent some time providing direct service in general,
but also specifically with the population of interest. Selection criterion were established to
encourage participation from experienced mental health practitioners who had either a
history of providing psychotherapeutic services to sexual minority clients or were currently
doing so. It was expected the majority of practitioners at LGBTQ community counseling
centers would be licensed at the master’s level (e.g., Marriage and Family Therapists,
Clinical Social Workers), while PsyD and PhD level practitioners were considered more
likely to be providing services in private practice or other non-LGBQ specific settings.
Practitioners were eligible to participate regardless of their past or current setting(s) of
clinical practice. No differentiation between employment or volunteer status was made as it
would exclude a large number of practitioners providing services in often minimally funded
LGBT community counseling centers (Center Link, 2016). Participants were required to be
licensed in their current state of clinical practice in order to partake in the study. This
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criterion was established based on findings wherein practitioners who had developed
expertise in working with LGBT clients reported having reached competence not through
required training (e.g. program requirements, courses) but through seeking out additional
specialized training opportunities over time (Rutherford et al, 2012). It was hypothesized that
obtaining such training opportunities might be less easily acquired by unlicensed and junior
clinicians. There was also an assumption that licensed practitioners would be aware of and
have been tested on their knowledge of ethical practices and other competencies.
A semi-structured open-ended interview protocol was used to gather data from
participants over an interview conducted using Zoom. Zoom is a HIPPA compliant video
calling application that allowed the researcher and participant to view one another for the
duration of the interview. Interviews were audio recorded to enable transcription and
subsequent data analysis. Interviews ranged in length from forty to sixty minutes long.
Participants where provided compensation in the form of an electronic gift card delivered via
email following completion of the interview.
Interview recordings were de-identified and then transcribed by an undergraduate
research assistant who was trained by the lead researcher. Guidelines for transcription
included omission of false starts, conversational words that did not add to the meaning of the
narrative (e.g., "like"), and minimal verbal and nonverbal encouragers made by the
interviewer (e.g. "mm-hmm", "yeah"). Participants were invited to review the de-identified
transcripts for optional accuracy checks via email (Fassinger, 2005). Only two participants
expressed interest in engaging in this step and returned the transcripts with minor edits that
included clarification of previously inaudible sections and removal of tangential comments.
The lead researcher then audited the transcriptions by reviewing the script and audio in their
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entirety, checking for typos, clarifying inaudible sections, and editing to make the narratives
cleaner for ease of coding. It is necessary to note that several short sections of audio could
not be transcribed from the first three interviews due to issues with the internet connection
during recording.
American Psychological Association (APA; 2002) guidelines on record keeping were
adopted to ensure protection of participant anonymity and data. Interview audio recordings
were stored as password protected files on a flash drive in a locked research office. Audio
files of participant interviews will be deleted after data analysis is complete. Demographic
information were stored through Qualtrics until participant names were replaced with
numbers to protect confidentiality. De-identified transcripts were stored in Box, a secure
online storage system, during all phases of analysis. Access to transcript files in Box was
password protected and limited to the lead research, GSR’s, and the dissertation chair, who
referenced the files for auditing purposes. Box allowed the researchers and auditor to view,
edit, and save updated versions of the transcripts throughout all phases of data analysis
process without requiring files to ever be removed from the secure online server.
Measures
Demographic Questionnaire
Demographic information included questions regarding participant race and ethnicity,
gender identity, age, sexual orientation, state of current clinical practice, credentials, number
of post-licensure clinical work, current practice setting, and estimated percentage of face-toface time spent providing direct services to sexual minority clients. See Appendix A for
demographic questionnaire.
Interview Protocol
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The interview protocol consisted of a semi-structured interview with open-ended
questions aimed at gathering information regarding various elements of how practitioners
approach IS in psychotherapy through a case example with a sexual minority client.
Utilization of a semi-structured interview yielded several advantages, as it provided an
opportunity to plan, in advance, the formatting and topics of specific questions and prompts
in order to gather information relevant to the research project (Brenner, 2006). Additionally,
the use of semi-structured interviews ensured the same questions were asked of each
participant, which likely aided in the analysis process and served to produce coherent themes
across participant responses. The focus of interview questions were drawn, in part, from
recommended approaches identified through an extensive review of the literature on IS that
included APA guidelines, LGBT-specific practitioner handbooks, academic journals (e.g.,
interventions studies, case studies, theoretical pieces) and dissertations. The general course of
treatment and specific interventions used for addressing IS were described through a specific
case example with a sexual minority client. Specific topics included: client presentation and
clinician assessment of IS, interventions utilized, and resulting outcomes. Demographic and
contextual information about the case example were also be gathered in order to provide
context to the course of treatment described. Use of open-ended questions and more specific
prompts with regard to the particular case examples were used with the intention of gathering
rich descriptions of practitioner’s actual experiences in psychotherapy. The interview also
included questions independent of the case example such as considerations for addressing IS
more generally, and barriers to doing so.
Suggestions provided by Patton (2002) were referenced to guide development of
interview protocol. For example, each interview question had a singular focus, was isolated
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to one time period, and aimed to elicit one type of descriptive data (e.g. behavior, opinion,
knowledge, sensory, demographic). Patton also recommends beginning interview inquiry
with present focused questions, then leading into past oriented ones, which was incorporated
into the protocol for this study. Additional sequencing considerations included beginning the
interview with a “grand tour” question to encourage rich description (Spradley, 1979) and
utilizing specific prompts to gather supplemental data. Refer to Appendix item B for full
interview protocol.
Feedback on interview protocol was elicited by one volunteer practitioner, who had
experience working with sexual minorities and had conducted qualitative research, but who
did not meet eligibility criteria. This step was taken to ensure clarity of individual questions
and comprehensiveness of interview inquiry. Feedback was incorporated to produce the final
interview protocol that was used with study participants. The interview was practiced
beforehand on one volunteer practitioner to further familiarize the researcher with the
protocol and the mechanics of the interview process (Hill, 2012). This interview was not
included in the study sample.
Researchers
Lead Researcher
The lead researcher, Krishna Kary, is a Counseling emphasis doctoral candidate in the
combined Counseling, Clinical, and School Psychology program at the University of
California, Santa Barbara (UCSB). She was responsible for conducting all steps of the
research project including participant recruitment, selection, interviewing, and data analysis.
She worked on other qualitative research projects in the past that have also focused on
understanding issues related to stigma facing vulnerable populations including sexual and
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gender minorities and undocumented immigrants. One such project conducted most recently
involved coordinating a team of 8-10 undergraduate research assistants to identify the ways
LGBT adults reject stigmatizing messages they had received about their minority identities.
This study utilized qualitative content analysis (QCA; Morgan, 1993) to categorize responses
from over 750 participants (Israel et al, 2017). Coordination of this project allowed the
researcher to develop a deeper understanding of approaches to QCA as well as provided her
with experience training others in this approach and facilitating consensus meetings.
Coding and consensus teams consisted of three distinct groups. Each team consisted
of the lead researcher plus two other members. Once established, teams remained constant
and did not rotate membership into other groups. Graduate student researchers (GSR’s) were
selected based on previous research experience, existing knowledge of applied psychology,
LGBT issues, and/or experience providing direct clinical services to sexual minorities.
The first team comprised of two GSR’s (Team A: one White cisgender female and
one Latinx non-binary identified person) from the Counseling, Clinical, and School
Psychology doctoral program at UCSB. Both GSR's were counseling emphasis students who
worked in the same research lab as the lead researcher, had a background in LGBTQ
research, and some experience with qualitative research. GSR’s received course credit for
their participation in the project, which occurred during Spring quarter of 2018.
The second two sets of research teams consisted of the lead researcher and two GSR’s
each (Team B: one Hispanic/Native American/White masculine female and one Black
cisgender male; Team C: one White genderqueer identified person and one Latinx cisgender
female) from Antioch University and Alliant International University in Southern California.
All researchers identified as sexual minorities and either had prior experience working with
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sexual minorities during their clinical training or had an interest in seeking out these
opportunities in the future. Two of the GSR’s had experience working with LGBTQ
communities in other non-clinical/non-research capacities (e.g. volunteering at local LGBTQ
centers). All of the GSR’s had prior research experience, but only one had experience
engaging in qualitative analysis. Members of both teams were volunteers whose involvement
began in the Summer of 2018 and ended in March of 2019.
Auditor
The role of the auditor was held by the dissertation committee chair, a biracial,
Chinese American, White Jewish, bisexual, cisgender woman. The auditor had previous
experience conducting qualitative research on LGBTQ issues, including as principal
investigator and as an auditor on other CQR projects.
Bracketing Biases
I, the researcher, acknowledge I brought to this project existing biases, expectations,
and values that inevitably enter into the research process (Ponterotto, 2005). As is expected
practice, I will articulate these here for the reader to be aware of when evaluating rationales
for project methodology and data findings. I identified as a 30-year-old, White, queer person,
in my final two years of my doctoral program during the time of the study. I supplemented
my counseling psychology studies with feminist approaches, which I feel have contributed to
my social justice orientation in research, teaching, and clinical practices. As a member of the
LGBT community and a recipient of counseling services myself, I acknowledge I am both
personally and professionally invested in understanding and improving mental health
services for this population. It is also worth noting that throughout the duration of this study I
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provided direct clinical services to sexual minority clients through a practicum position at a
community LGBTQ center and then during my internship at a university counseling center.
I ascribe to a critical ideological paradigm whereby the lived experiences of
individuals are seen as inextricable from dynamics of power and oppression that occur
systemically (Ponterotto, 2005; Heppner, Wampold, & Kivlighan, 2008). Operating from a
critical framework includes assumptions that most, if not all, sexual minorities are exposed to
negative societal stigma based on their oppressed societal status and therefore may
experience IS. Additionally, there is an assumption that psychotherapists working with this
population should be aware of issues related to IS and should address it in their work with
clients if clinically relevant. My hope in constructing this research project was to be able to
gather data from practitioners that might be used to guide further research and interventions
with this population. There is also an acknowledgement that practitioners themselves are also
subject to negative societal messages about LGBT people that might influence their work
with sexual minorities, which may become evident from the data.
Equally as essential to make transparent are the biases and expectations of GSR
members across the three coding teams. Prior to engaging in analysis or reviewing participant
data, GSR’s identified and discussed biases and expectations within their teams with the lead
researcher. Team members highlighted their own personal and professional affiliations with
sexual minority experiences served as a source of motivation for being involved in the
project, generally. They all held a similar stance that IS has negative impacts on sexual
minorities and therefore should be addressed in psychotherapy. Several members observed
their belief that having a lived experience of IS as a sexual minority identified clinician might
make one better prepared to effectively address it in therapy with clients. Team members
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were also transparent about their own theoretical orientations and expressed a curiosity about
how participant clinicians would conceptualize and treat IS. Although several GSR’s had
experience providing clinical services to sexual minority clients, they denied extensive
experience addressing IS in psychotherapy themselves, and so entered the project with an
openness to what strategies would emerge over the course of analysis.
Data Analysis
This study aimed to understand how experienced LGBQ-affirming mental health
providers approach IS in psychotherapy with sexual minority clients. Recommendations for
treating IS were identified through an extensive review of the literature but exploration of
how practitioners actually approach this issue in psychotherapy is still needed. In order to
obtain a deeper understanding of these processes, a consensual qualitative research (CQR)
approach was utilized (Hill et al, 1997; Hill, 2012). Several theoretical and logistical
characteristics of CQR made it a desirable approach for this study. CQR has frequently been
utilized in psychotherapy process and outcome research as well as in multicultural research
(Ponterotto, 2010). A number of studies have already established CQR as a viable option for
exploring and documenting complex dynamics in psychotherapy including dynamics of giftgiving (Knox, 2003) and experiences of anger directed towards practitioners (Hill, 2003),
both of which offered useful models to reference in designing this study.
Hill and colleague’s (1997) initial development of CQR drew upon components from
a number of paradigms including postpositivism, constructivism, and critical theory. Of
particular relevance for this study are considerations incorporated from feminist and critical
theories. For example, the recommended approach to consensus (a central element in CQR)
emphasizes the importance of a nonhierarchical process whereby distributions of power,
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involvement, and respect are expected for all researchers involved in the data analysis
process. CQR also allowed flexibility in utilizing a deductive approach to analysis drawn
from domains already identified in the literature and incorporated into the interview protocol
questions (Hill et al, 2005). The nature of CQR effectively enabled the research team to
classify particular approaches to IS in psychotherapy within and between individual
participant descriptions.
Lastly, the availability of thorough guidelines for conducting CQR were expected to
prove advantageous for this study in particular considering it was conducted by graduate
student researchers (GSR) with varying levels of experience with qualitative research (Hill et
al, 1997; Hill et al, 2005). Clearly defined theoretical underpinnings, recommendations for
sampling, interview protocols, and data analysis set clear recommendations and expectations
for researchers utilizing CQR. Such comprehensive documentation, particularly of the
various steps involved in data analysis and consensus, coupled with a number of illustrative
examples were useful in preparing the lead researcher and in informing the GSR training
procedures.
The data analysis plan followed recommendations and the three steps outlined by Hill
and colleagues for conducting CQR (1997; 2005). Prior to beginning work on this project all
GSR's from the three teams completed training on the protection of human subjects and on
the qualitative analysis approach. Team A completed these trainings separate from Teams B
and C, due to these members joining the project at a later date. Despite completing the
training at different times, all teams completed the same process outlined below. As
recommended by Hill and colleagues, a number of additional seminal articles were reviewed
and incorporated into the GSR training materials. (Hill et al, 1997; Hill, 2003; Knox et al,
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2003). The lead researcher assigned select chapters from the Hill (2012) book to introduce
GSR's to CQR and to facilitate preparation for and engagement in the coding and consensus
processes. Specifically, researchers reviewed the Hill (2012) chapter on Biases and
Expectations individually, completed open-ended reflections based on their own backgrounds
and experiences and then met as a group to discuss topics together. The lead researcher took
notes to document the research team's observations and key points, which was later
articulated in the Bracketing Biases section of this document. Researchers then reviewed and
discussed Hill (2012) chapters on Coding the Data, Cross-Analysis, and Auditing (chapters 8,
9, and 10). The lead researcher encouraged GSR's to ask questions and express areas of
concern or apprehension. Although the lead researcher was responsible for training GSR's,
efforts were taken to foster a nonhierarchical progression through the actual data analysis
processes of coding, arguing to consensus, and incorporating auditor feedback. Efforts
included naming and processing the power dynamics and multiple relationships held by
members of the research team during the discussion of biases and expectations, by continual
reflection during meetings, and by rotating the role of facilitator during consensus. After
reviewing CQR materials the research team began reviewing participant transcripts.
Step one of data analysis in CQR involves dividing individual interview responses
into domains, which are generally defined as “topic areas” (Hill, Thompson, & Williams,
1997; Hill, 2012). This study took a more deductive approach in that development of
domains was loosely structured based off of topics of interest represented in the content of
the interview questions and review of the literature. Team A began this process by
individually reviewing two interview transcripts and constructing a list of potential domains.
The research team then held consensus meetings to collaboratively and non-hierarchically
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establish a set of domains by comparing and discussing them with one another until
consensus was reached. Consensus meetings involved mutual sharing and consideration of all
perspectives. After the team agreed upon the set of domains, all blocks of interview data
were coded into the existing domains. As is expected in CQR, this initial set of domains
changed over the course of analysis in order to adequately reflect the data. This included
deleting, adding, combining, and otherwise altering how domains were defined as more data
was coded by the teams. When changes were made to the domain set, previously coded
interview transcripts were revisited to ensure consistency across the data set.
The second step required the development of more specified “core ideas” for all
domains assigned within each interview transcript. Team members independently read the
data within each domain and constructed core ideas through summarizing and abstracting the
“essence” of the data (Hill, Thompson, & Williams, 1997). Ideally the core ideas capture
interviewee responses “in fewer words and with greater clarity”, producing a refined version
of the data. Hill (2012) warns against making inferences about the meaning of the data at this
stage, and recommends core ideas be developed as closely to the explicit content of the data
as possible. It is also recommended that core ideas be developed and data coded using the
domain as the context. Team members made attempts to embody this approach as much as
possible, at times agreeing to leave out some blocks of the data that were partially inaudible
or unclear rather than trying to infer or guess at the participants intended meaning.
Researcher biases, assumptions, and expectations can very easily enter the process
during the coring stage and therefore it was important for individual researchers to
demonstrate their rationale for assigning core ideas during consensus meetings. This was
done by sharing with the other team members what specific sections of the interview
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response fit with their assigned core idea. During consensus meetings, each research team
member read aloud their core idea and had access to each other’s list of core ideas for
reference during group discussions. Again, consensus of core idea content occurred through
discussion and agreement amongst all research team members during joint meetings. In line
with recommendations made by Hill and colleagues, researchers were encouraged to
document their reactions throughout the independent and joint stages of the analytic process.
The lead researcher took informal notes following consensus meetings to track questions,
reactions, and other potentially relevant happenings over the course of the analysis process.
An important component of CQR involves incorporation of auditors to review and
provide feedback at various stages of the coding process (Hill, Thompson, and Williams,
1997). The auditor reviewed and provided feedback on cases following consensus that has
been reached for the domain set and assignment of core ideas. More specifically, the auditor
sought to establish: 1) data had been assigned to the appropriate domain, 2) all data within
domains had been captured, and 3) wording of core ideas was clear, concise, and adequately
matched participant responses. The auditor provided written in-document feedback to the
research team, who used the same consensus process to agree upon edits that were
incorporated. The auditor also provided verbal clarification and elaboration on feedback to
the lead researcher, who shared this with members of the research teams to aid in the
consensus process. Although the vast majority of auditor feedback was incorporated, when
the research team did not agree with suggested edits, they collectively identified a rationale
and documented this for future reference.
The final stage of CQR involves “cross analysis”, which shifts the focus of attention
from individual cases to observations across cases (Hill, Thompson, & Williams, 1997). Core
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ideas for each domain from all cases were compiled and then split into “units”. For each
domain, the collection of “units” was then examined to determine in what ways they could be
grouped into categories. Hill and colleagues offer a couple of suggestions for arriving at
consensus at this stage. This study allowed individual team members to develop a list of
possible categories for each domain that was then shared and discussed to consensus with the
research team. The research team also used the consensus approach to agree upon how core
ideas were broken up into “units” and how each unit was categorized.
At this point the auditor then reviewed the cross-analysis results and provided
feedback to the research team on whether category labels fit the core ideas adequately, as
well as whether cohesion was achieved by the established groupings. Recommendations
provided at this stage were consistent with those articulated by Hill and colleagues and
included combining or dividing categories to more accurately represent the essence of core
ideas, editing wording of category titles to be more illustrative and/or concise, suggested reassignments for particular units, and observed categories that emerged within the “other”
category. The research team then met again to reach consensus on incorporation of the
auditor feedback.
For the sake of providing optimal transparency to the reader regarding the data
analysis process, specific stages at which various teams were involved is articulated here.
Team A was responsible for the initial development of domains which was done through
review of two participant interview transcripts. Team A then assigned and arrived at
consensus on domains and coring for the first interview. Teams B and C were each
responsible for assigning domains and coring for four of the remaining nine total interviews.
Once consensus on domains and core ideas was reached for each participant, the transcript
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was reviewed by the other research team so they could gain exposure to the whole data set.
Team C was responsible for completing cross analysis and incorporation of auditor feedback
for the entire data set, as the GSR’s from Team B were no longer available to continue
participation on the research project as this stage. Prior to engaging in the cross analysis
process, Team C GSR’s re-read over the transcripts, including consensus domains and core
ideas, that were coded by Team B to ensure they were familiar with all cases.
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Chapter IV: Results
CQR Guidelines from Hill (2012) were used to determine frequency cut-offs such
that categories and subcategories reflected in eight to nine cases were considered “general”
(represented in all or all but one of the cases), five to seven cases were considered “typical”
(represented in half or more cases), and two to four cases as “variant” (represented in less
than half of cases). Findings that were only evident in one case were not included. Table 3
lists domains and numerical frequencies for corresponding categories and subcategories for
the data. Domains, categories, and subcategories are described below with illustrative quotes
to provide context to results.
Clinician Conceptualization of IS
The domain clinician conceptualization of IS consisted of general descriptions of IS
as a construct, including their perspectives on addressing IS within the context of
psychotherapy. Data coded within this domain was shared independent of the client case
example. Clinicians typically described IS as negative internalized beliefs about oneself as a
sexual minority person. For example, Participant 3 described IS as, “internalized beliefs of
shame, or of devaluing themselves, or in some ways there's this seed that they shouldn't be
who they are, or they should feel bad for who they are.” IS was typically conceptualized as
an underlying cause of distress and psychopathology for sexual minority clients regardless of
if it was cited as such by clients. Participant 1 noted, “generally people come in and they're
anxious, they're depressed, a lot of times unfortunately they're suicidal, and a lot of times
they don't know exactly why.” There were other variant descriptions of IS as resulting from
repeated exposure to environments that are not affirming and, therefore, was also
conceptualized by some clinicians as pervasive, affecting all sexual minority people.
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Participant 8 described this process as follows, “We are constantly internalizing the
experiences we have with the social experience around us.”
Participant 1 used the term “complex trauma” to describe IS, stating,
It [complex trauma] is that accumulation of what we might even look at as small, sort
of insignificant events. But the thing is in those moments, they're really significant to
the person experiencing them. And those successive traumatic events when they
accumulate over time develop this really, really profound negative belief about either
themselves, the world, or both.
Lastly, there were a variant number of clinicians who noted IS may be addressed
either directly or indirectly in treatment. Descriptions within this category included general
sentiments that IS and other “isms” should be addressed in psychotherapy, even though it is
frequently neglected as part of treatment. One participant described an emphasis on
addressing IS versus not addressing it, regardless of the directness of the strategy employed
(e.g. focusing on building coping skills to manage impacts of stigma versus building
awareness of IS itself). Particularly given few clients identify IS as their primary presenting
issue, it was also noted IS may not necessarily be at the forefront of treatment.
IS Assessment Strategy
Clinicians were asked to describe how they determined IS was an issue for the client
case example. These descriptions made up the IS assessment strategy domain, which
included variant category methods described here in order of high to low frequency. IS was
most commonly identified through listening to the client’s negative self-narrative (e.g. how
the client spoke about themselves). Clinicians also gained an understanding IS from
associated issues (e.g. lack of belonging in gay male community, expression of negative
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sentiments about gay people) or because the client identified IS as being part of their
presenting problem. Least commonly cited was an active assessment of IS through targeted
questions (e.g. asking the client to describe their sexual orientation or their feelings about this
aspect of their identity).
Client IS Presentation
Clinicians described the presentation of IS for the client case example. Categories
within this domain included manifestations of IS based on self-report from the client to the
clinician and observations based on the clinicians understanding of the clients’ experience of
IS. Clinicians generally described IS as manifesting in a range of behaviors including dating
challenges (e.g. occurring within sexual identity congruent relationships and heterosexual
“passing” relationships), non-suicidal self-injury, disordered eating, increased religiosity, and
outward demonstrations of homophobia. Less common, but still typical were descriptions of
IS as negative beliefs about the client themselves and/or other sexual minorities more
generally. These included binegativity (e.g. concerns about performing bisexuality badly,
believing interest in dating multiple genders makes one promiscuous and overly sexual),
preoccupation with being “gay enough,” and believing sexuality cannot be fluid, is just a
phase, or due to confusion. Not surprisingly, clinicians typically included emotional distress
as being associated with IS, including feelings of shame and worthlessness, depression and
anxiety, fear of judgment from others, poor self-image and general unhappiness.
Interventions Targeting IS
Clinicians provided specific examples of the interventions they employed in the
service of addressing IS with their client case example. Data coded within this domain
demonstrated what clinicians did in the room with the client, including quotes and other
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detailed descriptors. Descriptions of non-IS specific interventions that were used over the
course of treatment were not included in this domain. Categories and subcategories within
this domain are presented in order of high to low frequency and it should be noted this does
not reflect ordering of interventions employed by clinicians over the course of treatment.
Identified sources and content of internalized messages. Clinicians generally
worked with clients to identify sources and content of internalized negative messages. This
included an array of open-ended questions such as, “What did you hear? Where did you hear
that?”
Participant 2 shared the following description of their approach, including questions used to
explore multiple sources and content of negative messages related specifically to the clients
intersecting identity as a gay Asian man,
“Okay where did you [client] learn those ideals of what an Asian man should look
like, or what a gay Asian man should look like?” And really talking about media and
how media portrayed the ideal of what it would mean to be gay and then accepted.
For his family as well, they were coming around being like, “Okay, well can you not
act so gay, or have a gay voice, or be overtly gay.” I think they had said that to him to
be like, “Okay well, fine, be gay, but don't show any extended family or anybody else
that you're gay.” There were always these conditions that for him felt like, “I guess I
can be part of my identity, but I can't be my full identity.”
Participant 8 shared the following about their process of differentiating various sources of
negative messages the client had received,
We spent a lot of the beginning identifying those internalized negative messages and
deviating that from the actual self. She would take those messages and make them
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herself. “I am bad. I am damned. I am ...” And we took those “I am” statements and
started to eek them out into, “This is what people have said about me.” We identified
what was her language, what was her mother's language, and what was culture's
language used about LGBT people.
Helped client recognize and understand IS and its impact on client. Clinicians
generally worked to develop a framework that allowed the client to better recognize and
understand IS, including the ways IS has and may continue to negatively affect them.
Participant 8 shared, “We spent a lot of time just identifying how the language and the ideas
and the behaviors of her caregiver impacted her ability to have healthy relationships. So, she
saw herself as very worthless, and spent a lot of time with people who reaffirmed this
message for her.”
Participant 2 provided this narrative of their approach,
Helping him to see the depression through the lens of identity and having to suppress
his identity for so long, and that all the things that he's told himself over the years of
what it would mean to be gay. He had made this story about how horrible life would
be to be gay and to be rejected. I think for him taking that fear of social isolation,
rejection, and helping him see how he was doing that to himself as well, that he had
feared so much social isolation and rejection that he was sort of rejecting his friends.
Clinicians also highlighted several specific interventions within this category that
were broken down into the following variant subcategories: clinician provided
psychoeducation about how societal stigma toward sexual minorities gets internalized,
clinician explicitly labelled IS using either academic or non-academic terms (e.g. internalized
homophobia, shame, negative messages) and clinician incorporated books or films.

41

Participant 1 shared this statement as an example of the psychoeducation they provided, their
client,
“The fact that this is your identity is not the problem, this identity is who you are. The
problem is this society has very unhealthy ways of interacting with people with that
identity. The messages you get from people around you are damaging and that's what
we're trying to address.”
Participant 7 described their strategy of labelling and building an understanding of IS through
various written pieces,
I think it is really important to put a name to it, even if it's not that kind of
academically-oriented kind of name. I would say, “We live in a hetero-normative
society.” I also gave her a bunch of readings of people who write about heteronormativity. She ended up reading Adrienne Rich's original Compulsory
Heterosexuality piece, Rubin's Trafficking of Women, and Andrea Dworkin's stuff,
and she found that really empowering.
Processed emotional distress associated with client's IS. Clinicians generally
incorporated interventions to target emotional distress associated with IS that was linked to
historical (e.g. experiences of rejection by parents as a child) and recent events (e.g. anxiety
during a same-gender date) as well as physiological activation (e.g. muscle tension,
breathing, heart rate) that occurred in and outside of sessions.
Participant 4 provided the following examples of how they engaged the client’s emotional
distress during sessions,
Initially my interventions were a lot of reflection. If he was red in the face, expressing
a lot of hostility, and clenching his fists I would reflect that, “it sounds like you are

42

really angry.” And if he was crying, “No one's gonna love me for being gay.” I'll say,
“there's a lot of shame, a lot of fear associated with this.”
Drew on theory- and evidence-based psychotherapy (EBP) interventions.
Clinicians
typically utilized a diverse array of theory and EBP interventions to address IS including:
Eye Movement Desensitization Reprocessing (EMDR) (e.g float-back exercises), Cognitive
Behavior Therapy (CBT) (e.g. cognitive triad, evidence examination, cognitive reframing),
Acceptance and Commitment Therapy (ACT) (e.g. acceptance, mindfulness, somatic
awareness, defusion, and values-based interventions), Emotion Focused Therapy (EFT)
immediacy and here-and-now focus, Dialectical Behavior Therapy (DBT) (e.g. mindfulness,
emotion regulation and distress tolerance skills), and techniques from Motivational
Interviewing, Narrative therapy, and Experiential Therapies. Other specific tools included
role-plays, empty chair, and stress balls.
Challenged negative internalized messages. Clinicians typically challenged
negative internalized messages through a range of different approaches including: use of
pointed open-ended questions, deliberate expression of clinician reactions to negative
messages, introducing the possibility that internalized messages may not be “truths,” and
encouraging clients to consider whether current patterns of relating to negative messages is
sustainable for the client. The following excerpts demonstrate the creativity of several
clinicians.
Participant 2 used a number of open and closed-ended questions to guide this process,
“Well, how do you know that? Where did you learn that from? Where'd you get
that?” It really makes them stop and really examine that further. To be like, “Well,
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maybe it was true then, but do you think it's true now? What does it mean if it's still
true? Does it serve you if you wanna hold onto that as the truth? Is it more
detrimental to hold onto that truth? What do you perceive as true?”
Participant 1 incorporated psychoeducation on other psychological constructs to help the
client shift how they had internalized negative messages about their bisexual identity,
I talked to my client about confirmation bias, “Once you actually believe there's
something wrong with you, you're suddenly looking for things to confirm that belief.”
And then every time they come up they're like, “See, I knew it, I'm just bad at this
[being bisexual].” And a lot of therapy is being able to re-examine those beliefs from
the lens of perspective and distance. There's no benefit to me not giving them every
bit of information on the subject possible, the more information they have, the more
they can start to connect those pieces together, the more they can re-organize the way
they view themselves.
Participant 5 provided the following description of repeatedly challenging a client who made
homophobic comments during sessions. Over the course of treatment, the clinician came to
realize these negative sentiments were a manifestation of the client’s IS,
“Yeah, that thing I'm hearing you say does not feel okay and I have a responsibility to
at least bring it up, even if we don't check it all the way, that you know that it is not
healthy. And if you don't wanna work on that here, we don't have to, but I need you to
know that isn't okay.” …we used laughter a lot and sometimes I had to be very
careful with her, not to laugh things off that were not funny. And so, "It is not funny
that you think or you say these things about gay people, that is not funny. …I was
like, “We need to address where all this hate is coming from for these other people.”
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And really kinda challenging her on, “All these things you were saying about other
people are things you were concerned people believed about you. And you get to
control that. People get to believe what they want, but you get to believe what you
want as well.”
There were two variant subcategories that highlighted specific strategies clinicians
used to challenge negative internalized messages: a) Clinician identified beliefs as
manifestations of societal stigma and b) Clinician pressed client to provide evidence to
support beliefs.
Participant 2 provided the following statement on how they helped situate beliefs within the
context of the clients intersecting identities and cultural and familial expectations,
I really help them [the client] take a step back and have a bird's eye view of, “Here's
what society, culture, and the world has told us. Have you ever stopped to question
these things? Just thinking about the many intersecting identities you have in terms of
being an Asian American male, being the oldest male in the family with additional
pressures and responsibilities, including to have the first grandchild and carry the
family name.”
Participant 3 described how they used a series of open-ended questions to help the client
examine and understand the evidence for the belief that, “queer equals bad,” through the
following approximated recollection of their dialogue,
Clinician: “How do we experience that with others? Do we support that? …So, give
me examples, have you encountered other queer people in your life? What is your
relationship with them? What is your experience of them?”
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Client: “Okay, no. They seem like they're good people, they're fine. I didn't see
anything bad about them.”
Clinician: “So how do we feel about that? In your view of yourself, would you also
feel bad about yourself?”
Affirmed client's identity and fostered self-acceptance. Clinicians variantly
incorporated interventions to affirm clients’ sexual minority identity and foster selfacceptance and self-compassion through: identification and adoption of positive beliefs,
validation of client individuality and intersecting identities (e.g. racial/ethnic, gender, sexual
orientation, religious affiliation), reflection of strengths and values, and drawing on
religion/faith to encourage self-love.
Participant 5 provided the following example of how they encouraged the client to move
towards acceptance of her intersecting identities as Black sexual minority-identified woman,
With her [client] being a woman of color, challenging her on this thing about bein'
Black and gay, and that not being okay. Having the conversation about, “You can be
all these things and they get to overlap. People are born all kinds of ways, and guess
what, when you get to puttin' things together, they're gonna be Black people who are
gay, just like there's gonna be some Hispanic people who are gay, just like they're
gonna be some White people who are gay. You happen to have these two things and
does that make it challenging? Sure, it does. But it doesn't make you not those things.
But, it makes it challenging for Black people who are gay when other Black people
who are gay are unseen.”
Validated and/or normalized distress client experienced as a result of IS.
Clinicians variantly incorporated interventions to validate and normalize the complex ways
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in which IS had resulted in historical and current experiences of distress. Specific
interventions included: normalizing the widespread nature of sexual minority stigma and
acknowledging how the client may have come to believe them (particularly during
childhood), validating how believing negative sentiments about ones’ identity would
inevitably impact interpersonal relationships (e.g. difficulty trusting others, fears of rejection,
questioning longevity/legitimacy of non-heterosexual relationships), validating the
complexity of holding multiple marginalized identities, and highlighting how
psychopathology (e.g. depression, anxiety, suicidal ideation) is a reasonable response
following repeated exposure to and/or internalization of sexual minority stigma.
Facilitated behavior change that was more congruent with client's sexual
orientation. There was a variant number of clinicians who used interventions to support
sexual orientation-congruent behavior that included experimenting with gender-affirming
clothing to reflect internal sense of self and pursuit of romantic relationships that reflected
client attractions.
Developed coping skills to manage impacts of ongoing systemic oppression
and/or IS. Clinicians variantly incorporated skill building to aid clients in coping with
ongoing distress associated with IS and/or oppression. Participant 7 helped their client
determine and set boundaries in order to create safety and stability in workplace
relationships. Participant 9 developed various emotion regulation and distress tolerance skills
to help the client cope with anxiety that arose while attending church.
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Outcomes of Addressing IS
This domain included perceived outcomes associated with treatment of IS specific to
the client case example. It is worth noting that descriptions of desired outcomes were not
included in this domain. Only observed or reported outcomes were coded within this domain.
Methods of assessing outcomes. Independent of the outcomes reported as a result of
addressing IS, clinicians were also asked how they had determined the approach they took
had been helpful to the client. Across the dataset, clinicians generally measured the perceived
effectiveness of treatment based on client self-report and observations made by the clinician.
Within the total data set, a variant number of clinicians also elicited targeted feedback that
informed their understanding of client responses to treatment.
Decreased psychopathology. Clinicians generally noted reductions in various forms
of psychopathology including: reduction in symptoms of depression, generalized anxiety,
social anxiety, less frequent panic attacks, and decreased intensity of negative emotions.
Other examples included increased in positive emotions (e.g. client “seemed happier”) and
improvement in client’s ability to manage depression symptoms, which reduced overall
distress.
Increased understanding of IS and its impacts on client. Clinicians typically
reported their clients had a better understanding of IS and the ways it had impacted them in
the past and present. This was described by clinicians in a variety of ways including client
recognition of external sources of stigma/homophobia/negative messages about sexual
minorities, ability to identify/label IS as a construct (through use of academic or nonacademic terms developed in treatment), ability to recognize negative internalized messages
in-the-moment and to engage with them in and outside of session. Associated impacts of IS
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on clients included: confusion regarding ones’ true sexual orientation identity due to stigma,
interpersonal concerns (e.g. fearing rejection from others), realizing childhood sexual abuse
had not caused same-gender attraction, and emotional distress.
Sexual orientation-congruent identity and behavior. Clinicians reported clients
demonstrated changes in how they were relating to their sexual minority identity, which was
captured within the following subcategories. Client embraced identity was typical and
included greater comfort with exploring aspects of identity (e.g. sexual orientation, gender,
race), clarification of sexual orientation identity (e.g. identification shifted from straight, to
bisexual, to lesbian over the course of treatment), reduction in self-bullying, greater comfort
with and/or developed positive relationship to sexual identity, and greater liking of oneself
generally.
Participant 2 provided the following description of how they understood their client’s internal
narrative with regard to moving towards greater self-compassion in light of ongoing exposure
to external stigma,
“This is a structure in which I'm [the client] dealing with things.” And to have some
compassion when they're up against those constraints. Instead of making things
harder, then maybe being gentler. Being like, “Okay, maybe this is why I'm [the
client] depressed.” And when life is already hard, I think most people have a tendency
to get even harder on themselves, but I think through this work there’s been an
increased awareness, which leads to increased compassion.
Clinicians also variantly observed behavioral markers of greater congruence with sexual
identity through the client coming out to others and/or seeking out romantic partners that
reflected their actual attractions.
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Changes in client behavior, demeanor, and relationship with the therapist in
session. There was a variant number of clinicians who specifically drew attention to changes
that occurred in session that included increased openness, engagement with therapist,
“working hard” in session, and comfort discussing topics related to identity. Participant 3
described their client as follows, “As opposed to feeling like that [IS] was something they
couldn't control or kind of allowing that stigma or those beliefs to overwhelm they really just
grew to be so empowered, and their demeanor changed, just grew more confident.”
Participant 4 shared their observations of change occurred through, “Just the quality of our
interactions went from being very anxious and being very ambivalent about sharing with me
to very calm, open, expressive and comfortable in the room with me.” Participant 5 observed
the client’s ability to repeatedly challenge the clinician and “lash out” as signs of progress
over the course of treatment,
The fact that she could continue to tell me things, she was able to challenge me, able
to push back… Or you know, she storms out, slams the door, and calls me a
derogatory name… I think the reason she lashed out and did those things to me is
because she didn't think I was gonna throw her away for doing that…That at least let
me know I created a space where she could feel safe to do those things, that she felt
like we're working together.
Improved interpersonal functioning. A variant number of cases noted
improvements in the clients interpersonal functioning outside of session that included:
increased self-expression with others, increased engagement in familial and/or nonromantic
relationships, ability to “be present” with dating partners, establishing connections with other
sexual minority people, improved boundaries with coworkers and/or family members.
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Coping with external and internalized stigma. Clinicians variantly discussed
coping strategies clients developed to combat ongoing sources of external and internalized
stigma included: increased awareness of IS in-the-moment, which allowed the client to
respond with intentionality rather than reacting unconsciously to stressors, learning to assess
for safety within various social spaces, and learning to maintain internal boundaries while
working in oppressive environments. A variant subcategory also captured clients’ increased
tolerance for difficult emotions.
Factors Complicating Treatment of IS
Clinicians shared their general understanding of factors that complicate treatment of
IS, independent of the client case example discussed. Categories and subcategories identified
within this domain included contextual barriers and clinical contraindications based on
clinician experience and/or observations within the mental health field more broadly.
Contextual barriers. Two variant subcategories highlighted external/contextual
factors that have the potential to negatively impact ones’ ability to address IS in
psychotherapy, despite there being a clinical need and desire to do so on the part of the
clinician. Treatment of IS is unsupported by gatekeepers or other professionals included a
range of examples including: a general lack of awareness of IS for clients and professionals
makes accessing/delivering appropriate treatment that much more difficult, lack of
recognition of IS as a “legitimate mental health issue,” and inability to bill insurance for ISspecific treatment. Clinicians also identified difficulties specific to training sites and/or their
setting of clinical practice that included: perceived judgment from coworkers around what is
“helpful” to focus on in therapy or not, receiving direct instruction from training site that the
trainee should not focus on LGBT issues in sessions, site held Catholic values around LGBT
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issues and clinician did not feel supported in addressing IS, and counseling center did not
allow clinician to offer services for LGBT clients (e.g. group) during a time that would
increase safety and access for members.
Not surprisingly, clinicians also acknowledged how broader societal/cultural beliefs
about sexual minorities have and continue to pose a barrier to addressing IS on multiple
levels. This included the role heterosexism plays in creating and perpetuating stigma towards
sexual minorities, exposure to stigma specifically in conservative communities,
criminalization of “run-away” sexual minority youth who flee their homes to avoid abuse,
and the observation that access to mental health services is already generally limited, but that
this issue is compounded for sexual minorities due to marginalization within society.
Clinical contraindications to addressing IS. Clinicians described a range of factors
they took into consideration when determining if and when IS should be addressed in
treatment. It is important to note, these subcategories highlighted the importance of
considering timing, pacing, and the clients experience outside of therapy, when determining
if and when to address IS in psychotherapy. Clinicians variantly cautioned against focusing
on IS if doing so had the potential to negatively impact the client’s day-to-day functioning
outside of therapy through disruptions in existing social relationships, particularly if bringing
awareness of IS would shift relationship dynamics. This subcategory also included
consideration of safety and comfort being “out” within the context of religious affiliations the
client may have, as well as potentially avoiding discussions of IS with minors when their
parents are present.
In a variant number of cases noted the importance of addressing IS secondary to
treatment of severe mental health issues (e.g. safety concerns, impairments in functioning,

52

other sources of significant distress). Clinicians variantly described their tendency to avoid or
postpone focusing on IS if they perceived the client was unprepared or was likely to be
overwhelmed by the topic at that point in the therapy. Similarly, a variant number of cases
noted the importance of tending to signs of resistance from the client, as this was used as an
indicator that the client may not be ready to engage in dialogue around IS at that time. Lastly,
clinicians variantly described the utility of considering where the client is in terms of their
sexual orientation identity development process, as discussion of IS may be inappropriate,
irrelevant, or threatening if the client is still in early stages of identity exploration.
Illustrative Case Example
Conceptualization of client, presenting issues, and experience of IS. Participant 4
described their work with a 23-year-old Jewish questioning cisgender male who was seen in
private practice for approximately 24 months. Over the course of treatment, the client came
to identify his sexual orientation as gay. The client identified his primary presenting issues as
depression and sexual orientation concerns, which he believed were related. This
conceptualization was shared by the Participant clinician, who speculated that the client’s
depression stemmed from the client’s increasing awareness of his attraction towards other
men, which conflicted with values within his family of origin and religion. More specifically,
Participant 4 conceptualized the client's experience of IS as resulting, in part, from exposure
to homophobic environments growing up. Participant 4 hypothesized that internalization of
negative messages about sexual minorities which resulted in denial of his own sexual
identity. Over time, this denial of part of himself led to distress. Participant 4 considered the
role of the client’s cultural identity and religious background to provide context for potential
impacts of IS. Specifically, the clinician’s conceptualization of the client’s IS helped increase
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understanding of his experience of isolation and hostility towards family. Participant 4 also
described the client as experiencing some ambivalence about the working relationship, which
the clinician speculated was tied to anxieties surrounding intimacy and expression of emotion
more generally.
Description of general therapeutic approach and interventions targeting IS.
Participant 4 noted treatment initially focused on symptom reduction to help the client
manage depression. As symptoms remitted and rapport was strengthened, they then shifted to
exploring the role of the client’s sexuality in contributing to distress. Participant 4
incorporated interventions to identify sources and content of stigmatizing messages, some of
which came from religious ideologies and other experiences during his upbringing. The
clinician did this, in part, by helping the client to label and verbalize thoughts and feelings
associated with his attraction to men. Together, they framed the client’s internal conflict
between these things as a source of distress that also kept him from feeling pride or selfacceptance. This process included developing a contextualized framework for understanding
how stigma, which they jointly referred to in treatment as “internalized homophobia or
shame,” might be impacting his sense of self and others.
Participant 4 described the second phase of treatment as consisting of supporting the
client in engaging in behaviors (e.g. talking to other men, going on dates) that were
congruent with his gay identity. As the client began to engage in these behaviors, the
clinician helped him process these experiences in session, as they brought up feelings of
shame and anxiety. The clinician encouraged the client to actively discuss these, and other
difficult topics in session as a way to build tolerance for negative affect associated with IS.
This included pushing the client to engage with his experience not just intellectually, but
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emotionally. Participant 4 noted the use of immediacy and reflections to facilitate in-themoment processing of affect and physiological changes that occurred in session. The
clinician described a number of other interventions incorporated over the course of treatment,
including challenging stigmatizing self-attributions until the client developed the awareness
and skills to do this on his own and validating the difficulties associated with experiencing IS
(e.g. negative impacts on his sense of self, relationships with others).
The final phase of treatment included increasing the frequency of sessions
(2x/weekly) to support the client in navigating his gay identity with family and religious
values. Termination included a consolidation of gained insights and acceptance of the
ongoing impacts of stigma on the client’s life. Participant 4 highlighted with the client that IS
may always be present in his life, but it may be less distressing as he is able to challenge and
work through it more effectively.
Outcomes. Participant 4 observed the client was able to better recognize where
negative internalized messages about himself as a sexual minority came from, address
relationships with friends and family, and develop new relationships with other gay men. The
client’s depression also remitted, he was able to come out as gay, and was able to be more
open and expressive inside and outside of sessions. The clinician noted several changes in the
client’s engagement in sessions with Participant 4, including moving from presenting very
anxious/ambivalent to more comfortable and expressive. Participant 4 also observed the
client’s ability to be vulnerable and establish trust in the working relationship as positive
indicators of the treatment approach.
Client factors impacting treatment of IS. The client was described as
psychologically-minded, and increasingly open and expressive over the course of treatment,
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which allowed him to make use of the therapy. Participant 4 also described the client as
being able to understand IS on an intellectual and conceptual level, which allowed them to
focus primarily on emotional processing in session.
Excluded Results
As is common practice in CQR, not all results yielded from the present study were
included in the write-up. Per established practice and recommendations on CQR, a handful of
results were excluded from the write-up to maintain the focus on findings that related most
closely to the research questions guiding this study (Hill, 2012). This included information
on how clinicians conceptualized their clients and described their treatment approach
generally, independent of IS. Although interesting, these results did not speak to the ISspecific focus of the project. Similarly, some data were excluded as they yielded results for a
few, but not all participants. For example, data coded under the domain, “factors impacting
conceptualization and treatment of IS” were so varied across the data-set because they were
highly specified to the client case example, that they did not yield meaningful results. Some
clinicians also briefly described theoretical underpinnings of their approach to treating IS,
which did have some relevance to the topic of study, however due to the diversity of
theoretical approaches represented across participants and the thinness of these descriptions,
the team was unable to generate meaningful themes during cross analysis.
Lastly, results that were somewhat redundant were excluded, as they did not provide
the reader with any new information on the topic of IS. This included how clinicians
conceptualized development and impacts of IS for their client case examples. Again,
although potentially relevant to the focus of the current study, it only served to demonstrate
what was already evident from general descriptions clinicians provided within the domain,
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“clinician conceptualization of IS.” To include these results would have merely restated that
clinicians understand IS as resulting from exposure to external stigma and results in negative
impacts on clients in multiple life domains. Hill (2012) also recommends excluding data that
does not add to the existing literature, in this case on IS. Although a number of findings from
this study were consistent with theory and applied clinical recommendations with regard to
treatment of IS, they were included as they provided new perspective and context for these
publications and the consistency between existing literature and current findings was deemed
meaningful.
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Chapter V: Discussion
Overview of Major Findings
This study utilized CQR to examine psychotherapeutic approaches to addressing IS
with sexual minority clients through a case example described during semi-structured
interviews with nine participants who self-identified as being experienced LGBTQ-affirming
practitioners. Specifically, this study explored various aspects of addressing IS in
psychotherapy including clinician conceptualization of IS as a construct, IS assessment and
presentation, interventions, outcomes, and factors complicating treatment of IS more broadly.
Results shed light on the ways clinicians conceptualize and characterize IS generally,
including aspects of its development, maintenance, and associated impacts on sexual
minorities (e.g. distress and/or psychopathology). Clinicians identified how they were able to
determine IS was an issue for their clients, highlighting the utility of listening for stigma
embedded in the client’s self-narrative, considering the role of IS in relation to other
presenting issues, and using targeted IS assessment questions. Clinicians observed a number
of manifestations of IS for their clients that were characterized as behaviors (e.g.
homophobia remarks, dating challenges, self-harm), negative beliefs about oneself and/or
other sexual minority people, and emotional distress (e.g. feelings of shame, worthlessness,
fear). Not surprisingly, considerable overlap can be observed between how clinicians
conceptualize IS generally and their understanding of how IS presented for their clients in
and outside of sessions. For example, IS was typically conceptualized as negative beliefs
about oneself as a sexual minority and as an underlying cause for distress and
psychopathology. Similarly, clinicians observed signs of IS in all domains of their clients
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functioning (e.g. behavioral, cognitive, emotional), which would be expected based on their
understanding of IS as a construct more broadly.
Of particular interest to this study were the “in the room” interventions utilized by
clinicians who self-identified as being LGBTQ-affirming in their approach to psychotherapy.
To this end, results yielded an array of specific interventions clinicians employed in the
service of addressing IS with their clients. Many of these interventions were consistent with
existing recommendations articulated in the literature on IS more broadly, which is discussed
in greater depth in the implications sections below. Interventions most commonly cited
across cases included: identifying sources and content of internalized messages, developing a
framework with the client to recognize IS and its associated impacts (e.g. psychoeducation,
biblio/film-therapy, ascribing a term for IS as a construct), processing affect and emotional
distress associated with IS, and challenging negative internalized messages about oneself as a
sexual minority. Clinicians also drew on existing theory and EBP’s to address IS with their
clients, a finding that warrants further exploration.
Clinicians tracked changes and outcomes associated with their approach to
psychotherapy primarily through direct observation and client self-report. The vast majority
of clinicians reported decreases in psychopathology, which is not surprising considering
clinicians also tended to conceptualize IS as being an underlying contributor to their client’s
distress. Therefore, it follows that reduction or elimination of IS through targeted
interventions would reduce overall distress for clients. Other outcomes included increased
understanding of IS and its impacts, increased comfort and/or congruence with ones’ sexual
orientation identity demonstrated in some cases through identity exploration (e.g. shifting
identity labels) or behaviors (e.g. seeking out romantic partner, coming out), improved
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interpersonal functioning, and development of positive coping skills to manage ongoing
experiences of stigma. Clinicians also cited changes in client behavior, demeanor, and
engagement in the working relationship as signs that IS interventions were effective, an
important finding that potentially highlights the utility of drawing on applied knowledge and
experience from clinician participants who are actively engaging in treatment of IS. It is also
worth noting that because this study utilized client case examples to unearth specific
interventions being used by clinicians, descriptions of IS interventions used in their clinical
practice, but not with the specific case example were not included in the frequency counts
presented in the results. Including these cases would have changed frequencies of several
categories and subcategories, however they did not yield novel interventions that were not
already captured within the dataset.
Lastly, results provided some insight into the contextual barriers and clinical
contraindications that clinicians consider when determining if, when, and how to address IS
in psychotherapy with clients generally. Descriptions of contextual barriers were somewhat
disheartening, as they highlighted the undeniable impact cultural stigma around sexual
identity has not just on clients, but on the field of psychology more broadly. Findings
regarding clinical contraindications presented numerous opportunities for future research, as
they brought up important questions regarding client readiness and competing treatment
priorities.
Implications for Theory
There were a number of findings from the current study that are consistent with
existing literature on IS. For example, current theoretical literature on IS conceptualizes it as
developing from ongoing exposure to external environments that are not affirming of sexual
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minorities (Herek, 2015; Meyer & Frost, 2013; Hatzenbuehler, 2009). ACA competencies
also highlight the importance of utilizing a contextual framework for understanding origins,
manifestations, and maintenance of stigma within the broader cultural context, which
appeared consistent with findings from the current study (ALGBTIC LGBQQIA
Competencies Taskforce, 2013). Similarly, participant clinicians also typically
conceptualized IS as contributing to psychopathology for their clients, regardless of if this
was stated by them, which is consistent with what one might expect with previous
correlational studies linking IS to mental health difficulties for sexual minorities (Herek &
Garnets, 2007; Owens, Riggle, & Rostosky, 2007; Reeves & Horne, 2009; Szymanski,
Chung, & Balsam, 2001). Participants also described manifestations of IS within their client
case examples as translating across various life domains, which is unsurprising given existing
data on sexual stigma. This suggests that self-identified LGBTQ-affirming participant
clinicians within this study conceptualized IS generally and within a specific client case
example in manners consistent with the dominant theoretical literature available on IS to
date. Interestingly, this overlap was even evident when it came to the labels participants used
to discuss IS with clients, which varied across cases, much as academic terms for IS have
historically and continue to vary in the literature.
Findings shed new light on considerations for affective aspects of IS, which have
received limited attention in the existing literature (Hatzenbuehler, Dovidio, NolenHoeksema, & Phills, 2009; Szymanski, Dunn & Ikizler, 2014). Participant clinicians
highlighted emotional distress as an aspect of client IS presentation and described specific IS
interventions aimed as processing this type of distress, however this was not necessarily
reflected in their conceptualizations of IS more generally. Participant clinicians also appeared
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to recognize that addressing IS in psychotherapy runs the risk of eliciting emotional
discomfort, as several of the clinical contraindications centered around pacing, timing, and
consideration of the potentially disruptive nature of bringing IS to the forefront of treatment.
This may represent an opportunity for expanding our understanding of IS to include affective
components, as much of the current framing of IS tends to be cognitive in nature. For
example, does IS include emotional distress or is it assumed that emotional distress is one of
many associated impacts of IS? In either case, experiences of IS undoubtedly go hand-inhand with emotional distress for sexual minority people and therefore warrant additional
attention in our framing of this construct. This will lay the theoretical framework for future
research and applied clinical practice when working with this population.
Exciting to note was the diversity of theoretical orientations represented across
participant clinicians which did not appear to limit their ability to conceptualize, treatment
plan, or implement customized interventions to address IS with their clients. This suggests
clinicians need not ascribe to a particular theoretical orientation or treatment approach in
order to address IS in psychotherapy. Rather, it is likely clinicians would benefit from
conceptualizing IS within their existing theoretical orientation, which will likely guide use of
specific interventions consistent with their approach, much as they would when treating other
presenting issues. Further articulation of IS, its development, maintenance, and impacts on
sexual minorities through specific theoretical frameworks (e.g. Psychodynamic, Humanistic)
could be beneficial in the future, as these may serve to guide further intervention research
and clinical practice.
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Implications for Practice
Findings from this study reinforce existing recommendations and interventions
currently being explored in the academic literature with regard to addressing IS with sexual
minorities, as well as potentially introduce additional strategies that practitioners could adopt
in their clinical practice. These include specific interventions aimed at providing a
contextualized framework through which the client can understand IS and its impacts. This
tool has already been incorporated into a number of intervention studies and was included in
case study examples described in chapter two of this manuscript (Lin & Israel, 2012; Mandel,
2013; Proujansky, & Pachankis, 2014; Russell; 2012; Yadavaia & Hayes, 2012). This study
also highlighted the potential use of psychoeducation to aid in this process, which is consist
with existing recommendations made by Russell and Hawkey (2017). Supporting clients in
identifying and challenging sources and content of specific negative messages about sexual
minorities was another finding consistent with existing recommendations (Mandel, 2013;
Russell; 2012; Russell & Hawkey, 2017; Ritter & Terndrup, 2002; Blair, 2002; Davies &
Neal, 1996). Findings from this study provide weight and context to these recommendations,
as they were identified based on descriptions provided by LGBTQ-affirming clinicians
through their work with a sexual minority client case example.
Additionally, participant clinicians in this study demonstrated their understanding of
IS as contributing to distress and psychopathology for their clients and described
interventions aimed at providing validation for the difficulties experienced by clients.
Embodiment of this stance and implementation of validation regarding impacts of IS is one
of several recommendations for working with sexual minorities that have also been
articulated by APA (2011). This is particularly important to highlight, as a clinicians’
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inability to understand distress associated with IS could result in misattribution of symptoms
or inadvertent collusion in self-blaming narratives that clients may present with in
psychotherapy.
Clinicians also incorporated interventions specifically to process affect associated
with IS. Although focused on less explicitly in the existing literature, aside from case
examples, this appeared to be a new and potentially valuable finding (Mandel, 2013; Russell;
2012). Particularly given the majority of existing recommendations (e.g. building
understanding of IS as a construct) could be interpreted and potentially implemented in a
primarily cognitive fashion. This might lead to gained intellectual insight, but might fail to
address affective micro-trauma associated with IS. It follows that clients would be impacted
not only by internalized beliefs about their identities as sexual minorities, but also by the
negative emotions that would inevitably accompany such harmful sentiments. Clinicians
would do well to actively create opportunities to explore affect associated with IS with
clients in the service of addressing IS in psychotherapy.
In this study clinicians referred to an array of EBP interventions in the service of
addressing IS with clients. Although specific details of how these were incorporated are not
described here, this suggests clinicians need not necessarily “reinvent the wheel” when it
comes to addressing IS in psychotherapy. Established EBP’s could potentially be utilized to
help clients understand, label, challenge, and re-process IS to reduce its believability,
centrality, and potentially impacts as a result.
Given the pervasive nature of stigma towards sexual minority people in mainstream
culture, it is likely many, if not all clients, may harbor some conscious or unconscious IS.
However, it unlikely they will cite IS-related concerns as part of their presenting issue when
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seeking psychotherapy (Alessi, 2014). For this reason, it is essential clinicians are able to
assess for IS and actively consider how IS may be contributing to past and/or current
psychopathology. Findings from this study highlighted the potential utility of listening for
signs of IS present within the client’s narrative about themselves and/or other sexual minority
people. Not surprisingly, if clients enter psychotherapy harboring negative sentiments about
themselves based on their sexual identity, it follows that this might be apparent in how they
speak about themselves in relation to others (Davies & Neal, 1996). However, manifestations
of IS are potentially diverse and clinicians are cautioned against overgeneralizing for
example, low self-esteem, as indicative of negative internalized beliefs about one’s sexual
minority status specifically. It is likely further assessment is needed to understand in
conjunction with each client what role, if at all, IS might be playing with regard to feeling
poorly about oneself.
For the purposes of fostering empowerment and ongoing change for sexual minority
clients, it is also important to highlight that clinicians in this study also used psychotherapy to
help clients develop strategies for coping with stigma beyond their time in treatment. This
includes internal and external sources of stigma that might arise over time, particularly given
most clients will likely continue to be exposed to sexual stigma long after termination.
Clinicians engaging clients around IS are encouraged to draw attention to this likely
possibility and plan ahead in terms of developing coping skills and other preventative
measures, much as one would to prepare clients for potential remission of other forms of
psychopathology.
Implications for Research
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Findings from this study provide a new context through which researchers and
clinicians alike can examine IS in psychotherapy. It is worth noting that because findings
represent the perspectives of participant clinicians, not those of their clients, there are a
number of directions for additional research. For example, participants shared perceived
outcomes resulting from treatment of IS as part of psychotherapy. Outcomes reported in this
study may not reflect outcomes experienced from the client perspective. They also cannot be
directly linked to any specific intervention, as this was not the structure, nor the intention of
data collection or analysis for this study. To this end, it remains unclear if descriptions of
interventions targeting IS provided by participant clinicians were actually experienced by
clients as “LGBTQ-affirming” or were the interventions that actually helped clients with IS.
Given this study’s sole focus on the clinician perspective of IS treatment, it seems potentially
valuable to explore how clients understand IS, respond to targeted interventions, and what
they perceive as subsequent outcomes associated with treatment. There could be a number of
different ways these questions might be approached in terms of research designs including
the use of analogue studies, interview-based qualitative studies, or additional experimental
designs.
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In light of the host of recommendations already made with regard to the need for
assessment of IS in clinical practice settings, there are still additional opportunities available
to explore and/or articulate applied strategies for use in psychotherapy (APA, 2011; Alessi,
2014; Davies & Neal, 1996). The majority of IS assessment tools consist of self-report
measures that may have more relevance in experimental research settings than in clinical
practice. This poses somewhat of a barrier for practitioners, who may very well adapt
specific questions from established measures, but may continue to struggle to assess IS in
other meaningful ways in their practice.
This study provides useful quotes to illuminate specific examples of interventions
used to target IS, however additional exploration of several of these strategies still seems
necessary. For example, clinicians cited interventions from EBP’s as helpful in addressing IS
in psychotherapy. This finding lends itself to the question of how existing EBP’s can be
tailored to treat IS. There could be a benefit to developing specialized treatment protocols
that clinicians could employ in the service of reducing IS with clients, either as an adjunct to
existing treatment, or as a novel standalone treatment regimen.
This study highlighted the utility of interventions aimed at helping clients better
understand IS and its impacts, which was consistent with a number of existing
recommendations made within the literature. However, potentially equally as essential were
results supporting the development of coping strategies to help clients manage past, current,
and future difficulties resulting from ongoing exposure to sexual stigma. Ample opportunities
remain to further explore how this secondary goal can be facilitated in clinical settings across
modalities (e.g. individual, couples, group) as the present study did not fully capture what are
likely a number of potential ways in which this could be done with clients. For example,
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Puckett and Levitt (2015) suggest identifying affirming organizations, events, and groups in
the local community to build social support for sexual minorities, however this is merely one
potential strategy that does not guarantee applicability across cases.
Similarly, the existing literature suggests clinicians incorporate affirming messages
about sexual minorities into psychotherapy an effort to build self-acceptance (Dasgupta, &
Greenwald, 2001; Mandel, 2012). Clinicians in the present study did articulate ways in which
they affirmed their clients’ sexual identity and foster self-acceptance, yet it is still likely a
variety of strategies could be employed to this end. One participant described drawing
attention to noteworthy “queers” in history as a strategy for challenging negative internalized
messages, an intervention that could be explored in greater depth through additional research.
Lin and Israel (2012) shared affirming quotes and images with participants in their online
intervention study, however this was one of several intervention modules used in the study.
It is likely no single intervention will suffice in ameliorating the effects of IS on
sexual minority people, and yet, greater elaboration on what, when, and how specific
interventions are employed is important. Considering clinicians in the present study found it
necessary to attend to client readiness and treatment pacing when addressing IS in
psychotherapy, it is also worth deepening our understanding of the potential consequences
associated with drawing attention to IS. It is well established that psychotherapy in general
can elicit emotional discomfort and change existing frameworks and coping people use to
navigate their lives. As was mentioned earlier, this study did not examine client experiences
associated with IS treatment, however it seems necessary we understand what this process
might entail for consumers of psychotherapy, particularly if clinicians are making the
decision to address IS when it is not a stated part of a clients’ presenting problem.
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It is noteworthy that results did not speak directly to the role of the therapeutic
relationship within the context of addressing IS with clients, particularly given the wellestablished importance of the working alliance in psychotherapy (Flückiger, Del Re,
Wampold, & Horvath, 2018). Participant clinicians did note changes in client behavior,
demeanor, and relationship with the therapist as positive outcomes of addressing IS and
appeared to consider the potential impacts on the working relationship when identifying
clinical contraindications to addressing IS (e.g. client resistance and readiness) that could
negatively impact the client or result in a therapeutic rupture. Some attention to the
therapeutic relationship more broadly were evident within one of the excluded domain
categories, which consisted of descriptions of the participants general therapeutic approach,
however these results were not included in the final write-up, as they did not speak to the
specific research questions at hand. Even had these results been included, findings as a whole
would still reflect a noticeable absence of the therapeutic relationship with regard to
interventions targeting IS. It is likely the structure of the interview protocol which was
designed to hone in on IS-related conceptualization, assessment, and interventions, did not
encourage commentary on the role of the therapeutic relationship. This creates a potential
opportunity for further exploration in this area, as findings would likely benefit future
research and contribute substantially to informing applied clinical practice.
Lastly, given that IS exists alongside other forms of cultural stigma (e.g. racial,
gender, religious, ability), it is important to maintain an awareness that IS is likely
experienced differently by sexual minorities depending on other intersecting identities and
exposure to multiple “isms”. This also suggests there may be notable differences and/or
considerations clinicians should understand when addressing IS in psychotherapy based on
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individual differences between one client and the next. It was beyond the scope of this study
to capture, but future research would benefit from examining IS across intersections of age,
gender, race/ethnicity, religious affiliation, ability status, etc. Similarly, the current study
focused on IS related to sexual orientation identity, however there is still a need for further
examination of stigma related to gender identity, for example internalized transphobia.
Although gender identity is related to sexual orientation, it is understood as a separate and
complex aspect of one’s identity. Particularly given gender identity stigma has historically
received less attention in the academic literature, it is an area that is ripe for exploratory,
experimental, and applied psychotherapy research.
Limitations
It is important to highlight considerations for trustworthiness and transferability of
findings. To this end, clear and detailed descriptions of the participants and all steps involved
in the research process were presented in the write-up of this project, as is recommended by
Hill and colleagues (2012). As a reminder, participant clinicians were recruited not with the
goal of generalizing findings, but for their positionality with regard to the research questions.
This included an emphasis on obtaining descriptions of therapeutic approaches to addressing
IS in psychotherapy from mental health practitioners who self-identified as being LGBTQaffirming and who had experience providing direct services to sexual minorities. Participant
clinicians used a client case example to add specificity and real-world application to their
descriptions. Most noteworthy in terms of considerations for transferability include the
majority of the sample consisting of early career professionals, which represents a potential
difference in values, training, clinical experience, and historical perspective compared to
more senior practitioners. Although efforts were made to provide context for client case
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examples through direct quotes from participant clinicians, findings do represent somewhat
decontextualized descriptions that are not meant to be transferable to all sexual minority
clients, within all treatment settings, or even to all practitioners. Given the exploratory nature
of the current study, the lead researcher sought to recruit participants from a well-defined
pool (e.g. experienced LGBTQ-affirming mental health practitioners) that would also be
inclusive enough to capture rich descriptions of therapy processes. That being the case,
trustworthiness for future projects could be increased with a larger sample size or through
greater homogeneity within the sample. For example, this project could have restricted the
license type, setting of clinical practice, theoretical orientation, or other participant specifier,
as these factors varied within the final sample, but this may have impacted the breadth of
responses received. Nonetheless, frequency results (e.g. general, typical, variant categories)
were able to demonstrate typicality within the sample, indicating a degree of trustworthiness
of the data.
As is expected in any study, there were several limitations associated with the current
project. First, participant clinicians were recruited based on their self-identification as being
“experienced LGBTQ-affirming” practitioners. Aside from targeted recruitment and
eligibility criteria with regard to licensure, no assessment or filtering was made to ensure
ones “LGBTQ-affirming” status, as this term is not certifiable or representative of a
standardized set of training, education, knowledge or demonstration of clinical competency.
It is likely that self-identification as being “LGBTQ-affirming” is somewhat subjective and
therefore might carry with it an individualized stance and therapeutic approach that varies
considerably from one clinician to the next. CQR is not conducted with the intention of mass
generalization and results from this project are no different. Therefore, for several reasons it
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would be unwise to assume for example, descriptions of interventions targeting IS, are
representative of all “experienced LGBTQ-affirming” practitioners.
Second, it is standard practice to acknowledge anything unusual about the participant
sample or researchers involved in the study (Hill, 2012). Although participant demographics
could be considered diverse compared to some other samples with regard to gender identity,
sexual orientation, and race/ethnicity, the sample was skewed toward greater representation
of ECP’s and psychologists compared to master’s level practitioners. Five of the nine client
case examples were seen in private practice settings as well. There were also somewhat
limited descriptions provided for the amount and length of treatment provided (e.g. number
of sessions, frequency of sessions) which blurs some of the context for the reader.
Third, given the multiple roles held by the lead researcher in relation to the GSR’s as
CQR trainer, project coordinator, and research team member, it is important to articulate
ways this may have impacted the analysis process. Although the lead researcher took steps to
acknowledge, discuss, and distribute authority with GSR’s during training and consensus
meetings, it was evident from some meetings that a certain degree of deference remained.
This came up repeatedly as the GSR’s viewing the lead researcher as being more clinically
experienced and having been the one to interview participants in-person, and therefore better
equipped to decipher descriptions when the team was unclear or undecided. This dynamic
was observed by the lead researcher, who invited some dialogue on how this could be
addressed as a team, however it may have still impacted the analysis process and therefore
reported findings.
Fourth, it is important to note that some sections of the first three participant
interviews were lost due to WiFi issues during recording that made them inaudible for
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transcription. Due to the structure of interview protocol questions and limited use of followup prompts, some descriptions within domains were quite thin. This limited the
meaningfulness of the data, as they included minimal context or elaboration that would have
made cross analysis possible.
Conclusion
Findings from the current study provide context for existing theory
and recommendations within the literature with regard to addressing IS in
psychotherapy. Key results highlight the importance of actively assessing for IS with sexual
minority clients and considering to what extent experiences of IS may be contributing to
primary presenting concerns. Participant clinicians within this study observed manifestations
of IS in the form of cognitions, affect, and behaviors. It is likely origins and manifestations of
IS may vary widely from client to client and therefore, practitioners are encouraged to
employ targeted interventions that may include: exploring sources and content of negative
internalized messages, helping clients deepen their understanding of IS and its impacts (e.g.
providing psychoeducation, labelling IS), validating distress associated with IS and
processing affect, challenging negative internalized beliefs, fostering self-acceptance, and
supporting identity congruent behavior and development of coping skills to manage ongoing
experiences of stigma. Practitioners may find it useful to employ evidence-based practices to
aid in this process and would likely benefit from conceptualizing and formulating treatment
plans to address IS within their existing theoretical orientation and therapeutic stance, as this
was the approach taken by participant clinicians within the study. This might be a
particularly helpful take-away for practitioners, as it supports active engagement with IS,
regardless of specialized training or the availability of manualized treatment protocols.
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Perceived benefits to addressing IS in psychotherapy were wide ranging
and included decreased psychopathology, increased awareness of IS, acceptance of sexual
identity, and engagement in identity-congruent behavior, to highlight a few. Implicit in the
study findings was the perspective that IS can and should be addressed with sexual minority
clients in psychotherapy, however participant clinicians also illuminated important contextual
barriers and clinical considerations one should be aware of when engaging in this
process. Although the current study cannot attest to the direct link between interventions and
outcomes and findings are limited based on the clinician-only perspective, results from this
project do provide valuable directions for additional research within the realm of applied
psychotherapy.
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Table 1.
Client Case Example Demographics
Religious/spiritual
Client Race/ethnicity
Gender
Age Sexual orientation
affiliation
Transgender
1 White
woman
26 Bisexual
Christian (past)
2 Chinese American Male
- Gay
Catholic (past)
3 Chinese
Questioning
22 Questioning (bisexual) None
4 Jewish
Male
23 Questioning (gay)
Jewish (past & current)
5 African American Female
20 Heterosexual (lesbian) Christian (past & current)
6 White
Male
35 Gay
unknown
7 White
Female
39 Sexually fluid
Protestant (past)
8 White
Female
30 Lesbian
Christian (past)
9 Black
Female
25 Queer
Baptist (past & current)
Note. Sexual orientation: Changes over the course of treatment are indicated in parentheses.
Religious/spiritual affiliation: (past) indicates the religious/spiritual affiliation the client was raised with.
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Table 2.
Client Case Example Treatment Characteristics

Client Primary presenting issue(s)
Participant clinician title Treatment setting
Treatment length
Anxiety, depression, suicidality, gender Professional clinical
1 dysphoria
counselor
Private practice
2 months
Depression, interpersonal concerns,
2 workplace impairments
Psychologist
Private practice
6 months
15 sessions over
3 Career concerns
Psychologist
University counseling center 24 months
4 Depression, sexual orientation concerns* Psychologist
Private practice
24 months
5 Religious concerns
Psychologist
University counseling center 7 months
Interpersonal concerns, sexual orientation
6 concerns*
Psychologist
VA – LGBT center
16 sessions
7 Anxiety, depression
Psychologist
Private practice
8 months
Mental health counseling
8 Anxiety, depression, eating concerns
associate
Community mental health
12 months
Religious concerns, sexual orientation
Professional clinical
9 concerns*
counselor
Private practice
8 months
Note. * Indicates the client identified their sexual orientation concerns were related to their other presenting issues.
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Table 3.
Domain, Categories, Subcategories, and Frequencies of Findings
________________________________________________________________________________

Conceptualization of IS
IS is an underlying cause of distress and psychopathology
IS is negative internalized beliefs about oneself as a sexual minority
IS develops as a result of repeated exposure to environments that are not
affirming of sexual minorities
IS is pervasive, affecting all sexual minority people
Clinicians may address IS either directly or indirectly with clients
IS assessment strategy
IS was evident from client's negative self-narrative
Therapist gained an understanding of client IS from associated issues
Client identified IS as part of presenting problem
Therapist actively assessed for IS with targeted questions
Client IS presentation
Client behavior (e.g. homophobic behavior, dating challenges, self-harm)
Negative beliefs about self and other sexual minorities (e.g. bi negativity,
being "gay enough", sexuality as a "phase")
Emotional distress (e.g. feelings of shame, worthlessness, fear)
Interventions targeting IS
Identified sources and content of internalized messages
Helped client recognize and understand IS and its impact on client
Provided psychoeducation about how societal stigma toward sexual
minorities gets internalized
Incorporated books or films
Explicitly labelled IS (including use of alternative, non-academic
terms)
Processed emotional distress associated with client's IS
Drew on theory- and evidence-based psychotherapy interventions
Challenged negative internalized messages
Identified beliefs as manifestations of societal stigma
Pressed client to provide evidence to support beliefs
Affirmed client's identity and fostered self-acceptance
Validated and/or normalized distress client experienced as a result of IS
Facilitated behavior change that was more congruent with client's sexual
orientation
Developed coping skills to manage impacts of ongoing systemic
oppression and/or IS
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Typical (7)
Typical (6)
Variant (4)
Variant (4)
Variant (4)

Variant (4)
Variant (3)
Variant (3)
Variant (2)
General (8)
Typical (6)
Typical (5)

General (8)
General (8)
Variant (3)
Variant (3)
Variant (3)
General (8)
Typical (6)
Typical (5)
Variant (3)
Variant (3)
Variant (4)
Variant (3)
Variant (3)
Variant (2)

Outcomes of addressing IS
Methods of assessing outcomes
Client self-report and therapist observation
Therapist elicited targeted feedback
Decreased psychopathology
Increased understanding of IS and its impacts on client
Sexual orientation-congruent identity and behavior
Embraced identity
Sought out identity congruent romantic partner
Came out
Changes in client behavior, demeanor, and relationship with the therapist
in session (e.g. openness, engagement with therapist, comfort)
Improved interpersonal functioning
Coping with external and internalized stigma
Increased tolerance for difficult emotions
Factors complicating treatment of IS
Contextual barriers
Treatment of IS is unsupported by gatekeepers or other professionals
Societal/cultural beliefs about sexual minorities and related concerns
Clinical contraindications to addressing IS
Addressing IS could negatively impact client outside of therapy
Severity of other mental health issues takes priority over addressing IS
Client is unprepared or would be overwhelmed by discussing IS
Client is resistant to discussing IS
Client is too early in sexual identity development

Note. N=9; General = 8-9 cases, Typical = 5-7 cases, Variant = 2-4 cases.
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General (9)
Variant (3)
General (8)
Typical (6)
Typical (6)
Variant (3)
Variant (3)
Variant (4)
Variant (3)
Variant (2)
Variant (2)

Variant (4)
Variant (4)
Variant (4)
Variant (4)
Variant (4)
Variant (3)
Variant (3)

Appendix A
Informed Consent
Consent to Participate in Research Study:
Psychotherapeutic Approaches to Sexual Minority Internalized Stigma
Purpose:
Thank you for your interest in participating in my research project examining
psychotherapeutic approaches to internalized stigma. We are interested in learning more
about how you, as an experienced LGBTQ-affirming mental health practitioner, address this
important issue with your lesbian, gay, bisexual, and other sexual minority clients.
Procedures:
Should you decide to participate, you will be asked to complete a semi-structured interview
conducted electronically via Zoom, a HIPAA compliant teleconferencing program.
Interviews are expected to last between 1 and 1.5 hours and include questions specifically
regarding a case example of a sexual minority client who experienced internalized stigma
and your approach to addressing this within psychotherapy. Interviews will be audio
recorded, de-identified, and transcribed for data analysis.
Risks:
Through involvement in this study, you are expected to engage in reflection on and verbal
articulation of your clinical practice, specifically regarding your work with sexual minority
internalized stigma through a case example. Risks include feelings of discomfort that may
arise from discussing your psychotherapeutic approach. Some participants may develop an
increased awareness of some of the limitations in their previous work with clients, similar to
insights you may have experienced in supervision over the course of your training.
You will be asked to provide some basic demographic and contextual information about a
client as part of your case example. I ask that you do not divulge any identifying information
about this case at any point during the interview process.
Mandatory reporting requirements apply during this interview, so in order to preserve your
confidentiality, please refrain from sharing any information that may require a mandated
report. Mandatory reports are initiated if you share information concerning child abuse, abuse
of an elderly individual or dependent adult, or plans to harm yourself or someone else. In this
context, abuse may include physical, sexual, emotional, or financial forms.
Benefits:
Benefits include the opportunity to think deeply about your approach to sexual minority
internalized stigma, including aspects you may identify as being helpful to clients.
Engagement in this process may also enhance your framework for understanding sexual
minority internalized stigma, helping you be more intentional in future clinical practice.
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Confidentiality:
The information you give me will not be shared with anyone outside of the research team.
Your information will be kept confidential and will be stored according to safety standards
approved by the Human Subjects committee. I will not keep your name, identifying
information, or audio recordings past completion of the research study. After completion of
the study, the data we collect will not be linked to your identity in any way. Audio recordings
of your interview will be deleted once the interviews have been transcribed and de-identified.
Payment:
You will be compensated $35 following completion of the interview. Individuals who choose
not to complete the entire interview for whatever reason will be partially compensated $10.
Payment will be delivered in the form of a Visa gift card. You have the option of receiving
your gift card either electronically or in the mail. Participants who completed their interview
will be invited to provide corrections on their transcribed interviews but are not required to
do so and no additional compensation is offered for this task.
Withdrawal:
Your involvement is voluntary and consent can be withdrawn at any time. You may choose
not to answer questions you do not wish to answer.
Questions:
If you have any questions or concerns about this research project, please contact:
Krishna Kary, MA (krishnakary@ucsb.edu; (707) 972-5703) between the hours of 9am-5pm,
PST, M-F. If you have any questions regarding your rights and participation as a research
subject, please contact the Human Subjects Committee at (805) 893 -3807 or
hsc@research.ucsb.edu. Or write to the University of California, Human Subjects
Committee, Office of Research, Santa Barbara, CA 93106-2050
This research project is being overseen by Tania Israel, PhD (tisrael@ucsb.edu; (805) 8935008), professor in the department of Counseling, Clinical, and School Psychology at the
University of California, Santa Barbara.
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Appendix B
Demographic Questionnaire
Age: __________
Race/Ethnicity:
Are you of LatinX, Spanish, or Hispanic Origin?
_____No (skip to next question)
_____ Yes
_____ Mexican, Mexican-American, ChicanX
_____ Puerto Rican
_____ Cuban
_____ Another LatinX, Spanish, or Hispanic Origin (please
specify):______________
Please check all that apply:
_____American Indian or Alaskan Native
_____African-American
_____Asian Indian
_____Black
_____Chinese
_____Filipino
_____Guatemalan or Chamorro
_____Japanese
_____Korean
_____Native Hawaiian
_____Samoan
_____Vietnamese
_____White
_____Other Asian (please specify):_____________
_____Other Pacific Islander (please specify):__________________
_____Other race/ethnicity not listed here (please specify): _________________________
Gender & Sexual Orientation
Preferred Gender Pronouns:
_____ She/her/hers
_____ He/him/his
_____ They/them/theirs
_____ Other pronoun (please specify)________________
Assigned birth sex/gender:
_____ Female
_____ Male
_____ Intersex
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Gender identity:
____ Woman
____ Man
____ Transgender woman
____ Transgender man
____ Bigender
____ Nongender/Agender
____ Genderqueer
____ Gender Nonconforming
____ Other (please specify) __________
Sexual orientation (identity):
_____ lesbian
_____ gay
_____ bisexual
_____ queer
_____ pansexual
_____ heterosexual
_____ questioning
_____ unlabeled
_____ asexual
_____ other (please specify) __________
Religion/Spirituality
Please identify the religious/spiritual denomination(s) with which you most closely identify:
__________________________________________________________________________
Mental Health Provider Demographics
State in which you are licensed and currently practicing:_________________________
License/Credential Type:______________________
Number of post-licensure years in clinical practice:________________
Current practice setting:______________________
Estimated percentage of total face-to-face hours spent with sexual minority clients (inclusive
of pre-licensure training):_______________
Estimated percentage of current caseload identified as sexual minorities:_________________
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Appendix C
Interview Protocol
Introduction:
Hello. Thank you for taking the time to participate in this dissertation study. As was noted in
the consent form, I am a graduate student studying counseling psychology at UCSB. As a
reminder, our interview will be audio recorded so your responses can be transcribed and
captured accurately for our analysis. Do you have any questions before we get started?
As you know, in this study we are trying to understand how experienced mental health
providers like yourself address internalized stigma with sexual minority clients in
psychotherapy. As you know, sexual minority people encounter negative messages about
themselves from peers, family members, religion, media, and other sources. It’s common for
LGB people to come to believe these messages about themselves – this is what I’m referring
to when I use the term “internalized stigma.” For example, living in a society where
homosexuality is considered sinful or pathological might result in someone believing that
they are sinful or that there is something wrong with them because they are a sexual
minority.
Introductory Question: Can you start by telling me your general thoughts on addressing
internalized stigma with sexual minority clients?
Case Example: Part of how we have structured our study is to gather information about an
actual case where you worked with a sexual minority client to address internalized stigma.
Please do not divulge any identifying information about your client during the interview. You
are welcome to assign a pseudonym that we can use to reference the case during our
interview.
1. Case Overview: Can you start by describing the case to me, including:
a. basic demographic information (e.g., age, gender, sexual orientation, etc.)
b. contextual information (e.g., developmental history, home environment,
geographic region of origin and treatment)
c. presenting issue(s), setting, and length of treatment
d. presentation of internalized stigma
2. Treatment Overview: Can you describe the course of treatment with regard to
addressing internalized stigma with that case?
3. Tailoring Approach: What individual characteristics of this particular client
influenced your approach?
4. Conceptualization: Based on your theoretical orientation, can you describe how your
case conceptualization guided your approach with this client?
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5. IS Assessment: How did you identify that internalized stigma was an issue for your
client?
6. Interventions: Can you give some more detail about the specific interventions that
you used with this client over the course of treatment?
a. Prompt: Can you give me an example of what that (insert participant
description) sounded like in the room?
b. Prompt: Can you say more about to what extent you made discussion of
internalized stigma explicit, or not, in your work with that client?
c. Prompt: With that same case, what guided your decision to be more or less
explicit in your approach?
7. Outcome Assessment: For the case you described, what were the desired outcomes?
a. Prompt: How did you determine your approach was helpful?
b. Prompt: Were there things you might have done differently with that client in
terms of addressing internalized stigma?
General Questions:
8. Approach Between Clients: In what ways do you alter your approach based on
differences from one client to the next?
9. Barriers: Can you describe any barriers that keep you from addressing internalized
stigma in psychotherapy with sexual minorities?
10. Other: If there are other comments you wanted to share about your experience of
working with sexual minorities who experience IS, you can share those now.
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