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ABSTRACT 

This study explores Clinical Mental Health Counseling (CMHC) and other counseling 

faculty members’ perceived efforts to prepare their students to work with lesbian, gay, and 

bisexual (LGB) clients using the Affirmative Training Inventory—Faculty Version (ATI-F).  It is 

imperative to study affirmative training due to the impact it may have on LGB individuals 

seeking therapy. With more informed affirmative LGB training for counselors, we can expect to 

see more adventitious counseling for the LGB community.  Faculty members were randomly 

selected from a list of 297 master’s counseling programs accredited by the Council for 

Accreditation of Counseling and Related Educational Programs (CACREP) were contacted 

through electronic request to participate in this study.  Demographics were collected, and the 

faculty version (ATI-F) was utilized to explore the level of LGB affirmative training that 

occurred in clinical training programs and faculty members’ beliefs about the role of LGB 

affirmative training in clinical mental health programs. 
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CHAPTER I: 

INTRODUCTION 

This study explored Clinical Mental Health Counseling (CMHC) and other counseling 

faculty members’ perceived efforts to prepare their students to work with lesbian, gay, and 

bisexual (LGB) clients using the Affirmative Training Inventory—Faculty Version (ATI-F).  It 

seems imperative to study affirmative training due to the impact it may have on LGB individuals 

seeking therapy. With more informed affirmative LGB training for counselors we can expect to 

see more adventitious counseling for the LGB community.  Much of the research that has been 

conducted on the topic of lesbian, gay, and bisexual affirmative training has focused on students’ 

reports of the training that they have received (McGeorge & Carlson, 2016). It seems that there 

would be value in not only studying counseling students’ perspectives of their LGB affirmative 

training but the counselor educators’ perspectives as well. This study sought to validate the ATI-

F instrument within CMHC programs and other related fields in addition to its original use 

with couple and family therapy programs. This study filled a gap in the current literature 

regarding LBG affirmative counselor training within CMHC and other programs.  Carlson and 

McGeorge (2010) and McGeorge and Carlson (2011) defined LGB affirmative training as an 

approach to teaching about topics relevant to LGB individuals and relationships. This training 

approach moves from teaching tolerance of LGB individuals toward helping students adopt truly 

affirmative stances toward the LGB community (Godfrey, Haddock, & Fisher, 2006).  The 

Association for Lesbian, Gay, Bisexual, and Transgender Issues in Counseling (ALGBTIC), an 

affiliated organization of the American Counseling Association (ACA), which drafted a 
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bibliography of LGB research in 1984 to support peer education and sought to increase visibility 

of sexual minority issues in counseling. This initial commitment to LGB affirmative counseling 

research eventually led to publishing a set of formalized LGB counseling competencies in 2012 

(ALGBTIC, 2012). The American Psychological Association (APA) has a similar history of 

commitment to LGB affirmative therapy. In 1975, the APA adopted the resolution that 

homosexuality does not equate to being mentally ill, but it did not establish guidelines until 2000 

to better support education and training in serving LGB clients (APA, 2012). Although these 

guidelines are not mandatory, they offer students and professionals in the fields of counseling 

and psychology a direction, based on research, to train LGB affirmative clinicians in minimizing 

any prejudice or negative bias towards LGB sexual orientation.   

Statement of the Problem 

Researchers have noted the importance of LGB affirmative training in 

counseling programs (McGeorge & Carlson, 2016; McGeorge, Carlson, & Toomey, 2015). For 

example, one study found that faculty members’ personal beliefs about LGB individuals and 

relationships influenced the degree to which they integrated LGB affirmative therapy content 

into their teaching (McGeorge, Carlson, & Toomey, 2013). Specifically, faculty members who 

reported more positive beliefs about LGB clients appeared to be more likely to include LGB 

affirmative therapy content in the courses they teach. Another group of researchers found that 

most couple and family therapy (CFT) faculty members surveyed were working to integrate 

LGB topics and identities into their curriculum (Edwards, Robertson, Smith, & O’Brien, 

2014).  A thorough review of research on LGB affirmative therapy revealed a gap in 

the literature. Given the limited research on faculty members’ beliefs about the importance of 

LGB affirmative training and their perceptions of the degree to which LGB affirmative training 
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is integrated into CFT programs, McGeorge and Carlson (2016) explored the state of 

LGB affirmative training in the field of couple and family therapy. The authors explored five 

aspects of LGB affirmative training: 1) affirmative stances held by faculty members and CFT 

programs; 2) LGB affirmative program environment; 3) LGB affirmative course content; 4) self-

of-the-therapist work related to heterosexism and heterosexual privilege; and 5) professional 

opportunities to work with LGB topics and clients (McGeorge & Carlson, 2016). Their work 

served as a catalyst for the current study. While there is only modest information on affirmative 

training, there is no research on how CMHC and other counseling programs fare in affirmative 

training as compared to other social service programs. While there are many similarities between 

CMHC and other counseling programs, and MFT, they are two different professions. Both are 

master’s level mental health professionals, are qualified to diagnose and treat mental conditions, 

and are trained to work with individuals, couples, groups, and families. CMHC and other 

counseling programs emphasize an eclectic approach to working with clients including 

cognitive-behavioral, psychodynamic, person-centered, and systemic approaches. MFT emphasis 

is on the individual-in-context and systemic theory as foundational in conceptualizing relational 

and clinical issues.  The educational paths, Licensed Marriage and Family Therapists (LMFTs) 

and Licensed Professional Counselors (LPCs, LCPCs, or LMHCs), both complete two-year 

master’s programs; programs are typically between 48 - 60 semester hours. Both types of 

licensed professionals may evaluate and treat mental and emotional disorders, whether cognitive, 

affective or behavioral.  Both MFT and CMHC and other counseling educational programs 

incorporate three semesters of clinical training (practicum/ internship) in an approved setting as 

part of the degree requirement. The accrediting body for MFT programs is the Commission on 

Accreditation for Marriage and Family Therapy Education (COAMFTE). Master’s degree 
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programs in MFT include coursework in human development, couple and family studies, 

systemic theories, and the best practices in MFT therapeutic approaches. The preferred 

accrediting body for mental health counseling programs is the Council for Accreditation of 

Counseling and Related Educational Programs (CACREP). Counseling programs include 

coursework in assessment, diagnosis, and treatment of mental health disorders, as well as some 

coursework in group work and career counseling.   

Statement of Purpose and Research Questions 

The purpose of this quantitative study was to explore Clinical Mental Health (CMH) and 

other counseling faculty members’ perceived efforts to prepare their students to work with 

LGB clients. The study validated the ATI-F for use within the CMHC track. This study fills a 

gap in the research regarding LGB affirmative counselor training within CMHC and other 

counseling programs. The following questions were addressed: 

1. What is the factor structure and validation of the Affirmative Training Inventory- 

Faculty (ATI—F) version for faculty in CMHC and other counseling programs;  

2. Are there differences in perceived efforts to promote LGB affirmative 

training between minority versus non-minority faculty; and  

3. Are there differences in perceived efforts to promote LBG affirmative 

training between tenured versus non-tenured faculty?   

Definition of Terms 

The following definitions are provided to ensure an accurate understanding of the 

terms that are used throughout the study.   

Affirmative therapy (LBG): an approach to training that involves teaching about topics 

relevant to working with LGB clients and helping students develop more positive attitudes 
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toward LGB individuals and relationships (McGeorge & Carlson, 2011; Rock, Carlson, & 

McGeorge, 2010)   

Gender identity: one’s sense of being a woman or man   

Heterosexism: the systemic process that simultaneously grants privileges to heterosexuals 

and oppresses LGB persons (Ritter & Turndrup, 2002, p. 12)   

Homophobia: an irrational fear of homosexuality and an intolerance for any sexual 

difference from the established norm (Ritter & Turndrup, 2002, p. 12)   

LGB-affirmative: “holding positive views of LGB identities and relationships” 

(McGeorge & Carlson, 2016, p.153)   

Minority: a person that is a member of a group that does not hold the social power within 

society (i.e. ethnicity, race, religion, disability, socioeconomic status)   

Sexual orientation: homosexual, heterosexual, bisexual, etc.     

Researcher Assumptions and Limitations 

A possible limitation to this study involved the self-selection bias in that faculty 

members with more affirmative LGB beliefs could be more likely to complete the survey. 

Similarly, due to the nature of self-reporting, this study was only able to subjectively assess 

faculty members’ perceptions of the training they provide rather than assessing the actual 

training this is being provided. Lastly, it was for personal reasons that the researcher believes in 

the importance of this study to enrich the current literature to ensure that the LGB population is 

better served in the future.                     
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CHAPTER II: 

REVIEW OF THE LITERATURE 

The purpose of this quantitative study was to explore Clinical Mental Health (CMHC) 

and other counseling faculty members’ perceived efforts to prepare their students to work with 

LGB clients. The study validated the ATI-F for use within the CMHC and other counseling 

programs. To accomplish this objective, this chapter presents a comprehensive review of both 

the theoretical framework and themes central to this study. Through the reading of this chapter, a 

more comprehensive understanding of the study problem, and the need for this study, can be 

ascertained.  This chapter begins with a review of the search strategy used to locate 

pertinent sources of literature used within this chapter. Then an in-depth explanation of the 

theoretical framework is provided. Subsequently, principle topics are explored. Topics include an 

overview of the LGB population within the United States, the need for LGB-

sensitive counseling, LGB-counseling in practice, and an overview of the ATI-F. Finally, this 

chapter concludes with a summary of key points and an introduction into the next chapter.   

Search Strategy 

All literature used within this chapter was located through an exhaustive review 

of reputable, electronic databases. These databases included EBSCO, ERIC, Google 

Scholar, ResearchGate, and Web of Science. Additionally, governmental and not-for-profit 

websites such as those affiliated with the Center for Disease Control and Prevention (CDC), the 

Human Rights Campaign (HRC), the United States Department of Health and Human Services 
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(HHS), and the National Center for Education Statistics (NCES) were also used within the search 

for relevant information for use within this chapter.   

To locate pertinent information, a series of key terms and phrases were used. These 

key terms include lesbian persons and therapy, gay persons and therapy, bisexual persons 

and therapy, LGB therapy, LGB individuals, LGB community, LGB discrimination, LGB 

coping, LGB and sexuality, LGB and mental health, LGB and mental health disorders, LGB 

and distress, LGB patients, LGB youth, LGB councilors, and LGB councilors and 

training. Additional key terms included ATI-F, ATI-F tool, ATI-F assessment, history of ATI-F, 

goals theory, and the LGB affirmative therapy model.   

To be included within this chapter, all sources of literature had to meet both inclusion 

and exclusion criteria established by the researcher. The first inclusion criterion established that 

all sources of information be from reputable sources. Thus, all scholarship within this 

literature review will be from peer-reviewed sources, professional references for LGBT 

counselors, or from government-affiliated websites.   

The second inclusion criterion is that sources of information be current. Within this 

study, current literature was defined as the past ten years.  If sources of information were used 

outside of this time, they were seminal sources, ground-breaking research, or affiliated with 

theory. Establishment of this criterion ensured that all information was up-to-date and relevant 

within current practice.   

The last inclusion criterion was that all sources of information were authored within 

the English language. Ensuring that all sources of information were published within the 

English language facilitates proper understanding of ideas and concepts within the 
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literature. Additionally, by only using English language sources, proper synthesis of information 

can occur.   

Exclusion criteria established that any sources of information that are not from 

reputable sources, not current or from seminal sources, ground-breaking research, or affiliated 

with theory be rejected for use within this literature review. Additionally, any sources of 

information not published within the English language were also summarily excluded. The final 

exclusion criterion established that any sources of information with obvious bias or agenda, or 

inconclusive information were not represented within this chapter.   

Theoretical Framework 

The theoretical framework of a study is used to aid in the development of 

research questions and provide context for results of the study. As such, the theoretical 

framework will be composed of two theories which, when considered together, will underpin the 

entirety of this study. These two theories are the Lesbian, Gay, and Bisexual (LGB) affirmative 

practice model and goal-setting theory.   

Lesbian, Gay, and Bisexual Affirmative Practice Model   

The LGB affirmative model has been recently adopted into the clinical practices used 

by mental health professionals (Alessi et al., 2015). The LGB affirmative model was 

developed through the use of an earlier, but similar practice model, known as the gay affirmative 

model (Craig et al., 2013). The gay affirmative model was first proposed through the use of 

gay affirmative psychotherapy (GAP) and gay affirmative cognitive behavioral therapy 

(GACBT; Craig et al., 2015; Crisp et al., 2007).   

Both GAP and GACBT were developed by councilors to aid gay clients. For many 

years being gay was viewed as a sort of mental illness, or deviance disorder, which needed to 
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be corrected (Kort, 2008). Within this historic view, for homosexuality to be corrected, patients 

had to be convinced that they were heterosexual (APA, 2020; Kort, 2008). If that could not 

be achieved, therapists were tasked with mitigating homosexual urges, tendencies, and 

behaviors (APA, 2020).   

With the evolution of knowledge regarding homosexual and bisexual behavior, the 

APA removed homosexuality and bisexuality from the Diagnostic and Statistical Manual of 

Mental Disorders (DSM; Kort, 2008). Additionally, the American Psychological Association 

(APA) formally recognized that homosexual, or bisexual behavior is not a mental disorder (APA, 

2020). With the understanding that gay and bisexual behavior was natural being formally 

recognized by the APA, novel approaches to therapy regarding gay and bisexual persons began.   

The LGB affirmative model is used to by clinicians to help clients deal with the 

issues specific to non-heterosexual clients (Kort, 2018). Within the gay affirmative practice, 

model therapists work with clients in a comfortable manner to deal discrimination issues or 

issues regarding their respective sexuality while simultaneously promoting self-acceptance 

(Craig et al., 2015; Kort, 2018). Additionally, within the LGB affirmative model, clients are 

taught strategies to deal with systemic oppression and deal with biases which stem from religious 

or familial beliefs (Craig et al., 2015).   

The LGB affirmative model also establishes practice guidelines for clinicians. 

Therapists that practice the LGB model are tasked with possessing certain characteristics or 

opinions which are necessary for the lesbian, gay, and bisexual affirmative practice model to 

work effectively (Milton et al., 2002). First, therapists must believe that homosexuality is normal 

or natural in order to provide quality aid to clients (Craig et al., 2015; Kort, 2018).   
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Next, mental health professionals that employ the LGB affirmative model 

must understand that the client’s respective sexuality is not the root of the issues for the client 

(Kort, 2018). Meaning that it is not their sexuality that causes distress but the feelings of 

oppression, discrimination, or lack of acceptance that can exacerbate mental health disorders 

(Milton et al., 2002). Additionally, LGB affirmative counselors must be able to communicate 

this difference to clients in order to better offer treatment (Milton et al., 2002).  

Counselors that employ the LGB affirmative model also must be knowledgeable 

about homosexuality and bisexual practices, cultures, and norms (Kort, 2018; Milton et al., 

2002). Additionally, therapists that employ the LGB affirmative model must also be comfortable 

with their own sexuality and understand the parallels and differences between 

heterosexuality, homosexuality, and bisexuality (Milton et al., 2002). Finally, counselors must be 

able to use that knowledge to empathize effectively with clients that seek treatment for mental 

health issues (Kirby, 2008).   

The LGB affirmative practice model is part of the theoretical framework for a 

few reasons. First, the LGB affirmative model creates a framework in which to better understand 

the traits that are expected from respective counselors, and as such can be beneficial in 

examining the need for training qualified personnel. Additionally, the LGB model provides 

comprehension of both the need for, and process of LGB therapy. As this study examined 

CMHC and other counseling faculty members’ perceived efforts to prepare their students to 

work with LGB clients. The LGB affirmative practice model was appropriate to use within 

the framework of this study.   
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Goal-Setting Theory   

The second theory to be used within the theoretical framework is known as goal 

setting theory (GST). Locke (1968) developed the GST, after examining over 100 years of work 

related to motivation and employee performance within the workplace. Locke (1968) posited that 

goal setting for employees is vital for organizational success. However, according to GST, 

goal setting must be accomplished in a particular manner Lunenburg, 2011). A simplified 

version of GST is depicted in Figure 1. 

 

Figure 1. Goal setting theory (Lunenburg, 2011)   

Goal setting theory begins with the idea that a goal is simply defined as an objective 

a person is striving to achieve (Locke & Latham, 2015). However, goals are not created 

in isolation. Instead, goal setting is impacted by a variety of factors that are intrinsic to 

the individual (Lunenburg, 2011). These factors include the respective values, emotions, and 

desires of the individual (Lunenburg, 2011).  

The first factor that impacts goal setting is the values held by a person (Locke, 

1968). According to Locke (1968), the values someone possesses often evoke emotions and 

desires within an individual. These values evoke emotions and desires that are unique to both 

the individual and the particular task for which the goal is needed (Lunenburg, 2011). As such, 
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the emotions and desires which are facilitated by the intrinsic values an individual possesses 

are reflected in practice (Lunenburg, 2011). Often, once a task is driven by emotion or desire, 

the individual defines goals (Lunenburg, 2011).  

According to the GST, once goals are set support is needed to aid in goal 

achievement (Locke & Latham, 2015). This support can be formal through structured education 

and training (Lunenburg, 2011). Support may also be informal from observation, causal 

interactions with others, or feedback (Locke & Latham, 2015).   

The next step in the GST explains that once a person sets a goal, and is given 

support, individuals are more likely to persist in behaviors that facilitated goal achievement 

(Locke, 1968). Then, a series of outcomes may occur regarding goal achievement. At this stage 

either persons will persist in activities helpful to goal completion and achieve the respective 

goal (Locke & Latham, 2015). Conversely, in some cases or persons will not be successful 

and persons may either persist in trying to meet the set goal, or abandon efforts to achieve the 

goal (Locke, 1968).   

The GST has been a seminal theory outlining the process of goal completion and 

the motivations that drive goal setting behavior (Lunenburg, 2011). However, the GST has also 

been used extensively within organizational training (Erez, 2015). Erez (2015) stated that the 

goal setting theory has been cited in over 1000 articles since its inception, most of them 

regarding organizational performance and employee training.   

The GST is effective within training as it explores the motivations of employees to 

persist in goal setting and the way in which organizations can set meaningful goals for 

employees to achieve (Erez, 2015). To set meaningful goals, the organization tasked with 

training the employees must consider multiple factors.  
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According to Locke (1968), employers must set challenging goals for employees if 

they want employees to work harder to achieve respective goals. If goals are too simple, 

employees will not be motivated to try and meet goals (Lunenburg, 2011). Similarly, if goals are 

too difficult, or seem completely unattainable, employees will also not be motivated to try 

(Latham et al., 2018). Instead, Locke (1968) suggested that employers set goals that are 

achievable for employees but remain challenging.   

In addition to challenging goals, goals must be clear (Locke 1968; Lunenburg, 2011). 

By reducing ambiguity within established goals, employees are less likely to get frustrated 

or confused by what is expected of them. As such, motivation to meet goals will increase, and 

as does rates of goal completion (Latham et al., 2018). Organizations should also strive to 

get groups of individuals to accept and agree to work towards goals (Lunenburg, 2011). Goals 

are often more effective when several persons are working towards them simultaneously 

(Latham et al., 2018). Additionally, all goals should have clear and concise deadline, which has 

also been shown to increase motivation for goal completion (Lunenburg, 2011).   

According to Lunenburg (2011) and Locke (1968), goals must also be accompanied 

by feedback regarding goal achievement efforts. As employees begin to attempt to reach 

goals established by an organization, individuals must be provided effective, meaningful, and 

timely feedback regarding goal completion efforts (Lantham et al., 2015). Moreover, staff should 

be given positive acknowledgement when goal achievement is going well, or goals are met 

(Lunenburg, 2011).   

Goal setting theory is the second component of the theoretical framework associated 

with this study. The GST was included within the framework as it explains the motivations and 

factors that impact goal completion within an organization, as well as how to best establish goals 
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for training employees. As this study examined CMHC and other counseling faculty members’ 

perceived efforts to prepare their students to work with LGB clients, training and goal 

achievement within organizational context was an appropriate addition to complete the 

framework which underpins this study.   

Review of Pertinent Literature 

This section provides relevant information on themes central to this study. This section 

will begin with an overview of the LGB community within the United States and some of the 

issues which impact LGB individuals and on the need for LGB counseling. Subsequently, a 

section will follow which outlines the practice of LGB counseling, including the role of 

therapists. Finally, this section will conclude with an overview of the ATI—F.   

LGB Community Within the United States   

The LGB community within the United States varies widely in its demography. To 

better understand the demography of the LGB community a Gallup poll was administered 

in conjunction with the University of California Los Angeles (UCLA) William Institute (2020). 

A representative sample of 350,000 adults were used to ascertain information regarding 

the demography of the LGB community. According to the UCLA Williams Institute in 2017, 

the LGBT community comprised approximately 4.5% of the population of the United States. Of 

this percentage, an estimated 58% identified as female while 42% identified as male 

(UCLA Williams Institute, 2020). Of the LGBT community, an estimated 58% were Caucasian, 

21% were Latino, 12% were Black, 2% were Asian, 1% were Alaskan or Native American, 

and approximately 5% identified with more than one race (UCLA Williams Institute, 2020).   

Regarding the age of adults, according to the UCLA Williams Institute (2020), the 

largest percentage of the LGBT community is between 18-24 (30%), while approximately 26% 
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are between the ages of 25 and 34 years of age. Additionally, 25% of LGBT persons are 

between 35-49 years old, 15% of individuals are between 50 – 64, while the remaining 4% of 

persons are over 65 years of age. This demography is important, as ethnicity, age, and gender 

may impact the hardships faced by some LGB persons.   

LGB Stressors and Hardships 

As stated previously, some LGB persons struggle with stressors and hardships 

facilitated by their respective sexuality (Casey et al., 2019). Although laws and protections for 

the LGB community are improving, many LGB persons are routinely subjected to discriminatory 

or oppressive practices (Casey et al., 2019; Gates, 2015). One of the most prevalent stressors 

for LGB persons is the workplace. Although some states have made it illegal to discriminate 

within the workplace based on sexual preference, many states have not. As of 2016, it was legal 

to discriminate against LGB persons within the workplace in 29 states, especially in privately-

owned businesses (Gates, 2015; HHS, 2020). Lesbian, gay, and bisexual persons may 

be subjected to overt discrimination, as many workplaces throughout the United States do not 

offer employment protections, insurance, or other benefits to LGB workers (HHS, 2020). 

Moreover, LGB persons within the workplace may experience hate speech, ridicule, and sexual 

harassment from peers and superiors based primarily on LGB persons sexuality (Gates, 2015; 

HHS, 2020).   

In addition to workplace discrimination, LGB persons may experience elevated 

incidence of discrimination within society (Casey et al., 2019; Pirlott et al., 2016). Casey et al. 

(2019) completed a survey of 499 LGBT persons about their experiences in their daily lives and 

found that the majority of respondents routinely face discrimination. Casey et al. (2019) found 

that 57% of participants had personally experienced the use of racial slurs, 53% of respondents 
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had experienced microaggressions, and 51% reported being the victim of sexual harassment. 

Harassment and hate speech are not the only issues LGB persons must endure. Fifty-one 

percent of respondents reported experiencing violence because of their sexuality.   

Many LGB persons have experienced acts of violence facilitated by their sexual 

identity (Casey et al., 2019). In 2014, violent hate crimes motivated by sexual preference were 

second only to hate crimes motivated by race (Pirlott et al., 2016). Violence against the LGB 

community is most commonly perpetrated by heterosexual males; however, violence from a 

person of sexual minority against other sexual minorities is also not uncommon (Pirlott et al., 

2016; Rothman et al., 2011). Moreover, violence against LGB persons are more likely to involve 

extreme brutality when compared to violent crimes against heterosexual persons, resulting in 

higher incidence of long-term injury and mortality (Pirlott et al., 2016).   

Lesbian, gay, and bisexual persons are more likely than heterosexual counterparts 

to experience hardship and stress based on sexual preferences (Casey et al., 2019; Gates, 

2015; Pirlott et al., 2016). These stressors include routine experience of discriminatory practices 

and speech, sexual and physical harassment, and even acts of violence (Casey et al., 2019; 

Gates, 2015). These stressors have been associated with lower mental health outcomes amongst 

LGB adults, as they struggle to amend their respective identities with societal norms and values 

(Pirlott et al., 2016; Watson et al., 2019). These same issues have been reported amongst 

LGB youth, however, their respective stressors are unique amongst LGB persons.   

LGB Youth 

Although a great deal of literature has examined the hardships experienced by 

LGB individuals, most research focuses on the LGB adult (Carey et al., 2019; Pirlott et al., 

2016; Rothman et al., 2011). Lesbian, gay, and bisexual youth are likely to experience the 
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same stressors as are LGB adults. However, LGB youth are also likely to experience a unique set 

of stressors that are focused on education and familial issues (Richter et al., 2017; Shilo & 

Savaya, 2011).   

Incidence of discrimination, harassment, and violence was reported highest amongst 

LGB persons that are younger persons (Carey et al., 2019; Richter et al., 2017). Younger LGB 

persons are most likely to struggle with issues that are focused on acceptance (Richter et al., 

2017). The Human Rights Campaign (HRC, 2020) completed a survey of 10,000 LGBT youth 

aged 13-17 from across the United States regarding their respective experiences.   

The results of the HRC (2020) study identified a number of alarming trends. First, 

42% of all LGBT youth believe they live in a community that are not accepting of their 

sexual orientation. Additionally, almost 50% more likely than heterosexual peers to report issues 

with discrimination and physical assault. Finally, 26% of respondents reported feeling rejected or 

unsupported by family members or peers (HRC, 2020). Lack of familial or peer acceptance can 

be especially problematic for LGB youth (Richter et al., 2017). Most LGB youth struggle with 

fear of admitting sexual orientation to others, a phenomenon known as coming out (Shilo & 

Shava, 2011). According to Shilo and Shava (2011), coming out to others is the main source of 

mental health stress for LGB youth. Although coming out can be stressful for adults that disclose 

sexual orientation later in life, LGB youth are especially dependent on acceptance from family 

and peers for resources, safety, and support (Richter et al., 2017; Shilo & Shava, 2011; 2012). 

When family or peers reject the LGB youth after disclosure of sexual orientation, mental health 

issues are known to increase (Shilo & Shava, 2012). This is especially true for youth raised in 

traditional religious homes or that enforce traditional values (Shilo & Shava, 2012).   
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Lesbian, gay, and bisexual youth that feel rejected by authority figures such as parents, 

educators, and peers are more likely than heterosexual counterparts to struggle with mental 

health issues such as anxiety, depression, and low self-esteem (Watson et al., 2016). 

These mental health issues can create issues with academic outcomes, as LGB students struggle 

with school-related tasks (Craig & Smith, 2014; Watson et al., 2016). These issues can create a 

cycle in which poor academic outcomes can exacerbate mental health issues, creating further 

turmoil for LGB youth (Craig & Smith, 2014).   

As with LGB adults, LGB youth struggle with a variety of issues including coming 

out, acceptance, and fear of discrimination and physical harm (Carey et al., 2019; HRC, 

2020; Richter et al., 2017; Shilo & Shava, 2011; 2012; Watson et al., 2016). These issues 

facilitate mental health issues such as anxiety, depression, and self-esteem issues (Watson et al., 

2016). As such, mental health services are critical for improving outcomes for LGB persons.   

Therapy for the LGB Community 

Mental health services, including therapy options, are a vital resource for the 

LGB community, as so many negative stressors persist throughout many parts of the United 

States (McGeorge et al., 2016). However, LGB persons are often hesitant to participate in 

formal therapy options. According to Casey et al. (2019), 16% of LGB adults reported either 

previous discrimination regarding healthcare, or fear of discrimination should they participate 

in healthcare. Fear was often higher in LGB persons of ethnic minority (Casey et al., 2019).  In 

addition to fear, certain healthcare policies may prevent those who are within the LGB 

community from receiving proper healthcare treatment (HHS, 2020). Those that do not 

identify with the LGB community may not encounter this issue and are likely able to receive 

certain healthcare (Fingerhut & Abdou, 2017). Although this specific issue has been addressed 
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through various health policies, this specific difficulty for LGB has continued to occur within 

the minority group.  To mitigate fear and discriminatory policies, LGB affirmative training offers 

the chance for therapists to offer quality care to persons of the LGB community. McGeorge and 

Carlson (2011) defined LGB affirmative training as an approach to teaching about topics 

relevant to LGB individuals and relationships. This training approach moves from teaching 

tolerance of LGB individuals toward helping students adopt truly affirmative stances toward the 

LGB community (Godfrey et al., 2006).  Within counselor education, The LGB Affirmative is 

taught to clinicians to give them the tools to help clients deal with the issues specific to non-

heterosexual clients (Kort, 2018).  Therapists learn valuable tools to help clients gain self-

efficacy, reduce mental health issues, and promote prosocial thinking in a comfortable manner 

(Godfrey et al., 2006).  

Additionally, therapists are taught techniques to help clients to deal discrimination issues, 

or issues regarding their respective sexuality while simultaneously promoting self-acceptance 

(Craig et al., 2015; Kort, 2018). Finally, within the LGB affirmative therapy model, therapists 

are able to relay strategies to deal with systemic oppression, including those that are facilitated 

by religious or familial beliefs (Craig et al., 2015). In addition to the array of tools and strategies 

that are provided to the LGB community through LGB therapy, this therapeutic approach also 

aids in inclusion strategies. This type of therapy is especially important as LGB persons create 

a minority population   

LGB Persons and Minority Status 

Lesbian, gay, and bisexual affirmative training integrates practices that are sensitive 

to the fact that the LGB is within a minority group (Meyer, 2012). Minority, within this 

context, describe those that do not hold social power or influence within a society (Meyer, 2012). 
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People may be in a minority group based on ethnicity, race, religion, disability, or economic 

status (Meyer & Frost, 2012).   

Individuals, however, may simultaneously occupy both a majority and minority identity 

(Meyer, 2012; Russell & Truong, 2001). The degree to which an individual is placed 

into minority status is largely dependent on the intersection of different social categories 

(Meyer, 2012; Meyer & Frost, 2012). For example, within the United States, a Caucasian female 

would be considered in the ethnic majority due to being White but would be simultaneously 

given minority status due to her respective sex.   

Conversely, some members of the LGB community can be designated with 

double minority status. Double minority status indicates that an individual belongs to two 

minority groups (Russel & Truong, 2001), for example, an LGB individual of ethnic, religious or 

gender minority (Harris, 2017). As such, these individuals may experience compounded effects 

of discrimination or other stressors facilitated by their respective identity (Russel & Truong, 

2001).  However, the degree in which those of double minority status experience 

compounded discrimination is often dependent on the individual (Harris, 2017; Russel & 

Truong, 2001).   

It is important to note that each minority group has a unique set of circumstances 

and difficulties, regardless of whether minority status is designated by race, gender, sexuality or 

other designation (Brooks et al., 2010; Harris, 2017; Russel & Truong, 2001). There are various 

minority groups throughout the nation that differ based on their beliefs, culture, 

environment, and overall way of life. The lesbian, gay, and bisexual community is essentially 

considered a minority group due to the fact that there is a decreased amount of people within that 

culture, although it has drastically grown within the last decade (HHS, 2020).   
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Within the lesbian, gay, and bisexual population, there are several factors that define this 

minority group. One of the unique aspects of a LGB individual is that they face stressors that can 

result in either a positive or negative impact for the individual or a same sex-couple (Casey et al., 

2019; Frost et al., 2017). As stated previously, those who are part of the LGB community often 

encounter different types of anxiety due to other’s perspective of their lifestyle (Shepler et al., 

2017). It is possible that people within this minority group may discover that not everyone 

is accepting of their sexual orientation (Shepler et al., 2017). In addition, the psychological well-

being of an individual in the LGB populations may encounter mental health problems due to the 

difficulty of processing feelings of their own sexual feelings (Rostosky et al., 2018).   

Although individuals of other minority groups may experience difficulty with 

processing feelings regarding identity, it may not be to the degree as an individual who belongs 

to the LGB community (Rostosky et al., 2018; Shepler et al., 2017). The difference within the 

degree of hardship with self-acceptance can be explained largely by acceptance of others. This is 

because people often gather a misconception of the LGB population or have not researched or 

known others who are part of this minority group as well (Petrocchi et al, 2020). Misconceptions 

can then be reflected or internalized within LGB individuals (Petrocchi et al., 2020; Rostosky et 

al., 2018).   

This author would like to acknowledge that while there is a need for 

addressing affirmative counseling training for work with transgender persons this study places 

focus on work with lesbian, gay, and bisexual clients. It is imperative that counseling research 

provide transgendered persons with the attentiveness they deserve. To focus the lens of this study 

the author has selected to examine topics of sexual orientation (homosexual, heterosexual, 
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etc.) rather than gender identity (one’s sense of being a woman or man). Future research in this 

area should be conducted to ensure the needs of the transgender community are met.   

Minority stress represents another construct that should be covered by LGB affirmative 

training curricula and can be defined as the cumulative effect of dealing with negative life 

events and daily stressors as part of having a minority identity (Shelton & Delgado-Romero, 

2012).  Israel (2007) highlighted a few possible examples of minority stress unique to LGB 

individuals such as loss of employment or housing, loss of child custody, anti-LGB violence or 

jokes, and a sense of constant vigilance around others. The concept and implications of minority 

stress should  be studied by all counseling trainees as it can contribute to significant health (e.g., 

depression,  substance misuse) and relationship problems (e.g., relationship role ambiguity; 

biphobia in a  same-sex partnership) that can be addressed and treated within therapy (Israel, 

2007).   

LGB Affirmative Training of Prospective Counselors 

Counselors are tasked with providing quality care for members of the LGB 

community.  As stated previously within the theoretical framework, the implementation of LGB 

affirmative therapy can aid both the therapist and LGB client (Kort, 2018). However, training 

counselors is imperative to ensure quality care is provided. Previous studies have indicated the 

importance of competent LGB affirmative training of novel counselors.   

McGeorge and Carlson (2011) defined LGB affirmative training as an approach to 

teaching about topics relevant to LGB individuals and relationships. This training approach 

therefore moves from teaching tolerance of LGB individuals toward helping students adopt truly 

affirmative stances toward the LGB community and aiding clients with self-acceptance 

(Godfrey et al., 2006). Based on these definitions of LGB affirmative therapy, recommendations 
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about the three primary components of the training necessary to provide LGB affirmative 

therapy have been made.   

The first recommendation is that counseling educators should seek out information 

about  LGB-related topics, including constructs such as models of identity development, the 

coming out process, and gay-related stress (McGeorge & Carlson, 2011; Messinger, 2007), as 

well as be knowledgeable about resources relevant to LGB individuals, couples, and families 

(Halpert et al., 2007). The second recommendation is that counselor educators should have first-

hand experiences with the LGB community, which might include meeting LGB individuals and 

families, attending events within the LGB community, or working with LGB clients (Carlson et 

al., 2013; Greene, 2007). The third most frequent recommendation is that counseling 

educators engage in self-of-the-therapist work through which they can address any 

heteronormative and homophobic beliefs and biases they possess, so they are able to provide 

LGB affirmative therapy to their clients (Edwards et al., 2014; Godfrey et al., 2006; Halpert et 

al., 2007; Henke et al., 2009; McGeorge & Carlson, 2011; Rock et al., 2010).   

Rutter et al. (2008) conducted a pilot study using the Sexual Orientation 

Counselor Competency Scale (SOCCS) to explore the potential impact of a training program on 

graduate counseling students' competency to serve LGB individuals. The researchers used an 

introductory class of students as the control group and a class of students enrolled in an upper-

level counseling course as the treatment group. The SOCCS was used in a pre and posttest 

research design. The training implemented with the treatment group included didactic and 

experiential components from the Affirmative Counseling Model proposed by Dillon et al. 

(2004).   
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Rutter et al.’s (2008) study indicated that training had a positive impact on students’ 

competency in the areas of knowledge and skills; attitude scores were already high in the pretest. 

However, the small sample size limited the power and generalizability of the results.  Also, the 

comparison between students in an introductory class and students in an advanced-level class 

may have skewed the results. Nevertheless, the study demonstrated that the SOCCS could be 

used to assess the effectiveness of training interventions. However, regardless of the philosophic 

approach to LGB Affirmative training, the competence of LGB affirmative counselors is 

imperative to proper implementation (Farmer et al., 2013).   

Program Environment and LGB Affirmative Training 

McGeorge and Carlson (2016) explored three aspects of LGB affirmative 

training program environment: LGB affirmative policies, intentional recruitment efforts of LGB 

students, and perceived safety for LGB students. Their study found that many full-time programs 

did not have specific LGB policies or that faculty were unaware of such policies. It was reported 

that over 60% of the sample agreed to some extent that their “program has specific policies 

designed to create an LGB affirmative environment” (McGeorge & Carlson, 2016).  However, it 

is important to note that only 13.6% strongly agreed that their program has such policies. It was 

also found that only half of faculty participants reported that their CFT program intentionally 

recruited LGB students.  The study also found that 93.8% of participants felt that their program 

would be safe for an LGB student to come out.   

Professional Opportunities to Work with LGB Clients and Topics 

Rock et al. (2010) found that most students in Couple and Family Therapy (CFT) 

programs reported that they have worked with at least one LGB client during their counselor 
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training. McGeorge and Carlson (2016) found that CFT programs are providing students with 

the opportunity to work with LGB clients and are supporting student research on LGB topics.   

Interestingly, Pepping, Lyons, and Morris (2018) found that therapist experience did 

not the extent to which therapists benefitted from a day long LGB training workshop.  Previous 

research had shown that more experienced therapists have more knowledge in LGBT-affirmative 

psychotherapy and thus may not benefit from training to the same degree as their less-

experienced counterparts (Alessi et al., 2015). However, findings from the present research 

suggested that the benefits of training in LGB-affirmative psychotherapy occur across varying 

levels of experience (Pepping et al., 2018). This suggests that dissemination of training in LGB-

affirmative psychotherapy should not be restricted only to early career therapists or graduate 

students, as it appears to have applicability across experience levels.   

Perceived Competence of LGB Counselors 

The competency of counselors to properly implement LGB Affirmative therapy 

is important for a variety of reasons (Farmer et al., 2013; Rock et al., 2010). First, LGB 

affirmative therapy counselors are tasked with both conveying strategies to help mitigate the 

harmful side effects facilitated by discrimination, fear, and rejection that may occur for LGB 

patients (Craig et al., 2015; Kort, 2018). Additionally, counselors must also transfer skills to 

clients to promote self-acceptance, self-love, and prosocial skills (Kort, 2018). All of the 

aforementioned skills must be conveyed with empathy, compassion, and a unique understanding 

of struggles of LGB clients (Craig et al., 2015; Kort, 2018). Although the importance of 

competence amongst LGB affirmative is well established, measuring perceived competency 

amongst counselors is not always easy.   
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Farmer et al. (2013) completed a study of 468 professionals focused on the perceived 

competence of counselors that worked with LGB clients. Results indicated that counselors across 

various settings reported having positive attitudes toward working with LGB clients.  However, 

discrepancies existed between enthusiasm for working with LGB clients and perceived 

knowledge and skills regarding how to do so. School counselors were the most often to 

report lower skills and knowledge base to work with LGB youth. Additionally, all groups scored 

low on their skills to work with LGB clients. This study also found that counselor 

educators perceived themselves to have higher competence working with this special population 

than any other group studied (Farmer et al., 2013).   

In a similar study, Rock et al. (2010) found that student therapists reported relatively 

low levels of clinical skills related to working with LGB clients. This was especially true of 

couple and family therapists (CFTs). Thus, while LGB clients appear to be seeking the services 

of CFTs, it appears that CFTs may not be prepared to provide competent services to this group 

of clients (Rock et al., 2010).   

Self-of-the-therapist and Heterosexual Bias Amongst LGB Affirmative Counselors   

In addition to skills and knowledge competency, scholars have argued that in addition 

to a lack of training to work with LGB clients, heterosexual biases are pervasive in 

mainstream CFT theories, practices, and approaches to training (Godfrey et al., 2006). 

Heterosexual bias refers to the lens in which non-LGB therapists try and rationalize LGB issues 

into similar heterosexual circumstances (Mohr, 2002). Thus, some heterosexual counselors will 

use heterosexual rationale or solutions to address LGB issues, which can be problematic to 

client outcomes (Godfrey et al., 2006; Mohr, 2002). Further, heterosexual bias can be detrimental 

to patient outcomes if the client perceives the heterosexual bias and uses it to underscore feelings 
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of alienation or not belonging (Mohr, 2002). This lack of affirmative training and the 

heterosexual biases possessed by faculty members may transfer into training, and therapy 

students may become ill-equipped to work with LGB clients, let alone provide competent and 

affirmative services to this population (Godfrey et al., 2006; Mohr, 2002). 

McGeorge and Carlson (2016) found that nearly all (98.9%) heterosexual 

participants involved in their study reported that they were doing self-of-the-therapist work to 

explore their own heterosexual biases and privileges. McGeorge and Carlson (2016) found 

that 92.2% of the participants agreed to some extent that they encouraged their students “to 

explore their own heterosexual biases.” Of note, 36.5% strongly agreed with the item. 

Additionally, 85.9% of participants agreed to some extent that they “encouraged their non-LGB 

family therapy students to explore their heterosexual privilege as part of their self-of-the-

therapist work” (McGeorge & Carlson, 2016). Another 28.9% strongly agreed.   

Self-of-the-therapist work is arguably one of the most critical aspects to becoming 

a culturally competent LGB affirmative counselor. This concept is exhibited when 

counselors explore their own heterosexual biases and privileges. Several studies have found that 

exploring heterosexual bias was predictive of clinical competence with LGB clients (Godfrey et 

al., 2006; Israel, 2007; McGeorge & Carlson, 2011). Several scholars have asserted that LGB 

affirmative therapy training involves student therapists first learning about the constructs of 

heterosexism, homophobia, minority stress, internalized homophobia, heteronormativity, and 

then learning to be aware of and to assess the impact of these constructs on LGB clients and 

themselves (Godfrey  et al., 2006; Shelton & Delgado-Romero, 2011).   

Dillon et al. (2004) studied ten heterosexual graduate-level student’s development 

from maintaining socialized heterosexist and homophobic beliefs, assumptions, and behaviors 
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toward becoming professional and personal heterosexual allies of the LGB community. The 

study underscored the importance of self-reflection in relation to their personal 

sexual identity/orientation developmental trajectories, related beliefs, and attitudes about LGB 

individuals.  

Internalized homophobia and biphobia represent an additional construct to be learned 

by counselors and can be defined as rejecting identification as LGB and not associating with 

LGB experiences and expressions which occurs because of being socialized in a heterosexist 

context (McGeorge & Carlson, 2011). Trainees should learn to assess the influence of 

internalized homophobia and biphobia as both can contribute to an LGB client becoming isolated 

from community and family resources that can support their identity development as an LGB 

person and can deter the development of mental health problems (LaSala, 2013).   

During classroom instruction, students should go through a continual process of 

reflection on the influence’s heterosexism has on their own beliefs and attitudes. Providing time 

during class for students to discuss where their beliefs about sexual identity come from, 

about their own sexual identity and those of LGB clients and explore the presence of 

heterosexism in families of origin, religious communities, and among peers (Butler, 2009; 

McGeorge & Carlson, 2011).   

This process should especially be relevant for students that are averse to working 

with LGB clients due to specific anti-LGB religious beliefs. Scholars argued that serving LGB 

clients and holding anti-LGB religious beliefs do not need to be mutually exclusive if self-of-the-

therapist work is employed by faculty to help students find and connect to overlapping values 

between their ethical obligations as therapists and their religious beliefs (Bieschke & Mintz, 

2012; Lyons et al., 2010).   
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Supervision provides additional opportunities for students and faculty to practice self-of-

the-therapist work. LGB-affirmative supervision is pivotal in that it provides students 

the opportunity to reflect on how and when heterosexism is influencing therapy (Burkard et 

al., 2009). Students can be guided in supervision to learn how to make unconscious anti-LGB 

beliefs and biases conscious to address how students’ thoughts and actions can be hurtful toward 

LGB clients and to ultimately dismantle these anti-LGB beliefs such that they have less influence 

on therapy (Aducci & Baptist, 2011). 

Being able to recognize when heterosexism and homophobia are influencing the 

therapy process is an important skill for LGB affirmative trainees to learn. Butler (2009) 

provided a critical overview of homophobia and heterosexism; whereas the former term is an 

individual experience of being afraid of or disgusted by LGB people the latter term is a 

sociocultural dynamic that actively marginalizes LGB people. McGeorge and Carlson (2011) 

advised that clinical programs should help trainees identify and label moments of anti-LGB bias 

when they are working with LGB clients. In class, scholars suggested that students begin 

identifying heterosexism and homophobia through a self-reflection process that they can utilize 

throughout their education.   

It is important to note that bisexual clients may have a particularly difficult time 

seeking affirmative therapy. Mohr et al. (2009) found that neither training related to LGB topics 

nor the level of experience working with LGB clients was predictive of their participants beliefs 

about bisexual clients. This could imply that training to work with LGB clients may not focus 

enough on providing affirmative therapy specifically with bisexual clients (Nova et al., 2013).  In 

a recent study, Edwards et al. (2014) found that faculty members reported wanting to see more 

integration of LGB identities and topics in their programs.  
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McGeorge and Carlson (2016) found that 98.3% of participants include content related to 

the experiences of lesbian, gay, and bisexual individuals. Only 52.1% reported teaching students 

about models of LGB identity development. While 75.9% of faculty reported teaching students 

the skills necessary to support LGB clients in the coming out process, most faculty members 

surveyed agreed that they teach about the concept of heterosexual privilege and heterosexism as 

well as how to explore the negative influence that heterosexism may have on the lives of LGB 

clients (McGeorge & Carlson, 2016). Although most faculty members emphasize heterosexual 

privilege and heterosexism, there exists some differences between minority and non-minority 

faculty, regarding the stance, approach, and degree of LGB affirmative curriculum (Kellerman, 

2015; McGeorge & Carlson, 2016). To explore these differences the Affirmative Training 

Inventory-Faculty Version (ATI-F) was used within this study.   

The Affirmative Training Inventory 

The ATI-F was utilized within the current study to explore the level, or degree, of 

LGB affirmative training that occurred in clinical training programs. Additionally, the ATI-F 

was used to better understand faculty members’ beliefs about the role of LGB affirmative 

training in clinical mental health and other programs (McGeorge & Carlson, 2016).   

The ATI-F was developed by McGeorge et al. (2015) to measure how 

classroom education and the perceptions of faculty interoperate to impact the likelihood of 

including LGB affirmative training, or competencies within future training. The ATI-F has three 

subscales within examining teaching, the respective program, and faculty experience. The 

teaching subscale measures the type and amount, or degree, of LGB affirmative content that 

faculty included in their teaching (McGeorge et al., 2015).   
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The second subscale of the ATI-F examines the program under investigation 

(McGeorge et al., 2015). The program subscale the extent to which faculty report that their 

programs embraced an LGB affirmative identity at the programmatic level. Finally, the third 

subscale measures faculty experience supervising student research on LGB topics and clinical 

work with LGB clients. The third subscale also measures the extent to which counselors had 

sought out continuing education related to LGB affirmative therapy and training. There are 

expected to be some difference in scoring depending on the faculty members surveyed.   

Possible influence of minority versus non-minority faculty.  McGeorge and Carlson 

(2016) found that 94.8% of participants agreed to some extent that they “take an affirmative 

positive stance toward LGB individuals and relationships.”  Similarly, Kellerman (2015) found 

that the majority (94.4%) of participants agreed to some extent that their program takes an 

affirmative stance toward LGB individuals and relationships as part of their program. The 

McGeorge and Carlson (2016) study also found that participants felt that their colleagues take an 

affirmative stance. However, only 44% of participants strongly agreed that their colleagues took 

a positive stance toward LGB individuals and couples.   

Eagan and Garvey (2015) and Turner et al. (2011) reported that both women and 

faculty of color experience stress related to discrimination. Moreover, Hurtado et al. (2012) 

found that women are twice as likely as men to report experiencing stress due to subtle 

discrimination, or microaggressions. Black faculty are 2.5 times as likely as their White 

colleagues to report some or extensive stress due to subtle discrimination. Reports of stress due 

to subtle discrimination among faculty from other underrepresented groups exceed the 

proportion of White faculty by 13% to 18% (Turner et al., 2011).   
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Institutional racism and sexism likely impact campus climate for women and faculty 

of color in ways that detrimentally influence research, teaching, and service (Stanley, 2006, p. 

24).  Harper (2012) has called on scholars to label stress associated with racial discrimination 

as racism. He defines racism as “individual actions that engender marginalization and 

inflict varying degrees of harm on minoritized populations . . .” (p. 10). Unequal expectations 

and perceptions among faculty of color that they must work harder to prove themselves to 

their colleagues represent forms of subtle discrimination that result in higher levels of stress 

(Joseph & Hirshfield, 2011). This sense of marginalization may further exacerbate stress felt by 

faculty of color (Harper, 2012). For these reasons, it seems that minority faculty may be more in-

tune with the effects of minority stress and therefore be more sensitive to promoting LGB 

affirmative counselor training.   

Possible influence of tenured versus non-tenured faculty.  As a secondary aim, this 

study explored possible differences in tenured versus non-tenured faculty members perceptions 

of LBG affirmative training. Possible reasons for differences may include age and length of 

faculty employment. Newer faculty may have received more formal training in LGB affirmative 

therapy. The obtainment of tenure has been more successful in white faculty compared to 

minorities. Tenure allows professors to have more academic freedoms and advocate for equity 

(Lee, 2014). Minority faculty who are eligible for tenure status are underrepresented which 

decreases their ability to advocate and provide input for means to acquire cultural diversity in 

higher education.   

Summary 

Lesbian, gay, and bisexual persons deal with a variety of issues including discrimination, 

rejection, harassment, and violence (Casey et al., 2019) All of these issues can facilitate the need 
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for mental health counseling services (Casey et al., 2019; HHS, 2020).  However, the LGB 

community may also be hesitant to use mental health services for fear of further alienation or 

discrimination (Casey et al., 2019; Kort, 2018). As the need for more sensitive counseling 

services became more apparent, LGB affirmative therapy was developed (Kort, 2018).   

The hallmark of the counseling profession is the call to provide competent 

counseling services to diverse populations including the LGB population (ACA, 2014). To this 

end, the profession has developed competencies and provided recommendations for LGB- 

affirmative counselor training (ACA, 2014). These competencies include developing strategies to 

mitigate the harmful side effects of discrimination and rejection and adopt prosocial, self-

accepting thoughts or actions (Kort, 2018). However, there has been little research that focuses 

on assessing faculty perception of how well counseling training programs are preparing 

future counselors for competent work with the LGB population.   

As LGB affirmative counselor training is relatively new, a question remains 

regarding assessment of the sufficiency of faculty members training within their own training 

programs (Kort, 2019; Mohr et al., 2009). For programs to provide LGB affirmative training, 

faculty members must have the necessary training to effectively teach such skills to their 

students (Corturillo et al., 2016). Research suggests about the competency of CFTs to work with 

LGB clients, faculty members in CFT programs may have been only minimally trained in LGB 

affirmative therapy during their time in graduate school (Corturillo et al., 2016). This 

becomes problematic when a CFT program wants to provide students with training on how to be 

an LGB affirmative therapist, as it is difficult to teach a subject in which one has limited 

training.  Therefore, continued education becomes vital.   
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Using both the LGB affirmative therapy model and the goal setting theory to underpin 

this study, the purpose of this quantitative study was to explore CMHC faculty members’ 

perceived efforts to prepare their students to work with LGB clients. The study attempted to 

validate the ATI-F for use within the CMHC track. By completing these objectives, a better 

understanding of how the faculty perceives the degree and quality of LGB affirmative therapy 

training at CMHC and other counseling programs.   

This chapter has provided an in-depth examination of the theoretical framework 

comprising of LGB affirmative therapy model and goal setting theory. Additionally, information 

on the themes central to this study was presented. Themes included an overview of the 

LGB community within the United States and a selection of negative issues which impact LGB 

individuals. Information was then provided on the need for LGB counseling and a 

section followed which outlined the practice of LGB counseling, including the role of therapists. 

The final section included an overview of the ATI-F and provided some insight of the possible 

impacts of faculty demography.  The next chapter will provide an in-depth explanation of the 

methodology needed to successfully complete this study. Within the third chapter an overview of 

the study design will be elaborated upon. First, information on the population and sample will be 

provided. Then, information will be presented on sampling methodology. More explanation of 

the ATI-F will be presented as will the validity and reliability of the instrument. Details 

regarding data collection and data analysis will be provided. Finally, Chapter III will conclude 

with information regarding possible results of the current study.    

 

 

 



   

 35 

 

 

CHAPTER III:  

METHODOLOGY OF THE STUDY 

Design of Study  

The purpose of this study was to explore CMHC and other counseling faculty 

members’ perceived efforts to prepare their students to work with LGB clients. This study 

addressed three research questions:  

1. What is the factor structure and validation of the Affirmative Training Inventory- 

Faculty version for faculty in Clinical Mental Health and other 

Counseling Programs; 

2. Are there differences in perceived efforts to promote LGB affirmative 

training between minority versus non-minority faculty; and  

3. Are there differences in perceived efforts to promote LBG affirmative training 

between tenured versus non-tenured faculty?  

The researcher asserted that the quantitative approach is most appropriate for this study 

as the goal was determine if the study could replicate the McGeorge, Carlson and Toomey 

(2015) study. Quantitative research aims to establish general laws of behavior and phenomenon 

across different settings/contexts. Research is used to test a theory and ultimately support or 

reject it. A benefit of the quantitative method is the implied scientific objectivity. Quantitative 

data can be interpreted with statistics based on the principles of mathematics, the quantitative 

approach is viewed as scientifically objective, and rational (Denscombe, 2010).  
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Study Participants 

Faculty members were randomly selected from a list of 297 master’s 

counseling programs accredited by the Council for Accreditation of Counseling and Related 

Educational Programs (CACREP) were contacted through electronic request to participate in this 

study. Email addresses for faculty members were obtained from the individual websites of 

each accredited counseling program. Potential participants received an email explaining the 

purpose of the study and provided them with a link to the online survey. Participants were 

presented with the study consent form followed by a demographic questionnaire and the ATI-F. 

All responses were anonymous as to protect the privacy of participants.  

Researchers have noted there has been a wide range of recommendations for sample 

size for factor analysis (de Winter, Dodou, Wieringa, 2009; MacCallum, Widaman, Zhang & 

Hong, 1999). One approach to recommendations for sample size generally focus on a 

minimum necessary sample that is focused on a broad range of Ns. A second approach is based 

on the formula of an N value related to a ratio with the number of items or variables being 

analyzed.  

The number of participants based on general recommendations have included having a 

minimum of 100 (Gorsuch, 1983); or a minimum of 200 (Gilford, 1954) or 250 (Cattell, 1978). 

Others have recommended between 300, 500 or 1000 with the larger the sample the more 

accurate the results (Lee, 1992).  

The ratio approach to determining sample size for factor analysis also has had lack 

of clarity (MacCallum et al., 1999). Ratios have been proposed with sample to number of 

variables (Cattell, 1978). Ratios have been proposed vary greatly and the range has been 2 to 6 

per variable (Costello & Osborne, 2005; (MacCallum, et a., 1999). Gorsuch suggested a 
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minimum of five per variable. However, MacCallum et al. and de Winter et al. have suggested 

when communalities are high than small sample sizes are acceptable. Researchers have proposed 

that communalities higher than .4 are adequate for small sample sizes (Costello & Osborne, 

2005). Marsh and Hau (1999) suggested that sample sizes of 50 are adequate for factor analysis. 

De Winter et al. (2009) also concluded that high communalities with a small number of variables 

and small sample sizes such as a sample of 50 are adequate.  

My sample size of 50 is a small sample. I have a small number of variables, three, 

and my communalities are high. All but one communality is above .6, the low communality was 

.53 (see Table 1). Based on the lack of agreement on determining sample size the general 

recommendations that high communalities are adequate along with only a few variables, my 

sample size is acceptable.  

Instrumentation 

Demographics  

The demographic questionnaire included information on age, race, religion, sex, 

and sexual orientation (see Table 1).  

Table 1 

Demographic Questionnaire Questions 

To which age group do you belong?  
With which racial and ethnic group(s) do you identify? Mark all that apply.  
How do you describe your gender identity?  
How do you describe your sexual identity?  
What is your employment status?  
How long have you been teaching clinical mental health counseling courses?  
Select the type of institution in which you are employed.  
Select the geographical location of the institution in which you are employed.  
Do you read professional literature on LGB topics?  
Do you attend pride rallies?  
Do you attend LGB workshops or LGB focused continuing education events?  
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Affirmative Training Inventory 

Faculty version (ATI-F) was utilized to explore the level of LGB affirmative training 

that occurred in clinical training programs and faculty members’ beliefs about the role of LGB 

affirmative training in clinical mental health programs (McGeorge & Carlson, 2016). The ATI-

F comprises of 21 items including 3 subscales: (1) teaching subscale (2) program subscale and 

(3) faculty experience subscale. The teaching subscale includes eleven items that measure the 

type and amount of LGB affirmative content that faculty included in their teaching. The 

program subscale is comprised of six items related to the extent to which faculty report that 

their programs embraced an LGB affirmative identity at the programmatic level. While the 

remaining four items assess faculty members’ experience supervising student research on LGB 

topics and clinical work with LGB clients, and the extent to which they had sought out 

continuing education related to LGB affirmative therapy and training. A 6-point Likert scale 

was used for the ATI-F ranging from one (strongly disagree) to six (strongly agree). See Table 

1 for a list of items comprising the ATI-F. Note that the language will be slightly modified 

from the original ATI-F (permission granted by ATI-F developer Christi McGeorge) to 

accommodate for use with CMHC faculty rather than CFT faculty.  

McGeorge, Carlson, and Toomey (2015) reported that all three subscales of the ATI-

F were then examined simultaneously in a CFA, which resulted in good model fit (v2 [df = 32] 

= 50.51, p < .05, RMSEA = 0.07 [90% C.I.:0.03–0.11]; CFI = 0.97). There were 

positive associations between the teaching subscale and program (r = .49, p < .001) and 

experience (r = .77, p < .001) subscales. Further, there was a positive association between the 

program and the experience subscales (r = .48, p < .001). Convergent validity of the ATI-F was 

assessed with three constructs in a structural model: the R-SOCCS, affirmation of LGB persons 
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and relationships at the individual level, and the responsibility of programs to provide 

affirmative training. The structural model had excellent fit and all constructs were positively 

and significantly related, providing initial evidence for the validity of the ATI-F 

(McGeorge, Carlson, Toomey, 2015).  

Approach to Data Collection 

This study utilized Qualtrics web-based survey tool. The University of Alabama 

obtained an agreement with Qualtrics providing license use for academic and administrative 

purposes. Qualtrics users can track participation, send invitations and reminders, display survey 

results graphically and statistically in real time, and export raw data in a variety of formats 

(Qualtrics, 2017). For the current study, a Qualtrics distribution will involve sending surveys to 

faculty members in Clinical Mental Health Counseling and related programs at CACREP 

accredited universities. Qualtrics data was exported to SPSS for further analyses.  

Results from Previous Study Using the ATI-F 

McGeorge, Carlson, and Toomey (2015) found empirical support for the 

relationship between including classroom content on LGB affirmative therapy and faculty 

members beliefs about LGB individuals and relationships. The ATI-F was also found to be 

statistically valid and reliable, as previously noted.  
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CHAPTER IV: 

 RESEARCH FINDINGS 

The study sample size was 50. The study’s sample was made up of participants ranging 

in age from 25-66 years old. The most common ages were 36-55 years old (56%). Participants 

were 71.70% Caucasian and 16.98% Black. A small percentage identified as Asian, Hispanic, 

Middle Eastern, and American Indian (11.32%). 51% of the sample reported to be female. 

Participants identified their sexual orientation as heterosexual (86%), homosexual (10%), and 

bisexual (4%). Fifty-eight percent of the sample were tenured faculty while 36% were non-

tenured and another 6% were adjunct. Half of all participants had been teaching for ten or more 

years. 29 participants were employed by public institutions while 14 were from private 

universities and 7 were from faith-based colleges. The geographic location of these institutions 

varied greatly: Midwestern US (24%), Northeastern US (28%), Southern US (36%), and Western 

US (12%). Half of all participants identified their personal religious worldview to be Christian.  

CFA Analysis Methods 

In an effort to answer the first research question, whether using CMHC and 

other counseling faculty that McGeorge, et al (2015) found in findings with marriage and 

couple faculty would be replicated. A Maximum Likelihood Estimation was used as the 

extraction method, using SPSS AMOS (Nasser-Abu Alhija & Wisenbaker, 2006). Also, the 

rotation used was direct Oblimin (Osborne, 2015). I used 21 questions rather than the 27 items 

initially used, McGeorge et al. determined that six questions had low factor scores and decided to 

remove them from the scale, factor loadings less than .4. A latent structural equation was 
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employed for the confirmatory factor analysis. Three factors were evaluated, teaching, program 

and faculty were used, like those used by McGeorge et al., 21 items were evaluated. Eleven 

items composed the teaching factor, six factors composed the Program factor and four items 

composed the faculty factor. The analyses yielded factor loadings with strong support for the 

teaching factor, similar to McGeorge et al. findings, but not for the other two factors (see Figure 

1); Table 2 is a summary of factor loadings.  

To determine model fit three indices were reviewed: chi square statistic, comparative fit 

index (CFI) and root-mean square error of approximation statistic (RMSEA). The chi square 

statistic was significant, chi square p value of .000 indicating no model fit (see Table 3). 

Significance of chi square indicates no model fit (Kline, 2011). Kline (2011) concluded that a 

CFI value of greater than .95 indicated model fit, the CFI values were .550 and it confirmed 

no model fit (see Table 4). Finally, Kline (2011) stated that RMSEA values of less than .05 

indicate model fit, and the value achieved was .196, thus indicating no model fit (see Table 5). 

Next, I conducted an exploratory factor analysis since the confirmatory factor analysis was not 

found to be a good fit and the findings did not confirm the results found by McGeorge et al.  
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Figure 2. Confirmatory factor analysis model 
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Table 2  

Confirmatory Factor Analysis with Factor Loadings 

Factor Item/Factor Factor 
Loadings 

Teaching In my clinical mental health courses, I specifically include content related to the experiences of lesbian, 
gay, and bisexual (LGB) individuals 

.79 

Teaching In my clinical mental health courses, I teach my students about the influence of heterosexual bias (i.e., the 
act of conceptualizing human experiences in heterosexual terms, thereby marginalizing LGB experiences 
and relationships) on the therapy process. 

.87 

Teaching In my clinical mental health courses, I teach my students about the concept of heterosexism (i.e., a belief 
system supported by laws and societal customs that legitimizes heterosexuality as the only acceptable way 
of being which leads to unequal treatment of LGB individuals) 

.74 

Teaching In my clinical mental health courses, I teach my students how to explore the negative influence that 
heterosexism (i.e., a belief system supported by laws and societal customs that legitimizes heterosexuality 
as the only acceptable way of being which leads to the unequal treatment of LGB individuals) may have on 
the lives of LGB clients 

.83 

Teaching In my clinical mental health courses, I teach my students about the concept of heterosexual privilege (i.e., 
the unearned advantages given to heterosexual individuals based solely on their sexual orientation).  

.71 

Teaching I encourage my clinical mental health students to explore their own heterosexual biases, (i.e., the act of 
conceptualizing human experience in heterosexual terms, thereby marginalizing the experiences and 
relationships of LGB individuals).  

.74 

Teaching I encourage my non-LGB clinical mental health students to explore their heterosexual privilege (i.e., the 
unearned advantages given to heterosexual individuals based solely on their sexual orientation) as part of 
their self-of-the-therapist work. 

.60 
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Factor Item/Factor Factor 
Loadings 

Teaching  In my clinical mental health courses, I teach my students the skills necessary to support LGB clients in the 
coming out process 

.66 

Teaching In my clinical mental health courses, I teach my students to work with lesbian and gay individuals in an 
affirming manner.  

.83 

Teaching In my clinical mental health courses, I teach my students about LGB affirmative therapy (i.e., an approach 
to therapy that embraces a positive view of LGB identity and relationships and that addresses the negative 
influences that homophobia and heterosexism have on the lives of LGB clients) through readings, lectures, 
supervision, etc. 

.50 

Teaching  In my clinical mental health courses, I teach my students about LGB affirmative therapy (i.e., an approach 
to therapy that embraces a positive view of LGB identity and relationships and that addresses the negative 
influences that homophobia and heterosexism have on the lives of LGB clients) through readings, lectures, 
supervision, etc. 

.50 

Program My training program intentionally recruits LGB students. .31 

Program Our program would be a safe place for a LGB student to come out. .76 

Program The other faculty in my clinical mental health program take an affirmative (i.e., a positive view of LGB 
identity and relationships) stance toward LGB individuals and couples. 

.86 

Program My clinical mental health program takes an affirmative (i.e., a positive view of LGB identity and 
relationships) stance toward LGB individuals and relationships.  

.92 

Program My program has specific policies designed to create a LGB affirmative environment. .48 

Program Overall, the clinical mental health program in which I teach provides students with information on LGB 
affirmative therapy (i.e., an approach to therapy that embraces a positive view of LGB identity and 

.37 
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Factor Item/Factor Factor 
Loadings 

relationships and that addresses the negative influences that homophobia and heterosexism have on the 
lives of LGB clients) through readings, lectures, supervision, etc. 

Faculty I have supervised student research (e.g., thesis, dissertation) on topics specifically related to LGB 
individuals, couples, and/or families 

.51 

Faculty I have sought out continuing education opportunities to further my knowledge of LGB affirmative therapy 
and training.  

.55 

Faculty I have experience supervising students working with LGB clients.  .26 

Faculty I feel competent in my ability to train students to be affirmative in their clinical work with LGB clients.  .15 
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Table 3  

Chi Square Evaluation of Model Fit CMIN 

Model NPAR CMIN DF P CMIN/DF 

Default model 45 408.391 186 .000 2.196 

Saturated model 231 .000 0   

Independence model 21 704.264 210 .000 3.354 

  

Table 4    

CFI Evaluation of Model Fit Baseline Comparisons 

Model NFI 
Delta1 

RFI 
rho1 

IFI 
Delta2 

TLI 
rho2 

CFI 

Default model .420 .345 .571 .492 .550 

Saturated model 1.000 
 

1.000 
 

1.000 

Independence model .000 .000 .000 .000 .000 

  

Table 5 

RMSEA Value of Model Fit 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .196 .171 .222 .000 

Independence model .276 .253 .298 .000 
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Exploratory Factor Analysis Methods 

Since the confirmatory factor analysis was found not to support the McGeorge et al. 

findings, an exploratory analysis was completed using SPSS. A principal component analysis as 

the extraction method was used and a rotation method; oblimin was used. Also, KMO and 

Bartlett’s Test of Sphericity were calculated (Osborne, 2015). Oblique rotation methods are 

typically used with social science data based on a common assumption that factors are related 

versus orthogonal methods with uncorrelated factors, also researchers have found that when 

variables are uncorrelated the result of using either oblique or orthogonal methods result in the 

same outcome (Osborne, 2015). A scree plot (see Figure 2) showed that a sharp rise in 

Eigenvalues occurred at a value of 2 and three factors were above this value.

 

Figure 3.  Scree plot  

The three factors accounted for over 60% of the explained variance (see Table 6). Similar to 

McGeorge et al., I chose to set the number of factors at 3. 
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Table 6 

Total Variance Explained 

Component Initial Eigenvalues Extraction Sums of Squared 
Loadings 

Rotation Sums 
of Squared 
Loadingsa 

Total % of 
Variance 

Cumulative 
% 

Total % of 
Variance 

Cumulative 
% 

Total 

1 7.981 36.277 36.277 7.981 36.277 36.277 7.665 

2 3.161 14.370 50.648 3.161 14.370 50.648 3.834 

3 2.067 9.395 60.043 2.067 9.395 60.043 3.526 

4 1.677 7.622 67.665     

5 1.340 6.091 73.757     

6 1.033 4.696 78.453     

7 .866 3.935 82.388     

8 .799 3.631 86.019     

Extraction Method: Principal Component Analysis. 
a. When components are correlated, sums of squared loadings cannot be added to obtain a total 
variance. 

 
KMO and Bartlett’s Test of Sphericity were calculated and Kaiser-Meyer-Olkin was 

found to be .595 and indicates the proportion of variance for underlying factors, values greater 

than .50 suggests sampling adequacy (Tabachnick & Fidell, 2001) (see Table 7). The KMO. 

Bartlett’s Test of Sphericity was significant (see Table 8) and indicates the variables show 

relationships. Values ranged from .311 to .815, all variables had communalities above .4 except 

one which was .311 (see Table 9). Communalities above .4 provide additional support for 

adequacy of sample size, although not considered strong compared to values above .8 (Costello 

& Osborne, 2005). 
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 Table 7  

KMO and Bartlett's Test 

 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy .595 

Bartlett's Test of Sphericity Approx. Chi-Square 526.304 

df 210 

Sig. .000 
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Table 8  
 
Communalities 
 
 Initial Extraction 

In my clinical mental health courses, I specifically include content related to the experiences of lesbian, gay, and 
bisexual (LGB) individuals. 

1.000 .718 

In my clinical mental health counseling courses, I teach my students about the influence of heterosexual bias (i.e., 
the act of conceptualizing human experiences in heterosexual terms, thereby marginalizing LGB experiences and 
relationships) on the therapy process. 

1.000 .746 

In my clinical mental health courses, I teach my students about the concept of heterosexism (i.e., a belief system 
supported by laws and societal customs that legitimizes heterosexuality as the only acceptable way of being which 
leads to the unequal treatment of LBG individuals). 

1.000 .567 

In my clinical mental health courses, I teach my students how to explore the negative influence that heterosexism 
(i.e., a belief system supported by laws and societal customs that legitimizes heterosexuality as the only acceptable 
way of being which leads to the unequal treatment of LGB individuals) may have on the lives of LGB clients. 

1.000 .686 

In my clinical mental health courses, I teach my students about the concept of heterosexual privilege (i.e., the 
unearned advantages given to heterosexual individuals based solely on their sexual orientation). 

1.000 .649 

I encourage my clinical mental health students to explore their own heterosexual privilege (i.e., the act of 
conceptualizing human experience in heterosexual terms, thereby marginalizing the experiences and relationships of 
LGB individuals). 

1.000 .709 

I encourage my non-LGB clinical mental health students to explore their own heterosexual privilege (i.e., the 
unearned advantages given to heterosexual individuals based solely on their sexual orientation) as part of their self-
of-the-therapist work. 

1.000 .598 

In my clinical mental health courses, I teach my students about models of LGB identity development. 1.000 .512 

In my clinical mental health courses, I teach my students the skills necessary to support LGB clients in the coming 
out process. 

1.000 .699 
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 Initial Extraction 

In my clinical mental health courses, I teach my students to work with lesbian and gay couples in an affirming 
manner. 

1.000 .680 

I have supervised student research (e.g., thesis, dissertation) on topics specifically related to LGB individuals, 
couples, and/or families. 

1.000 .312 

My training program intentionally recruits LGB students. 1.000 .442 

Our program would be a safe place for a LGB student to come out. 1.000 .450 

The other faculty in my clinical mental health training program take an affirmative (i.e., a positive view of LGB 
identity and relationships) stance toward LGB individuals and relationships. 

1.000 .789 

My clinical mental health program takes an affirmative (i.e., a positive view of LGB identity and relationships) 
stance toward LGB individuals and relationships. 

1.000 .811 

My program has specific policies designed to create a LGB affirmative environment. 1.000 .587 

In my clinical mental health courses, I teach my students about LGB affirmative therapy, (i.e., an approach to 
therapy that embraces a positive view of LGB identity and relationships and that addresses the negative influences 
that homophobia and heterosexism have on the lives of LGB clients) through readings, lectures, supervision, etc. 

1.000 .541 

Overall, the mental health counseling program in which I teach provides students with information on LGB 
affirmative therapy (i.e., and approach to therapy that embraces a positive view of LGB identity and relationships 
and that addresses the negative influences that homophobia and heterosexism have on the lives of LGB clients) 
through readings, lectures, supervision. 

1.000 .572 

I have sought out continuing education opportunities to further my knowledge of LGB affirmative therapy and 
training. 

1.000 .402 

I have experience supervising students working with LGB clients. 1.000 .625 

I feel competent in my ability to train students to be affirmative in their clinical work with LGB clients. 1.000 .785 

Note. Extraction Method: Principal Component Analysis 
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The extraction method was principal component analysis with an Oblimin rotation. 

Similar to McGeorge et al., I suppressed small coefficients at .4, and the results on the pattern 

matrix reflect the set value (any value below 4 is not shown). The teaching subfactor resulted in 

12 variables representing this factor. Five variables were associated with the program factor and 

three variables were associated with the faculty factor (see Table 9), so I reached the .4 loading 

set for the analysis so only 20 variables show factor loadings and result in subfactors. Four 

variables were found to be different from the subscales/factors found by McGeorge et al. (2015). 

Two Faculty variables were associated with another factor, one teaching variable was associated 

with a different factor and one program variable was associated with a different factor, see 

comparison between McGeorge et al. factors and the findings obtained here (see Table 9). Both 

the Teaching and Program factors were similar to McGeorge, et al findings with one exception in 

each factor. Additionally, these factors had more variables associated with them. Whereas the 

faculty factor had only four original variables and I found three variables composed this factor, 

two variables for faculty from the McGeorge et al. study now are associated with other factors in 

my study.
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Table 9 
 
Pattern Matrixa  

 

 

Component 

1 2 3 

I encourage my clinical mental health students to explore their own heterosexual privilege (i.e., 
the act of conceptualizing human experience in heterosexual terms, thereby marginalizing the 
experiences and relationships of LGB individuals). 

.864   

In my clinical mental health courses, I teach my students how to explore the negative influence 
that heterosexism (i.e., a belief system supported by laws and societal customs that legitimizes 
heterosexuality as the only acceptable way of being which leads to the unequal treatment of 
LGB individuals) may have on the lives of LGB clients. 

.830   

In my clinical mental health courses, I teach my students about the concept of heterosexual 
privilege. (i.e., the unearned advantages given to heterosexual individuals based solely on their 
sexual orientation). 

.808   

In my clinical mental health courses, I teach my students the skills necessary to support LGB 
clients in the coming out process. 

.781   

In my clinical mental health courses, I teach my students about the concept of heterosexism 
(i.e., a belief system supported by laws and societal customs that legitimizes heterosexuality as 

the only acceptable way of being which leads to the unequal treatment of LBG individuals). 

.771   

In my clinical mental health counseling courses, I teach my students about the influence of 
heterosexual bias (i.e., the act of conceptualizing human experiences in heterosexual terms, 

thereby marginalizing LGB experiences and relationships) on the therapy process. 

.764   
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Component 

1 2 3 

I encourage my non-LGB clinical mental health students to explore their own heterosexual 
privilege (i.e., the unearned advantages given to heterosexual individuals based solely on their 
sexual orientation) as part of their self-of-the-therapist work. 

.744   

In my clinical mental health courses, I teach my students about models of LGB identity 
development. 

.732   

In my clinical mental health courses, I specifically include content related to the experiences of 

lesbian, gay, and bisexual (LGB) individuals. 
.676  .427 

In my clinical mental health courses, I teach my students about LGB affirmative therapy, (i.e., 
an approach to therapy that embraces a positive view of LGB identity and relationships and that 
addresses the negative influences that homophobia and heterosexism have on the lives of LGB 

clients) through readings, lectures, supervision, etc. 

.639   

I have supervised student research (e.g., thesis, dissertation) on topics specifically related to 

LGB individuals, couples, and/or families. 
.527   

I have sought out continuing education opportunities to further my knowledge of LGB 
affirmative therapy and training. 

.490   

My training program intentionally recruits LGB students.    

My clinical mental health program takes an affirmative (i.e., a positive view of LGB identity 

and relationships) stance toward LGB individuals and relationships. 
 .916  

The other faculty in my clinical mental health training program take an affirmative (i.e., a 
positive view of LGB identity and relationships) stance toward LGB individuals and 

relationships. 

 .903  
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Component 

1 2 3 

Our program would be a safe place for a LGB student to come out.  .677  

My program has specific policies designed to create a LGB affirmative environment.  .602  

Overall, the mental health counseling program in which I teach provides students with 
information on LGB affirmative therapy (i.e., and approach to therapy that embraces a positive 
view of LGB identity and relationships and that addresses the negative influences that 
homophobia and heterosexism have on the lives of LGB clients) through readings, lectures, 

supervision. 

.415 .558  

I have experience supervising students working with LGB clients.   .798 

I feel competent in my ability to train students to be affirmative in their clinical work with LGB 
clients. 

.488  .671 

In my clinical mental health courses, I teach my students to work with lesbian and gay couples 

in an affirming manner. 
.405  .658 

Notes. Extraction Method: Principal Component Analysis; Rotation Method: Oblimin with Kaiser Normalization.  
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Research Question 2 

Are there differences in perceived efforts to promote LGB affirmative training between 

minority versus non-minority faculty? To answer research question two, an independent sample t 

test was calculated for total scores on the AFI and the independent variable was minority, 

minority versus non-minority. Participants were asked to select their racial/ethnic group(s) as: 

Caucasian, Black, Asian, Hispanic, Middle Eastern, and American Indian. Race was self-selected 

and when computed, it was determined that not all responses fit into the two categories of 

minority or non-minority so these responses were not included in the final analysis resulting in 

less than 50 responses, as the result was a group not large enough for comparison. It was found 

that there was not a significant difference based on minority versus non-minority status, means 

were 100.056 for the minority group and 103.082 for the non-minority group. The t test value 

was -.620, df =29 and p=.540 (Table 4.12). 

Research Question 3 

Are there differences in perceived efforts to promote LBG affirmative training between 

tenured versus non-tenured faculty? Again, a t test was calculated to answer the third research 

question. Participants were asked to select their employment as tenure-track, non-tenure track, or 

adjunct. Employment status was self-selected and when computed it was determined that not all 

responses fit into the two categories of tenured or non-tenured or some did not respond so these 

responses were not included in the final analysis resulting in less than 50 responses, as the result 

was a group not large enough for comparison. The results showed for tenured versus non-tenured 

and the means were 101.5 with an SD of 13.93 (tenured) and a mean of 101.000 with an SD of 

11.59 (non-tenured). The t test value was .10, df =30 and p =.918 (Table 12.3). 
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Table 10   

T test for Minority Status   

Group Statistics 

 Minority? N Mean Std. Deviation Std. Error Mean 

Total 0 19 100.0526 14.13221 3.24215 

1 12 103.0833 11.67327 3.36978 

          
 Independent Samples Test  
 
 Levene's 

Test for 
Equality 

of 
Variances 

t-test for Equality of Means 

F Sig. t df Sig. 
(2-

tailed) 

Mean 
Difference 

Std. Error 
Difference 

95% Confidence 
Interval of the 

Difference 

Lower Upper 

Total Equal 
variances 
assumed 

.130 .721 -
.620 

29 .540 -3.03070 4.88695 -
13.02564 

6.96424 

Equal 
variances 
not 
assumed 

  -
.648 

26.772 .522 -3.03070 4.67621 -
12.62933 

6.56793 

  
Independent Samples Effect Sizes 
 

 Standardizera Point Estimate 95% Confidence Interval 

Lower Upper 

Total Cohen's d 13.25332 -.229 -.952 .498 

Hedges' correction 13.60885 -.223 -.927 .485 

Glass's delta 11.67327 -.260 -.985 .477 
a. The denominator used in estimating the effect sizes.  Cohen's d uses the pooled standard deviation.  

Hedges' correction uses the pooled standard deviation, plus a correction factor.  Glass's delta uses the 
sample standard deviation of the control group.     
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Table 11 
 
Tenure Versus Non-Tenure  
 

Group Statistics 

 Tenured N Mean Std. Deviation Std. Error Mean 

total 0 20 101.5000 13.93406 3.11575 

1 12 101.0000 11.59153 3.34619 
  
Independent Samples Test 
 
 Levene's 

Test for 
Equality of 
Variances 

t-test for Equality of Means 

F Sig. t df Sig. 
(2-

tailed) 

Mean 
Difference 

Std. Error 
Difference 

95% Confidence 
Interval of the 

Difference 

Lower Upper 

Total Equal 
variances 
assumed 

1.389 .248 .104 30 .918 .50000 4.79212 -
9.28682 

10.28682 

Equal 
variances 
not 
assumed 

  .109 26.716 .914 .50000 4.57218 -
8.88601 

9.88601 

  
Independent Samples Effect Sizes 
 
 Standardizeda Point Estimate 95% Confidence Interval 

Lower Upper 

Total Cohen's d 13.12377 .038 -.678 .754 

Hedges' correction 13.46367 .037 -.661 .735 

Glass's delta 11.59153 .043 -.674 .758 
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CHAPTER V: 

CONCLUSIONS AND FUTURE RESEARCH 

Introduction 

This study addresses three research questions. One of the main research questions focuses 

on determining the factor structure and validation of the Affirmative Training Inventory- Faculty 

version for faculty in Clinical Mental Health and other Counseling Programs. Another research 

question of this study focuses on examining whether there are significant differences in 

perceived efforts to promote LGB affirmative training between minority versus non-minority 

faculty. The third research question of this study focuses on exploring whether there are 

significant differences in perceived efforts to promote LBG affirmative training between tenured 

versus non-tenured faculty. This chapter of the study presents a detailed discussion of results. 

Specifically, this chapter provides a summary of the results and discussion of findings, relating 

the findings to extant literature. The chapter concludes with implications for practice, limitations, 

recommendations for further research, and a conclusion for this chapter. 

Summary of Results 

For research question 1, the results explained the factor structure and validation of the 

Affirmative Training Inventory- Faculty version for faculty in Clinical Mental Health and other 

counseling programs. After evaluation of three factors (Teaching, Program, and Faculty), the 

results showed that 12 variables represented the Teaching factor, five variables were associated 

with the Program factor, and three variables comprised the Faculty factor. Overall analyses of 



   

 60 

results indicated factor loadings with strong support for the Teaching factor, more specifically. 

There was limited support found for the Faculty and Program factors. 

For research question 2, the overall results showed that there was not a significant 

difference based on minority versus non-minority status. These findings indicate that there is no 

significant difference in perceived efforts to promote LGB affirmative training between minority 

versus non-minority faculty groups. For research question 3, results indicated there are no 

significant differences in perceived efforts to promote LBG affirmative training between tenured 

versus non-tenured faculty groups. 

Discussion 

The Affirmative Training Inventory- Faculty version (ATI-F) was utilized to explore the 

level of LGB affirmative training that occurred in clinical training programs and faculty 

members’ beliefs about the role of LGB affirmative training in clinical mental health programs 

(McGeorge & Carlson, 2016). The ATI-F was composed of 21 items, including the three 

subscales of Teaching, Program, and Faculty experience. As previously noted, the Teaching 

factor resulted in 12 variables representing this factor. This finding is in line with the previous 

study by McGeorge et al. (2015). 

Five variables were associated with this Program factor; while three variables were found 

to be associated with the Faculty factor. More specifically, comparing this study’s findings with 

those of McGeorge et al. (2015), four variables were found to be different from the 

subscales/factors according to extant literature. These main differences or four variables are the 

following: two Faculty variables were associated with a different factor, one Teaching variable 

was associated with a different factor and one Program variable was associated with a different 

factor. For the Faculty factor, two variables from the McGeorge et al. (2015) study now are 
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associated with other factors in this current study. Overall, Teaching and Program factors are 

similar to those of McGeorge et al. (2015)’s findings, with one sole exception in each factor. 

Overall results for addressing the first research question of this study are not in line with the 

results found by McGeorge et al. (2015). Through results from the conducted Exploratory Factor 

Analysis, the findings related to the first research question are in fact contrary to those of 

McGeorge et al. (2015). Despite the contrary findings, the current study is the first in existing 

literature that aims to assess the three factors (Teaching, Program, and Faculty) of the 

Affirmative Training Inventory- Faculty version, noting its utilization with CMHC and other 

counseling program faculty rather than CFT faculty, as previously employed by McGeorge et al. 

(2015). Therefore, the findings of the current study extend the research available on the factor 

structure and validation of the Affirmative Training Inventory- Faculty version for faculty in 

clinical mental health and other counseling programs, which helps in filling the gap in the 

literature regarding LBG affirmative counselor training within CMHC programs. 

This study examined clinical mental health and other counseling faculty members’ 

perceived efforts to prepare their students to work with LGB clients. One of the main findings of 

this study is that there are no significant differences in perceived efforts to promote LGB 

affirmative training between minority versus non-minority faculty groups. This means that both 

minority and non-minority faculty groups in this study reported similar perceptions in terms of 

efforts to promote LGB affirmative training. 

Past researchers, such as Shelton and Delgado-Romero (2012), reported the need to 

provide more efforts for LGB affirmative training curricula wherein they noted the need to place 

focus on minority stress, which is the cumulative effect of dealing with negative life events. 

Similarly, Israel (2007) underscored the need for promotion of LGB affirmative training for 



   

 62 

counseling trainees and counselor groups, as health issues (such as depression and substance 

misuse) and relationship problems (including relationship role ambiguity and biphobia in a 

same-sex partnership) can be addressed and treated within therapy settings. However, this is 

inconsistent with this study's findings and may be due to the amount of time lapsed since the call 

to action for better LGB affirmative counselor training was made. 

Thus, the current study’s findings on perceived efforts to promote LGB affirmative 

training among minority and non-minority faculty groups expands the current body of literature 

on the need for more efforts and promotion of LGB affirmative training in order for LGB 

communities’ problems to be addressed. These findings contribute to the existing body of 

literature, as no previous studies have focused on examining the perceptions of both minority and 

non-minority faculty groups regarding LGB affirmative training and in providing quality care for 

members of the LGB community (Corturillo et al., 2016; Kort, 2018). The findings of this study 

contribute to the body of knowledge regarding the perceptions of minority and non-minority 

faculty groups regarding efforts to promote LGB affirmative training, highlighting the need for 

more therapy training and development of programs to assist with counseling and addressing the 

challenges faced by LGB members of the community. These findings also add to the existing 

body of knowledge, noting similar perceived efforts to promote LGB affirmative training among 

minority and non-minority faculty groups. 

Another key finding is that there are no significant differences in perceived efforts to 

promote LGB affirmative training between tenured versus non-tenured faculty groups. This 

finding is inconsistent with other studies that noted the need for counselors and counseling 

educators should seek out information about LGB-related topics, whether they are counseling 

trainees or professional experts in the field (McGeorge & Carlson, 2011; Messinger, 2007). That 
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is, in relation to LGB counseling, continuous education and training is key to effective 

counseling (Halpert et al., 2007). Findings by Edwards et al. (2014), McGeorge and Carlson 

(2011), and Henke et al. (2009) noted that counseling educators and individuals who work with 

the LGB community members must continuously challenge their beliefs and perceptions, even as 

they progress in tenure. Previous research underscored that counseling educators and individuals 

who work with the LGB community members may be prone to heteronormative, homophobic 

beliefs and biases (Farmer et. al,, 2003). However, this study’s findings did not support that 

view, possibly due to the improved level of LGB affirmative training in programs today. Farmer 

et al. (2013) also stated the importance of LGB affirmative training, as the competence of LGB 

affirmative counselors is imperative to its proper implementation, even as LGB affirmative 

counselors progress in their careers. As such, it is crucial to promote continuous LGB affirmative 

training both to tenured and non-tenured faculty individuals so as to ensure adequate LGB 

affirmative therapy without biases and discrimination is provided to their clients (Edwards et al., 

2014; Godfrey et al., 2006; Halpert et al., 2007; Henke et al., 2009; McGeorge & Carlson, 2011; 

Rock et al., 2010). 

The findings of this study on promoting LGB affirmative training for tenured versus 

non-tenured faculty groups were not aligned with past literature as the findings suggested there 

was not a need for additional education and training from what is being implemented currently. 

However, as with the general counseling field, underscoring the value of continuous education 

and LGB affirmative therapy training among therapists and counselors who work with LGB 

clients is always vital (Carlson et al., 2013; Greene, 2007; McGeorge & Carlson, 2016). 

This study is the first that focused on examining the perceived efforts to promote LGB 

affirmative training among tenured and non-tenured faculty groups and determining whether 
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there are significant differences of perceived efforts to promote LGB affirmative training 

between the two groups. As such, these findings extend the past literature on this topic. 

Implications 

This study of clinical mental health counseling faculty and related programs members’ 

perceived efforts to prepare their students to work with LGB clients points to several 

implications for practice, and the knowledge base for counselors, faculty members, mental health 

professionals, and related professionals in the field. The level of understanding of how the 

faculty perceives the degree and quality of LGB Affirmative therapy training at CMHC and other 

counseling programs will be beneficial to the assessment and preparation of future counselors for 

competent work with the LGB population (Corturillo et al., 2016; Kort, 2018). The research was 

conducted using the LGB Affirmative therapy model and the goal setting theory promotes the 

need for adequate training and preparation for faculty members in CFT programs, specifically in 

the area of LGB affirmative therapy, providing a better understanding of the degree and quality 

of LGB Affirmative therapy training at CMHC and other Counseling programs as perceived by 

faculty members (Casey et al., 2019; Corturillo et al., 2016; Kort, 2018). The findings of this 

research could also help program evaluators and developers, particularly as they create LGB-

affirmative counselor training that includes developing competencies for the LGB community 

(Casey et al., 2019; Kort, 2018). For example, program developers could use this instrument to 

access faculty attitudes toward LGB affirmative counseling. 

Also, the results of this study could help LGB affirmative therapy counselors develop 

their competencies in working with the LGB population, providing competent counseling 

services for this cohort without discrimination and rejection and adopt prosocial, self-accepting 

thoughts or actions (Kort, 2018). By developing competent counseling services and 



   

 65 

competencies in LGB affirmative therapy, counselors who work with this population group are 

more capable and equipped in providing mental health counseling services for the LGB 

community who face unique, complex issues including discrimination, rejection, harassment, and 

violence (Casey et al., 2019; HHS, 2020). 

With the growing size of the LGB community, there will be a continuing need among 

counselors, counselor educators, and other practitioners in the field of counseling to understand 

how to better address the mental health needs of the LGB population (HHS, 2020). Their 

experiences of members of the LBG community are unique, as they face unique complexities 

discrimination, rejection, harassment, violence, and further alienation (Casey et al., 2019; Kort, 

2018). With the knowledge of clinical mental health counseling faculty members’ perceived 

efforts to prepare their students to work with LGB clients, as well as the degree and quality of 

LGB Affirmative therapy training at CMHC and other Counseling programs, those in a position 

to work with the LBG community or develop counseling programs to address their needs will be 

better prepared and adequately equipped. There is lack of information regarding the adequacy of 

counseling training programs in preparing future counselors for competent work with the LGB 

population. There is also a lack of literature on the ways that LGB affirmative therapy counselors 

can further aid LGB clients, which results in insufficient knowledge available to counselors who 

work with this population (Corturillo et al., 2016). However, the current study yielded positive 

results in how well LGB affirmative counselor training is being done. 

Limitations 

Limitations refer to the external factors that restrict the scope of a given scope or may 

affect its resulting. findings (Bloomberg & Volpe, 2016). For this study, the researcher selected 

the participants of this study based solely on listed master’s counseling programs accredited by 
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the Council for Accreditation of Counseling and Related Educational Programs (CACREP). That 

is, the researcher focused on faculty members who were listed on the individual websites of each 

accredited counseling program. Thus, the findings cannot be generalized to all faculty members 

of all counseling programs. 

The researcher notes that a possible limitation to the study is that those that responded to 

the study may have had more positive views of the LGB population. It is a possibility that those 

with less affirmative views may have skipped over the call for participants leaving the study with 

a more affirming sample. 

Another possible limitation of the study is that due to the method of selection, more than 

one faculty member from the same university may have responded. This may or may not have 

implications on the sample. However, colleagues could have reported different perspectives from 

the same university. In the future, this could be remedied by only sending participant links to one 

faculty member from each university. 

Additionally, the sample size of this study is small, with a total of 50 participants. 

Although the factor analysis results indicated that a sample size of 50 is acceptable for this study, 

this small sample size is another limitation. It should be noted that the response rate of the study 

was roughly 12% and while this is low it is acceptable. However, the results of this study should 

be interpreted with caution for these reasons. 

Recommendations 

This quantitative research study explored 50 clinical mental health and other counseling 

faculty members’ perceived efforts to prepare their students to work with LGB clients and 

attempted to validate the ATI-F for use within the CMHC track. A factor analysis conducted to 

analyze the data and the resulting information will contribute to expanding the knowledge and 
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level of understanding through the goals theory and the LGB Affirmative therapy model. 

Counseling professionals and other mental health professionals working with the LGB client 

population are provided with more in-depth knowledge of the importance of promoting LGB 

affirmative therapy. Through this study, counseling faculty members, and other mental health 

professionals working with the LGB population are provided with increased empirical 

information about the importance of promoting more efforts to promote LGB affirmative training 

among tenured and non-tenured groups, as well as minority and non-minority groups. The results 

of the current study made important findings indicating that counselor educators, no matter their 

racial background or employment status, are faring well in terms of training future counselors in 

LGB affirmative counseling. 

The author also recommends based on speculation and interest that further research 

include studying the ways in which LGB affirmative training (for tenured and non-tenured 

groups; minority and non-minority groups) may be better developed to improve LGB affirmative 

therapy outcomes. This includes further exploring and identifying what specific skills are most 

needed by LGB affirmative therapists and counselors who work with LGB clients in order to 

improve the outcomes and effectiveness of LGB affirmative therapy sessions. 

The number of LGB members is increasing, calling out the need for more research on this 

area, focusing on ways to help clients deal with the issues specific to non-heterosexual clients 

(Craig et al., 2015; Kort, 2018). As such, further exploration into the specific skills, available 

programs, and needed training for LGB therapists, LGB counselor groups, and LGB clients 

could significantly benefit the LGB population group. This could serve as a means of broadening 

the current understanding of how LGB clients who seek help in mental health can be supported 

as they face unique challenges such as dealing with systemic oppression, as well as overcoming 
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challenges and biases which stem from religious or familial beliefs (Craig et al., 2015). 

The author also suggests further research be done to explore the possible differences in 

LGB affirmative training based upon geographical location and type of university. The writer 

speculates that there may be differences in how well LGB topics are being taught based upon 

certain geographical and institutional factors such as a faith-based college in theSouth and a large 

public institution in California. 

Another area for consideration for further research would be more research studies 

focusing on extending the use and relevance of the ATI-F for the LGB client group, as only one 

study has been found that focuses on LGB persons related to subscales of the ATI-F 

(McGeorgeet al., 2015). However, the study by McGeorge et al. (2015) focused on only the CFT 

faculty rather than CMHC faculty or other counseling programs. Expanding and providing more 

evidence for the validity of the ATI-F for the LGB population group could provide more 

empirical information and knowledge on the LGB community and programs to provide LGB 

affirmative training for those who work with the LGB population. 

Conclusion 

This quantitative study was developed to explore Clinical Mental Health and other 

counseling faculty members’ perceived efforts to prepare their students to work with LGB 

clients. Current literature on LGB affirmative counselor training within CMHC and other 

counseling programs is scarce, especially related to perceived efforts to promote LGB 

affirmative training among faculty members (McGeorge & Carlson, 2016; McGeorge et al., 

2013). In fact, there is extraordinarily little available in past research, and academic literature 

regarding this topic. The exploratory factor analysis did not find confirmation of the factors from 
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McGeorge and Carlson (2016) but the teaching and faculty categories were found to be similar. 

Differences were found with program and faulty subscales. 

The researcher gathered 50 clinical mental health and other counseling faculty members 

responses and analyzed for differences in perceived efforts to promote LGB affirmative training 

using factor analysis. The overall findings of this study showed that there are no significant 

differences in perceived efforts to promote LGB affirmative training between minority versus 

non-minority faculty, and that there are no significant differences in perceived efforts to promote 

LBG affirmative training between tenured versus non-tenured faculty. The quantitative findings 

from this study found that regardless of the minority status or tenure of clinical mental health and 

other counseling faculty members, there is reason to believe that LGB affirmative counselor 

training is being well-taught currently. 

As previously noted, this study provides only a preview of understanding the perceptions 

of clinical mental health and other counseling faculty members regarding efforts to prepare their 

students to work with LGB clients. There is much more to further investigate regarding how 

counselors who work with LGB clients can be better trained in the area of LGB affirmative 

counseling within CMHC and other counseling programs. Moving forward as this population of 

LGB community rises, it will be increasingly valuable for those in the mental health and 

counseling professions to be more aware of these perceptions regarding LGB affirmative 

counselor training and other counseling programs to help LGB counselors become better 

equipped in assisting the LGB client group and addressing their unique needs.
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APPENDIX A: 

ITEMS COMPRISING THE ATI-F SUBSCALES TEACHING SUBSCALE 

• In my clinical mental health courses, I specifically include content related to the 
experiences of lesbian, gay, and bisexual (LGB) individuals. 

 
• In my clinical mental health courses, I teach my students about the influence of 

heterosexual bias (i.e., the act of conceptualizing human experiences in heterosexual 
terms, thereby marginalizing LGB experiences and relationships) on the therapy process. 

 
• In my clinical mental health courses, I teach my students about the concept of 

heterosexism (i.e., a belief system supported by laws and societal customs that 
legitimizes heterosexuality as the only acceptable way of being which leads to unequal 
treatment of LGB individuals). 

 
• In my clinical mental health courses, I teach my students how to explore the negative 

influence that heterosexism (i.e., a belief system supported by laws and societal customs 
that legitimizes heterosexuality as the only acceptable way of being which leads to the 
unequal treatment of LGB individuals) may have on the lives of LGB clients.  

 
• In my clinical mental health courses, I teach my students about the concept of 

heterosexual privilege (i.e., the unearned advantages given to heterosexual individuals 
based solely on their sexual orientation).  

 
• I encourage my clinical mental health students to explore their own heterosexual biases, 

(i.e., the act of conceptualizing human experience in heterosexual terms, thereby 
marginalizing the experiences and relationships of LGB individuals).  

 
• I encourage my non-LGB clinical mental health students to explore their heterosexual 

privilege (i.e., the unearned advantages given to heterosexual individuals based solely on 
their sexual orientation) as part of their self-of-the-therapist work. 

 
• In my clinical mental health courses, I teach my students about models of LGB identity 

development.  
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• In my clinical mental health courses, I teach my students the skills necessary to support 

LGB clients in the coming out process. 

 
• In my clinical mental health courses, I teach my students to work with lesbian and gay 

individuals in an affirming manner.  

 
• In my clinical mental health courses, I teach my students about LGB affirmative therapy 

(i.e., an approach to therapy that embraces a positive view of LGB identity and 
relationships and that addresses the negative influences that homophobia and 
heterosexism have on the lives of LGB clients) through readings, lectures, supervision, 
etc. 

 
Program Subscale 
 

• My training program intentionally recruits LGB students. 

 
• Our program would be a safe place for an LGB student to come out. 

 
• The other faculty in my clinical mental health program take an affirmative (i.e., a positive 

view of LGB identity and relationships) stance toward LGB individuals and couples. 

 
• My clinical mental health program takes an affirmative (i.e., a positive view of LGB 

identity and relationships) stance toward LGB individuals and relationships.  

 
• My program has specific policies designed to create an LGB affirmative environment. 

 
• Overall, the clinical mental health program in which I teach provides students with 

information on LGB affirmative therapy (i.e., an approach to therapy that embraces a 
positive view of LGB identity and relationships and that addresses the negative 
influences that homophobia and heterosexism have on the lives of LGB clients) through 
readings, lectures, supervision, etc. 

 
Faculty Experience Subscale 
 

• I have supervised student research (e.g., thesis, dissertation) on topics specifically related 
to LGB individuals, couples, and/or families. 
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• I have sought out continuing education opportunities to further my knowledge of LGB 
affirmative therapy and training.  

 
• I have experience supervising students working with LGB clients.  

 
• I feel competent in my ability to train students to be affirmative in their clinical work 

with LGB clients.  
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APPENDIX B: 

S.O.C.C.S. – ASSESSMENT (VERSION 1) 

Instruction: Using the provided scale, rate the truth of each item as it applies to you. It is important to 
provide the most candid response, often your first one. LGB = Lesbian, Gay, and Bisexual.  

24. I have received adequate clinical training and supervision to counsel lesbian, gay, and bisexual 
(LGB) clients.  

Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
1. The lifestyle of a LGB client is unnatural or immoral. 

Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
2. I check up on my LGB counseling skills by monitoring my functioning/competency – via consultation, 

supervision, and continuing education.  
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

3. I have experience counseling gay male clients.  
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

4. LGB clients receive less preferred forms of counseling treatment than heterosexual clients. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

5. At this point in my professional development, I feel competent, skilled, and qualified to counsel LGB 
clients.  

Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

6. I have experience counseling lesbian or gay couples. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

7. I have experience counseling lesbian clients.  
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
8. I am aware some research indicates that LGB clients are more likely to be diagnosed with mental 

illnesses than are heterosexual clients.  
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
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9.  It's obvious that a same sex relationship between two men or two women is not as strong or as 
committed as one between a man and a woman. 

Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
10. I believe that being highly discreet about their sexual orientation is a trait that LGB clients should work 

towards. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
11. I have been to in-services, conference sessions, or workshops, which focused on LGB issues (in 

Counseling, Psychology, Mental Health).  
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
 

12. Heterosexist and prejudicial concepts have permeated the mental health professions. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

13. I feel competent to assess the mental health needs of a person who is LGB in a therapeutic setting. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
14. I believe that LGB couples don't need special rights (domestic partner benefits, or the right to marry) 

because that would undermine normal and traditional family values. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

15. There are different psychological/social issues impacting gay men versus lesbian women. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

16. It would be best if my clients viewed a heterosexual lifestyle as ideal. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

17. I have experience counseling bisexual (male or female) clients. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

18. I am aware of institutional barriers that may inhibit LGB people from using mental health services. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

19. I am aware that counselors frequently impose their values concerning sexuality upon LGB clients. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

20. I think that my clients should accept some degree of conformity to traditional sexual values. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
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21. Currently, I do not have the skills or training to do a case presentation or consultation if my client were 
LGB. 

Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
22. I believe that LGB clients will benefit most from counseling with a heterosexual counselor who 

endorses conventional values and norms. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

23. Being born a heterosexual person in this society carries with it certain advantages. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
24. I feel that sexual orientation differences between counselor and client may serve as an initial barrier to 

effective counseling of LGB individuals. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
 
 
 

25. I have done a counseling role-play as either the client or counselor involving a LGB issue. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
26. Personally, I think homosexuality is a mental disorder or a sin and can be treated through counseling or 

spiritual help. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

27. I believe that all LGB clients must be discreet about their sexual orientation around children. 
Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 

28. When it comes to homosexuality, I agree with the statement: ‘You should love the sinner but hate or 
condemn the sin’. 

Not at all True   Somewhat  True   Totally True 

1 2 3 4 5 6 7 
 
 
 
 

Thank you for completing the S.O.C.C.S.© 
Markus P. Bidell, Ph.D. 
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APPENDIX C:  
 

DEMOGRAPHIC QUESTIONNAIRE 
 
To which age group do you belong?  
 
With which racial and ethnic group(s) do you identify? Mark all that apply. 
 
How do you describe your gender identity? 
 
How do you describe your sexual identity? 
 
What is your employment status? 
 
How long have you been teaching clinical mental health counseling courses? 
 
Select the type of institution in which you are employed. 
 
Select the geographical location of the institution in which you are employed. 
 
Do you read professional literature on LGB topics? 
 
Do you attend pride rallies?  
 
Do you attend LGB workshops or LGB focused continuing education events? 
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APPENDIX D:   

IRB APPROVAL 

 


