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ABSTRACT 

 

Title of dissertation: UNDERSTANDING FACTORS ASSOCIATED WITH 

POSITIVE SOCIAL WORK PRACTICE WITH SEXUAL 

AND GENDER MINORITY CLIENTS: A COMPARISON 

OF CLIENT TYPE AND ASSESSMENT TOOLS 

 

Judith Leitch, Doctor of Philosophy, 2017 

 

Dissertation directed by: Professor Bethany R. Lee 

    School of Social Work 

 

Background. Research indicates that practice behaviors with gay and lesbian 

clients are determined by practitioners’ knowledge, skills, attitudes, self-efficacy, and 

beliefs.  It is currently unknown how these determinants relate to practice with other 

sexual and gender minority (SGM) clients such as bisexual and gender minority (GM) 

clients.  Additionally, measurement in this area is limited as the current standard measure 

of affirmative practice has been criticized for a lack of validity. 

Purpose. The current study has five goals: 1) To learn about how determinants of 

practice differ when working with SGM sub-groups, 2) To determine how affirmative 

practice behaviors differ between SGM subgroups, 3) To refine the current model of 

practice with SGM clients by differentiating between knowledge and skills, 4) To test the 

interaction between client type and practice determinant, and 5) To establish basic 

psychometric properties of the LGBT Competency Assessment Tool (LGBT-CAT), a new 

way to measure practice behavior with SGM clients. 

Method. A cross-sectional design was used to learn about participant’s practice 

via an online survey.  Participants included practicing social workers (N =357) 

completing a measures about their practices with either lesbian and gay male clients, 

bisexual clients, or GM clients. 

Results. Participants had more positive attitudes about lesbian and gay male 

clients than GM clients, and greater skills in working with lesbian and gay male clients 

than in working with either bisexual or GM clients.  Engagement in affirmative practice 

behaviors did not vary between client types.  Knowledge and skills appear to be different 

but related constructs in their relationship with clinical practice with SGM clients.  No 

interaction was found between practice determinant and client type in predicting practice 

behavior.  In a model of practice determinants with all SGM clients, both skills and self-

efficacy were significant predictors of positive practice behaviors.  The LGBT-CAT 

demonstrated good reliability and basic psychometric properties. 

Conclusion. Client type should be considered when educating and training 

practitioners to work with SGM clients.  Both knowledge and skills should be included in 

future practice models with SGM clients, and research should be done to improve 

measurement in this content area. 
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CHAPTER 1: INTRODUCTION 

 The goal of this dissertation is to learn more about clinical social work 

practice with sexual minority (SM) and gender minority (GM) individuals in an effort to 

better inform practice with these clients.  The following chapter defines key terms, gives  

research.  This chapter then describes the current state of knowledge of social 

work practice with SM and GM individuals, including a summary of the effects of social 

work practice types on these clients followed by a description of the relevance of this 

topic to social work.  This chapter is followed by a review of the literature in this area. 

Terminology 

Prior to a discussion of this work, it is essential to define key terms as they will be 

used in this dissertation.  This is important because many of the terms used do not have 

standardized definitions.  For the terms describing sexual and gender identity, the chosen 

definitions will stress the role of self-determination in identity.  The term “sexual 

minority” (SM) will be used to describe individuals who do not define themselves as 

heterosexual.  This term is broad and includes gay men, lesbians, bisexuals, and anyone 

else who does not identify as heterosexual.  The term “gays and lesbians” will be defined 

as only including gay men and lesbians.  The term “gender minority” (GM) will be used 

to describe an individual whose sex at birth and gender identity are or have been 

incongruous.  This includes individuals who are born a sex that is different than their 

gender identity (transgender), irrespective of whether the individual’s body currently 

matches their gender identity.  The broad term sexual and gender minority (SGM) will 

include any individual that would fall into the definition of SM and/or GM.  The term 
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cisgender will be used to describe an individual whose sex at birth and gender identity are 

the same.  The term “trans*” will be used as an umbrella term including individuals who 

self-identify as transgender or transsexual. 

The terms homophobia and transphobia will be used to describe individuals who 

have a negative attitude towards SM and GM individuals respectively.  Heterosexism will 

be used to describe both individual and systemic intolerance for SM individuals (Herek, 

1990); the analogue phrase to describe individual and systemic intolerance for GM 

individuals will be “transgender oppression” (Adams, Bell, & Griffin, 1997). 

The terms “practitioner”, “therapist”, and “clinician” will be used interchangeably 

to describe professionals who are engaging in therapeutic practices with clients; this may 

include psychologists, social workers, family and marriage therapists, and other 

professionals who are engaged in this work.  The work itself will be referred to as 

“practice”, “work”, or “therapy”.  The term sexual and gender minority therapy (SGMT) 

will be used as an overarching term to discuss positive therapeutic practices with SGM 

individuals.  Although a variety of terms exist for these practices, there is disagreement 

about what to call these sets of practices.  Terms such as Gay Affirmative Practice have 

been criticized for their lack of inclusion of lesbians, bisexuals, and other sexual and 

gender minority groups in their title (Simon & Whitfield, 2005).  These terms are also 

criticized for their use of the term affirmative, which could imply that the client is in need 

of affirmation from the therapist (Butler, 2009).  These criticisms may stem from an 

ideological disagreement about the nature of SGMT and whether it should be focused on 

cultural competence or cultural humility, concepts will be defined in more detail in 

context.  For the reader’s ease, however, SGMT will be used as an overarching term to 
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describe all practices with positive intentions for SM and GM clients, irrespective of the 

ideology.  This is in line with the Malyon, who originated the term SGMT as a 

framework to be applied to a variety of therapeutic practices (1982). 

Background and Significance 

Research has consistently shown that people who identify as SGM experience 

higher incidence and prevalence of behavioral health diagnoses than the general 

population.  These individuals are disproportionately likely to have been diagnosed with 

mood disorders, such as depression and anxiety, panic disorders, phobias, and eating 

disorders (Cochran & Mays, 2000; Cochran, Mays, & Sullivan, 2003; D'augelli & 

Hershberger, 1993; Feldman & Meyer, 2007; Jorm, Christensen, Henderson, Jacomb, 

Korten, & Rodgers, 2000).  They are also more likely to have substance use disorders, 

ranging from alcohol and cigarettes use to street drugs such as methamphetamines (Meth, 

Chalmers, Bassin, & Johnson, 2001).  Overall estimates suggest that lifetime rates of 

mood disorders and substance abuse in SM and GM individuals are as much as two and a 

half times that of the heterosexuals (Cochran at al., 2003).  The rates of behavioral health 

problems of these populations are likely a key reason for the high suicide rates within this 

community (Cochran & Mays, 2000; Safren & Heimberg, 1999).  Data across 25 studies 

show that SM and GM individuals are four times more likely to have attempted suicide 

than heterosexuals, with lifetime prevalence of approximately 30%.  Within a given year, 

these individuals are almost twice as likely as the general population to have attempted 

suicide (King, Semlyen, Tai, Killaspy, Osborn, Popelyuk, & Nazareth, 2008). 

Behavioral health diagnoses in the SM community. Behavioral health 

diagnoses within the SM community vary between the subgroups of this community, 
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including gay men, lesbians, and bisexuals (Dworkin, 2000; Fukuyama & Ferguson, 

2000).  Research on SM individuals typically divides the SM community by sex.  As a 

group, gay and bisexual men have disproportionately high lifetime diagnosis rates of 

major depression and anxiety (SAMHSA, 2009), and over twice the amount of suicidal 

ideation in comparison to heterosexual men (Cochran & Mays, 2000).   Almost 50% of 

gay men use tobacco, which is significantly higher than use by heterosexual men 

(Substance Abuse and Mental Health Services Administration, 2009), and the use of 

street drugs, such as methamphetamine, has been described as “integral to the sexual 

activities of a certain segment of gay men” (SAMHSA, 2009; pg 3). 

Lesbians and bisexual women are especially susceptible to mood disorders 

diagnoses, with higher levels of generalized anxiety disorder than heterosexual women 

and a 33% yearly prevalence of depression (Cochran et al., 2003; Meyer, 2003).  This 

sub-community also has an increased risk of suicide, which rises to 340% higher and 

400% higher than the general population for bisexual and lesbian youth respectively 

(King et al., 2008; Marshal et al., 2008).  Lesbians and bisexual women are also more 

likely than the population to have symptoms of co-occurring disorders such as drug and 

alcohol abuse or dependence (Cochran et al., 2003; SAMHSA, 2009). 

Behavioral health diagnoses in the GM community. Behavioral health research 

tends to combine the GM community with the SM community, meaning that many 

statistics about the GM community describe the SGM community as a whole rather than 

the GM community separately (Carroll & Gilroy, 2002; Carroll, Gilroy, & Ryan, 2002; 

Fassinger & Arseneau, 2000; Gainor, 2000; Israel, 2005).  Researchers also often 

generalize information from the SM community to the GM community when actual 
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information about the GM community is unknown (Carroll & Gilroy, 2002; Carroll et al., 

2002; Gainor, 2000; Israel, 2005).  Although this creates a greater sample size from 

which to make inferences, it also makes it difficult to differentiate the behavioral health 

needs, and thus appropriate interventions, between the SM and GM communities.  Of 

what is known specifically about the GM community, incidence and prevalence of 

behavioral health diagnoses appear to be higher for GM individuals than SM individuals 

(Carroll & Gilroy, 2002; Carroll, Gilroy, & Ryan, 2002; Gainor, 2000; Israel, 2005).  For 

example, more than half of all male-to-female and female-to-male trans* people have 

been diagnosed with depression or have attempted suicide (Clements-Nolle, Marx, 

Guzman, & Katz, 2001).  The prevalence of depression and suicide attempts in the GM 

community is substantially higher than the prevalence in both the general population and 

in the SM community.  Thus, although little is known about behavioral health issues 

specific to the GM community, it is likely that they have similar or higher prevalence and 

severity than the general population.  

Practicing Social Work with SM and GM Clients 

A primary way SGM individuals address their behavioral health needs is through 

services from counseling professionals.  Members of the SGM communities use 

counseling professionals at higher rates than the general population (Bell & Weinberg, 

1978; Bieschke, McClanahan, Tozer, Grzegorek, & Park, 2000; Cochran & Mays, 2000; 

Cochran et al., 2003; Cochran, Sullivan, & Mays, 2003; Liddle, 1996; Liddle, 1997; 

Matthews & Hughes, 2001) and are likely to engage in therapy as a behavioral health 

intervention (Bradford, Ryan, & Rothblum, 1994; Jones & Gabriel, 1999).  Although 

each of these professionals may be referred to using the umbrella terms “therapist” or 
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“clinician”, these terms include a variety of professions, such as psychologists, 

psychiatrists, social workers, marriage and family therapists, and licensed clinical 

professional counselors (Bieschke, McClanahan, Tozer, Grzegorek, & Park, 2000; 

Cochran & Mays, 2000; Cochran et al., 2001; Jones & Gabriel, 1999; Liddle, 1997; 

Matthews & Hughes, 2001). 

Social work practice guidelines. Practice guidelines vary by profession, and each 

counseling profession has different practice recommendations for working with SM and 

GM clients.  Thus, it is important to understand what current social work practice 

guidelines are for SM and GM clients.  The way these guidelines have come about has 

led to differences in practice recommendations in working with SM individuals compared 

to GM individuals.  Exploring the ways that social work practice guidelines have evolved 

makes the reasons for the differences more clear.  This section provides an overview of 

social work practice with SM and GM clients, beginning with a summary of the 

development of practice standards from the Diagnostic and Statistical Manual of Mental 

Disorders (DSM) and the National Association of Social Workers (NASW).  This section 

then discusses positive and negative social work practices and their effects on SM and 

GM clients.  The purpose of this section is understand social work guidelines with SM 

and GM clients and to describe the importance of specific practices with these clients. 

The DSM has an impact on the behavior of social workers towards their SM and 

GM clients because it categorizes whether or not something is a mental illness.  At times, 

both SM and GM identities have been categorized as mental illnesses by the 

DSM.  However, SM and GM identities do not have the same history in the DSM.  The 

SM identity was originally conceived of as a “sociopathic personality disturbance” (APA, 
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1952; Bayer, 1987; Conger, 1975) then changed to a non-psychotic mental disorder (APA, 

1968; Hooker, 1957).  This evolved into the term “ego-dystonic homosexuality”, which 

redefined SM identity as a mental illness only when it caused a client clinically 

significant distress (APA, 1973, 1987; Bayer, 1987; Krajeski 1996).  This diagnosis was 

removed from the DSM III-R revision in 1987 (Krajeski, 1996) and the current version of 

the DSM reflects that the SM identity is not considered a mental illness (APA, 

2014).  The GM identity has a similar history in the DSM, with several key 

differences.  The first difference is that GM identity was not recognized at all until the 

DSM-III in 1980 (APA, 1980).  Like the SM identity, the GM identity has been updated 

to be considered a mental illness only when self-identification causes clinically 

significant distress (APA, 2014); this change occurred 27 years after the SM identity 

changed in this same way.  The GM identity remains classified as a pathology if it causes 

clinically significant distress, unlike the SM identity.  It has been suggested that future 

editions of the DSM may no longer classify GM identity as a mental illness (Drescher, 

2010).  However, the current differences in classification as well as the different timelines 

of their classifications between the SM and GM identity have likely filtered into social 

work practice. 

Just as the DSM has an impact on social work behavior through its classification 

system, the NASW, social work’s governing body, has an impact on social work behavior 

through its practice recommendations.  The NASW has issued and updates two position 

papers providing overarching guidance for working with SM and GM clients: the NASW 

Policy Statement on Lesbian, Gay, and Bisexual (LGB) Issues (2014) and the NASW 

Policy Statement on Transgender and Gender Identity Issues (2008), respectively.  While 
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these policy statements are not prescriptive in terms of specific practices, they do 

describe the importance of supportive work with SGM clients. 

The “Standards for Cultural Competence in Social Work Practice” has the 

NASW’s current practice recommendations for working with SM and GM clients 

(NASW, 2001).  This guide is directly based on the social work code of values and ethics, 

although this code has been updated in 2008 whereas the “Standards for Cultural 

Competence in Social Work Practice” was last updated in 2001.  This document was 

designed to offer broad practice recommendations focused on any type of diversity a 

social worker may encounter in practice rather than prescribing specific practices for 

specific minority groups.  The recommendations in this guide briefly discuss application 

to SM clients, however GM clients are not discussed.  This difference may be a reflection 

of the differences between the evolving classification of SM and GM identities in the 

DSM.  Additionally, the latest revision date of this guide is 2001, directly follows the 

release of the DSM-IV-TR (2000).  Thus, the guide may not be reflective of the latest 

edition of the DSM, DSM 5 (2013). 

This practice guide was made based on recommendations from the NASW’s 

National Committee on Lesbian, Gay, Bisexual, and Transgender Issues.  This committee 

has expanded over the years from The Task Force on Gay Issues, in 1976, with lesbian, 

bisexual, and transgender added after the committee’s inception (in 1982, 1996, and 2005 

respectively).  Because this committee makes practice recommendations for the NASW, 

the expansion of this committee's scope suggests how the perceived need to make 

recommendations on more sub-groups of the SM community as well as the GM 

community has expanded over time.  The standards, because they are based in part on the 
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DSM diagnoses, reflect not their publication date of 2001 but the publication date of the 

edition of the DSM-IV-TR, which was 2000.  Their 2001 update also means that the 

associated task force included lesbian, bisexual, and gay issues but not transgender issues. 

The NASW has endorsed a more recent guide on this work which includes work 

with children and youth who are lesbian, gay, bisexual, transgender, questioning, intersex, 

and/or two-spirit (LGBTQI2-S) and their families, A Guide for Understanding, 

Supporting, and Affirming LGBTQI2-S Children, Youth, and Families (Poirier, Fisher, 

Hunt, & Bearse, 2014).  Although this SAMHSA publication is not geared toward 

professionals, it does define and describe a broad range of SGM identities for youth. 

Negative and positive practice with SM and GM Clients 

Both the DSM and the NASW guide social work practices with SM and GM 

clients.  How the DSM defines SM and GM identities as well as practice 

recommendations of these bodies impact how social workers practice with SM and GM 

clients.  The importance of both the DSM and the NASW influence profession-wide 

social work practices, values, and norms of social workers.  In addition to these 

guidelines, there is a small but substantive body of work on the effects of social work 

practice with SM and GM clients.  Research shows that social work practices with SGM 

clients may result in beneficial (positive) or harmful (negative) outcomes for the client 

(Eubanks-Carter, Burckell, & Goldfried,, 2005; Jones & Gabriel, 1999; Haldeman, 1994; 

Hayes & Gelso, 1993; Herek, 1996; Kelley, 2014; Pachankis & Goldfried, 2013; Shidlo 

& Schroeder, 2002).  A review of these practices and their effects follows. 

Negative social work practices with SGM clients.  Because both SM and GM 

identities have historically been categorized as mental illnesses, social work practices 
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with these groups once focused on changing these clients’ identities to heteronormative 

and cisgender identities.  These therapies, known as conversion therapies, are one of 

several clinical practices with negative outcomes that come from a mental illness-focused 

perspective (Garnets et al., 1991).  Pathologizing the SM or GM identity of the client 

(Bartlett, King, & Phillips, 2001; Berkman & Zinberg, 1997; Garnets et al., 1991; Hayes 

& Gelso, 1993; Murphy, 1992), showing signs of internalized homophobia (Herek, 1996), 

or heteronormative assumptions of the therapist (Eubanks-Carter et al., 2005) are 

negative practices with detrimental effects for SGM clients.  Other practices that have 

negative effects on these clients include overgeneralization or minimization of the 

minority experience (Bernstein, 2000; Bartlett, King, & Phillips, 2001; Garnets et al., 

1991; Hayes & Gelso, 1993; Garnets et al., 1991), or lack of knowledge about the 

minority identity on the part of the therapist (Bartlett et al., 2001; Garnets et al., 1991; 

Hayes & Gelso, 1993).  Therapists who identify as SM or GM are also susceptible to 

negative practices such as within-community bias or overgeneralization of their own 

experiences (Garnets et al., 1991; Herek 2002; Pachankis & Goldfried, 2013).  Some 

studies suggest that therapists who adapt a “democratic working model” (Mohr, 2002) or 

“color blindness” (Eubanks-Carter et al., 2005) in an attempt to treat SM and GM clients 

the way they would treat hetero and gender normative clients can lead to poor client 

outcomes.  Looking at harmful practices at the systemic level, a lack of staff training and 

education (Biaggion, Roades, Staffelbach, Cardinali, & Duffy, 2000), poor interagency 

service coordination (Israel, Walther, Gortcheva, & Perry, 2011), insufficient SM and GM 

representation within staff of a system (Israel et al., 2011), or a lack of standards about 
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how to work with SGM clients (Butler, 2009; Lucksted, 2004) can all negatively impact 

SGM client care. 

Effects of these negative practices include client distress, shame, self-blame, 

(Shidlo & Schroeder, 2002), client pathologizing SGM identities (Haldeman, 1994; Israel, 

Gorcheva, Burnes, & Walther 2008), and a poor client quality of life (Israel et al., 

2008).  An SGM client may view a therapist engaging in these practices as unhelpful 

(Garnets et al., 1991) or poorly informed (Bernstein, 2000).  The resulting therapist/client 

relationship is seen as negative (Israel et al., 2008) and is frequently terminated as early 

as a single session (Dobinson, MacDonnell, Hampson, Clipsham, & Chow, 2005; Israel 

et al., 2008).   

Positive social work practices with SGM clients. With greater acceptance of 

SM and GM identities reflected in the DSM and by the NASW in the past 30 years, the 

shift of clinical practice has been from conversion therapy to more identity-affirming 

practice (Goldfried, 2001; NASW, 2015).  There are several theoretical frameworks used 

to support these positive practices with SGM clients, including cultural competence, 

cultural humility, and intersectionality.  In cultural competence, a practitioner focuses on 

knowledge, skills, attitudes, and beliefs as they relate to the individual’s cultural identity 

(Sue et al., 1982).  In cultural humility, a practitioner engages in ongoing self-

development and self-critique regarding their own power and the dynamics this creates 

with their clients (Tervalon & Murray-Garcia, 1998).  In intersectionality, a practitioner 

acknowledges the ways a client’s multiple social identities such as race, class, gender, 

and sexual orientation are affected by systems of power (Collins, 2000). 
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Positive practices with SGM clients are often informed by one or more of these 

ideologies.  For example, Gay Affirmative Practice (GAP; Crisp, 2006) and Lesbian, Gay, 

and Bisexual (LGB) Therapy (Langdridge, 2007) are both related to cultural competence 

in that they are specific guidelines for practitioners.  These practices focus on instructing 

therapists who are not familiar with SM or GM clients (Kort, 2008; Whitman & Boyd, 

2003) or when clinicians need quantifiable outcomes, like in treatment planning 

(Evosevich, & Avriette, 2000).  These practice models may integrate guidelines into 

existing therapeutic modalities.  For example, Malyon applied SGMT to Wolman’s four 

phases of psychotherapy (Malyon, 1982; Wolman, 1975).  Positive practices with SGM 

clients have also been described within developmental models like the life span model 

(APA, 2012) or the identity stage model (Borhek, 1983).  Some authors espousing 

positive practices with SGM clients do not relate their recommendations to a specific 

school of thought or ideology but instead provide a list of things for a practitioner to 

do.  Prominent practice guidelines following this model have been created by Appleby 

and Anastas (1998), Clark (1997), and Davies (1996).  For example, Appleby and Anastas 

include six specific principles, beginning with “Do not assume that a client is 

heterosexual” (p. 402, 1998).  Specific guidelines may also be topic-specific, such as 

Roberts’ (2005) list of six guidelines for addressing sexual identity and gender disclosure 

of the therapist and Morrow’s (2000) guidelines for talking with clients about coming out 

to family members .  When SGM practices are well-defined it is beneficial to clinicians 

because less overall knowledge is required for working with these clients.  However, 

specific guidelines can be overly broad and make it difficult to address the diversity 

between different clients’ experiences of their SGM identity. 
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Even when practitioners are not basing their practices on specific guidelines, 

research shows that there are a number of things practitioners can do that have positive 

impacts on SGM clients.  Practitioners are seen as helpful when they are knowledgeable 

about their SGM clients and resources (Garnets et al., 1991; Liddle 1999) or have SGM-

specific professional training (Liddle, 1999).  SGM clients also benefit when the therapist 

acknowledges issues unique to these identities (Eubanks-Carter et al., 2005), such as 

discrimination as well as homophobia and transphobia (Garnets et al., 1991).  These are 

positive practices that stem from the ideologies of cultural humility and intersectionality.  

Even in cases in which sexual or gender identity is not the presenting problem, clients 

prefer styles of therapy that are affirmative of their SGM identify (Israel et al., 2008; 

Pachankis & Goldfried, 2013); this requires therapist to balance identity-affirmation with 

not making this identity the focus of therapy (Israel et al., 2008).  The therapist should 

also be aware that SGM identity is likely to impact the presenting problem and should be 

taken into account in the therapeutic process (Butler, 2009; Garnets et al., 1991; Israel et 

al., 2008; Lebolt, 1999; Pachankis & Goldfried, 2013).  Ultimately the most helpful 

therapeutic practices with SGM clients are those that are indicative of a good relationship 

between client therapist.  Characteristics of these relationships include collaboration 

(Kelley, 2014), respect (Hersoug, Hoglend, Monsen, & Havik, 2001), and trust (Israel et 

al., 2008).  In these relationships, therapists are seen as caring, skillful, genuine (Horvath 

& Symonds, 1991; Kelley, 2014; Martin, Garske, & Davis, 2000), appropriate, 

nonjudgmental, and affirming (Israel et al., 2008). 
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Relevance to Social Work 

Behavioral health professionals, like social workers, are used by SGM at higher 

rates than the general population (Bell & Weinberg, 1978; Bieschke et al., 2000; Cochran 

& Mays, 2000; Cochran et al., 2003; Liddle, 1996; Liddle, 1997; Matthews & Hughes, 

2001).  There are a variety of therapeutic roles that a behavioral health professional may 

work with an SGM identified client, such as community health counselor, addictions 

counselor, caseworker, hospital social worker, school social worker, military social 

worker, or private practice social worker (Israel et al., 2011). 

Social workers are uniquely positioned to assist SGM clients in many of these 

roles.  This is, in part, due to some of the causes of the behavioral health needs of the 

SGM communities.  These causes range from those at the individual level, such as life 

cycle problems, to those at a societal level, such as stigma, rejection, and access to 

resources.  Individual-level problems may include the coming-out process and the results 

(McHenry & Johnson, 1993; Pachankis & Goldfried, 2013; Savin-Williams, D'Augelli, & 

Patterson 1995), parenthood, (King, 2002), and issues related to intimate relationships 

(Butler, 2009; Kurdek, 1994; Pachankis & Goldfried, 2013).  Problems related to the 

social environment include societal rejection and stigma, discrimination, and harassment 

(Eubanks-Carter et al., 2005; Kessler, Mickelson, & Williams, 1999) and legally 

sanctioned discrimination (Hancock, 2014; Safren, 2005).  Societal problems can also 

include a lack of access to resources targeting the SGM communities (Solarz, 1999), 

which is exacerbated by the disproportionately high rates of HIV/AIDS in the 

communities (Garnets et al., 1991) and the lack of stable housing and economic security 

(Solarz, 1999). 
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Unlike other counseling-focused professionals, such as psychologists and 

Licensed Professional Counselors (LPCs), social workers are taught to use a person-in-

environment model.  This model considers a person in terms of their individual 

experience as well as taking into account family, community, and society 

(Bronfenbrenner 1979; Yan, 2008).  In addition to this perspective, social workers 

subscribe to a code of values and ethics that commits them to work towards social justice 

and culturally competent practice (Yan, 2008).  This commitment is reflected in the 

NASW Policy Statement on Lesbian, Gay, and Bisexual (LGB) Issues (2014) and the 

NASW Policy Statement on Transgender and Gender Identity Issues (2008), both of 

which charge social workers with developing practice skills with SGM clients. 

Purpose 

The purpose of this dissertation is to learn more about clinical social work 

practice behavior with SM and GM clients.  Specifically, this dissertation will look at 

clinical social worker behavior towards these clients and how psychological and 

environmental variables impact this behavior.  There are several important gaps in the 

literature to be addressed in this work.  Research shows that factors such as the social 

worker’s attitudes, beliefs, self-efficacy, abilities, and knowledge are the basis for social 

worker’s behavior towards these clients (Alessi Dillon, & Kim 2015; Bartlett, King, & 

Phillips, 2001; Berkman & Zinberg, 1997; Eubanks-Carter et al., 2005; Garnets et al., 

1991; Hancock, 2014; Hayes & Gelso, 1993; Murphy, 1992).  However, this research 

often combines social workers with other behavioral health professions, such as 

psychiatrists, marriage and family therapists, and licensed clinical professional 

counselors (Bieschke, McClanahan, Tozer, Grzegorek, & Park, 2000; Cochran et al., 
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2001; Jones & Gabriel, 1999; Liddle, 1997; Matthews & Hughes, 2001).  By looking 

only at social workers, this research will better understand the unique ways that social 

workers interact with SGM clients. 

Research also tends to treat clinical social work with SM and GM subgroups as a 

single group (Carroll & Gilroy, 2002; Carroll, Gilroy, & Ryan, 2002; Fassinger & 

Arseneau, 2000; Gainor, 2000; Israel, 2005).  This research seeks to subdivide clinical 

work with the SGM community into three subgroups: gays/lesbians, bisexuals, GM 

individuals.  Dividing this work into these subgroups will increase our understanding of 

how clinical social workers work with each subgroup as opposed to the SGM community 

as a whole. 

Finally, this research will compare two scales intended to measure practice 

behavior with SGM individuals: the GAP scale (Crisp, 2006) and the Lesbian, Gay, 

Bisexual, and Transgender Competency Assessment Tool (LGBT-CAT; Messinger, 2014; 

Messinger & Woodford, 2012).  These scales will be discussed in more detail in the 

proposal methodology.  There are several key differences between the scales to highlight 

here.  The GAP is a Likert-style scale and is self-reported.  In comparison, the CAT is 

measured through open-ended questions that are then evaluated by a trained rater rather 

than self-reported.  In comparison, the CAT is measured through open-ended questions 

that are then evaluated by a trained rater rather than self-reported.  Although the CAT has 

been tested in social workers, it has never been published and, as such, reliability and 

validity of the CAT are unknown.  Learning more about each of these measures and how 

they relate to one another will improve our understanding both of the measures 
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themselves and the factors that underlie social worker behavior towards SM and GM 

clients. 

This dissertation is divided into three papers that serve to complete the 

dissertation requirements.  The first paper is titled “A Comparison of Affirmative Practice 

and Practice Determinants With Lesbian and Gay, Bisexual, and Gender Minority 

Clients”.  The focus of this paper is to learn ab about how SGMT behavior and 

determinants of SGMT differ between practice with lesbian and gay clients compared 

with practice with bisexual clients compared with practice with GM clients.  The second 

paper is titled “How Do Determinants of Affirmative Clinical Practice Vary Between 

Lesbian and Gay, Bisexual, and Gender Minority Clients?”.  This paper tests the 

interaction between client type and practice determinant in an overarching model of 

SGMT.  The final paper is titled “The Psychometric Properties of the Competency 

Assessment Tool for Lesbian, Gay, Bisexual, and Transgender Clients”.  The purpose of 

this paper is to establish basic psychometric properties of the LGBT Competency 

Assessment Tool (LGBT-CAT), a new way to measure practice behavior with SGM 

clients. 
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CHAPTER 2: LITERATURE REVIEW 

The description of clinical practice with SGM clients in the introduction chapter 

shows that work with these clients can be helpful or harmful and can have positive or 

negative effects on the client’s lives.  Because of this, it is important to understand what 

factors influence clinical practices with SGM clients.  This chapter synthesizes research 

on the behavioral effects of practitioner attitudes, beliefs, norms, self-efficacy, knowledge 

and skills, and the environment as they relate to work with SGM clients; this is followed 

by a summary of how these factors vary based on client type (gay male, lesbian, bisexual, 

or GM).  This chapter ends with a discussion of limitations of current research and the 

research objectives for the current study.  The following chapter is the proposal for a 

method to address these research questions. 

Factors Affecting Clinical Practice with SGM Clients 

Attitudes. Therapists’ attitudes can be defined as their individual likes, dislikes, 

and indifferences (Alessi et al., 2015; Lent, Brown, & Hackett, 1994).  Research shows 

that over one quarter of SM clients are concerned about their therapists’ attitude and its 

impact on treatment (Iniewicz & Grabski, 2015); this concern is validated by numerous 

studies relating practitioner’s attitudes with their behavior toward SGM clients (Alessi et 

al. 2015; Bowers, Plummer, & Minnichiello, 2005; Jordan & Deluty, 1995; King et al., 

2008; Matarese 2013; Perez, 2007).  Early research on behavioral health practitioners 

showed than many providers had homophobic attitudes about gay men and lesbians 

(DeCrescenzo & McGill, 1978; Graham, Rawlings, Halpern, & Hermes, 1984; Rudolph, 

1988; Wisniewski & Toomey, 1987).  Negative attitudes can increase the use of harmful 

practices with these clients (Ben-Ari, 2001; Bowers, Plummer, & Minnichiello, 2005; 
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Crisp, 2006; Hayes & Erkis, 2000; Matarese, 2013).  This is demonstrated in a study of 

psychologists, in which those with negative attitudes towards gay male and lesbian 

clients were more likely to engage in conversion therapy with these clients (Jordan & 

Deluty, 1995).  Attitude also has important relationships with other determinants of 

practitioner behavior, for example, research on norms shows that greater contact with SM 

individuals predicts less homonegativity in practitioners (Mullins, 2015; O’Hare, 

Williams, & Ezoviski, 1996).  More recent research has shown that therapists who have 

homophobic attitudes treat SM clients with less empathy and flexibility (Hayes & Erkis, 

2000) and are seen as less helpful by the client (King, Semlyen, Killaspy, Nazareth, & 

Osborn, 2007).  Even when it is not the intent, research indicates that practitioner’s 

negative attitudes, unconscious biases, and microaggressions can affect their behavior 

towards lesbian and gay male clients (Bowers et al., 2005; Sue et al., 2007).  One study of 

juvenile justice workers showed that workers with less negative attitudes about SGM 

youth were found to have more protective and supportive behavior towards these youth 

(Matarese, 2013).  This connection, though important, was found in a very specific 

context and thus may not be generalizable.  This study also used the Modern 

Homonegativity Scale (MHS; Morrison & Morrison, 2002) to measure homonegativity 

about gay men and lesbians.  This scale measures the presence of negative attitudes; 

however, research suggests that the absence of negative attitudes does not mean the 

presence of positive attitudes (Jones, 2000).  Thus, although recent studies indicate that 

attitudes towards gay men and lesbian have become less negative and more accepting 

over time (Crisp, 2006; Payne & Smith, 2011), this may not lead to more engagement in 

SGMT. 
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Though a large portion of the research on practitioner attitudes about SGM clients 

focuses on the detrimental effects of negative attitudes, research shows that positive 

attitudes about these clients can increase a practitioner’s use of SGMT (Alessi et al. 2015; 

Bowers et al., 2005; Perez, 2007), and that clients who think that their therapist has a 

positive attitude about SGM individuals find this benefits the therapeutic process 

(McCann & Sharek, 2014).  A recent, large scale study exploring factors that predict 

therapists’ use of SGMT showed that attitudes had both direct and indirect effects on 

practitioners.  More positive attitudes about lesbian and gay clients predicted greater 

engagement in SGMT, greater SGMT self-efficacy, and more positive beliefs about the 

use of SGMT (Alessi et al., 2015).  This research has three drawbacks that decrease its 

generalizability to SGMT by clinical social workers.  First, the sample is a combination 

of practitioner types, including psychologists, marriage and family therapists, and social 

workers.  Second, this research, much like many of the studies previously described, 

looks only at attitudes towards gay male and lesbian clients.  It is currently unknown to 

what extent this relationship is similar for attitudes about and behavior towards bisexual 

and GM clients.  Finally, this study used the Lesbian, Gay, and Bisexual Knowledge and 

Attitudes Scale for Heterosexuals (LGB-KASH; Worthington, Dillon, & Becker-Schutte, 

2005) to measure knowledge and attitudes.  This scale is intended for use only by 

heterosexuals; results of SM people using this scale are significantly different than 

heterosexual people.  By using this scale, this study was limited to measuring these 

constructs in heterosexual-identified participants.   

In studying the connection between practitioner attitudes and SGMT, researchers 

have not only looked at active practitioners but also at anticipated practice behavior in 
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counseling students.  A study of anticipated practice behaviors by social work students 

showed that positive attitudes predicted more accepting behaviors towards both gay male 

and lesbian clients (Black, 1999).  This research suggests that the connection between 

attitudes and practice behaviors begins prior to engagement in practice.  For counseling 

students, practice setting has also been shown to relate to attitudes.  One study of these 

students used the Sexual Orientation Counselor Competency Scale (SOCCS; Bidell, 

2005) to compare attitudes in students across settings.  This scale includes subscales for 

knowledge, skills, and attitudes and typically looks at these towards gay men and lesbians, 

though a bisexual-focused version of the SOCCS has since been created.  In this study, 

attitudes varied by setting, with students working as community counselors having more 

positive attitudes than students working as high school counselors.  Another study of 

future behavioral health practitioners showed that undergraduate social work students had 

less positive attitudes about gay men and lesbians than psychology students (Swank & 

Raiz, 2010).  This contradicts earlier findings that showed that social work students had 

similar attitudes towards gay men and lesbians as other college students (Chonody, 

Siebert, & Rutledge, 2009).  Given the special importance social work gives to social 

justice, it is surprising that social work students would have either less positive or the 

same attitudes as other undergraduates.  This and the previous study also underlie the 

importance of profession and professional setting in determining attitudes, and thus the 

importance of separating disciplines when considering attitudes as they relate to SGMT. 

Knowledge and skills. Practitioners’ engagement in SGMT is not only related to 

their attitudes about SGM clients but also their knowledge and skills about these clients 

and SGMT.  Knowledge in this area includes information about SM and GM individuals, 
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their communities, and the practice of SGMT.  Skills refers to the application of this 

knowledge.  SM and GM-specific knowledge is an important part of SGMT (Collazo, 

Austin, & Craig, 2013) and may be the result of both formal and informal learning 

(Alderson, Orzeck and McEwen, 2009; Eliason and Hughes 2004; Logie, Bogo, & Katz, 

2015; Matarese, 2013; Porter and Krinsky, 2014; Ryan, Bradford, and Honnold, 1999).  

For example, one study of social work students’ practice with SM clients found that 

students drew on both their knowledge from their social work education and their 

knowledge from personal experiences when engaging with SM clients (Logie et al., 

2015).  One might assume a similar result for practitioners working with GM clients, 

though this has not yet been studied. 

Research consistently shows a link between knowledge, skills, and practice.  For 

example, practitioners with higher levels of knowledge about SM individuals had more 

diverse definitions and nuanced meanings about the significance of a client’s SGM 

identity (Ryan et al., 1999).  Both of these factors increased the use of SGMT.  Training 

has been shown to have a direct relationship with self-reports of competency with SM 

clients, as one study of couple and family therapy students shows (Rock, Carlson, & 

McGeorge, 2009).  Participants in this study who had more SM-affirmative training had 

greater levels of SGMT.  In this case, it is not clear if the training had an effect on 

knowledge, skill, or both, suggesting the importance of measuring both when looking at 

effects on behavior.  This finding is similar to Lent and colleagues, who showed that 

affirmative attitudes and participation in SM-specific trainings impacted increased SGMT 

positive attitudes, efficacy, and behavior (1994).  Again, this study does not separate 

whether the training impacted participants’ knowledge, skills, or both.  It may be helpful 
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in future research to look at both knowledge and skills in order to differentiate their 

effects. 

Research on knowledge and skills shows that these have a direct effect on 

practitioner behavior with SGM clients, as well as affecting variables that impact 

behavior, such as practice confidence and attitudes.  A qualitative study exploring themes 

in social work students’ practice with working with SM clients found that a lack of 

knowledge and skills were central to the students’ perceptions of their ability to help 

clients (Logie et al., 2015).  In their narratives, students related their fears about 

successfully engaging in SGMT with their skills in working with SM clients.  This study 

is of particular interest because the students had specific knowledge about how to work 

with these clients but were unable to apply it in the moment, emphasizing the difference 

between SGMT knowledge and skills.  Additionally, this study only looked at work with 

SM clients, although it is possible these findings are generalizable to all SGM clients.  

Other research on skills-focused trainings for older SGM clients showed that the training 

increased practitioner knowledge, positive attitudes, and engagement in SGMT (Porter & 

Krinsky, 2014).  Although this study does not indicate how much of the sample was 

social workers, roles of the sample participants are those frequently performed by social 

workers (e.g. direct care workers).  Of note is that over one-third of the participants in the 

study had previous training in this area, yet these participants had positive changes 

similar to the participants who had not had previous training.  This suggests that how 

recently a training was given may be important, or that participants had not reached an 

upper limit on the effects of participating in trainings. 
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Research on the relationship between knowledge and attitudes about SGM clients 

has shown that more knowledge is related to positive attitudes (Alessi et al., 2015; Lent et 

al., 1994) whereas less knowledge is related to greater homonegativity (Alderson et al., 

2009; Eliason & Hughes 2004).  For example, one early study showed that SM tolerance 

increased after a brief workshop focused on these clients (Rudolph, 1988).  This effect is 

corroborated by more recent research showing that a course on human sexuality 

positively impacted students’ attitudes towards gay men and lesbians (Chonody et al., 

2009).  Although there is research supporting the connection between knowledge and 

attitudes towards SGM clients, one study showed that although training and attitudes 

towards lesbians and gay men correlated with SGMT, they were not correlated with each 

other (Crisp, 2006).  Results like these suggest that the impact knowledge and skills have 

on behavior could be mediated by another variable like self-efficacy.  However, research 

also demonstrates that knowledge and attitudes have direct effects on engagement in 

SGMT practice.  For example, a study of juvenile justice workers showed that positive 

behavior towards SM and GM clients was higher for workers with greater knowledge 

about these clients even when attitude was included as a covariate (Matarese, 2013).  

Thus it is important to look at the effects of these constructs on engagement in SGMT as 

well as in terms of their relationship with one another. 

Knowledge and skills about subgroups within the SGM community may not be 

generalizable to other subgroups.  In one study of social workers, training and attitudes 

towards lesbians and gay men correlated with gay affirmative practice behavior; however, 

training and attitudes towards lesbians and gay men were not correlated with each other 

(Crisp, 2006).  Another study found that practitioners tend to have less knowledge and 
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training about lesbians than they do about gay men (Ryan et al., 1999).  This is especially 

important to consider for the community about whom the least is known, GM clients, it is 

specifically recommended that practitioners have GM-specific knowledge to help guide 

their clinical practice (Collazo et al., 2013).  Research shows that practitioners with a 

knowledge gap have less positive behavior towards their lesbian clients than they do 

towards their gay male clients.  These considerations are important when the 

measurement of knowledge in working with SGM clients.  Both the LGB-KASH 

(Worthington et al., 2005) and the SOCCS (Bidell, 2005) have knowledge subscales.  

However, the LGB-KASH subscale focuses on knowledge of specific facts, many related 

to LGB history. Because of this focus on facts, the authors acknowledge that it may be 

difficult to adapt this measure to look at specific subgroups of the SM community.  

Conversely, the SOCCS knowledge subscale focuses on knowledge about practice with 

the SM community and has previously been adapted to focus only on bisexual individuals 

(Brooks & Inman, 2013).  This adaptation sets a precedent for further adaptation of this 

measure to look at specific subgroups of SGM clients. 

SGMT Self-Efficacy. While the connection between practitioner attitudes, 

knowledge, skills and SGMT engagement has been well established in research, more 

recent research has indicated other factors that are important in SGMT.  One of these is 

the practitioner’s self-efficacy in engaging in SGMT, which is their beliefs about their 

ability to successfully engage in SGMT.  So far as research on SGMT-specific self-

efficacy, no measure for this construct was made until 2003 (Dillon & Worthington, 

2003), limiting the research on this area.  At this time, the Lesbian, Gay, and Bisexual 

Affirmative Counseling Self-Efficacy Inventory (LGB-CSI) was created.  Researchers 
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demonstrated convergent validity between the LGB-CSI and scales of attitudes towards 

gays, attitudes towards lesbians, attitudes towards bisexuals, and general counseling self-

efficacy.  This test also provided evidence that general counseling and LGB-specific self-

efficacy are related but different concepts.  Later, research led by the same authors of this 

formative study found that SGMT self-efficacy was predicted by qualities specific to the 

practitioner, such as their sexual orientation and comfort with their sexual identity (Dillon, 

Worthington, Soth-McNett, & Schwartz, 2008).  This same study showed that 

demographic factors such as age, income, and professional experience had positive 

correlations with SGMT self-efficacy, although these factors were not significant as 

predictors of SGMT.  Although both of these studies are informative in terms of factors 

relating to SGMT self-efficacy, they do not describe the relationship between SGMT self-

efficacy and SGMT engagement.  Research examining that relationship indicates that 

SGMT self-efficacy predicts engagement in SGMT while attitudes, training, and beliefs 

all predict SGMT self-efficacy (Alessi et al., 2015).  However, this is a single study; more 

research on the relationship between SGMT self-efficacy and engagement should be 

conducted. 

The majority of recent studies of SGMT self-efficacy have studied it in terms of 

its relationship to other factors that affect SGMT practice.  SGMT self-efficacy has been 

related to positive attitudes about SGM clients (Perez, 2007).  Researchers have also 

found relationships between experience and self-efficacy in work with SM and GM 

clients (Korfhage, 2006; O’Shaughnessy & Spokane, 2013); greater amounts of 

experience lead to greater amounts of SGMT self-efficacy.  Additionally, research on 

social work students’ SGMT counseling self-efficacy found that it is predictive of their 
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self-rated skills with clients (Fortune, Lee, and Casavos, 2005) and correlated with their 

actual practice skills (O’Shaughnessy & Spokane, 2013; Rawlings, 2012), although their 

practice behavior may change as the result of engagement in social work classes (Oles, 

Black, & Cramer, 1999). 

The research link between SGM knowledge and SGMT self-efficacy is less 

straightforward.  Some studies have shown that greater knowledge increases self-efficacy 

(Alessi et al., 2015; Bidell, 2013; Korfhage, 2006; O’Shaughnessy & Spokane, 2013).  

However, other research has shown greater knowledge leads to less self-efficacy 

(Rawlings, 2012).  For studies showing a direct relationship between the two, researchers 

argue that SGM empowers practitioners.  For studies showing an inverse relationship 

between the two, researchers suggest that an increase of knowledge can also increase a 

practitioner’s awareness of what they do not know, resulting in a decrease in self-efficacy.  

Thus the difference between whether increased knowledge increases or decreases SGMT 

self-efficacy may be related to the practitioner’s awareness of their current SGM-related 

knowledge.  Research has found that one reason therapists do not engage in SGMT is due 

to an awareness of their lack of sufficient training in this area (Eubanks-Carter et al., 

2005).  This explanation is also supported by qualitative work that shows social work 

students’ main concerns working with SGM clients is the students’ lack of preparation, 

knowledge, and training (Logie et al., 2015).  The ambiguity around the relationship 

between SGM knowledge and SGMT is especially of interest given that the relationship 

between SGM skills and SGMT is more straightforward, as described in the above.  This 

highlights the potential differences between SGM-related knowledge and SGM-related 

skills and the importance of studying both constructs rather than one or the other. 
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Beliefs. Although a practitioner may have SGMT-supporting attitudes, knowledge, 

skills and self-efficacy, their beliefs about the value of engaging in SGMT may also play 

a role in their behavior.  A therapist who believes SGMT will lead to a positive outcome 

for their SGM clients could be more likely to use SGMT than one who believes it will not 

lead to a positive outcome, or believes that SGMT will lead to a negative outcome, 

irrespective of other factors.  Recent research looking at factors contributing to 

practitioner SGMT engagement with SM clients found that beliefs was one of several 

predictors.  Other predictors in this model include knowledge and skills, degree held, and 

contact with SM individuals (Mullins, 2012, 2015).  This finding is corroborated in 

research showing that positive beliefs directly increased engagement in SGMT while also 

increasing SGMT self-efficacy (Alessi et al., 2015).  These studies have limited 

generalizability, however, as the first study only included medical social workers and the 

second included a variety of therapy professionals, the majority of whom are 

psychologists.  Additionally, both of these studies only look at work with SM clients; it is 

not clear if these results are generalizable to beliefs about SGMT with GM clients. 

Research that looks more broadly at SGMT beliefs indicates that there is a 

relationship between these beliefs and other variables related to SGMT engagement.  For 

example, studies have shown a correlation between beliefs and attitudes about sexual 

identity (Arseneau, 2008) and that the combination of attitudes and beliefs help to predict 

cultural competence (Gandy, 2015). Beliefs have been related to training, contact with 

SM individuals (Mullins, 2012), attitudes, and self-efficacy (Alessi et al., 2015).  At this 

time, there is little research in the area of SGMT beliefs specifically.  This may be related 

to the measurement of beliefs about SGMT.  All of the quantitative studies described 
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measured beliefs about SGMT with the Gay Affirmative Practice Scale (GAP; Crisp 

2006), which is currently the only measure of this construct.  This scale is comprised of 

two subscales, beliefs and engagement.  These can be measured independently or 

summed for a total GAP score.   Most research uses the combined GAP score, which may 

help explain the lack of literature on SGMT beliefs specifically.  The GAP may also be 

subject to concerns of social desirability (Messinger & Woodford, 2012).  In a study of 

nursing and medical student’s work with SGM parents, almost one-third of participants 

had the highest GAP score possible, and a majority of participants had scores that 

researchers described as high (Chapman, Watkins, Zappia, Nicol, & Shields, 2012).  

However, the qualitative responses of the study did not indicate high levels of SGMT, and 

some responses indicated harmful beliefs about SGM clients.  Researchers postulated that 

participants were aware of what beliefs would be socially desirable when filling out a 

survey, but that it was more difficult for participants to describe socially desirable beliefs 

when generating their own responses.  This suggests there may be some effect of social 

desirability when measuring SGMT beliefs, although researchers who have measured 

social desirability and SGMT have not found a consistent link (Dillon & Worthington, 

2003; Mullins, 2012). 

Limitations of Existing Research 

Although there is a solid body of literature on the overall impact of factors 

affecting social worker practice with SGM clients, there are some significant limitations 

in this research.  One overarching limitation in this research is the lack of differentiation 

between types of professionals that limits the generalizability to any specific practitioner 

subgroup.  Research on practitioner engagement in SGMT often blends types of 
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professions, such as psychologists, marriage and family counselors, and professional 

counselors along with social workers.  Although many of these professionals may have 

the same role as one another, each of these professions is based on a different educational 

process and professional guidelines for working with SGM clients.  These differences 

likely impact the practitioner’s attitudes, knowledge, and skills, and thus, based on the 

literature, their SGMT behavior.  As discussed, studies have showed that profession and 

setting can impact SGMT behavior.  Thus, to understand the SGMT behavior of social 

workers, it is important to look specifically at social workers rather than a combination of 

counseling professionals. 

Similar to the way research on practitioner engagement in SGMT is limited in its 

generalizability to specific subgroups of practitioners, research on SGM clients often 

blends several types of clients into a larger SM or SGM community.  The majority of 

current research focuses on work with SM clients only.  Within this research, some 

studies look only at gay men, some only at lesbians and gay men, and some at lesbians, 

gay men, and bisexuals.  This makes it difficult to compare research between studies and 

to create larger generalizations based on this research.  Additionally, very little of the 

research looks at practice with GM clients, nor how these practices compare to work with 

SM clients. 

One result of research on SGM clients that only considers SM clients is that 

measures in this area are often limited in their scope or have different scopes that make 

relationships between the scales difficult to interpret.  For example, the LGB-KASH 

(Worthington et al., 2005) and the LGB-CSI (Dillon & Worthington, 2003) look at 

lesbian, gay, and bisexual clients whereas the GAP (Crisp, 2006), often used as a measure 
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of outcomes, looks only at lesbians and gay men.  Studies using the GAP thus have 

difficulty drawing conclusions about work with bisexual or GM clients, and likely 

contributes to the limited research on these communities. 

Finally, the most common measure of practitioner behavior, the GAP, has been 

criticized for leading participants to “correct” responses (Chapman et al., 2012; 

Messinger & Woodford, 2012; 2014) because it supplies the respondent with answers 

rather than relying on the participant to generate a response.  This could be why scores 

for this scale are often skewed towards affirmative practice (Alessi et al., 2015; Gandy, 

2015 Messinger & Woodford, 2011; 2014).  Another scale created in part to address this 

criticism in the Competency Assessment Tool (CAT; Messinger & Woodford, 2011; 

2014).  The CAT is an open-ended measure developed for social workers in which 

participants respond qualitatively to prompts about their behavior in individual, meso, 

and macro practice situations, demonstrating their knowledge and skills related to SGMT.  

This scale has not been published.  Initial data indicate that the CAT has less positively 

skewed scale scores than the GAP.  However, due to the lack of data on the CAT, there is 

very little overall rigor or reliability of this measure.  Additionally, because answers are 

scored qualitatively, it is unknown to what extent there would be reliability or validity 

amongst people scoring this scale. 

Research Objectives 

The overall purpose of this research is to understand clinical social worker’s 

engagement in practice behavior with SM and GM clients.  This research seeks to address 

the gaps in the literature about clinical social work practice with SM and GM clients 

through the following research goals: 
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1) To compare determinants of SGMT for lesbians and gay men to bisexuals 

to GM clients 

2) To compare SGMT behavior for lesbians and gay men to bisexuals to GM 

clients 

3) To differentiating between the unique contributions of knowledge and 

skills in a model of SGMT 

4) To test the interaction between client type and practice determinant in 

SGMT engagement 

5) To understand the psychometric properties of the LGBT-CAT 

These questions will be divided into three research papers: 

1) A Comparison of Affirmative Practice and Practice Determinants With 

Lesbian and Gay, Bisexual, and Gender Minority Clients (addressing goals 

one and two) 

2) How Do Determinants of Affirmative Clinical Practice Vary Between 

Lesbian and Gay, Bisexual, and Gender Minority Clients? (addressing 

goals three and four) 

3) The Psychometric Properties of the Competency Assessment Tool for 

Lesbian, Gay, Bisexual, and Transgender Clients (addressing goal five) 

Along with this proposal, these research papers will be presented to fulfill the 

requirements for the dissertation.  The theoretical framework for this research is 

presented in the next chapter. 
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CHAPTER 3: THEORETICAL FRAMEWORK 

The theoretical framework for this research is social cognitive theory (SCT, 

Bandura, 1977, 1982).  In this theory, behavior is the result of a combination of personal, 

environmental, and behavioral factors.  This chapter describes SCT and its application to 

the area of practice with SGM clients, followed by a summary of how SCT was in the 

current study.  The next chapter will describe the method for carrying out this research. 

Social Cognitive Theory (SCT) 

SCT comes from the behaviorist school of thought that behavior is the product of 

the interaction between a person and their environment (Bandura 1977).  In SCT, 

personal, behavioral, and environmental factors are all determinants of behavior.  Unlike 

prior theories from behaviorism, each of the factors in SCT has a bidirectional 

relationship with the other factors in this theory.  This means that personal factors 

influence behavioral and environmental factors, behavioral factors influence personal and 

environmental factors, and environmental factors influence personal and behavioral 

factors.  This relationship is what Bandura refers to as a “triadic reciprocal causation” or 

“reciprocal determinism” (Bandura 1986, 1997).  These continuously reciprocally 

influential relationships determine how a person acts, thinks, and interacts with their 

environment.  Of note is that the bidirectional nature of these relationships does not imply 

equal influence of the factors on one another.  The extent that any factors influences the 

others is entirely situationally dependent (Bandura 1986, 1997). 

Because each of the factors in SCT is interdependent, it can be difficult to define 

them individually.  Personal factors typically relate to thought processes, such as 

knowledge, preferences, attitudes, beliefs, feelings, and aspirations.  Environmental 
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factors mean things in the social environment, like family and friends, as well as things in 

the physical environment, like physical space and resources.  Behavioral factors are 

actions a person takes.  The reciprocal determinism between these factors can be 

demonstrated through a hypothetical scenario related to this research.  In this scenario, a 

social worker is employed at an agency that offers a training in SGMT.  Whether or not 

the social worker is offered this training is an example of an environmental factor 

because it is something in the person’s environment.  The social worker may choose to 

engage in the training (a behavioral factor) that could impact his or her attitude about 

SGMT (a personal factor).  This may increase the social worker’s engagement in SGMT.  

This would be an example of how an environmental factor, and behavioral factor, and a 

personal factor can impact a person’s behavior.  Alternately, the social worker could 

choose to engage in the training but not change his or her attitude.  This would be an 

example of an environmental factor being present but not affecting a personal factor.  Or, 

the social worker could not attend the training at all (a behavioral factor).  If the social 

worker attends the training but his or her attitude does not change, or if the social worker 

does not attend the training, it is unlikely that the social worker’s engagement in SGMT 

would increase solely from the environmental factor of being offered the training. 

In this example, all three factors play a role in SGMT behavior: training 

attendance (a mix of behavioral and environmental factors) and attitude change (a 

personal factor).  The role of these factors is shifted if the training is mandated by the 

agency as a condition of employment.  In this case, the environment would make 

behavioral factors (beyond the choice to be terminated for not attending the training) 

significantly less important.  However, personal factors could remain equally important 
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as they are in the previous example; without attitude change, an increase in SGMT would 

be unlikely.  Thus in SCT, behavior is the result of the interplay between personal, 

environmental, and behavioral factors rather than any one factor, and the importance of 

each factor in determining behavior is dependent on the specific situation. 

Within SCT, Bandura also describes the importance of self-efficacy and outcome 

expectancies in behavior.  Self-efficacy is defined as an individual’s judgement about 

their capability to perform a behavior (Bandura, 1997).  In SCT, greater self-efficacy 

leads to an increased likelihood of engaging in a given behavior.  Thus a social worker 

with greater SGMT self-efficacy is more likely to engage in SGMT.  Self-efficacy is a 

personal factor in that it is related to the psychological process of an individual.  However, 

self-efficacy is impacted by both environmental and behavioral factors.  For example, a 

social worker’s SGMT self-efficacy would be impacted by the opportunity to practice this 

therapy in the past (an environmental factor) and their perception of the results of that 

practice (behavioral factors).  As discussed in the review of the literature, practitioners 

who have no experience engaging in SGMT or who had negative experiences while 

practicing SGMT are less likely to have SGMT behavior.  Thus high self-efficacy can 

increase the likelihood of engaging in a behavior and low-self-efficacy can decrease the 

likelihood. 

Outcome expectancies are an individual’s beliefs about what the result of 

performing a behavior will be.  Positive outcome expectancies lead to an increased 

likelihood of attempting a behavior and negative outcome expectancies lead to a 

decreased likelihood of attempting a behavior.  A social worker who has the belief that 

engaging in SGMT will result in a positive outcome for their client will be more likely to 
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use this type of therapy.  Conversely, a social worker who believes engaging in SGMT 

will not lead to a positive outcome will be less likely to use this type of therapy. A social 

worker may even believe that engaging in SGMT will result in a negative outcome for the 

client.  This was the case when conversion therapy was a popular mode of working with 

SGM clients and believed to be a helpful practice.  In this case, the social worker would 

take measures to avoid engaging in SGMT behavior.   

Much like self-efficacy, outcome expectancies are personal factors that are 

influenced by both environmental and behavioral factors.  Positive outcome expectancies 

can be the result of seeing positive outcomes of a behavior, which could be both a 

behavioral and environmental factor.  A social worker who engages in SGMT (a 

behavioral factor) and has a client return and give positive feedback (an environmental 

factor) is more likely to practice using SGMT in the future.  If this same worker engaged 

in SGMT with a client who subsequently did not return for financial reasons or did not 

choose to provide feedback on the therapeutic experience, the social worker may be less 

likely to engage in SGMT in the future even if the SGMT was helpful for the client.  This 

may shape the social worker’s attitude about SGM clients and the use of SGMT.  Thus, 

outcome expectancies are influenced by and influence the reciprocal relationship between 

personal, behavioral, and environmental factors, much like self-efficacy. 

Application of SCT to this Research 

This study is set within the framework of SCT, whereby personal, behavioral, and 

environmental affect behavior through reciprocal determinism.  The current study applies 

SCT to the literature review on practitioner behavior in an effort to provide a framework 

for social worker engagement in SGMT.  In this study, personal factors are represented by 
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attitudes, knowledge, and skills and behavioral factors are represented by behavior.  The 

construct of self-efficacy is measured by SGMT self-efficacy, and the construct of 

outcome expectations is measured by SGMT beliefs.  Environmental factors are not 

measured directly due to the lack of a body of literature in this area as well as the lack of 

a standardized measure of the environment.  However, as per the discussion of reciprocal 

determinism, environmental factors are measured insofar as they affect and are affected 

by personal and behavioral factors.   

There is recent precedent for the application of SCT to SGMT engagement; a 

model of determinants of lesbian and gay affirmative practice model was developed by 

Alessi and colleagues (2015) to increase the understanding of what influences a 

therapist’s engagement in lesbian and gay affirmative practices.  This model includes 

attitudes, training hours, SGMT counseling self-efficacy, beliefs about SGMT, and 

engagement in SGMT.  Researcher showed the model fit was supported by initial testing.  

Although the proposed model is similar to Alessi and colleagues, there are several 

differences.  Instead of looking at training hours, this model includes knowledge and 

skills.  In many of the existing studies on SGMT engagement, the terms knowledge, skills, 

and training are used to mean similar things.  These studies show that training can 

influence knowledge and/or skills, although knowledge and skills have different 

meanings.  The current study includes both knowledge and skills in the model in an effort 

to learn more about their different influences on other factors in this model.  Given that 

knowledge is information and skills are application, in the proposed model, skills 

moderate the path between knowledge and practice. 
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CHAPTER 4: METHODOLOGY 

This chapter describes the methodology for this research.  This section begins 

with an overview of the research study and a summary of the study procedure.  This is 

followed by a description of the measures, analysis, and study.  Following this is three 

research papers which comprise the remainder of the dissertation. 

Overview 

This research used a cross-sectional design with an online, self-report survey.  

This research was conducted with the participation of the Office of Field Education at the 

University of Maryland School of Social Work (OFE); this office coordinates all field 

instructors at this school.  Following approval from the Institutional Review Board of the 

University of Maryland (IRB), an email containing a cover letter and a link to an online 

survey was sent by this researcher to all field instructors at the University of Maryland 

School of Social Work (N=2,352).  Potential survey participants were contacted using the 

Tailored Design Method (Dillman, Smyth, & Christian, 2014).  In this method, surveyees 

are informed what is being asked of them, why they were selected to participate, and 

what participation entails, as well as contact information for the researcher.  The contact 

email sent to participants also contained a link to the survey, beginning with an 

opportunity for the participant to give informed consent.  When informed consent was not 

given, the participant was thanked for their consideration and redirected away from the 

survey page.  When informed consent was given, the participant was directed to a 

Qualtrics-hosted site to complete the survey (Qualtrics, 2016).  The survey was estimated 

to take approximately 25 minutes to complete and was anticipated to have neither 

beneficial nor harmful effects to participants.  The survey ended with a thank you 
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message to the participant and repeats the researcher’s contact information.  Paper copies 

of the survey were available by request; however, no participants requested a paper copy 

of the survey. 

The protocol for sending survey reminders used the Tailored Design Method to 

increase survey responses, as this method has been shown to increase survey response 

rate up to 37% (Dillman et al., 2009; Olsen, Call, & Wyatt, 2005).  Based on this method 

an initial email of the survey was sent to participants, followed by four survey reminder 

emails which were sent over the course of approximately one month.  For this protocol, 

the initial email introducing the survey and including a survey link is considered day one.  

Additional reminder emails were sent at days three, nine, twenty-eight, and thirty-four.  

The first reminder reiterated the message in the initial email, and reminders two and three 

requested participants for their help.  The fourth reminder reiterated the importance of the 

survey and restated the survey closing date.  All reminders provided a link to the survey 

for those who had not yet completed it.  Although receiving reminders can be thought of 

as survey burden, participants were able to choose to opt-out of future survey reminders 

via a link on the invitation email.  The survey was closed at day 38. 

Sample. The sampling frame for this survey consisted of field instructors at the 

University of Maryland School of Social Work (N=2,352).  This is a convenience sample 

of social workers engaged in practice.  To be a field instructor at the University of 

Maryland School of Social Work, social workers must have a license of LGSW or higher, 

three years of post-MSW experience, and have been at their current position for six 

months or more. 
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The study sample consists of licensed social workers who are currently engaged 

in social work practice (N=357).  Eligibility criteria for participation included a graduate 

social work license, at least six months tenure at the current position, and at least three 

years of experience following the Master of Social Work (MSW) degree.  The majority of 

the sample identified as white (79.3%), female (85.0%), and heterosexual (88.4%).  The 

most common age range was 30-39 (30.1%) and the most common range in which MSW 

was obtained was 2000-2009 (42.1%).  See Paper 1 Table 1 for full demographic 

information. 

Relationship with the Office of Field Education (OFE). OFE supported this 

research by providing field instructor contact information.  The researcher was 

responsible for data confidentiality, management, and analysis.  The findings, in the form 

of the three papers of this dissertation, will be shared with OFE on graduation of the 

researcher.  Field instructors associated with OFE were informed about this agreement as 

part of the informed consent process. 

Inclusion and exclusion criteria. To be included in this study, participants must 

have been current Field Instructors with OFE.  Field instructors who have served as the 

field instructor for this researcher and thus may have a response bias will be excluded 

from this study (n = 2). 

Pilot testing. Prior to submission of the survey to the IRB, this survey was pilot 

tested in a sample of five active clinicians who specialize in practice with SGM clients. 

Procedure 

The total list of field instructors was divided into three groups, one that was 50% 

of the total sample and two that were 25% of the total sample.  Each group was sent a 
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different adaptation of a survey on their social work practice with clients.  Three 

adaptations of this survey were administered, one that asked about lesbian and gay male 

clients (sent to 25% of the total sample), one of that asked about bisexual clients (sent to 

25% of the total sample), and one of that asked about GM clients (sent to 50% of the total 

sample).  This unequal distribution was done to obtain responses about each group while 

allowing for the ability to collapse the lesbian and gay male and bisexual groups into a 

broader category of SM clients if need be, depending on response rate. 

In recognition of the time to complete the survey, participants were given an 

opportunity to vote for one of three charitable organizations to receive a $100 donation 

from the researcher.  These organizations included the Baltimore Humane Society, the 

Maryland Fuel Fund, and the Baltimore Book Thing.  Following the closure of the survey, 

a final email was sent from OFE to all participants informing them that the Baltimore 

Humane Society received the most votes and thus the donation. 

All quantitative analyses were conducted using SPSS 20.  Scoring for the LGBT-

CAT was hand-scored with multiple raters.  This scoring was done by this researcher and 

Dr. Gandy-Guedes, both of whom worked in collaboration with Dr. Messinger.  Dr. 

Messinger, Dr. Gandy-Guedes, and I individually scored ten of the returned CAT 

measures for each survey group.  We then compared interrater reliability, qualitative 

responses, and the scoring guideline interpretation of the LGBT-CAT.  Following this 

discussion, the scoring guide was updated and the three of us once again scored 10 

sample responses on the LGBT-CAT.  The scoring guidelines were updated a final time, 

and then Dr. Gandy-Guedes and I scored all LGBT-CAT responses.  The final scores on 



 

42 

 

the LGBT-CAT are the mean between each of our scores per each participant; for further 

detail on scoring of the LGBT-CAT, see Paper 3. 

Measures 

Four measures were used in this research: the SOCCS (Bidell, 2005), the LGB-

CSI-SF (Dillon & Worthington, 2003), the GAP (Crisp, 2006), and the LGBT-CAT 

(Messinger, 2014).  These measures were adapted to focus on the specific clients of 

interest, including lesbians and gay men, bisexual, and GM clients.  Details on the 

measures and their adaptation for this work follow.  

The Sexual Orientation Counselor Competency Scale (SOCCS). The SOCCS 

measures counselor competencies in working with lesbian, gay, and bisexual clients 

(Bidell, 2005).  This scale consists of 29 items that are broken into three subscales: 

attitudes (10 items), knowledge (8 items), and skills (11 items).  Each item in the scale 

consists of a self-report statement that the participant rates on a 7-point Likert scale 

ranging from 1-not true at all to 7-totally true, with higher scores indicating a higher level 

of competence.  For example, item one reads “I have received adequate clinical training 

and supervision to counsel lesbian and gay, and bisexual (LGB) clients.”  Initial 

reliability coefficients for the SOCCS was .90, with an alpha of .88 for the attitudes 

subscale, .91 for the skills subscale, and .76 for the knowledge subscale (Bidell, 2005). 

The SOCCS was used in the current study to measure the constructs of attitudes, 

knowledge, and skills.  In its current form, items in the SOCCS refer to lesbians, gay men, 

and bisexuals (LGB).  The SOCCS has also been adapted to describe work with bisexual 

clients only (Brooks & Inman, 2013), and reliability for this adaptation of the measure 

appeared strong (alpha =.84).  For the purposes of this research, three adaptations of the 
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SOCCS were used: one that exclusively refers to lesbians and gay men, one that 

exclusively refers to bisexuals, and one that exclusively refers to GM individuals (See 

Appendices).  The Brooks and Inman bisexual adaptation was used to ask about bisexual 

clients (2013).  For the other two adaptations, items were modified to reflect the specific 

client type being described.  For example, item one reads “I have received adequate 

clinical training and supervision to counsel lesbian, gay, and bisexual clients.”  For the 

lesbians and gay men version of the survey, this item now reads “I have received 

adequate clinical training and supervision to counsel lesbian and gay male clients.”  For 

the gender minority version of the survey, this item now reads “I have received adequate 

clinical training and supervision to counsel gender minority clients.”  This is similar to 

the Brooks and Inman adaptation, in which this item reads “I have received adequate 

clinical training and supervision to counsel bisexual clients.”   

The Lesbian, Gay, and Bisexual Affirmative Counseling Self-Efficacy, Short 

Form (LGB-CSI-SF). The LGB-CSI was created as a measure of counseling self-

efficacy specifically with LGB clients (Dillon & Worthington, 2003) and has since been 

adapted from the original form to a 15 item short form, the LGB-CSI-SF (Dillon, Craig, 

Alessi, Ebersole, Kumar, 2015).  The LGB-CSI-SF consists of five subscales that 

comprise counseling self-efficacy for LGB clients: application of knowledge, advocacy 

skills, self-awareness, relationship, and assessment.  Each item in the scale is a statement 

about a behavior related to LGB-affirmative counseling practices.  Participants rate their 

confidence on their ability to engage in these behaviors on a 6-point Likert scale ranging 

from 1-not at all confident to 7-highly confident, with a midpoint of 3-moderately 

confident.  Higher scores indicate a higher level of LGB-affirmative counseling self-
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efficacy.  For example, item one asks participants to rate their confidence to “Identify 

specific mental health issues associated with the coming out as LGB process.”  In an 

initial test of the LGB-CSI-SF, subscale reliability coefficients were .87 (Application of 

Knowledge), .92 (Advocacy), .87 (Self-Awareness), .87 (Assessment), and .81 

(Relationship; Dillon et al., 2015). 

The LGB-CSI-SF was used in the current study to measure SGM affirmative 

counseling self-efficacy.  Like the SOCCS, the items in this scale describe work with 

LGB clients.  For example, item four reads “Refer LGB clients to affirmative legal & 

social supports”.  Much like the SOCCS, the LGB-CSI-SF was adapted into three 

versions: one that exclusively refers to lesbians and gay men, one that exclusively refers 

to bisexuals, and one that exclusively refers to GM individuals (See Appendices).  For 

each adaptation of the LGB-CSI-SF, items were modified to reflect the specific client 

type being described.  For example, item four was changed to “Refer lesbian and gay 

male clients to affirmative legal & social supports”, “Refer bisexual clients to affirmative 

legal & social supports”, and “Refer GM clients to affirmative legal & social supports” 

based on the survey version.  For items that ask about same-sex couples (#3, #5, and #13), 

items were modified so that the term “a couple that has one or more GM individual”.  For 

example, item three currently reads “Assist in the development of coping strategies to 

help same sex couples who experience different stages in their individual coming out 

processes”.  This was changed to “Assist in the development of coping strategies to help 

a couple that has one or more GM individual who experience different stages in their 

individual coming out processes”.  Although there is not currently a precedent for 

adaptation of these items for this scale, the original authors of the LGB-CSI state that 
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specific versions of this scale should be developed to determine differences between and 

within groups. 

The Gay Affirmative Practice Scale (GAP). The GAP was developed to 

measure beliefs about and engagement in gay affirmative practice, including practice 

with lesbians and gay men (Crisp, 2006).  This scale is based in the ideology of cultural 

competence, whereby gay affirmative practice consists of specific activities that a 

practitioner engages in.  Of note is that this scale was originally designed for use with 

social workers, and thus represents concepts that are fundamental to social work, such as 

use of the strengths perspective and the person-in-environment lens.  The GAP scale is 

one of two scales that will measure practice with SM and GM clients in this study.  It is 

the only scale that measures beliefs about engagement in affirmative practices with SM 

and GM clients. 

The GAP consists of 30 items representing two subscales, one on gay affirmative 

practice beliefs and the other on gay affirmative practice behavior. The beliefs subscale 

consists 15 items that participants rate on a five-point Likert scale from 1-strongly agree 

to 5-strongly disagree.  The items in the beliefs subscale are about what the participant 

believes a practitioner should do in terms of their practice with lesbian and gay male 

clients.  For example, item two reads “Practitioners should verbalize respect for the 

lifestyles of gay/lesbian clients”.  The behavior subscale consists of 15 statements that 

participants rate on a five-point Likert scale from 1-always to 5-never.  The items in the 

engagement subscale are about how the respondent behaves towards their lesbian and gay 

male clients.  For example, item one reads “I help clients reduce shame about 

homosexual feelings.”  Higher agreement with statements in the beliefs scale and higher 



 

46 

 

frequency with the behaviors in the engagement scale indicate a higher level of gay 

affirmative practice. 

In contrast to the SOCCS and the LGB-CSI-SF, the GAP was designed to describe 

affirmative practices with lesbians and gay men but not with bisexual clients.  The 

original form of the GAP was used to measure practice with lesbians and gay men and 

two adapted versions were created, one that measures affirmative practice with bisexuals, 

and one that measures affirmative practice with GM clients (See Appendices).  For each 

adaptation of the GAP, relevant items was modified to reflect the specific client type 

being described.  For example, item two was changed from its original form above to 

“Practitioners should verbalize respect for the lifestyles of bisexual clients” and 

“Practitioners should verbalize respect for the lifestyles of GM clients” respectively.  

Items about work with gay/lesbian couples the word “couple” were changed to “couple 

relationships for GM clients”. 

The Lesbian, Gay, Bisexual, and Transgender Competency Assessment Tool 

(LGBT-CAT). The LGBT Competency Assessment Tool has 12 items that are designed 

to measure LGBT-affirmative social work practice competency at direct (8 questions), 

meso (4 questions), and macro (1 question) levels (Messigner, 2014). Competency is 

defined as a combination of knowledge (5 questions) and skills (8 questions).  Unlike the 

GAP, the LGBT-CAT is an open-ended measure in which respondents generate their own 

answers to items rather than choosing from provided responses.  These responses are 

scored based on the competency of the response, with zero representing no answer, one 

representing a limited competency, two representing basic competency, and three 

representing a strength.  The LGBT-CAT comes with scoring guidelines which delineate 
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how each item should be scored.  Scores are based on respondents’ LGBT-specific 

knowledge and skills as well as acknowledgement of power, privilege, and 

intersectionality indicated in the response.  For example, question five, which reads 

“What referral resources might you use in working with LGBTQ clients? (If you don’t 

know names of specific resources, how would you find them?)”.  Respondents are given 

zero points for no answers, one point for no knowledge of general resource but 

suggestions like an internet search or individual who is a resource, two points for less 

than three basic or specific resources, and three points for three or more specific 

resources, especially those that target specific subgroups (demonstrating a knowledge of 

intersectionality).  The scoring form offers samples of possible resources that the 

respondent may name (e.g. GLSEN, political advocacy websites, peer support programs, 

bookstores, etc.).  Responses were scored by more than one person in order to create 

interrater reliability, which helps to address concerns of rater error (Cohen, Cohen, West, 

& Aiken, 2003; McHugh, 2012).  In an initial report on the LGBT-CAT, two raters 

individually scored responses for the measure, then discussed their ratings and were able 

to reach 100% agreement on all scores (Rutgers Office of Research and Evaluation 

Institute for Families, 2013).  In an initial report of inter-item reliability of eight of the 12 

total items, kappa was .78. 

Much like the other measures to be used in this study, the LGBT-CAT was 

adapted into three versions specific to the population of interest: lesbians and gay men, 

bisexuals, and GM clients.  Because of the way questions in the LGBT-CAT are phrased, 

the term LBGTQ will be replaced 1:1 with the terms “lesbians and gay male clients”, 

“bisexual clients”, or “GM clients”.  Questions two and three, which pertain to sexual 
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identity (item two) and gender identity (item three) will not be changed.  This is because 

each of these questions could be relevant for each of the subgroups of clients being 

described (for example, for the version of the survey asking about behavior with GM 

clients, a practitioner’s ability to ask about sexual orientation of their GM client is 

relevant). 

The LGBT-CAT was used in this research to measure behavior of social workers 

towards SM and GM clients.  While both the CAT and GAP measure practitioner 

behavior toward SM or GM clients, there are several important differences between these 

measures.  First, the GAP looks at behavior with gay men and lesbians whereas the 

LGBT-CAT looks at behavior towards LGBTQ clients.  Second, the GAP measures 

behavior via a self-reported Likert scale whereas the LGBT-CAT measures behavior 

through open-ended questions.  Finally, the GAP is based on the ideology of cultural 

competency whereas the LGBT-CAT uses lenses of cultural competency, cultural humility, 

and intersectionality. 

Control variable. Five items will be included in this survey as a control variable.  

This variable helped to determine if the sample was randomly divided into three like 

groups, and allowed for some adjustment in the analysis if the division of the groups 

appears non-random.  The five items that comprise the control variable were identical in 

each version of the survey (see Appendix E).  These questions were based on a national 

surveyed developed by the Pew Research Center and administered by Princeton Survey 

Research Associates International (2013).  The sample for this survey was 1,504 adults, 

18 years of age or older, living in all 50 U.S. states and the District of Columbia.  The 

questions are: 1) Is your overall view of gay men favorable or unfavorable?  2) Is your 
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overall view of lesbians favorable or unfavorable?  3) Do you think it is a sin, or not, to 

engage in homosexual behavior?  4) Is there a conflict between your religious beliefs and 

homosexuality?  5) Importance of religion in your life. 

Demographic questions. The survey also contains demographic items asking 

participants for their age, gender, sexual orientation, ethnicity, race, work setting, years 

since MSW, highest level of license, type of location of workplace, and type of location 

of home (including the categories of “urban”, “suburban”, and “rural”, as used by Mullins 

[2012]). 

Variation of survey blocks. .  In an attempt to increase survey response rate and 

learn more about the effects of survey order, for each adaptation of the survey, three 

different question-orders were tested.  All versions of the survey begin with 

demographics questions, followed by control variables.  In version one of the survey, 

following the control variables is the GAP beliefs subscale, followed by the LGBT-CAT, 

the SOCCS, the LGB-CSI-SF, and finally the GAP behaviors subscale.  In version two of 

the survey, following the control variables is the SOCCS attitudes subscale, followed by 

the LGBT-CAT, the SOCCS knowledge and skills subscales, the LGB-CSI-SF, and the 

GAP beliefs then behaviors subscales.  In version three of the survey, following the 

control variables is the SOCCS, the LGB-CSI-SF, the GAP beliefs then behaviors 

subscales, and the LGBT-CAT.  Originally, the sample was divided into three groups, 

25% of whom were to receive the survey about lesbian and gay clients, 25% of whom 

were to receive the survey about bisexual clients, and 50% of whom were to receive the 

survey about GM clients.  Each of these groups was subdivided into three equal-sized 

groups, each of whom received a different order of the survey questions as detailed above.  
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Of note is that, due to surveying error, version two of the survey was substituted with 

version one of the survey, meaning that of the total sample, two-thirds received version 

one of the survey and one-third received version three of the survey. 

Data Analysis 

Data was cleaned and entered into quantitative analyses software, including SPSS 

20.0.  The procedure for data cleaning followed those described by Tabachnick and Fidell 

(2013) and de Vaus (2002).  Missing data was assessed via Little’s MCAR test to 

determine if data were missing at random. Maximum likelihood estimation was used to 

address missing data as it is robust to non-independence (Bickel, 2007). 

Paper one.  The questions guiding the first paper are: “What are social workers’ 

SGMT attitudes, knowledge, skills, beliefs, self-efficacy, and affirmative behaviors with 

gay men and lesbians, bisexuals, and GM clients?  How does each of these factors vary 

based on the client type?”  This paper focuses on providing descriptive and differential 

statistics about social workers’ attitudes, knowledge, skills, beliefs, self-efficacy, and 

affirmative behaviors.  These statistics were computed for the SOCCS, LGB-CSI, and 

GAP for each SGM subgroup.  Additionally, correlations between measures were 

computed within each client subgroup. The relationship between social workers’ SGMT 

attitudes, knowledge, skills, beliefs, self-efficacy, and affirmative behaviors were 

compared by subgroup using ANOVA.  Lastly, internal consistency for each scale with 

each subgroup was calculated with Cronbach’s alpha. 

Paper two. The second paper focuses on expanding our current knowledge about 

the model of SGMT.  This paper differentiates between the unique contributions of 

knowledge and skills in a model of SGMT and tests the interaction between client type 
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and practice determinant in SGMT engagement.  Practice determinants in this paper 

include knowledge skills and attitudes (as measured by the SOCCS), SGMT counseling 

self-efficacy (as measured by the LGB-CSI-SF), and beliefs about SGMT (as measured 

by the GAP beliefs subscale).  A single regression equation with an interaction term was 

used to examine how attitudes, knowledge, skills, self-efficacy, and practice beliefs on 

SGMT vary by client type.  A control variable ( ) was used across groups to take 

individual differences between groups into account in this equation: 

 

 

Paper three: The third paper focuses on exploring the question “What are the 

psychometric properties of the LGBT-CAT?” This study establishes basic psychometric 

properties of the LGBT-CAT, including basic descriptive statistics, interrater reliability, 

test of means between versions, construct validity, and criterion validity.  Three versions 

of the LGBT-CAT were used in this study, one about practice with lesbians and gay men, 

one about practice with bisexual clients, and one about practice with GM clients.  

Descriptive statistics, reliability, and scorer interrater reliability are presented for each of 

the three versions of the LGBT-CAT.  Following this, the three versions of the LGBT-

CAT are compared to learn whether mean LGBT-CAT scores vary based on version.  

Construct validity for the LGBT-CAT is assessed using three measures of constructs 

related to SGMT: the SOCCS (Bidell, 2005, 2015), which measures knowledge, skills, 
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and attitudes, the LGB-CSI-SF (Dillon et al, 2015), which measures SGMT counseling 

self-efficacy, and the GAP beliefs subscale (Crisp, 2006), which measures beliefs.  

Criterion validity for the LGBT-CAT is assessed using the GAP behavior subscale (Crisp, 

2006).  Limitations of the LGBT-CAT are discussed, as well as potential applications for 

this new measure. 

Limitations 

Although this research addresses important gaps in the literature, there are several 

limitations to consider.  First, this research was conducted on participants in a specific 

geographic area.  Research on clinical practice with SGM clients has shown that work 

location and residential setting of practitioner may have an effect on practitioner behavior 

(Mullins 2012).  Thus, findings may not be generalizable beyond the greater Maryland 

area.  Second, the generalizability of the study may be limited due to participation bias.  

Because participation was voluntary, it is possible that clinicians who believe that they 

have positive practices with SGM clients or clinicians who are more invested in working 

with these clients were more likely to participate in this survey.  Third, the survey was 

self-report, meaning that responses may be subject to social desirability.  This means that 

these measures may be subject to bias both related to practitioners’ own self-deception 

(van de Mortel, 2008) about their work with SGM clients as well as their desire to 

express socially or occupationally acceptable responses (King & Brunner 2000).  This is 

especially important because practice with SGM clients may be a particularly sensitive 

subject, increasing the likelihood of the influence of social desirability (King & Brunner 

2000).  The role of social desirability and associated biases should be considered in 

interpreting survey results. 
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There are a number of factors that have been related to practice behavior that were 

not included in the current study, although some of them, like contact with an SGM 

person, are described in this paper.  There are several reasons for not including these 

factors in this research.  One reason for this is to attempt to keep respondent burden as 

low as possible by limiting the number of questions asked of participants.  Another 

reason is to ensure that the study has an adequate sample size to avoid a type II error; 

adding more variables to the regression models would likely result in a study with 

insufficient power.  Although these factors are not included in this study, they have been 

measured insofar as how they impact factors that are measured.  For example, rather than 

measuring contact and attitudes, this research measures attitudes only, assuming that the 

main effect of contact is a change of attitude.  Delineating the way in which contact 

affects behavior beyond the way it affects attitudes is a recommended area for future 

research.   

Many of the measures have been adapted for the purposes of this research.  It is 

not known how the adaptation of these measures will affect their reliability and 

validity.  This research also used the LGBT-CAT, a new scale that has only been pilot 

tested and is not yet published in a peer-review format.  In addition to being a new 

measure with little research, the LGBT-CAT is scored subjectively, which adds to 

concerns about its reliability and validity.  Although the use of the LGBT-CAT for this 

research will have both interrater reliability and fidelity checking, it is important to 

consider the subjectivity of these scores. 

Finally, one of the criticisms of this work is the blending of subgroups of SGM 

individuals into a single group, from which conclusions are then drawn about the 
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component subgroups, like in the case of research conclusions drawn about work with 

GM clients that is merely generalized from work with SM clients.  Although this research 

divides the SGM community into three meaningful groups, lesbians and gay male clients, 

bisexual clients, and GM clients, these groups are themselves made up of smaller 

categories that may not be similar.  This research looks at lesbians and gay male clients as 

one group, rather than dividing it into two groups, and also looks at male bisexuals and 

female bisexuals as one group, rather than two groups.  This combining of groups has 

been done to increase the power of this study as well as increase its generalizability to 

other studies; however, further research should study the differences in work with these 

important and distinct groups. 

In spite of the limitations of this study, this research addresses several important 

gaps in the literature in work with SGM clients.  This study provides an improvement in 

separation of subgroups of SGM clients, allowing for better between-group comparisons 

than previous research has allowed.  Separating these subgroups also allows for the 

consideration of each subgroup individually, as practitioners may vary in terms of factors 

that impact their behavior for each subgroup.  Additionally, this research will provide 

baseline information about the adaptation of a variety of measures that previously have 

only been applied to gay men, lesbians, and bisexuals as a single group.  This will allow 

future researchers to look at these groups separately or combined.  This research also 

introduces a new measure, the CAT, which will enables researchers to look at SGMT 

from a different perspective than measures have previously.  Finally, this research 

examines behavior of social workers specifically.  This is important as previous research 

has shown that different types of practitioners may behave differently towards SGM 
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clients.  Understanding the behavior of one type of practitioner sets the stage for future 

research on the differences between professions. 
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A COMPARISON OF AFFIRMATIVE PRACTICE AND PRACTICE 

DETERMINANTS WITH LESBIAN AND GAY, BISEXUAL, AND GENDER 

MINORITY CLIENTS 

Background. Research indicates that practice behaviors with gay and lesbian 

clients are determined by practitioners’ knowledge, skills, attitudes, self-efficacy, and 

beliefs.  It is currently unknown how these determinants relate to practice with other 

sexual and gender minority (SGM) clients such as bisexual and gender minority (GM) 

clients. 

Purpose. The current study compares practice determinants for lesbian and gay 

clients to bisexual clients and gender minority (GM) clients.  This research also compares 

the engagement in affirmative practice behaviors to determine how engagement in 

positive practices varies across client type. 

Method. Participants included practicing social workers (N =357) who completed 

an online survey about their practice with either lesbian and gay male clients, bisexual 

clients, or GM clients. 

Results. Participants had more positive attitudes about lesbian and gay male 

clients than GM clients and reported greater skills in working with lesbian and gay male 

clients than in working with either bisexual or GM clients.  An exploratory analysis of 

affirmative counseling self-efficacy subscales indicated that practitioners’ awareness and 

SGMT self-efficacy varied by client type, although an overall measure of counseling self-

efficacy did not vary by client type.  In spite of these differences in determinants of 

practice, engagement in affirmative practice behaviors did not vary between client types. 

Conclusion. Differences in practice determinants between clients may mean 

education and training needs differ by client type.  The lack of difference in SGMT 

engagement by client type may be indicative of a failure of practitioners to differentiate 

between SGM client subgroups. 
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A Comparison of Affirmative Practice and Practice Determinants With Lesbian 

and Gay, Bisexual, and Gender Minority Clients 

Research has consistently shown that sexual and gender minority (SGM) clients 

have a higher incidence and prevalence of behavioral health diagnoses than the general 

population.  This includes disproportionately high rates of depression and anxiety, panic 

disorders, phobias, and substance use, among other behavioral health disparities (Center 

for Behavioral Health Statistics and Quality, 2016; Cochran, Sullivan, & Mays, 2003). 

Although much of the research examining behavioral health in the SGM 

community looks at this group as a whole, there are important differences in SGM 

subgroups such as lesbians, gay men, bisexuals, and transgender (trans*) people 

(Bostwick, Boyd, Hughes, & McCabe, 2010; Haas, Rodgers, & Herman, 2014).  For 

example, substance abuse is particularly high in the gay male community (SAMHSA, 

2009), and is often seen with co-morbid mood disorders in the lesbian community 

(Cochran et al, 2003).  People who identify as bisexual are less likely to have disclosed 

their identity than other sexual minority groups (Pew Research Center, 2013a), which can 

lead to mental health stresses.  People who identify as a gender different than the gender 

assigned at birth- here referred to as gender minority (GM)- have higher rates of suicidal 

ideation than other SGM subgroups (Haas et al, 2014).  In spite of these subgroup 

differences, the majority of current research on SGM behavioral health considers only the 

gay male or gay male and lesbian communities (Carroll, Gilroy, & Ryan, 2002; Fassinger 

& Arseneau, 2000; Israel, 2005).  Research on the behavioral health of gay men and 

lesbians is often generalized to people who identify as bisexual or GM. 
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Determinants of Sexual and Gender Minority Therapy (SGMT) 

In order to address the behavioral health disproportionalities in the SGM 

community, it is imperative that practitioners be prepared to effectively engage in practice 

with these clients.  Discipline-specific texts such as Standards and Indicators for Cultural 

Competence in Social Work (NASW, 2015), Guidelines for Psychological Practice with 

Lesbian, Gay, and Bisexual Clients (APA, 2011), and Guidelines for Affirmative Social 

Work Education (Craig et al, 2016) give clinicians practice standards and guidelines for 

working with SGM clients.  These positive practices with SGM clients are typically 

termed “gay affirmative practice” (Crisp, 2006) and “sexual and gender minority 

therapy” (SGMT; Malyon, 1982), the term used in the current study.  The use of SGMT 

by practitioners can create a successful client/therapist relationship that results in feelings 

of respect and trust (Hersoug, Høglend, Monsen, & Havik, 2001; Israel, Gorcheva, 

Burnes, & Walther, 2008).  Conversely, practitioner failure to engage in SGMT results in 

a therapist/client relationship that is characterized by the clients as negative (Israel et al., 

2008) and is frequently terminated as early as a single session (Dobinson, MacDonnell, 

Hampson, Clipsham, & Chow, 2005; Israel et al., 2008). 

Although engagement in SGMT results in positive outcomes for SGM clients, 

researchers have found a proliferation of negative practices with SGM clients across 

settings, such as child welfare (Matarese, 2013, Mallon & DeCrescenzo, 2006), school 

practice (Betts, 2013), and the juvenile justice systems (Majd, Marksamer, & Reyes, 

2009).  It is possible that the reason practitioners fail to engage in SGMT is related to the 

array of factors that determine the use of SGMT. 
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Research suggests there are several main determinants of practitioners’ 

engagement in SGMT.  One of the most studied determinants is the therapist’s attitude 

toward sexual minority individuals.  Research shows that sexual minority (SM) clients 

have concerns about the impact of their therapist’s attitudes on treatment (Iniewicz & 

Grabski, 2015).  When these clients believe that their therapists have positive attitudes 

about lesbians and gay men, it benefits the therapeutic process (McCann & Sharek, 2014).  

Numerous studies have demonstrated that positive attitudes about SGM clients predict 

greater use of SGMT, while more negative attitudes about SGM clients lead to less use of 

SGMT (Bowers, Plummer, & Minnichiello, 2005; King, Semlyen, Killaspy, Nazareth, & 

Osborn 2008; King, 2015). 

Another determinant of SGMT engagement is affirmative counseling self-efficacy, 

which is the practitioners’ beliefs about their ability to successfully engage in SGMT.  

Researchers have found that affirmative counseling self-efficacy is correlated with 

general counseling self-efficacy and practice skills, though each is a substantively 

different construct (Dillon & Worthington, 2003; O’Shaughnessy & Spokane, 2013; 

Rawlings, 2012).  SGMT self-efficacy is comprised of multiple dimensions including 

beliefs about the ability to apply knowledge and perform counseling behaviors, the 

awareness of the practitioner’s own attitudes about sexual identity development, and the 

practitioner’s beliefs about the ability to successfully build a therapeutic relationship with 

the SGM client (Dillon & Worthington, 2003).  SGMT self-efficacy is related to positive 

attitudes about SGM clients (Perez, 2007) and clinical experience (Korfhage, 2006; 

O’Shaughnessy & Spokane, 2013), with greater amounts of experience predicting higher 

SGMT self-efficacy.  Although affirmative counseling self-efficacy is predictive of 
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engagement in SGMT (Alessi et al, 2015), there is limited research in this area as 

affirmative counseling self-efficacy is more often studied as an outcome measure 

intended as a proxy for SGMT engagement (Grove, 2009; Rutter, Estrada, Ferguson, & 

Diggs, 2008). 

More knowledge and skills specific to SGM clients also increases practitioner 

engagement in SGMT.  Practitioners with high levels of SGM knowledge have more 

diverse and nuanced definitions of sexual and gender identity (Ryan, Bradford, & 

Honnold, 1999), whereas practitioners with lower levels of SGM knowledge have greater 

homonegativity (Alderson et al., 2009; Eliason & Hughes 2004).  Research shows that 

participation in SGM-specific trainings increases knowledge, positive attitudes, 

affirmative self-efficacy, and engagement in SGMT (Porter & Krinsky, 2014; Rock, 

Carlson, & McGeorge, 2009).  For example, one study of couple and family therapy 

students showed that students who participated in a training on sexual minority clients 

had more self-reported SGMT behavioral competency than students who were not trained 

(Rock et al, 2009).  Training likely affects both knowledge, including information about 

SM and GM individuals, their communities, and the practice of SGMT, and skills, the 

application of this knowledge.  Although knowledge and skills are often grouped together, 

researchers have suggested that it may be important to consider the individual effects of 

both knowledge and skills when thinking about SGMT practice determinants (Logie, 

Bogo, Katz, 2016). 

Like attitudes, affirmative counseling self-efficacy, knowledge, and skills, 

practitioner beliefs about SGMT also appear to affect practitioner engagement in SGMT.  

Beliefs about SGMT can be defined as how a practitioner thinks he or she should act 
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toward an SGM client (Crisp, 2006).  Research on beliefs about affirmative practice with 

SM clients indicates that these beliefs along with knowledge and skills, experience, and 

contact with SM individuals affect SGMT engagement (Mullins, 2012), and that positive 

beliefs about SGMT increase SGMT engagement and affirmative practice self-efficacy 

(Alessi et al, 2015).  Research studying beliefs about SGMT is limited as researchers tend 

to combine the constructs of beliefs about and engagement in SGMT.  This is because the 

most common measure of both of these constructs is the Gay Affirmative Practice Scale 

(GAP; Crisp 2006).  The GAP is comprised of subscales of SGMT beliefs and behavior 

that are typically summed into a total practice score.  This limits research on both beliefs 

about SGMT and SGMT behaviors.  Additionally, the GAP only measures beliefs about 

SGMT and engagement in SGMT for lesbian and gay male clients, not for bisexual or 

GM clients.  Because the GAP is used to measure both beliefs about SGMT and SGMT 

behaviors, there is limited research on both of these constructs with bisexual and GM 

clients specifically. 

The growing understanding of determinants of SGMT with SGM clients can help 

to understand how best to create models of practice from these determinants, enabling us 

to tailor education and training programs to best affect SGMT in practitioners.  However, 

much like research on behavioral health disproportionalities between SGM subgroups 

that focuses only on research with lesbian and gay male clients, research on SGMT 

practice determinants comes only from examining practice with lesbian and gay male 

clients.  This is in spite of meaningful differences in behavioral health needs between 

SGM sub-communities (Carroll & Gilroy, 2002; Carroll et al., 2002; Gainor, 2000; Israel, 

2005), that likely result in differing practice needs.   
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Current Study 

Little is known about practice determinants for clients who identify as bisexual or 

gender minority, or how clinical practice determinants differ between SGM subgroups.  

Similarly, it is unknown whether engagement in SGMT varies based on the type of SGM 

client being served.  Therefore, the purpose of the current research is to expand our 

understanding of SGMT and determinants of SGMT to bisexual and GM clients.  

Specifically, the current study has two goals: 

1) To compare determinants of SGMT for lesbians and gay men to bisexuals to 

GM clients 

2) To compare SGMT behavior for lesbians and gay men to bisexuals to GM 

clients 

Method 

Participants 

The study sample consists of licensed social workers who are currently engaged 

in social work practice (N=357).  Eligibility criteria for participation included a graduate 

social work license, at least six months tenure at the current position, and at least three 

years of experience following the Master of Social Work (MSW) degree.  The majority of 

the sample identified as white (79.3%), female (85.0%), and heterosexual (88.4%).  The 

most common age range was 30-39 (30.1%) and the most common range in which MSW 

was obtained was 2000-2009 (42.1%).  See Table 1 for demographic information. 

Of the total request for participation emails sent (N=2,352), 45 of the original 

emails had a failure in sending due to non-functioning destination email addresses.  The 

total number of emails screening participants was 2,307, and 107 people responded to 
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indicate that they did not meet the eligibility criteria for the study, making the eligible 

sample 2,200.  A total of 387 people responded, for a response rate of 17.6%.  Responses 

were proportionate to sampling in terms of survey type, with 26.4% of the participants 

responding to the survey about practice with lesbian and gay clients (n=102), 27.4% of 

the participants responding to the survey about practice with bisexual clients (n=106), 

and 46.3% of participants responding to the survey about practice with GM clients 

(n=179). 

Procedure 

Following Institutional Review Board approval and pilot testing with practicing 

clinicians, this research was conducted with a convenience sample of social work 

practitioners approved as field instructors at a large Mid-Atlantic University.  Surveys 

were distributed via email using the Tailored Design Method (Dillman, Smyth, & 

Christian, 2014).  Invitation emails with a link to the online survey were sent to all 

potential participants (N = 2,352).  The total sampling frame was divided into three 

groups, each of whom received a different version of the Survey.  Of the total potential 

participants, 25% of the potential participants were asked about practice with lesbian and 

gay male clients, 25% of the potential were asked about practice with bisexual clients, 

and 50% of the potential participants were asked about practice with GM clients.  The 

groups were divided unevenly to increase the specificity and sensitivity about practice 

with GM clients. 

Participants provided informed consent after following the link and clicking an 

“agree” button at the bottom of an introductory survey page.  Participants were then able 

to complete the survey, which was estimated to take between 25-30 minutes.  Following 
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the initial contact, four reminder emails were sent to potential participants over a four-

week period, after which the survey was closed.  Email distribution of the survey was 

performed via Constant Contact and the survey was hosted by Qualtrics v.12.16 

(Qualtrics, 2016).  In recognition of participants’ time and effort, participants were able to 

vote for a local charitable organization to receive a donation from the researchers ($100 

total).  Data into were entered into and analyzed in SPSS (v.24; IBM, 2016). 

Measures 

Demographics and practice variables. Participants were asked to report 

demographic and basic practice characteristics, such as year of MSW, as well as 

demographic characteristics including age, race and ethnicity (White, Black, Hispanic, 

Asian/Pacific Islander, Native American, Other), gender, sexual orientation.  To ensure 

participants could not be identified, age and year of MSW were asked as categorical 

variables with categories spanning ten-year periods (i.e. age of 30-39, year of MSW 

1980-1989, etc.). 

The Sexual Orientation Counselor Competency Scale (SOCCS). The SOCCS 

is a 29-item scale consisting of three subscales that measure knowledge (8 items), skills 

(11 items), and attitudes (10 items) for clinical practice with lesbian, gay, and bisexual 

clients (Bidell, 2005).  Each item in the scale consists of a self-report statement that the 

participant self-rates on a 7-point Likert scale ranging from 1 = “not true at all” to 7 = 

“totally true” with a higher score indicating greater knowledge, more skills, or a more 

positive attitude respectively.  

Preexisting adaptations of the SOCCS were used to measure practice with 

bisexual clients (Brooks & Inman, 2013) and GM clients (Bidell, 2015).  Reliability as 
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measured by Chronbach’s alpha was above .80 for the attitudes and skills subscales, for 

each of the individual survey versions as well as for the total sample.  The knowledge 

subscale had reliability of .80 for the survey about practice with lesbians and gay 

men, .69 for the survey about practice with bisexual clients, .79 for the survey about 

practice with GM clients, and .75 for the total sample.  Based on observation of the raw 

data and response patters, it appears that participants responding to the SOCCS about 

practice with bisexual clients may have had less response reliability due to the lack of 

agreement between two items on heterosexual privilege (“LG clients receive "less 

preferred" forms of counseling treatment than heterosexual clients,” which received a 

mid-range amount of agreement on average, compared to “Being born a heterosexual 

person in this society carries with it certain advantages,” which received a high amount of 

agreement on average.  It is unclear why this would manifest only in the participants 

asked about practice with bisexual clients.   Full reliability statistics by group and 

measure are reported in Table 2. 

The Lesbian, Gay, and Bisexual Affirmative Counseling Self-Efficacy, Short 

Form (LGB-CSI-SF). The LGB-CSI-SF is a 15-item measure consisting of five 

susbcales, each with three items.  The five subscales are application of knowledge, 

advocacy skills, self-awareness, relationship, and assessment (Dillon, Craig, Alessi, 

Ebersole, Kumar, 2015).  Each item in the scale is a statement of affirmative counseling 

practices that participants rate on a 7-point Likert scale of their confidence on their ability 

perform the behavior, in which 1 = “not at all confident” to 6 = highly confident.  Higher 

scores indicate a higher level of LGB-affirmative counseling self-efficacy.   
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For the purposes of this study, the LGB-CSI-SF was adapted into three versions: 

one focused on practice with lesbian and gay clients, one focused on practice with 

bisexual clients, and one focused on practice with GM clients.  Items were changed to 

reflect this adaptation by replacing the term “lesbian, gay, and bisexual” with “lesbian 

and gay”, “bisexual”, and “gender minority”.  In the current study, reliability as measured 

by Chronbach’s alpha was above .80 for all five subscales in all three survey versions as 

well as for the total sample. 

The Gay Affirmative Practice Scale (GAP). The GAP is a 30-item measure 

comprised of two subscales, one 15-item subscale measuring beliefs about engagement in 

affirmative practices with gay and lesbian clients, and one 15-item subscale measuring 

engagement in affirmative practices with gay and lesbian clients (Crisp, 2006).  Each 

item of the GAP is a statement either of what the participant believes a practitioner 

should do in terms of their practice with lesbian and gay male clients (beliefs scale) or 

how the participant engages with lesbian and gay male clients (behaviors subscale).  For 

the beliefs subscale, participants rate their agreement with each statement on a five-point 

Likert scale.  In the current study, 1 = “strongly disagree” and 5 = “strongly agree”.  For 

the engagement subscale, participants rated their behaviors on a five-point Likert scale 

reflecting their engagement in a given behavior.  In the current study, 1 = “never” and 5 = 

“always”. 

In addition to the original version of the GAP, this measure was adapted into two 

additional versions for this study, one asking about work with bisexual clients, and one 

asking about work with GM clients.  Items were changed to reflect this adaptation by 

replacing the term “lesbian and gay” with the terms “bisexual”, and “gender minority”.  
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Reliability as measured by Chronbach’s alpha was above .80 for all each GAP subscale in 

all three survey versions as well when calculated in total sample. 

Results 

Two sets of Chi-square tests were used to learn more about whether natural 

differences in demographics and attitudes varied between the three groups of participants.  

The first set of tests compared demographic information, such as race, age, and gender, 

between groups.  The second set of tests compared basic information about attitudes 

towards lesbians and gays between groups.  These basic attitudinal measures were based 

on a national surveyed U.S. developed by the Pew Research Center and administered by 

Princeton Survey Research Associates International (2013b).  No significant differences 

were found in either test of randomization, suggesting random assignment by survey type 

was successful. 

Factorial MANOVA was used to compare practitioner’s beliefs, knowledge, 

attitudes, skills, self-efficacy, and SGMT behaviors between lesbian and gay clients (LG), 

bisexual clients (B), and GM clients (see Table 3).  Practice with LG clients was 

compared to practice with B clients and GM clients; practice with B clients was 

compared to practice with GM clients.  Because the assumption of multivariate normality 

was violated in the SOCCS attitudes scale and the GAP beliefs scale (skew = -2.04, 

kurtosis = 4.68; skew = -2.80, kurtosis = 7.97 respectively), 1,000 bootstrap samples were 

used (Efron & Tibshirani, 1993).  Post-hoc comparisons between groups were calculated 

using Dunnett’s T3 Test, which address both the unequal group sizes and the 

heterogeneity of variance (Shingala & Rajyaguru, 2015).  To test whether clinical 
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practice behaviors varied between type of client, the GAP behavior subscale and client 

type were analyzed using ANOVA (see Table 4).   

Differences in Determinants of Practice Behaviors Between Client Types 

Factorial MANOVA indicated significant main effects for practitioner skills by 

client type (F=6.82, p<.01; see Table 2).  A post-hoc comparison of skills using Dunnett’s 

T3 Test indicated that the mean of participants’ self-reported practice skills with lesbian 

and gay male clients is higher than the mean of their self-reported practice skills with 

both bisexual clients (MD=11.42, p<.05) and GM clients (MD=8.73, p<.05).  Factorial 

MANOVA indicated significant main effects for practitioner attitudes by client type 

(F=3.21, p<.05).  A post-hoc comparison of attitudes using Dunnett’s T3 Test indicated 

that the mean of participants’ self-reported practice attitudes with lesbian and gay male 

clients is higher than the mean of their self-reported practice skills with GM clients 

(MD=2.54, p<.05).  No main effects were found for practitioner beliefs, knowledge, or 

self-efficacy by client type. 

Differences in Practice Behaviors Between Client Types 

An ANOVA test of differences in engagement in SGMT by type of client 

indicated no significant differences between client types in terms of practice behavior 

(see Table 2).  Overall scores for the GAP behavior subscale were grouped at the high 

end, with 15.71% of those who completed the GAP behavior subscale receiving the 

highest possible score for the measure (N= 30). 

Exploratory Analyses of Self-Efficacy 

An exploratory comparison of self-efficacy subscales by client type was 

performed with MANOVA (Table 4).  No main effects were found in this analysis.  A 
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post-hoc comparison of the awareness subscale using Dunnett’s T3 Test indicated that the 

mean of participants’ self-reported awareness of lesbian and gay male clients is higher 

than the mean of their self-reported awareness of bisexual clients (MD=1.39, p<.05).  A 

post-hoc comparison of the assessment subscale using Dunnett’s T3 Test indicated that 

the mean of participants’ self-reported assessment of lesbian and gay male clients is 

higher than the mean of their self-reported awareness of GM clients (MD=1.73, p<.05). 

Exploratory Analyses of the Effects of Level of License 

An exploratory analysis of skills indicated that practitioners with advanced 

licenses (which require at least two years of practice and 3,000 hours of supervised 

experience) had higher levels of skills than those with entry-level licenses (F=10.63, 

p=.001).  Both knowledge and attitudes did not vary as a factor of level of license.  

Additionally, practitioner skills did not vary by years of social work experience as 

measured by year since MSW.  An exploratory comparison of mean scores of SGMT 

behavior by level of license indicated that practitioners with more advanced licenses 

(which require at least two years of practice and 3,000 hours of supervised experience) 

had higher levels of SGMT engagement (M=59.15) than practitioners with less 

experience (M=50.38, p<.05). 

Exploratory Analyses of the Effects of Sexual Orientation of Respondent 

 An exploratory analysis was performed on the effects of sexual orientation of the 

respondent on knowledge, skills, attitudes, beliefs, SGMT self-efficacy, and SGMT 

behavior.  For the purposes of this analysis, sexual orientation of the respondent was 

coded as a binary categorical variable in which the respondent indicated their identity as 

heterosexual or not heterosexual.  This analysis showed no difference in scores on 
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measures of knowledge, skills, attitudes, beliefs, SGMT self-efficacy, and SGMT 

behavior between heterosexual and non-heterosexual survey participants. 

Discussion 

The current study compared determinants of and engagement in SGMT for gay 

male and lesbian clients, bisexual clients, and GM clients.  This research indicates that 

practitioners have more positive attitudes about lesbian and gay male clients than GM 

clients, and that practitioners have higher self-assessed levels of skill in their clinical 

practice with lesbian and gay male clients than both bisexual and GM clients.  Although 

total SGMT self-efficacy was not different between clients, an exploratory analysis 

showed that participants had more awareness of their attitudes with lesbian and gay male 

clients than GM clients, and practitioners had more comfort in assessing lesbian and gay 

male clients than bisexual clients.  Finally, although an initial analysis of engagement in 

SGMT was not different among groups, it appears that level of license and, thus 

supervised experience, may predict engagement in SGMT. 

Less Positive Attitudes for GM Clients 

The finding that practitioners have less positive attitudes for GM clients than gay 

male and lesbian clients echoes similar findings about attitudes in the general population 

(Norton & Herek, 2013).  Research suggests that attitudes about GM people shaped by 

the amount of interaction with or exposure to GM people (Norton & Herek, 2013).  

Further research specifically on behavioral health practitioners shows a relationship 

between increased contact with sexual minority clients and less negative attitudes 

towards sexual minority clients (Mullins, 2012; O’Hare, Williams, & Ezoviski, 1996).  

Thus, an explanation for the differences in practitioner attitude towards gay male and 
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lesbian clients compared with GM clients could be due to the relative prevalence of gay 

and lesbian client compared to GM clients within the general population.  Recent 

population prevalence estimates of these identities fits this explanation, with between 

1.6% and 1.9% of adults identifying as gay men or lesbians (Copen, Chandra, & Febo-

Vazquez, 2016; Ward, Dahlhamer, Galinsky, Joestl, 2013) and roughly one-third of that 

amount of adults, 0.6%, identifying as transgender (Copen et al, 2016). 

If interaction through population prevalence explains attitudinal differences 

between SGM client types, it would also explain the lack of difference in attitudes for 

bisexual clients and other SGM subgroups, as prevalence of the bisexual identity appears 

to be closer to the gay male or lesbian identity than the GM identity.  Identification as 

bisexual has grown substantially over recent years, with a 2016 survey indicating a 

prevalence of 2.0% in the general population (Copen et al, 2016) compared to a similar 

survey indicating a 2013 prevalence of 0.7% (Ward et al, 2013).  Future research should 

study causes for the attitudinal differences in attitudes among SGM clients types to learn 

not only the causes but also the effects of these differences. 

Another explanation in the difference in attitudes toward gay male and lesbian 

clients and GM clients may be the information available to practitioners about GM clients.  

Although both the gay male and lesbian identities and the GM identities have been 

treated as mental illness by the Diagnostic and Statistical Manual of Mental Disorders 

(DSM), the gay male and lesbian identities have been removed from this classification 

since 1987 whereas the GM identity is still classified as a mental illness when this 

identity causes the individual clinically significant distress (APA 1973, 1987, 2013).  This 

pathologization of the GM identity compared with a gay male or lesbian identity is seen 
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in other research describing GM clients (Benson, 2013).  Differences in classification and 

available research between these client types could be responsible for differences in 

attitudes.  However, if this difference was solely responsible for attitudinal differences 

between these client types, one would also expect to find a difference in beliefs about 

SGMT engagement between client types, which were not found in the current study. 

Highest Skills in Practice with Gay Male and Lesbian Clients 

Practitioner skills are greater for gay male and lesbian clients than for bisexual or 

GM clients.  There is little existing literature on reasons for these practitioner skill 

differences between SGM client types; however, research outside of the SGM client 

context has found that skills increase with greater training (Iles & Davidson, 2006).  It is 

possible, thus, that practitioners have less skills in working with bisexual and GM clients 

due to fewer trainings about working with those clients specifically.  Research has shown 

that practitioners believe they have insufficient training in working with GM clients 

(Bunton, 2015).  Unfortunately, studies on training for working with bisexual clients 

combine these clients with gay male and lesbian clients (Carroll & Gilroy, 2002; Carroll, 

Gilroy, & Ryan, 2002; Fassinger & Arseneau, 2000; Gainor, 2000; Israel, 2005) making it 

difficult to understand whether there is a training deficit in working with bisexual clients. 

It is notable that skills vary by level of license but do not vary by years of practice 

as measured by years since MSW.  It is possible that practitioners who have a higher level 

of license also have more client contact, which increases their skills in working with all 

clients.  Future researchers may want to consider skills with SGM clients as well as 

overall practice skills to determine if these are different based on level of license. 
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Finally, in spite of differences in skills between client types, there were no 

differences in knowledge between client types.  This emphasizes the difference between 

having knowledge and the ability to apply it, a finding supported by qualitative research 

(Logie, Bogo, & Katz, 2015).  Further research shows that clients are sensitive to the 

differences between practitioner knowledge and skills and that knowledge without skills 

can result in negative interactions between client and therapist (Benson, 2013).  These 

findings in combination with this existing research emphasizes the importance of 

considering both knowledge and skills in practice with SGM clients. 

No Differences in Practice Behaviors for Different Client Types 

 This research indicated that there were no differences in SGMT engagement 

based on client type, including lesbians and gay male, bisexual, and GM clients.  This is 

an important finding as one would expect to see differences in SGMT between client 

types, given that there are differences in determinants of SGMT between client types.  

One explanation for this finding could be that the measure of SGMT engagement, the 

GAP, is too highly skewed to accurately represent differences in engagement.  The GAP 

has been criticized as it may lead participants to socially desirable responses (Messinger 

& Woodford, 2012; 2014) that are not representative of their true practice behavior 

(Chapman, Watkins, Zappia, Nicol, & Shields, 2012).  Another explanation for the lack of 

differences in SGM behavior by client type may be a result of a lack of differentiation by 

practitioner of client type.  The result of this is that a practitioner could treat all SGM 

clients the same as one another, which would present in research as no difference in 

behavior between groups.  Many of the primary guidelines for practice with SGM clients 

advises practitioners on work with this group as a whole (APA, 2011; NASW, 2015) 
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rather than speaking to unique differences between SGM subgroups.  Given the body of 

research indicating that SGM client subgroups have differing needs from one another 

(Cochran et al, 2003; King et al, 2007; Substance Abuse and Mental Health Services 

Administration, 2009) this may be indicative of a greater issue in SGMT practices.  

Future research should examine unique clinical needs of SGM subgroups in a clinical 

context.  

Finally, it is of note that while there were no differences in SGMT behavior based 

on client type, behavior and skills did vary based on level of license.  Because 

determinants such as attitudes and knowledge did not vary between levels of license, and 

behavior and skills did not vary between years of social work experience as measured by 

year since MSW, this suggest that a factor such as expertise could be a determinant of 

SGMT behavior.  Further research should be conducted to learn more about the role of 

expertise, such as whether the effect of expertise on SGMT behavior is direct or mediated 

by skills or another variable.  

Limitations 

There are several limitations to consider in the current study.  This research was 

conducted on participants in a specific geographic area.  Research has shown that 

geographical area may affect engagement in SGMT (Mullins 2012).  Thus, findings may 

not be generalizable beyond the area in which the study was conducted.  The sample for 

the current study consists only of social workers.  There is currently minimal research 

comparing differences in SGMT or its determinants between counseling professions; 

however, given that each counseling professional education and identity is different, this 

study may not be generalizable beyond social workers. 
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Participation in this study was voluntary, and there is the potential for response 

bias.  It is possible that individuals with more experience with SGM clients or those who 

are more invested in outcomes of SGM clients were more likely to respond, skewing 

results.  Overall survey response rates were low, suggesting the high survey burden may 

have affected response rates.  Additionally, the survey had a large amount of attrition for 

those who began the survey (n = 357) to those who completed the survey (n = 191).  

Survey noncompletors could have different practice determinants or practice behaviors 

with SGM clients and their lack of responses could mean data are biased.  The survey 

used in this study was self-report, leading to potential response bias due to social 

desirability.  As discussed, social desirability may have disproportionately affected 

measures such as the GAP, which supplies the respondent with answers rather than 

relying on the participant to generate a response.  Scores on this measure are often 

skewed towards affirmative practice (Alessi et al., 2015; Gandy, 2015; Messinger, 2014; 

Messinger & Woodford, 2012), and the ceiling effect seen in GAP responses in the 

current study could be due to this priming. 

Data from this study were obtained via adapted measures, which could have 

impacted the validity of these measures.  Additionally, the LGB-CSI-SF has only been 

intended for use with heterosexual participants in the past, so interpretation of this 

measure should be done with caution.  Although the current study considers practice with 

lesbians and gay male clients, bisexual clients, and GM clients, these groups are 

themselves made up of smaller categories that may not be similar, such as lesbians 

compared to gay men, or male bisexuals compared to female bisexuals.  Given the 
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importance of client type in practice determinant, further research should study the 

differences in work with these important and distinct groups. 

Conclusion and Implications 

The current study demonstrates the importance of considering types of SGM 

clients separately from one another in both research and practice.  This study shows that 

practitioners vary by SGM client type in terms of determinants of their SGMT behaviors, 

including attitudes, skills, awareness of attitudes, and assessment abilities.  Practitioners 

may not be as prepared to work with bisexual and GM clients as they are to work with 

gay male and lesbian clients.  To address this, practitioners should seek out experiences 

and training opportunities that address practice with bisexual and GM clients especially.  

Additionally, research should be done to learn about the effects of these differences in 

practice determinants on the SGM clients. 

Although the findings from this study indicate that SGMT is the same across 

client types, the data on behavior suggests the possibility that the GAP may be skewed 

and not a valid representation of SGMT.  Based on the results of this study, further 

research should be done to learn more about practice with SGM clients and measurement 

of this practice. 
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Table 1. Demographic and Basic Practice Information 

 

Variable Lesbian and 

Gay Men (LG) 

N=92 (25.8%) 

Bisexual (B) 

N=96 (26.9%) 

Gender 

Minority (GM) 

N=169 (47.3%) 

Total 

N=357 

Age 

  Under 30 

  30-39 

  40-49 

  50-59 

  Over 59 

 

8 (8.8%) 

27 (29.7%) 

35 (38.5%) 

16 (17.6%) 

5 (5.5%) 

 

10 (10.4%) 

30 (31.3%) 

27 (28.1%) 

19 (19.8%) 

10 (10.4%) 

 

10 (6.0%) 

50 (29.8%) 

41 (24.4%) 

39 (23.2%) 

28 (16.7%) 

 

28 (7.9%) 

107 (30.1%) 

103 (29.0%) 

74 (20.8%) 

43 (12.1%) 

Race 

  Asian 

  Black/AA 

  Hawaiian/PI 

  White 

  Other 

 

2 (2.2%) 

13 (14.1%) 

0 (0.0%) 

76 (82.6%) 

1 (1.1%) 

 

0 (0.0%) 

17 (17.7%) 

0 (0.0%) 

77 (80.2%) 

4 (4.2%) 

 

5 (3.0%) 

34 (20.1%) 

1 (0.6%) 

130 (76.9%) 

3 (1.8%) 

 

7 (2.0%) 

64 (17.9%) 

1 (0.3%) 

283 (79.3%) 

8 (2.2%) 

Hispanic 3 (3.3%) 5 (5.3%) 8 (4.9%) 16 (4.6%) 

Female 81 (89.0%) 84 (87.5%) 136 (81.4%) 301 (85%) 

Sexual orientation 

  Heterosexual 

  Gay Male 

  Lesbian 

  Bisexual 

  Other 

 

79 (86.8%) 

2 (2.2%) 

7 (7.7%) 

3 (3.3%) 

0 (0.0%) 

 

85 (88.5%) 

1 (1.0%) 

6 (6.3%) 

3 (3.1%) 

1 (1.0%) 

 

148 (89.2%) 

6 (3.6%) 

8 (38.1%) 

4 (2.4%) 

0 (0.0%) 

 

312 (88.4%) 

9 (2.5%) 

21 (5.9%) 

10 (2.8%) 

1 (0.3%) 

Year of MSW 

  1980-1989 

  1990-1999 

  2000-2009 

  2009 to present 

 

11 (12.0%) 

28 (30.4%) 

38 (41.3%) 

15 (16.3%) 

 

14 (14.6%) 

22 (22.9%) 

40 (41.7%) 

20 (20.8%) 

 

28 (16.7%) 

39 (23.2%) 

72 (42.9%) 

29 (17.3%) 

 

53 (14.9%) 

89 (25.0%) 

150 (42.1%) 

64 (18.0%) 

Note:†p<.10, *p<.05, **p<.01     
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Table 2. Determinants of SGMT Practice and SGMT Practice Behavior by Client Type 
 Group   Bootstrap 95% CI  

Variable Reference Comparison MD S.E. Lower Upper F Test 

Beliefs       2.45† 

 LG B -3.64 3.67 -11.53 3.48  

 LG GM -5.61 3.358 -12.66 .36  

 B GM -1.97 2.04 -6.22 1.78  

Knowledge       2.35† 

 LG B 3.83 1.59 .54 6.79  

 LG GM 2.09 1.62 -1.11 5.32  

 B GM -1.74 1.37 -4.18 .89  

        

Attitudes       3.21* 

 LG B .82 1.25 -1.91 3.12  

 LG GM 2.54* 1.01 .37 4.52  

 B GM 1.71 1.08 -.46 3.77  

        

Skills       6.82** 

 LG B 11.42* 3.15 5.21 17.70  

 LG GM 8.73* 2.94 2.87 14.73  

 B GM -2.69 2.64 -7.71 2.94  

        

Self-Efficacy       2.17 

 LG B 4.93 3.20 -1.27 10.96  

 LG GM 5.90 2.75 .24 11.31  

 B GM .98 2.65 -4.19 6.23  

        

SGMT 

Behavior       1.61 

 LG B 3.97 2.93 -3.15 11.09  

 LG GM 5.39 2.65 -1.02 11.81  

 B GM 1.42 2.92 -5.65 8.50  

Note: † p<.10, *p<.05, **p<.01 
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Table 3. SGMT Self-Efficacy Subscales by Client Type 

 Group   

Bootstrap 95% 

CI  

Subscale Reference Comparison MD SE Lower Upper F Test 

Application of Knowledge       1.65 

 LG B .93 .81 -1.02 2.87  

 LG GM 1.32 .73 -.44 3.08  

 B GM .40 .67 -1.21 2.00  

Advocacy Skills       1.19 

 LG B 1.14 .87 -.95 3.23  

 LG GM 1.13 .78 -.75 3.02  

 B GM -.00 .71 -1.73 1.72  

Awareness       2.94 

 LG B 

1.39

* .58 .00 2.79  

 LG GM .87 .52 -.39 2.13  

 B GM -.52 .48 -1.67 .63  

Assessment       2.97 

 LG B 1.16 .79 -.74 3.06  

 LG GM 

1.73

* .71 .02 3.45  

 B GM .57 .65 -.99 2.14  

Relationship       1.17 

 LG B .85 .74 -.93 2.64  

 LG GM 1.01 .67 -.61 2.62  

 B GM .15 .61 -1.32 1.63  

Note: † p<.10, *p<.05, **p<.01 
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HOW DO DETERMINANTS OF AFFIRMATIVE CLINICAL PRACTICE VARY 

BETWEEN LESBIAN AND GAY, BISEXUAL, AND GENDER MINORITY 

CLIENTS? 

Background. Little research exists on affirmative clinical practice with sexual 

and gender minority (SGM) clients, and existing literature focuses on practice with 

lesbian and gay clients in spite of differing behavioral health needs among SGM client 

types such as lesbian and gay men, bisexuals, and gender minorities (GM). 

Purpose. This study differentiates between the unique contributions of knowledge 

and skills in affirmative practice behaviors with SGM clients.  This study also tests 

whether an interaction exists between type of client (including lesbian and gay clients, 

bisexual clients, and GM clients) and determinant of practice (including knowledge, 

skills, attitudes, self-efficacy, and beliefs) in predicting affirmative practice behaviors. 

Method. Using a cross-sectional survey design, practicing social workers 

(N=357) completed an online survey about their knowledge, skills, attitudes, beliefs, 

counseling self-efficacy, and practice with one of three types of SGM client: lesbians and 

gay men, bisexual, or GM.   

Results. The correlation coefficient of knowledge and skills indicates the two 

constructs have a moderate positive correlation. A regression model indicates that there is 

not an interaction between client type and practice determinant in predicting positive 

practice behavior; affirmative practice behaviors did not vary by client type. 

Conclusion. Knowledge and skills appear to be distinct constructs in their 

relationship with affirmative practices with SGM clients. Training in working with these 

clients should address these constructs individually.  Practitioners appear to use positive 

behaviors regardless of SGM client type, which may indicate that providers are equally 

prepared to see each type of SGM client.
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How Do Determinants of Affirmative Clinical Practice Vary Between Lesbian and 

Gay, Bisexual, and Gender Minority Clients? 

The ability to provide affirmative counseling to members of the sexual and gender 

minority (SGM) community is an essential part of psychotherapy.  These practices, 

termed sexual and gender minority therapy (SGMT; Malyon, 1982), affect both the 

quality of the therapeutic relationship as well as the outcome of therapy with SGM clients.  

Failing to engage in SGMT can lead to client distress, shame, self-blame (Shidlo & 

Schroeder, 2002), client pathologization of their SGM identity, and a poor client quality 

of life ((Israel, Gorcheva, Burnes, & Walther, 2008).  An SGM client may view therapists 

who are not engaging in SGMT as unhelpful (Garnets et al., 1991) or poorly informed 

(Bernstein, 2000).  The resulting therapist/client relationship is seen as negative (Israel et 

al., 2008) and is frequently terminated as early as a single session (Dobinson, 

MacDonnell, Hampson, Clipsham, & Chow, 2005; Israel et al., 2008).  Conversely, SGM 

clients perceive therapists engaging in SGMT as helpful (Liddle 1999), caring, skillful, 

genuine (Horvath & Symonds, 1991; Kelley, 2014; Martin, Garske, & Davis, 2000), 

appropriate, nonjudgmental, and affirming (Israel et al., 2008).  Characteristics of these 

relationships include collaboration (Kelley, 2014), respect (Hersoug, Hoglend, Monsen, 

& Havik, 2001), and trust (Israel et al., 2008).  Even in cases in which sexual or gender 

identity is not the presenting problem, clients prefer styles of therapy that  affirm  their 

SGM identify (Israel et al., 2008; Pachankis & Goldfried, 2013). 

Because of the importance of SGMT in  therapeutic relationships, counseling 

associations such as the American Psychological Association (APA) and the National 

Association of Social Workers (NASW) have developed practice guidelines for engaging 
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in SGMT.  Documents like Standards and Indicators for Cultural Competence in Social 

Work (NASW, 2015), Guidelines for Psychological Practice with Lesbian, Gay, and 

Bisexual Clients (APA, 2011), and Guidelines for Affirmative Social Work Education 

(Craig et al, 2016) describe elements of SGMT practice for clinicians. 

Determinants of SGMT 

In spite of these mandates to use SGMT principles, as well as discipline-specific 

guidelines, researchers have found harmful behaviors with SGM clients across 

professional settings, including juvenile justice and child welfare (Matarese, 2013, 

Mallon & DeCrescenzo, 2006), school practice (Betts, 2013), the juvenile justice systems 

(Majd, Marksamer, & Reyes, 2009), addictions treatment (Eliason & Hughes, 2004), and 

retirement care (Johnson, Jackson, Arnette, & Koffman, 2005).  The proliferation of 

harmful practices with SGM clients has led researchers to model pathways to SGMT 

engagement, resulting in a model of SGMT with lesbian and gay clients (Alessi, Dillon, 

& Kim, 2015).  This model of practitioner behavior is based on Social Cognitive Theory 

(Bandura, 1977) and shows that practitioners’ attitudes, training hours, affirmative 

counseling self-efficacy, and beliefs about SGMT all contribute to SGMT engagement. 

 Attitudes are therapists’ likes and dislikes (Alessi et al., 2015; Lent, Brown, & 

Hackett, 1994), in this case, as they relate to the client’s sexual or gender identity.  

Negative attitudes towards SGM people can increase the use of harmful practices with 

these clients (Bowers, Plummer, & Minnichiello, 2005; Crisp, 2006; Matarese, 2013) 

while positive attitudes are associated with an increase in the use of SGMT (Bowers et al., 

2005; Perez, 2007). 
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Training hours refer to  the total hours spent in training focused on SGM clients.  

This may include activities that are designed to increase knowledge, skills, comfort, 

awareness, or other SGM client focused material.  Participation in trainings focused on 

SGM clients increases practitioner knowledge and SGMT behavior (Alderson et al., 

2009; Eliason & Hughes 2004; Porter & Krinsky, 2014), which can result in a more 

robust ability to empathize with clients about the SGM identity (Ryan et al., 1999).  

Training can also increase self-reported SGMT competency (Rock, Carlson, & McGeorge, 

2009).  Specific knowledge about SGM individuals is essential to SGMT (Collazo, 

Austin, & Craig, 2013) and may be the result of both formal and informal learning 

(Alderson, Orzeck and McEwen, 2009; Eliason and Hughes 2004; Logie, Bogo, & Katz, 

2015; Matarese, 2013; Porter and Krinsky, 2014).  

Affirmative counseling self-efficacy is a practitioner’s beliefs about /her/his 

ability to engage in SGMT.  Research demonstrates this is a related but substantively 

different construct from general counseling self-efficacy (Dillon & Worthington, 2003; 

O’Shaughnessy & Spokane, 2013; Rawlings, 2012).  SGMT self-efficacy includes beliefs 

about the ability to apply knowledge and perform counseling behaviors, the awareness of 

the practitioner’s own attitudes about sexual identity development, and the practitioner’s 

beliefs about the ability to successfully build a therapeutic relationship with the SGM 

client (Dillon & Worthington, 2003).  Researchers have demonstrated that more 

experience working with SGM clients predicts greater SGMT self-efficacy (Korfhage, 

2006; O’Shaughnessy & Spokane, 2013).   Additionally, research shows that students’ 

SGMT counseling self-efficacy is predictive of their self-rated skills with clients (Fortune, 
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Lee, and Casavos, 2005) and correlated with their actual practice skills (O’Shaughnessy 

& Spokane, 2013; Rawlings, 2012). 

SGMT beliefs are how a practitioner thinks they should act toward SGM clients, 

including whether the practitioner places value in engaging in SGMT (Crisp, 2006).  

SGMT beliefs have both a direct relationship with SGMT engagement as well as a 

relationship with other practice determinants, including attitudes and self-efficacy (Alessi 

et al, 2015; Mullins, 2012).  However, research examining a direct relationship between 

beliefs and SGMT engagement is limited in part because the primary scales used for 

these constructs are both part of a larger measure, the Gay Affirmative Practice Scale 

(GAP; Crisp 2006), which is most often summed rather than examined by individual 

subscale.  Research that looks more broadly at SGMT beliefs shows a positive correlation 

between beliefs and attitudes about sexual identity (Arseneau, 2008). 

The Current Model of SGMT and Limitations 

Alessi and colleagues (2015) developed a model of SGMT engagement to 

describe the relationship between these practice determinants and SGMT engagement for 

heterosexual practitioners working with lesbian and gay clients.  In this model, 

practitioners’ affirmative practice behaviors come from practitioners’ attitudes, training 

hours, affirmative counseling self-efficacy, and beliefs about SGMT with SGM clients.  

Attitudes, beliefs, and SGMT counseling self-efficacy have direct effects on SGMT 

engagement.  Both beliefs and SGMT counseling self-efficacy partially mediate the 

relationship between attitudes and SGMT engagement.  Finally, training hours is 

correlated with attitudes and has a direct effect on SGMT counseling self-efficacy.  This 

model has demonstrated good fit criteria; however, there are two important limitations in 
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this model.  First, this model includes training hours as a contributor to SGMT.  This is a 

self-reported count of hours of participation in coursework, in-service trainings, and 

workshops focused on lesbian, gay, and bisexual issues in psychotherapy (none, 1 to 5 

hours, 6 to 25 hours, 26 to 35 hours, and more than 35 hours).  By operationalizing 

training in this way, it is difficult to know whether this is representative of practitioner’s 

knowledge, skills, or another determinant of practice, such as attitude or interest.  Each of 

these may have a different effect on SGMT engagement.  For example, researchers on 

SGMT have found that knowledge and skills have distinct effects on SGMT engagement 

(Logie, Bogo, & Katz, 2015). 

Second, this model only looks at SGMT practice with lesbian and gay clients, and 

the researchers caution about the application of this model to practice with bisexual or 

gender minority (GM) clients.  This limitation is aligned with current research trends, in 

which the majority of research focuses on practice with lesbian and gay clients.  Bisexual 

and GM clients are often either left unstudied or assumed to have the same properties as 

lesbian and gay clients in the therapeutic relationship (Carroll & Gilroy, 2002; Carroll, 

Gilroy, & Ryan, 2002; Fassinger & Arseneau, 2000; Gainor, 2000; Israel, 2005).  These 

generalizations persist in spite of research documenting the disparate behavioral health 

needs of various SGM sub-communities (Cochran & Mays, 2000; King, Semlyen, Tai, 

Killaspy, Osborn, Popelyuk, & Nazareth, 2008; Substance Abuse and Mental Health 

Services Administration, 2009).  Additionally, initial research on determinants of practice 

has indicated that determinants of SGMT may vary based on client type (Ebersole, 2017; 

Leitch 2017).  Given the differences in behavioral health needs and practice determinants 
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among SGM client subgroups, it is important to understand whether SGMT practices 

vary based on SGM client subgroup. 

Current Study 

The goal of the current study is to expand  our current knowledge about SGMT 

engagement by 1) Differentiating between the unique contributions of knowledge and 

skills in a model of SGMT and 2) Testing the interaction between client type and practice 

determinant in predicting SGMT engagement.  If an interaction is found, a separate 

model for SGMT engagement will be developed for lesbian and gay clients, bisexual 

clients, and GM clients. 

Method 

Procedure 

The current study was conducted using a convenience sample of social workers 

listed as field instructors at a large, Mid-Atlantic University.  Following approval of the 

Institutional Review Board and an initial pilot testing of the survey with practicing 

clinicians, an invitation to participate in this survey was distributed to all potential study 

participants (N = 2,352) by email.  The total sampling frame was divided into three 

groups, each of whom received a different version of the survey.  Of the total potential 

participants, 25% of the potential participants were asked about practice with lesbian and 

gay male clients, 25% of the potential were asked about practice with bisexual clients, 

and 50% of the potential participants were asked about practice with GM clients.  The 

groups were divided unevenly to increase the specificity and sensitivity about practice 

with GM clients. 
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The survey began with an opportunity for potential participants to provide 

informed consent by clicking an “agree” button at the bottom of the first survey page.  

Participants then had the opportunity to complete the survey, which was estimated to take 

between 25-30 minutes.  Email distribution of the survey was performed via Constant 

Contact and the survey was hosted by Qualtrics v.12.16 (Qualtrics, 2016).  Surveys and 

survey reminders were distributed a total of four times following the Tailored Design 

Method (Dillman, Smyth, & Christian, 2014).  To ensure anonymity of responses, no 

identifying information was collected from participants, and age and year demographics 

were collected as categorical variables with each category representing 10 years.  In 

recognition of participants’ time and effort, participants were able to vote for a local 

charitable organization to receive a donation from the researchers ($100 total). 

Participants 

A list of potential participant email address was provided by the Office of Field 

Education at the study site.  Of the 2,352 email requests for participation sent, 45 email 

failures due to non-functioning destination email addresses.  Study participants were 

eligible to complete the survey if they held a graduate social work license with three 

years of post-licensure experience, were employed in the field of social work, and had 

been in their current position for six months or longer.  A total of 107 people responded to 

indicate that they did not meet the eligibility criteria for the study, leaving an eligible 

sample of potential participants reached of 2,200.  A total of 387 people responded to the 

survey, for a response rate 17.6% of eligible participants.  Of these participants, 30 

potential participants were removed from the study due to responding to only one 

question in the survey.  The remaining 357 respondents consisted of 92 respondents who 
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completed the survey about lesbians and gay men, 96 respondents who completed the 

survey about bisexual clients, and 169 respondents who completed the survey about GM 

clients (see Table 1). 

Two sets of Chi-square tests were used to learn more about differences in 

demographics and attitudes between the three groups of survey participants.  In the first 

set of tests, demographic information, such as race, age, and gender, was compared 

between the survey groups.  In the second set of tests, basic information about attitudes 

towards lesbians and gays were compared between groups.  These basic attitudinal 

measures were based on a national survey of people in the United States that was 

developed by the Pew Research Center and administered by Princeton Survey Research 

Associates International (2013).  No significant differences were found in either test of 

randomization, suggesting random assignment by survey type was successful. 

The majority of survey participants identified their race as White (79.3%), 17.9% 

identified their race as African American/Black, 2% identified their race as Asian, 0.3% 

identified their race as Hawaiian/Pacific Islander (PI), and 2.2% identified their race as 

other.  Additionally, 4.6% of the sample identified their ethnicity as Latino/a.  Most 

survey participants identified their sexual orientation as heterosexual (88.4%), with 2.5% 

of respondents identifying as gay males, 5.9% of respondents identifying as lesbians, 

2.9% of respondents identifying as bisexuals, and 0.3% of respondents identifying their 

sexual orientation as other.  The most common age range was 30-39 (30.1%), with 7.9% 

participants under 30, 29% of participants 40-49, 20.8% of participants 50-59 and 12.1% 

or participants over 59.  A total of 14.9% of participants received their MSW in 1980-

1989, 25% of participants received their MSW1990-1999, 42.1% of participants received 
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their MSW 2000-2009, and 18% for participants received their MSW since 2009.  When 

asked to categorize their home setting and work setting as “urban”, “suburban”, or “rural”, 

a majority of participants indicated a suburban home setting (61.9%) and a majority of 

participants indicated an urban work setting (54%).  See Table 4 for complete 

demographic information. 

Measures 

Demographics and practice variables. Participants reported basic demographic 

information such as age, race, ethnicity, gender, and year of MSW. To learn more about 

sample characteristics, participants were also asked their gender, sexual orientation, and 

home and work setting (urban/suburban/rural).  To ensure participants could not be 

identified, age and year of MSW were asked as categorical variables with categories 

spanning ten-year periods (i.e. age of 30-39, year of MSW 1980-1989, etc.). 

Knowledge, skills, and attitudes.  The Sexual Orientation Counselor 

Competency Scale (SOCCS; Bidell, 2005, 2015; Brooks & Inman, 2013) was used to 

assess the constructs of knowledge, skills, and attitudes,  The SOCCS has 29 items total, 

divided into three subscales: knowledge (8 items), skills (11 items), and attitudes for 

clinical practice (10 items).  This scale is a self-report measure that the participant self-

rates on a 7-point Likert scale ranging from 1 = “not true at all” to 7 = “totally true” with 

a higher score indicating greater knowledge, more skills, or a more positive attitude 

respectively.  In the current study, three adaptations of version one of the SOCCS were 

used, one about gay male and lesbian clients, one about bisexual clients, and one about 

GM clients.  Two of these adaptations are included as part of the SOCCS Instructor’s 

Guide, published to describe implementation and psychometric properties of the SOCCS 
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in different populations (Bidell, 2015).  This guide includes adaptations of the SOCCS 

asking about bisexual clients (Brooks & Inman, 2013) as well as GM clients.  Following 

the models of these adaptations, the SOCCS was adapted from its version asking about 

lesbian and gay male and bisexual clients to a version that asks only about lesbian and 

gay male clients by dropping the word “bisexual” from each item.  For example, the 

original version of item one was changed from “I have received adequate clinical training 

and supervision to counsel lesbian and gay, and bisexual (LGB) clients” to “I have 

received adequate clinical training and supervision to counsel lesbian and gay (LG) 

clients”.  The SOCCS has demonstrated good internal reliability, with a Cronbach’s alpha 

of .90, including knowledge (α =.76), skills (α = .91) and attitudes (α = .88; Biddell, 

2005).  In the current study, the SOCCS demonstrated good internal reliability, with a 

total Cronbach’s alpha of .88, including knowledge (α =.75), skills (α = .90) and attitudes 

(α = .80).  Reliability statistics by group and measure are reported in Table 5. 

Affirmative counseling self-efficacy.  The short form of the Lesbian, Gay, and 

Bisexual Affirmative Counseling Self-Efficacy (LGB-CSI-SF) scale was used to measure 

affirmative counseling self-efficacy (Dillon, Craig, Alessi, Ebersole, Kumar, 2015).  The 

original LGB-CSI was created as a measure of counseling self-efficacy specifically with 

LGB clients (Dillon & Worthington, 2003) and has since been adapted from the original 

form consisting of 32 items to a 15 item short form (Dillon et al, 2015).  These 15 items 

comprise five subscales, each with three items: application of knowledge, advocacy skills, 

self-awareness, relationship, and assessment.  Participants indicate their confidence to 

perform the behavior being described in each item with a six-point Likert scale, in which 

1 = “not at all confident” to 6 = highly confident.  Higher scores indicate a higher level of 



 

101 

 

LGB-affirmative counseling self-efficacy.  The LGB-CSI-SF was designed to ask about 

affirmative counseling self-efficacy with lesbian and gay male and bisexual clients.  In 

the current study, this measure was adapted into three versions, one about lesbian and gay 

clients, one about bisexual clients, and one about GM clients.  Items were changed to 

reflect this adaptation by replacing the term “lesbian, gay, and bisexual” in the original 

version with either “lesbian and gay”, “bisexual”, or “gender minority”.  For example, an 

item reading “Refer a LGB client to affirmative legal & social supports” was changed to 

“Refer LG clients to affirmative legal & social supports”, “Refer bisexual clients to 

affirmative legal & social supports”, and “Refer GM clients to affirmative legal & social 

supports”.  The LGB-CSI-SF has demonstrated good reliability in initial testing, with 

subscale reliability coefficients reported as above .80 for each subscale: application of 

knowledge (α = .87), advocacy (α = .92), self-awareness, (α = .87), assessment (α = .87), 

and relationship ((α = .81; Dillon et al., 2015).  In the current study, Cronbach’s alpha 

demonstrated good reliability, with a total alpha of .95, including application of 

knowledge (α = .92), advocacy (α = .92), self-awareness, (α = .92), assessment (α = .91), 

and relationship (α = .89).  Reliability statistics by group and measure are reported in 

Table 2. 

Beliefs and SGMT.  The Gay Affirmative Practice scale (GAP; Crisp, 2006) was 

used to assess beliefs and engagement in SGMT.  The GAP has 30 items total, divided 

into two subscales: beliefs (15 items), and behaviors (15 items) which participants are 

asked to self-report.  The beliefs subscale uses a five-point Likert scale ranging from 1 = 

“strongly agree” to 5 = “strongly disagree”.  The beliefs subscale was then reverse coded 

so that higher scores indicated higher levels of positive beliefs about SGM clients.  The 
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engagement subscale uses a five-point Likert scale ranging from 1 = “never” to 5 = 

“always”.  This study used the original GAP along with two adaptations, one about 

bisexual clients, and one about GM clients.  These adaptations were made following the 

same pattern used to adapt the SOCCS in previous research (see Bidell, 2015; Brooks & 

Inman, 2013), given the demonstrated success of these adaptations.  In each item, the 

term lesbian and gay will be replaced either with the term “bisexual” or the term “GM”.  

For example, an item which reads “Practitioners should verbalize respect for the lifestyles 

of LG clients” will be adapted to “Practitioners should verbalize respect for the lifestyles 

of bisexual clients” and “Practitioners should verbalize respect for the lifestyles of GM 

clients” respectively.  The GAP has previously demonstrated good internal reliability, 

with a Cronbach’s alpha of .93 for the beliefs subscale and .94 for the engagement 

subscale.  In the current study, the GAP demonstrated good internal reliability, with an 

overall total Cronbach’s alpha of .94 (α = .99 for the beliefs subscale and α = .98 for the 

engagement subscale).  Reliability statistics by group and measure are reported in Table 2. 

Analysis Plan 

Prior to data analysis, data were assessed using Little’s MCAR test (Little, 1988) 

and it was determined that data were missing at random.  Ipsative mean imputation 

(Schafer & Graham, 2002) was used to input scores for measures in which participants 

had completed two-thirds or greater of the scale.  A total of 14 missing values were 

imputed in a total 10 participants.  Participation varied by measure (see Table 1) with 

participants ranging from 269 for the SOCCS attitudes subscale (representing 69.5% of 

the total survey respondents) to 191 for the GAP engagement subscale (representing 

49.4% of the total survey respondents). 
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Chi-square tests were used to examine demographics between the three 

comparison groups, including age, race, and gender, and year of MSW.  Additional Chi-

square tests were used to examine basic attitudinal differences between the three groups 

using the questions adapted from Pew Research. 

  Correlation coefficients were calculated to learn more about the relationship 

between practice determinants within the model, and specifically to examine the 

relationship between knowledge and skills.  Hierarchical regression was used to assess 

the contribution of variables at three different levels for the model.  In step one, type of 

client was entered into the equation to determine differences in SGMT engagement by 

client type.  In step two, practice determinants were also added to the model to determine 

the contribution of both client type and individual practice determinant in in SGMT 

engagement.  In step three, interaction terms for client type by practice determinant were 

added to the model, to determine if there were interaction effects in the model of SGMT 

engagement. 

Results 

All data were analyzed using SPSS (v.24; IBM, 2016).  Chi-square tests indicated 

no substantive differences between the three comparison groups in terms of 

demographics (age, race, and gender), practice differences (year of MSW), and general 

attitudes? towards lesbian and gay individuals.  

Descriptive statistics.  Descriptive statistics and correlation tables were 

computed to learn about the relationships between practice determinants and practice 

engagement for each of the client types in this study (see Table 5).  Because each measure 

used has different scaling and scoring than one another, a comparison of the means is not 
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meaningful; however, aggregate per-item mean scores are reported.  The per-item mean 

score for knowledge, skills, and attitudes was 4.49, 3.79, and 6.59 respectively, with a 

possible per-item range of one to seven.  For these items, higher numbers mean greater 

knowledge and skills or more positive attitudes.  The per-item mean score for SGMT 

self-efficacy was 4.28 with a range of one to six, in which a higher score indicates more 

SGMT self-efficacy.  For beliefs, the per-item mean score was 4.49 with a range of one to 

five, and for which a higher score corresponds with the belief that practitioners should 

engage in SGMT.  For engagement, the per-item mean score was 3.90 with a range of one 

to five, and for which a higher score corresponds with the SGMT behavior. 

Relationship between knowledge and skills.  Hinkle and colleagues’ table of correlation 

coefficients was used to interpret the correlation between the LGBT-CAT and survey 

measures of knowledge, skills, attitudes, beliefs, and SGMT self-efficacy (Hinkle, 

Wiersma, & Jurs, 2013).  In this table, a negligible correlation is .00 to .30, a low 

correlation is .30 to .50, a moderate correlation is .50 to .70, a high correlation is .70 

to .90, and a very high correlation is .90 to 1.0. 

The correlation coefficient for knowledge and skills (.52, p<.01) indicates that 

these constructs are moderately related.  Based on a cut-off point at .85 or above, which 

has been suggested to indicate poor discriminant validity (Brown, 2012), knowledge and 

skills represent different constructs from one another.  The majority of measures in this 

study demonstrated a degree of positive correlations with other measures (see Table 5) 

except for the measure of beliefs was not correlated to any of the other practice 

determinants. 
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Regression model. Following tests of regression assumptions, data were entered 

into a hierarchical regression model of SGMT engagement in three steps.  Client type was 

entered into the first step of the model, which showed no differences in practitioner 

engagement in SGMT between lesbian and gay, bisexual, and GM clients.  Practice 

determinants were added to the second step of the model.  The overall regression 

equation was significant (F change (5,180) = 30.22), with an adjusted R2 of .45.  Both 

skills and self-efficacy were significant predictors of SGMT engagement. Practitioner 

engagement in SGMT increased .29 point for each point increase in skills (p = .001) 

and .45 for each point increase in self-efficacy (p = .000).  Client type, beliefs, knowledge, 

and attitudes were not significant predictors or SGMT engagement.  In the final model of 

SGMT, interactions terms between client type and practice determinant were entered into 

the model.  The overall model was not significant indicating that the interaction between 

client type and practice determinant were not predictors of SGMT engagement in this 

model. 

Discussion 

This study examines both the relationship between knowledge and skills as they 

relate to SGMT engagement as well as the relationship between client type and practice 

determinant of SGMT engagement. 

Knowledge and skills.  This research demonstrates a moderate positive 

correlation between knowledge and skills, suggesting that the two are related but distinct 

constructs.  This difference is emphasized by the regression model that includes both 

constructs, in which skills is a predictor of SGMT engagement and knowledge is not.  A 

review of other correlation coefficients in this study suggests that skills may be more 
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closely related to both SGMT self-efficacy and engagement.  These relationships make 

sense given the meaning of these constructs in the context of SGMT.  Knowledge refers 

to information about how to practice, whereas skills relates to the ability to apply this 

knowledge.  Based on this study, the ability to apply knowledge (skills) more closely 

relates to SGMT than the knowledge itself.  This finding is supported by qualitative 

research in which some social work students with knowledge about SGMT were unable 

to apply that knowledge in a clinical setting (Logie et al, 2015).  Social workers may have 

knowledge about a specific topic but find themselves unable to apply the knowledge in a 

clinical setting, suggesting a need for further skills or application of knowledge. 

This finding is important both in teaching clinicians to engage in SGMT and in 

future research on SGMT.  Programs focused on teaching SGMT should go beyond 

giving students and clinicians knowledge as knowledge may not be sufficient in affecting 

SGMT engagement.  Instead, these programs should focus on skill development, which 

may be more closely related to action, as suggested in Miller’s framework for clinical 

assessment.  In this model of clinical action, knowledge constitutes the base of action, but 

competence followed by performance are more closely related to practice behavior 

(1990).  This model seems aligned with research suggesting that preparedness to practice 

with SGMT clients often comes from factors beyond knowledge, such as learning culture 

(Craig, Dentato, Messinger, & McInroy, 2016).  Training methods such as practicing 

knowledge with standardized clients and ensuring a classroom culture that is responsive 

to SGM clients may both be effective ways to increase practitioners SGMT.  Future 

research in this area should not only test the distinct contributions of knowledge and 
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skills to SGMT engagement but should also consider how each is influenced by 

educational programs about SGMT engagement. 

Modeling practice determinants in predicting SGMT engagement.  Results of 

the current study indicate that there is not an interaction between client type and practice 

determinants in predicting practitioners’ SGMT engagement.  This is likely related to the 

lack of variation in SGMT by client type.  Practitioners may not vary their SGMT 

behavior with different SGM clients, or may have general SGMT abilities or engagement 

practices that are the same for all SGM clients.  Many of the primary guidelines for 

practice with SGM clients advises practitioners on work with this group as a whole (APA, 

2011; NASW, 2015) rather than speaking to unique differences between SGM subgroups.  

This is in spite of research indicating not only that SGM clients have differing needs 

based on subgroup identity (Cochran & Mays, 2000; King, Semlyen, Tai, Killaspy, 

Osborn, Popelyuk, & Nazareth, 2008; Substance Abuse and Mental Health Services 

Administration, 2009) but also that being grouped within a larger SGM typology may 

cause clients resentment or distress (Fassinger & Arseneau, 2000).  Further research 

should be conducted to determine the unique needs of SGM subgroups in a clinical 

context.  This information could then be used to improve practice and practice outcomes 

for individual SGM subgroups. 

Limitations 

This research has several important limitations.  The results from this research are 

limited in terms of their generalizability.  This survey looks only at a specific 

geographical area, and research on this topic suggests that SGMT behaviors may vary 

based on location (Mullins, 2012).  Furthermore, this study looks only at social workers, 
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who may not be representative of the variety of mental health professionals SGM clients 

may see. 

Survey response rates are low and participation in the survey was voluntary.  Each 

of these suggests there may be bias related to survey response, and it is possible that 

those who are more invested in the survey topic were more likely to participate in the 

survey.  Additionally, there is a wide gap of response rates between different measures 

within the survey.  The survey had a large amount of attrition for those who began the 

survey (n = 357) to those who completed the survey (n = 191).  Survey noncompletors 

could have different practice determinants or practice behaviors with SGM clients and 

their lack of responses could mean data are biased.  Survey instruments are self-report 

and may be impacted by social desirability.  This is particularly of concern given the 

transparent nature of survey questions.  Previous research has suggested that a ceiling 

effect may exist for these measures (Alessi et al., 2015; Gandy, 2015; Messinger, 2014; 

Messinger & Woodford, 2012).  Researchers have suggested the measure of affirmative 

practice behaviors is not representative of actual practice behavior (Chapman, Watkins, 

Zappia, Nicol, & Shields, 2012). 

Measures used in this study were adapted to address new client populations.  It is 

possible the adaptation of these measures has affected their validity, although reliability 

coefficients suggest reliability is acceptable.  Additionally, the LGB-CSI-SF has only 

been intended for use with heterosexual participants in the past, so interpretation of this 

measure should be done with caution.  Although the current study considers practice with 

lesbians and gay male clients, bisexual clients, and GM clients, these groups are 

themselves made up of smaller categories that may not be similar, such as lesbians 
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compared to gay men, or male bisexuals compared to female bisexuals.  Given the 

importance of client type in practice determinant, further research should study the 

differences in work with these important and distinct groups. 

Given that this research is a newer content area, it may be worth increasing the 

likelihood of a type I error by considering including variables with a significance of p 

< .1 in future research.  In the current study, this would expand significant variables in 

SGMT engagement to include differences in SGMT engagement with GM clients (in step 

one of the model) and differences in SGMT engagement with bisexual clients, skills, and 

the interaction between bisexual clients and knowledge (in step three of the model). 

Conclusion 

This study differentiates between knowledge and skills with respect to SGMT 

engagement and also considers whether there is an interaction between practice 

determinant and SGM client type. Study results indicate that SGMT engagement does not 

vary by client type, which could suggest a lack of responsiveness of practitioners to 

subgroup differences for these clients. Further research should be conducted to learn 

more about SGM clients’ preferences of their practitioners and how these preferences 

vary by client type.  Furthermore, this study underscores the importance of creating more 

measures in this content area that can be related to one another to increase interpretability 

of research studies. 
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Table 4. Demographic and Practice Information 

 

Variable Lesbian and 

Gay Men (LG) 

N=92 (25.8%) 

Bisexual (B) 

N=96 (26.9%) 

Gender 

Minority (GM) 

N=169 (47.3%) 

Total 

N=357 

Age 

  Under 30 

  30-39 

  40-49 

  50-59 

  Over 59 

 

8 (8.8%) 

27 (29.7%) 

35 (38.5%) 

16 (17.6%) 

5 (5.5%) 

 

10 (10.4%) 

30 (31.3%) 

27 (28.1%) 

19 (19.8%) 

10 (10.4%) 

 

10 (6.0%) 

50 (29.8%) 

41 (24.4%) 

39 (23.2%) 

28 (16.7%) 

 

28 (7.9%) 

107 (30.1%) 

103 (29.0%) 

74 (20.8%) 

43 (12.1%) 

Race 

  Asian 

  Black/AA 

  Hawaiian/PI 

  White 

  Other 

 

2 (2.2%) 

13 (14.1%) 

0 (0.0%) 

76 (82.6%) 

1 (1.1%) 

 

0 (0.0%) 

17 (17.7%) 

0 (0.0%) 

77 (80.2%) 

4 (4.2%) 

 

5 (3.0%) 

34 (20.1%) 

1 (0.6%) 

130 (76.9%) 

3 (1.8%) 

 

7 (2.0%) 

64 (17.9%) 

1 (0.3%) 

283 (79.3%) 

8 (2.2%) 

Hispanic 3 (3.3%) 5 (5.3%) 8 (4.9%) 16 (4.6%) 

Female 81 (89.0%) 84 (87.5%) 136 (81.4%) 301 (85%) 

Sexual orientation 

  Heterosexual 

  Gay Male 

  Lesbian 

  Bisexual 

  Other 

 

79 (86.8%) 

2 (2.2%) 

7 (7.7%) 

3 (3.3%) 

0 (0.0%) 

 

85 (88.5%) 

1 (1.0%) 

6 (6.3%) 

3 (3.1%) 

1 (1.0%) 

 

148 (89.2%) 

6 (3.6%) 

8 (38.1%) 

4 (2.4%) 

0 (0.0%) 

 

312 (88.4%) 

9 (2.5%) 

21 (5.9%) 

10 (2.8%) 

1 (0.3%) 

Year of MSW 

  1980-1989 

  1990-1999 

  2000-2009 

  2009 to present 

 

11 (12.0%) 

28 (30.4%) 

38 (41.3%) 

15 (16.3%) 

 

14 (14.6%) 

22 (22.9%) 

40 (41.7%) 

20 (20.8%) 

 

28 (16.7%) 

39 (23.2%) 

72 (42.9%) 

29 (17.3%) 

 

53 (14.9%) 

89 (25.0%) 

150 (42.1%) 

64 (18.0%) 

Home Setting 

  Urban 

  Suburban 

  Rural 

 

23 (25.3%) 

60 (65.9%) 

8 (8.8%) 

 

29 (30.2%) 

60 (62.5%) 

7 (7.3%) 

 

48 (28.7%) 

99 (59.3%) 

20 (12.0%) 

 

100 (28.2%) 

219 (61.9%) 

35 (9.9%) 

Work Setting 

  Urban 

  Suburban 

  Rural 

 

52 (57.8%) 

34 (37.8%) 

4 (4.4%) 

 

50 (52.6%) 

37 (38.9%) 

8 (8.4%) 

 

88 (46.3%) 

67 (40.1%) 

12 (7.2%) 

 

190 (54.0%) 

138 (39.2%) 

24 (6.8%) 

Note:†p<.10, *p<.05, **p<.01     
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Table 5. Correlations Between Practice Determinants and SGMT Engagement 

 
SOCCS 

Knowledge 

N = 232 

SOCCS 

Skills 

N = 232 

SOCCS 

Attitudes 

N = 269 

LGB-CSI 

(Short 

Form) 

N = 207 

GAP 

Beliefs 

N = 264 

GAP 

Engagement 

N = 191 

M  

(SD) 

35.94 

(8.73) 

41.68 

(16.21) 

65.78 

(6.17) 

64.21 

(16.01) 

67.32 

(13.47) 

58.44 

(16.49) 

Mean per-item score 4.49 3.79 6.58 4.28 4.49 3.90 

Per-item score range 1-7 1-7 1-7 1-6 1-5 1-5 

SOCCS Knowledge 1      

SOCCS Skills .52** 1     

SOCCS Attitudes .11 .15* 1    

LGB-CSI-SF .44** .73** .24** 1   

GAP Beliefs .03 .06 .12 .05 1  

GAP Engagement .34** .60** .26** .65** .12 1 

Note: *p<.05, **p<.01 
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Table 6. Regression of Practice Determinants on SGMT Engagement 

 

      Standardized coefficients 

 Model R R2
 change F change Std Error β t p 

Step 1  .12 .02 1.45     
 constant    2.55  24.37 .00** 
 B    3.38 -.10 -1.03 .31 
 GM    3.08 -.16 -1.70 .09† 
Step 2  .68 .45 30.22**     
 constant    10.78  -.14 .89 
 B    2.63 .04 .59 .56 
 GM    2.41 .01 .07 .95 
 Beliefs    .07 .06 .99 .33 
 Knowledge    .12 -.02 -.35 .73 
 Skills    .09 .29 3.25 .001** 
 Attitudes    .16 .09 1.49 .14 
 Self-efficacy    .09 .42 5.08 .000** 
Step 3  .70 .49 .84     
 constant    24.06  1.34 .18 
 B    30.43 -1.37 -1.64 .10† 
 GM    29.23 -1.27 -1.43 .16 
 Beliefs    .10 .09 1.01 .31 
 Knowledge    .32 -.15 -.85 .40 
 Skills    .22 .36 1.67 .10† 
 Attitudes    .39 -.04 -.27 .79 
 Self-efficacy    .22 .31 1.50 .14 
 B x Beliefs    .16 .00 -.002 1.0 
 GM x Beliefs    .17 -.20 -.57 .57 
 B x Knowledge    .43 .72 1.69 .09† 
 GM x Knowledge    .36 .18 .42 .67 
 B x Skills     .27 -.23 -.70 .49 
 GM x Skills    .26 -.02 -.06 .95 
 B x Attitudes    .47 .76 .86 .39 
 GM x Attitudes    .45 .95 1.06 .29 
 B x Self-efficacy    .26 .16 .32 .75 
 GM x Self-efficacy    .26 .35 .67 .51 

Note:†p<.10, *p<.05, **p<.01     
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PSYCHOMETRIC PROPERTIES OF THE COMPETENCY ASSESSMENT TOOL 

FOR LESBIAN, GAY, BISEXUAL, AND TRANSGENDER CLIENTS 

 

Background. Research on affirmative clinical practices with sexual and gender minority 

(SGM) clients is limited in part due to concerns about how these practices are typically 

measured.  The lesbian, gay, bisexual and transgender competency assessment tool 

(LGBT-CAT) is a new instrument designed to address these concerns by measuring 

practice with SGM clients via qualitative responses from participants that are then scored 

quantitatively by two raters. 

Purpose. This study establishes initial psychometric properties for the LGBT-CAT, 

including descriptive statistics, reliability, construct validity, and criterion validity. 

Method. Using a cross-sectional survey design, practicing social workers (N=357) 

completed an online survey including practiced constructs such as knowledge, beliefs, 

self-efficacy skills, and attitudes as well as the current measure of affirmative practice 

with lesbian and gay clients, the Gay Affirmative Practice scale (GAP). 

Results. Overall, the LGBT-CAT demonstrated good reliability with adequate interrater 

reliability and construct validity and poor criterion validity. Compared with the criterion 

measure, the LGBT-CAT demonstrated similar if slightly lower construct validity overall. 

Conclusion. Although psychometric properties of the LGBT-CAT did not suggest a 

significant improvement over current measures in this content area, the results from this 

research suggest that other measures related to practice with SGM clients may be subject 

to biases that are addressed by the LGBT-CAT. 
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The Psychometric Properties of the Competency Assessment Tool for Lesbian, Gay, 

Bisexual, and Transgender Clients 

Sexual and/or gender minority (SGM) clients have a disproportionately high need 

for behavioral health treatment compared with the general population (Center for 

Behavioral Health Statistics and Quality, 2016; Cochran, Sullivan, & Mays, 2003).  This 

is true across SGM subgroups, including gay male (SAMHSA, 2009), lesbian, (King et 

al., 2008; SAMHSA, 2009), bisexual (Cochran et al., 2003; SAMHSA, 2009), and GM 

(Bockting, Miner, Swinburne Romine, Hamilton, & Coleman, 2013) individuals.  

Research shows that members of the SGM communities use counseling professionals at 

higher rates than the general population (Cochran et al., 2003; Jones & Gabriel, 1999; 

Matthews & Hughes, 2001).  The disproportionately behavioral health needs of members 

of the SGM community in combination with their use of counseling professionals 

emphasizes the importance of practitioners’ competence in engaging in effective practice 

with members of the SGM community. 

When practitioners are affirmative, SGM clients describe the therapeutic 

experience as positive, collaborative, and affirming (Israel et al, 2008; Kelley, 2015; 

Martin, Garske, & Davis, 2000).  However, practitioners may also engage in poor clinical 

practices with SGM clients, such as conversion or non-supportive therapy.  Poor clinical 

practices can result in client distress, shame, and internalized homophobia (Israel et al, 

2008).  In these interactions, therapy is often terminated after a single session (Dobinson, 

MacDonnell, Hampson, Clipsham, & Chow, 2005).  Harmful practices with SGM clients 

have been found across practice settings, including child welfare (Gandy, 2015; Mallon & 

DeCrescenzo, 2006), school practice (Betts, 2013), the juvenile justice systems (Majd, 



 

124 

 

Marksamer, & Reyes, 2009), addictions treatment (Eliason & Hughes, 2004), and 

retirement care facilities (Johnson, Jackson, Arnette, & Koffman, 2005).  These studies 

stress the importance of preparing practitioners across settings to effectively work with 

SGM clients. 

A variety of terms have been used to describe practices that are positive and/or 

effective with SGM clients, including “Gay Affirmative Practice” (Crisp, 2006) and 

“sexual and gender minority therapy” (SGMT; Malyon, 1982), the term used in the 

current study.  SGMT can be difficult to define, as it “does not prescribe a particular 

method of practice. Rather, the model suggests certain heuristic principles as guides for 

practice.” ( Van Den Bergh & Crisp, 2004: 226).  Within research on SGMT, there is 

agreement that SGMT is practice that goes beyond general counseling skills, which 

constitute a related but different construct than SGMT (Dillon & Worthington, 2003).  

Authors in this area (such as Appleby & Anastas, 1998; Clark, 1997; Davies, 1996) have 

created general guidelines for practice that are designed for SGMT across practice setting.  

For example, Appleby and Anastas offer six specific principles of SGMT, beginning with 

“Do not assume that a client is heterosexual” (p. 402, 1998).   Other suggestions of 

SGMT practices are topic-specific.  For example, Roberts (2005) lists guidelines for 

addressing sexual identity and gender disclosure of the therapist and Morrows (2000) 

suggests how to talk with clients about coming out to family members.  Other researchers 

characterize SGMT more broadly as any practice that engenders therapist/client 

collaboration (Kelley, 2014) and feelings of respect and trust (Hersoug, Hoglend, Monsen, 

& Havik, 2001; Israel et al, 2008). 
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Professional associations such as the National Association of Social Workers 

(NASW), the Council on Social Work Education (CSWE), and the American 

Psychological Association (APA) have also developed practice guidelines for SGMT 

engagement.  Documents like Standards and Indicators for Cultural Competence in 

Social Work (NASW, 2015), Guidelines for Psychological Practice with Lesbian, Gay, 

and Bisexual Clients (APA, 2011), and Guidelines for Affirmative Social Work Education 

(Craig et al, 2016) support the use of SGMT-focused practices by clinicians.  These 

guidelines are supported by recommendations and requirements made to teach 

practitioners, such as the Educational Policy and Accreditation Standards established 

(EPAS) by CSWE for professional social work programs (2015).  The importance of 

SGMT engagement in these counseling fields is underscored by the fact that this practice 

is addressed by these professional associations. 

Theoretical Frameworks of SGMT 

With SGMT, three overarching theoretical frameworks  guide our understanding: 

cultural competence, cultural humility, and intersectionality.  Cultural competence is a 

positivist framework in which the practitioner learns cultural-specific knowledge, skills, 

attitudes, and beliefs (Sue et al, 1982).  In SGMT, cultural competence could look like 

knowledge of specific facts relating to SGM history.  Compared to cultural competency, 

cultural humility is a more constructivist framework in which the practitioner engages in 

ongoing self-development and self-critique regarding their own power and the dynamics 

this creates with their clients in respect to their clients’ cultural identities (Tervalon & 

Murray-Garcia, 1998). In SGMT, cultural humility has less of a focus on facts than 

cultural competence, and might place more focus on the interpretation and meaning of 
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those facts by the SGM client.  In intersectionality, a practitioner acknowledges the ways 

a client’s multiple social identities such as race, class, gender, and sexual orientation are 

affected by systems of power (Collins, 2000).  Applied to SGMT, intersectionality would 

consider facts as the client interpreted their meaning with consideration to social 

environment and cultural identities of the client. 

Many SGMT practice models use the framework of cultural competence as the 

basis for SGMT.  This may be due to the timeline of the inception of these models, 

whereby cultural competence has had the longest time to become part of clinical practice.  

This could also be because the positivist perspective of this framework allows practice 

recommendations to focus on specific and measureable outcomes.  The current study 

relies on the assumption that practitioners’ SGM-specific knowledge, skills, attitudes, 

beliefs, and SGMT self-efficacy are related to SGMT; however, elements of cultural 

humility and intersectionality are also considered. 

Measurement of SGMT and Related Constructs 

Much as there are a number of definitions as to what constitutes SGMT, there are 

a number of scales designed to measure SGMT and related constructs.  One of the first 

scales developed was the Lesbian, Gay, and Bisexual Counseling Skills Inventory (LGB-

CSI; Dillon & Worthington, 2003).  This 32-item self-report measure comes from a social 

cognitive theory framework (Bandura 1977, 1982).  The LGB-CSI was designed to 

represent heterosexual practitioners’ confidence in implementing SGMT-specific 

counseling behaviors and consists of five subscales: application of knowledge, advocacy 

skills, awareness, assessment, and relationship.  A shortened form of this measure was 

published in 2015 (LGB-CSI-SF; Dillon, Craig, Alessi, Ebersole, Kumar); this shortened 
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version uses three items from each of the five original subscales.  Following the LBG-

CSI, the Sexual Orientation Counselor Competency Scale (SOCCS; Bidell, 2005) was 

introduced.  The SOCCS is set in a multicultural framework and is designed to assess 

self-reported attitudes, skills, and knowledge with lesbian, gay, and bisexual clients 

through three subscales totaling 27 items.  The SOCCS has a number of adaptations, 

including versions specifically looking at practice with bisexual clients (Brooks & Inman 

2013) and GM clients (Bidell, 2015) as well as a version designed for use in general 

healthcare providers (Bidell, 2015).  At this time, the Lesbian, Gay, and Bisexual 

Knowledge and Attitudes Scale for Heterosexuals (LGB-KASH; Worthington, Dillon, & 

Becker-Schutte, 2005) was also introduced.  This 28-item self-report measure consists of 

five subscales: internalized affirmativeness, civil rights attitudes, knowledge, religious 

conflict, and hate, and is focused on the importance of both positive and negative 

attitudes towards lesbian, gay, and bisexual clients.  Shortly after this, the first measure 

with a behavior-specific subscale was published.  Crisp’s Gay Affirmative Practice scale 

(GAP, 2006), a 30-item self-report measure comprised of two subscales: beliefs and 

behaviors with gay and lesbian clients.  This measure comes from a cultural competence 

framework and is designed to represent knowledge, skills, and attitudes as they relate to 

lesbian and gay clients, as well as the person-in-environment and the strengths 

perspectives (Richmond, 1922; Saleebey, 1992).  Following this set of measures, the 

Lesbian, Gay, and Bisexual Working Alliance Self-Efficacy Scales (LGB-WASES; 

Burkard, Pruitt, Medler, & Stark-Booth, 2009) was published.  Like the LGB-CSI, the 

LGB-WASES relies on a social cognitive theory framework (Bandura 1977, 1982).  This 

measure uses three subscales (emotional bond, establishing tasks, and setting goals) to 



 

128 

 

measure practitioners’ self-reported ability to develop a successful working alliance with 

lesbian, gay, and bisexual clients.  Although this scale has been available for several years, 

there is minimal research on its application. 

There are several important limitations to consider in these measures of SGMT 

and related constructs.  First, all the measures included are self-reported by the 

practitioner.  This means that these measures may be subject to bias both related to 

practitioners’ own self-deception (van de Mortel, 2008) about their work with SGM 

clients as well as their desire to express socially or occupationally acceptable responses 

(King & Brunner 2000).  This is especially important because practice with SGM clients 

may be a particularly sensitive subject, increasing the likelihood of the influence of social 

desirability (King & Brunner 2000).   Another concern related to the use of these 

measures of SGMT and related constructs is the effects of priming on responses 

(Messinger & Woodford, 2012).  Response options on one measure may bias participants 

in terms of their responses for other measures, and some scales may even have content in 

responses that can inform responses on other measures.  Finally, these measures may 

have limited sensitivity related to SGMT practice.  For a field such as social work, in 

which social justice is stressed by professional values and ethics, a measure that includes 

broad questions about social justice may not be sufficiently sensitive to pick up small 

differences between participants.  Social desirability, priming, and sensitivity may all be 

reasons for the high scores often found in measures related to SGMT.  The GAP, for 

example, has been criticized for having a potential ceiling-effect with participants across 

several studies (Alessi, Dillon, & Kim, 2015; Gandy, 2015 Messinger & Woodford, 2012).   
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 Measures of SGMT are designed for use with and about different populations than 

one another, which can make it difficult for researchers in this area.  For example, the 

LGB-KASH is designed for use only by heterosexual participants, meaning that studies 

including this measure can typically only draw conclusions about practice by 

heterosexuals.  Similarly, the GAP measures SGMT with gay and lesbian clients whereas 

the LGB-CSI assesses SGMT self-efficacy with lesbian, gay, and bisexual clients; this 

lack of agreement in client type between these instruments may add to measurement error 

in research that uses both scales.  Finally, some research measures SGMT as the 

combination of the beliefs and behaviors subscales of the GAP (Greenberg, Pievsky, & 

McGrath, 2015; Love, Smith, Lyall, Mullins, & Cohn, 2015) while other research treats 

the two subscales as different but related constructs from one another (Mullins, 2012). 

The Lesbian, Gay, Bisexual, and Transgender Competency Assessment Tool 

A recently designed measure of SGMT, the Lesbian, Gay, Bisexual, and 

Transgender Competency Assessment Tool (LGBT-CAT), was designed to address some 

of the limitations that exist in current measurement of SGMT and related constructs.  The 

LGBT-CAT is an open-ended measure in which participants respond qualitatively to 

prompts about their behavior in individual, meso, and macro social work practice 

situations (Messinger, 2014; Messinger & Woodford, 2011).  Unlike the GAP, the LGBT-

CAT is an open-ended measure in which respondents generate their own answers to items 

rather than choosing from provided responses. Eight questions focus on direct (clinical) 

practice, two questions examine organizational practice, and two questions focus on 

macro practice (i.e., community and policy practice).  Responses are then quantitatively 

scored based on scoring guidelines that focus on the knowledge, skills, inclusion of 
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intersectionality, and understanding of SGMT clients.  Scores per item range from zero 

(representing no competency) to three (representing strength).  For example, question 

five, which reads “What referral resources might you use in working with LGBTQ 

clients? (If you don’t know names of specific resources, how would you find them?)”.  

Respondents are given zero points for no answer, one point for no knowledge of general 

resource but suggestions like an internet search or an individual who is a resource, two 

points for less than three basic or specific resources, and three points for three or more 

specific resources, especially those that target specific subgroups (demonstrating a 

knowledge of intersectionality).  The scoring form offers samples of possible resources 

that the respondent may name (e.g. political advocacy websites, peer suport programs, 

bookstores, etc.). 

The LGBT-CAT was developed as part of a CSWE Research Fellowship project 

by Messinger, building on prior research on faculty perceptions of student knowledge 

about LGBT populations (Martin, Messinger, Kull, Holmes, Bermudez, & Sommer, 

2009). That study found that only 59% of faculty believe that their students are prepared 

to work with SGM clients, and 47% believe their students are prepared to work with 

SGM youth. Further, only 19% of faculty respondents reported having assessment 

mechanisms in place to evaluate student competence to work with SGM people. To 

address these concerns, Messinger created an instrument that would assess students and 

practitioners’ ability to practice effectively with SGM populations. 

To develop the instrument, Messinger first identified desired SGMT competencies 

as delineated in the social work literature (NASW, 2007), along with literature from other 

helping fields such as counseling (ALGBTIC Competencies Taskforce, 2013), 
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psychology (APA, 2011;  Biaggio, Orchard, Larson, Petrino & Mihara, 2003;  Israel, 

Ketz, Detrie, Burke, & Shulman, 2003), nursing (Moon, O'Briant & Friedland, 2002), 

and medicine (Gay & Lesbian Medical Association [GLMA], 2006). She also reviewed a 

proposed list of competencies developed by the creator of the GAP (Crisp, 2002) and an 

earlier version of SGMT practice standards proposed by the Council on Social Work 

Education’s Council on Sexual Orientation and Gender Expression (K. Fredrickson-

Goldsen, personal communication, 2010). 

These were used to develop a qualitative, open-ended instrument and scoring 

guide that could be used to look at constructs of SGMT skills and knowledge in a course 

assignment in a class. The initial instrument, comprised of 13 open-ended questions, was 

distributed to subject experts, including members of the CSWE Commission for Sexual 

Orientation and Gender Identity and Expression, who provided feedback on face validity, 

comprehensiveness, and clarity. She also conducted two pilot studies of the instrument. 

The first pilot test administered the measure to eight racially and ethnically diverse 

undergraduate and graduate students at a Midwestern social work school.  Feedback from 

this pilot was used to improve clarity and wording of the LGBT-CAT, and an effort was 

made to reduce the time taken to complete the measure.  In the second pilot test, the 

LGBT-CAT was used as a pre- and post-test measure on a group of MSW students who 

had completed Foundation year and were enrolled in LGBT-related coursework.  In this 

pilot test, another social work educator used the LGBT-CAT scoring guide to score 

responses.  Based on colleague and student feedback in this test, the scoring guide was 

clarified and one item was dropped from the measure. 
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While the LGBT-CAT seeks to address limitations in the GAP such as the skew in 

scores, there is currently little research and no peer-reviewed research establishing the 

LGBT-CAT.  Initial pilot testing of the LGBT-CAT has suggested that it is less positively 

skewed than the GAP (Messinger, 2012).  However, there are currently no peer-reviewed 

published studies of the LGBT-CAT and its properties. 

Current Study 

The current study establishes basic psychometric properties of the LGBT-CAT, 

including basic descriptive statistics, interrater reliability, test of means between versions, 

construct validity, and criterion validity.  Three versions of the LGBT-CAT are used in 

this study, one about practice with lesbians and gay men, one about practice with bisexual 

clients, and one about practice with GM clients.  Descriptive statistics, reliability, and 

scorer interrater reliability are presented for each of the three versions of the LGBT-CAT.  

Following this, the three versions of the LGBT-CAT are compared to learn whether mean 

LGBT-CAT scores vary based on version.  Construct validity for the LGBT-CAT is 

assessed using three measures of constructs related to SGMT: the SOCCS (Bidell, 2005, 

2015), which measures knowledge, skills, and attitudes, the LGB-CSI-SF (Dillon et al, 

2015), which measures SGMT counseling self-efficacy, and the GAP beliefs subscale 

(Crisp, 2006), which measures beliefs.  Criterion validity for the LGBT-CAT is assessed 

using the GAP behavior subscale (Crisp, 2006).  Limitations of the LGBT-CAT are 

discussed, as well as potential applications for this new measure. 

Method 

Participants 
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This study was conducted at a large Mid-Atlantic university using a sample of 

social work field instructors.  Participants were eligible for this study if they were 

currently employed as a social work, had been in their current positon for six months or 

greater, and had at least three years of post-Masters (MSW) experience in social work.  

Of the total requests for participation sent (N=2,352), 45 emails failed sending due to 

non-functioning destination email addresses, and 107 potential participants did not meet 

eligibility requirements for the study.  Response rate for this study was 17.6% (N=387) of 

the total eligible population of 2,200.  Of these responses, 30 participants gave informed 

consent but did not respond to any survey questions or responded to only one question on 

the survey.  These participants were not included in this analysis.  The final total sample 

(N=357; Table 7) is mainly white (79.3%) and female (85.0%).  The majority of 

participants were between ages 30-39 (30.1%) and identified as heterosexual (88.4%). 

Procedure 

Following Institutional Review Board approval and pilot testing with practicing 

clinicians, this research was conducted with convenience sample of social work 

practitioners approved as field instructors at a large Mid-Atlantic University.  Three 

versions of the survey were sent to potential participants: 25% of the potential 

participants were asked about practice with lesbian and gay male clients, 25% were asked 

about practice with bisexual clients, and 50% of the potential participants were asked 

about practice with GM clients.  The groups were divided unevenly to increase the 

sensitivity and specificity of the measures as they related to practice with GM clients.  

Surveys were distributed via email distribution by Constant Contact and hosted by 

Qualtrics v.12.16 (Qualtrics, 2016).  Per the Tailored Design Method (Dillman, Smyth, & 



 

134 

 

Christian, 2014), all potential participants received the survey in an email introducing the 

research, then again with four subsequent reminder emails over a four-week period.  In 

recognition of participants’ time and effort, participants were able to vote for a local 

charitable organization to receive a donation from the researcher ($100 total).  Data were 

analyzed using SPSS (v.24; IBM, 2016). 

Measures 

LGBT-CAT. The LGBT-CAT is a 12-item, open ended measure in which 

participants respond to prompts about what they would do in hypothetical practice 

situations at individual, individual, meso, and macro levels (Messinger, 2014; Messinger 

& Woodford, 2011).  Each response is given a score of zero, one, two, or three, in which 

zero indicates the response is no demonstrated strength (including no response), one is 

limited competency, two is basic competency, and three is strength.  Scoring guidelines 

provide samples of responses and their respective scores for each item (see Appendix A 

for full instrument and scoring guidelines). 

SOCCS. The SOCCS was used as a measure knowledge (8 items), skills (11 

items), and attitudes (10 items) for clinical practice with lesbian, gay, and bisexual clients 

(Bidell, 2005, 2015).  Each item in the scale consists of a self-report statement that the 

participant self-rates on a 7-point Likert scale ranging from 1 = “not true at all” to 7 = 

“totally true” with a higher score indicating more or the construct being measured.   

LGB-CSI-SF. The LGB-CSI-SF was used as a measure of SGMT self-efficacy 

(Dillon et al, 2015).  Each item in the scale is a statement of affirmative counseling 

practices that participants rate on a 7-point Likert scale of their confidence on their ability 

perform the behavior, in which 1 = “not at all confident” to 6 = highly confident.   
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GAP. The GAP beliefs subscale was used as a measure of beliefs about SGMT 

(Crisp, 2006).  Each item in this subscale is a statement either of what the participant 

believes a practitioner should do in terms of their practice with lesbian and gay male 

clients that participants rate their agreement with on a five-point Likert scale.  In the 

current study, 1 = “strongly disagree” and 5 = “strongly agree”. The GAP behavior 

subscale was used as a measure of criterion validity.  This measure most used to examine 

practitioner SGMT behavior toward lesbian and gay clients.  In this subscale, participants 

rate their SGMT behavior on a five-point Likert scale reflecting their degree of 

engagement in a given behavior.  In the current study, 1 = “never” and 5 = “always”. 

Data Analysis 

Descriptive statistics. Mean and standard deviation were calculated for each 

construct. 

Reliability. Scores for each measure were included in the data analysis if the 

participant had completed two-thirds of a given measure.  The LGBT-CAT was assessed 

in terms of both interrater reliability and internal reliability.  Initial interrater reliability 

was assessed via a discursive process on the research team, which consisted of two 

researchers with experience in SGM clinical practice and research and Dr. Messinger, the 

designer of the LGBT-CAT.  Following all data collection, ten sample LGBT-CAT 

responses were scored by each individual member of the research team.  These scores 

were then discussed and compared by members of the research team and used to clarify 

and revise the LGBT-CAT scoring guidelines.  Based on the level of agreement between 

members of the research team, it was decided that all responses on the LGBT-CAT would 

be scored independently by two members of the research team, and that the total LGBT-
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CAT score should be the mean value of these two raters.  Kappa values demonstrating the 

interrater reliability at the item level are presented for each of the three versions of the 

LGBT-CAT in this study, as well as for the combined versions (Table 8).  Kappa scores 

were interpreted using the following benchmarks: < 0 as no agreement, .01 to .20 as 

minimal agreement, .21 to .40 as weak agreement, 0.41 to .60 as moderate agreement, .61 

to .80 as substantial agreement, and 0.81 to 1.00 as almost perfect agreement (Cohen, 

1960).  Cronbach’s alpha was used to test internal reliability for each of the three versions 

of the LGBT-CAT in this study, as well as for the combined versions. 

Differences between LGBT-CAT versions. ANOVA was used to compare 

LGBT-CAT scores by client type to learn whether scores varied as a product of the type 

of client that was the focus of the practice. 

Construct validity. Construct validity was assessed using correlations between 

constructs related to SGMT behavior in a recent model of SGMT (Alessi et al, 2015; 

Leitch, 2017): knowledge, skills, attitudes, SGMT self-efficacy, and beliefs.  Hinkle’s 

(2003) table of correlation coefficients was used to interpret the correlation coefficients in 

respect to construct validity.  In this table, a negligible correlation is .00 to .30, a low 

correlation is .30 to .50, a moderate correlation is .50 to .70, a high correlation is .70 

to .90, and a very high correlation is .90 to 1.0.  Interpretation was also informed by 

Brown (2012) who suggested that a correlation of .85 or greater would be seen in 

measures of the same construct.  To increase comparability among measures, proportional 

scores (M/total possible score) are also reported (Colman, Norris, & Preston, 1997).  To 

add to the interpretability of correlations and describe relative ceiling effects among 
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scores, the percentage of participants giving the highest maximum score for each scale is 

also reported (Amtmann, Bamer, Noonan, Lang, Kim, & Cook, 2012). 

Criterion validity. The GAP behavior subscale, the measure most used to 

examine practitioner SGMT behavior toward lesbian and gay clients in research, was 

used to learn about criterion validity of the LGBT-CAT.  Criterion validity was assessed 

through correlation and interpreted using the benchmarks described above. 

Results 

Descriptive statistics. Descriptive statistics for the aggregate LGBT-CAT scores 

across all three versions indicated little variation between rater one and rater two (see 

Table 3).  For rater one, the LGBT-CAT M = 15.07 (sd = 5.59, skew = -.26, kurtosis 

= .14); for rater two the LGBT-CAT M = 16.05 (sd = 6.13, skew = -.57, kurtosis = .06).  

This resulted in average LGBT-CAT scores for both raters to have a M = 15.60 (N = 168, 

sd = 5.88, skew = -.46, kurtosis = .09). 

Reliability.  Agreement between raters was computed using kappa scores.  These 

were computed for each individual item for each version of the LGBT-CAT (Table 8).  

LGBT-CAT scores were aggregated for each of the three versions of this measure, 

creating a combined LGBT-CAT value for each item by each rater; kappa values were 

computed to measure interrater reliability of each item for this combined LGBT-CAT 

version.  Combined LGBT-CAT kappa values indicated that interrater reliability varied 

substantially among items.  Item numbers 1, 2, 3, 4, 8, and 12 indicated moderate 

agreement, items number 6, 7, 9, and 11 indicated substantial agreement, and item 

number 10 indicated almost perfect agreement.  Only item 5 indicated weak agreement 

between raters (κ=.30).  Range in variation by kappa value was from .12 (item 5 for 
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lesbians and gay men) to .89 (item 7 for bisexual clients).  Comparing interrater 

reliability among LGBT-CAT versions indicated that agreement between raters varied as 

a factor of both survey version and item.  For example, item 5 kappa values ranged 

from .12 for the LGBT-CAT about lesbian and gay male clients to .41 for the LGBT-CAT 

about bisexual clients.  Items 2, 4, and 10 had the smallest ranges in interrater reliability 

by survey type (ranges of .04, .02, and .03 respectively) whereas item 3 had the largest 

range of interrater reliability by survey type (.36 for the LGBT-CAT about lesbian and 

gay men to .68 for the LGBT-CAT about bisexual clients).  There did not appear to be a 

pattern indicating that one survey version had more or less interrater reliability overall. 

Internal reliability. Scores of each rater of the LGBT-CAT were assessed using 

Cronbach’s alpha and were above .80 (α = .83 for rater 1, α = .82 for rater two, α = .85 

for the mean scores of rater 1 and 2).  Internal reliability was also computed for all other 

scales and was determined to be above .80 for all scales except for the SOCCS 

knowledge scale, for which α = .75. 

Comparison of differences in LGBT-CAT by client type.  ANOVA was used to 

understand whether overall scores of the LGBT-CAT varied based on client type.  No 

difference in LGBT-CAT score were found when comparing practice with lesbian and 

gay clients, bisexual clients, and GM clients F(2,165) = .36, p = .70.  Based on the lack of 

differences in scores found in the comparison, these scores were combined into total 

LGBT-CAT scores for other analyses. 

Construct validity. Scores on the LGBT-CAT had a low positive correlation with 

knowledge (.37), skills (.34), and SGMT self-efficacy (.31) and were negligibly 

correlated with attitudes.  The correlation between the LGBT-CAT and the GAP beliefs 
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subscale was not statistically significant. However, as indicated in the correlation matrix, 

the beliefs subscale was not correlated with any of the constructs of this study.  

Proportional scores (M/total possible score) indicate that mean scores tended to be close 

to the highest possible score for all scales except for the LGBT-CAT, for which the mean 

score was 43.33% of the highest possible score.  In contrast to this, the mean score for 

attitudes was 94% of the highest possible score.  The percent of participants giving the 

highest possible response for both the SOCCS attitudes subscale and GAP beliefs 

subscale suggested the potential for ceiling effects for these scales.  For the attitudes scale, 

43.1% of respondents scored the highest possible value, and for the beliefs scale, 41.3% 

of respondents scored the highest possible value.  In spite of this scoring pattern, the 

correlation coefficient between these scales was .12. 

An exploratory analysis was performed to look at the association between the 

constructs of knowledge and skills with the LGBT-CAT because this measure was 

designed to be most related to these constructs of SGMT specifically.  The LGBT-CAT 

had a low positive correlation of .39 with the combined construct of knowledge and skills, 

which was higher than the correlation with either construct individually. 

Criterion validity. The LGBT-CAT had a low positive correlation (.33) with the 

GAP behavior subscale.  Of the 25% of the sample that scored in the highest quartile on 

the GAP behavior subscale, 42.85% of these participants also scored in the highest 

quartile on the LGBT-CAT.  Of the 25% of the sample that scored in the lowest quartile 

on the GAP behavior subscale, 35.29% of these participants also scored in the lowest 

quartile on the LGBT-CAT.  The mean score for the GAP behavior subscale is 78.00% of 

the highest possible score, compared with the mean score for the LGBT-CAT, which is 



 

140 

 

44.33% of the highest possible score.  For the GAP behavior subscale, 17.86% of 

participants received the highest possible score, whereas for the LGBT-CAT, no 

participants received the highest possible score.  Additionally, histograms of the LGBT-

CAT (see Figures 1 and 2) suggest that there may be bands of scoring on the GAP 

behavior subscale.  These bands appear to correspond to participant responses of four or 

five for each item in the measure. 

Discussion 

In terms of descriptive statistics and internal reliability, the LGBT-CAT appears to 

have normal distribution and acceptable reliability (Tavaklov & Dennick, 2011).  

However, the agreement between raters was not promising, ranging as low as weak to 

moderate agreement for multiple items.  This suggests that the scoring guidelines may 

need to be refined to increase agreement between raters and ensure the validity of scorers.  

For example, item five, which had only weak interrater reliability reads “How would you 

help LGBT clients manage discrimination or oppression they face in their day-to-day 

lives?”.  Responses are currently coded as “0 = No answer”, “1 = Limited competency 

(talk about it)”, “2 = Basic competency (Validate their experiences of oppression 

AND/OR Support them AND/OR provide resources)”, and “3 = Strength (Identify ways 

to address internal or external oppression)”.  This may be confusing to raters given that 

support or providing resources could be interpreted as ways to address internal or 

external oppression, depending on the support or resources being offered.  Alternatively, 

it is possible that the lack of interrater reliability for this item is in the difference between 

scores of one and two, given that talking about the experience could be the way in which 

one is providing support.  This lack of strong interrater reliability is also present in items 
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focused on identity and may benefit from more clear examples of what identity is in the 

scoring guidelines.  Items that have stronger interrater reliability are related to scoring 

guidelines in which respondents are given points for their number of responses.  For 

example, in item 10, which reads “On behalf of which LGBT social issues would you be 

willing or interested of engaging in advocacy? Provide a list.” Participants had near 

perfect agreement between raters, perhaps because participants were scored on the 

number of resources they could name to provide their SGM client.  This resulted in a 

more quantitative response from participants than other items, likely resulting in the 

higher level of interrater agreement.  However, if other items were altered to fit the 

responses into a more quantitative paradigm, it could mitigate the advantages of using a 

measure that collects qualitative responses.  For example, for this item, resources are 

tallied but not assessed in terms of their quality.  One of the strong advantages of the 

LGBT-CAT is in the extent to which it can take quality of response into account.  It is 

possible that the lack of agreement between raters is an artifact of individual differences 

in perspective and that the solution employed in the current study of using two raters is a 

reasonable strategy to diminish rater bias while preserving the advantage of the LGBT-

CAT.  Rater training and experience with SGM clients may also affect scoring and should 

be considered in the use of the LGBT-CAT. 

 Examining the relationship between the LGBT-CAT and other constructs in 

models of SGM practice, the LGBT-CAT was related to knowledge, skills, and SGMT 

self-efficacy and negligibly related to attitudes.  Although the LGBT-CAT was not related 

to beliefs, in the current research, none of the other constructs in the model were related 

to beliefs.  This may be due to a ceiling effect for the GAP beliefs subscale.  In the 
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current research, almost half of participants received the highest possible score for this 

measure.  Based on this distribution, it is possible the GAP beliefs subscale has a lack of 

sensitivity in its ability to measure beliefs. 

Correlations between the LGBT-CAT and measures of knowledge, skills, SGMT 

self-efficacy, and attitudes were negligible to low, suggesting that the LGBT-CAT is not 

strongly related to any of these constructs.  It is difficult to know whether this is due to a 

lack of success of the LGBT-CAT in capturing SGMT, or an issue with measurement or 

modeling in this area.  Some of the measures did appear to be subject to ceiling effects.  

For example, 43.1% of participants responding to questions asking them to self-report on 

their practice attitudes (on the SOCCS attitudes subscale) scored the highest possible 

score on this measure, suggesting the likelihood of a ceiling effect (Amtmann et al, 2012).  

Given that no participants scored the highest possible score on the LGBT-CAT, it is 

possible that the low correlation between the LGBT-CAT and the SOCCS attitudes 

subscale is related to this ceiling effect rather than the relationship between the constructs. 

Although not indicative of a ceiling effect, the ratio of the mean to the total 

possible score of each scale also adds to our understanding of the correlation coefficients 

representing construct validity (Colman et al, 1997).  For example, for attitudes (as 

measured by the SOCCS attitudes subscale), the mean score of participants is 94.0% of 

the possible total score, suggesting scores on this subscale tended to be very high.  This 

may also help to explain the relationship between attitudes and the LGBT-CAT, for which 

the mean score was approximately one-third of the total possible score.  Score 

distributions on the SOCCS, LGB-CSI-SF, and GAP beliefs scale may reflect effects of 

social desirability, priming, and lack of sensitivity of these measures.  Although the 
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LGBT-CAT is subject to the same biases, the design, in which respondents must generate 

their own responses, may help to mitigate the effects of bias on LGBT-CAT scores. 

There may be similar concerns about the effects of social desirability, priming, 

and a lack of sensitivity in the criterion measure for the current study, the GAP behavior 

subscale.  The LGBT-CAT was positively correlated with the GAP behavior subscale; 

however, using Brown’s suggestion that a correlation of .85 or above indicates two scales 

are measuring the same construct, the correlation of .33 between the two scales indicates 

that the LGBT-CAT has poor criterion validity.  Although this may mean the LGBT-CAT 

is not an effective measure, further analysis of the GAP behavior scale is warranted, 

particularly due to concerns researchers have about the validity of the GAP behavior 

subscale (Alessi et al, 2015; Gandy, 2015 Messinger & Woodford, 2012).  In the current 

study, 15.7% of participants received the highest possible score on this subscale, and the 

mean score for all participants was 78.0% of the total possible score.  Additionally, the 

histogram of the GAP behavior subscale (Figure 2) indicates some banded scores around 

both 75 and 60, which could represent participants who responded to each item in the 

subscale with either 5 or 4 respectively.  Ultimately, although the LGBT-CAT does not 

demonstrate good criterion validity based on the GAP behavior subscale, the 

measurement concerns that researchers have expressed with the GAP behavior subscale 

suggest that more in-depth research on both the LGBT-CAT and GAP would be beneficial.  

Because the LGBT-CAT scoring relates to qualitative responses by participants, a 

comparison of these responses to GAP behavior subscale scores could be a beneficial 

additional analysis. 

Benefits of the LGBT-CAT 
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Because the LGBT-CAT does not provide participants with responses but instead 

has participants choose their own responses, it may not be subject to the same concerns 

about social desirability or priming that have been cited in other measures of SGMT and 

related constructs.  Additionally, basic psychometric properties reported here suggest that 

the LGBT-CAT does not appear to have a ceiling effect, which may be present in these 

other measures related to SGMT.  The distribution of the LGBT-CAT indicates that it is 

normally distributed, and may indicate that it has a good degree of sensitivity in 

measuring differing levels of SGMT.  The LGBT-CAT may also give researchers access 

to more rich data about practice with SGM clients through the qualitative responses 

provided by respondents.  This data collection method could also be beneficial to the 

respondents themselves.  For example, unpublished use of the LGBT-CAT has been done 

with students learning about practice with SGM clients in an educational setting 

(Messinger, 2014).  This practice allowed the students to reflect on their own responses 

before and after receiving training about SGM clients.  It is likely that? allowing students 

to compare their qualitative responses both before and after the training enabled them to 

reflect on the change in their practice more than looking at the change in a quantitative-

only measure would.  Therefore, the LGBT-CAT may be uniquely  informative as a pre- 

and post-test measure appropriate for educational and training settings. 

Limitations of the LGBT-CAT 

The LGBT-CAT is time-consuming to score, creating a burden for researchers.  

Each response must be individually read, interpreted, and scored by someone who is 

trained to understand the expression of SGMT and the LGBT-CAT scoring guidelines.  

Kappa values indicating agreement between two raters in the current study were low, 
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suggesting that single-rater scoring may be subject to bias by the rater.  Response rates 

for the LGBT-CAT were lower than for other measures in the study, and several study 

participants gave feedback that they found the measure too time-consuming to complete.  

This may mean that the LGBT-CAT is better used as a standalone measure rather than 

part of a longer survey.  Construct validity and criterion validity for the LGBT-CAT were 

low overall, suggesting the LGBT-CAT may not be an accurate measure of SGMT; 

however, these relationships are difficult to interpret given the measurement properties of 

other scales used in this research.  These relationships suggest the importance of 

continuing to improve measurement in the area of SGMT. 

Limitations of the Current Study 

This survey may be subject to a lack of generalizability due to the limited 

geographic nature of the survey.  Geographical area has been demonstrated to affect 

engagement in SGMT (Mullins, 2012), and thus results may not be representative beyond 

the area in which the study was conducted.  Survey participants consisted only of social 

workers, and some measures in the study were designed to be completed only by social 

workers (such as the LGBT-CAT), limiting the generalizability of findings to other 

professions.  The survey used in this study was also self-report, leading to potential 

response bias due to social desirability.  It is likely the survey was subject to response 

bias, given that participation in the study was voluntary.  It is possible that individuals 

with more experience with SGM clients or those who are more invested in outcomes of 

SGM clients were more likely to respond, skewing results.  Overall survey response rates 

were low, suggesting the high survey burden may have affected response rates.  

Additionally, the survey had a large amount of attrition for those who began the survey (n 
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= 357) to those who completed the survey (n = 168).  Survey noncompletors could have 

different practice determinants or practice behaviors with SGM clients and their lack of 

responses could mean data are biased.  Response rates for this study were similar or 

higher than response rates for other research in this content area (Alessi et al, 2015).  

Additionally, the LGB-CSI-SF has only been intended for use with heterosexual 

participants in the past, so interpretation of this measure should be done with caution as 

the participants in this study included both heterosexual and non-heterosexual 

participants.  Although an exploratory comparison of responses for heterosexual and non-

heterosexual participants indicated no differences on LGB-CSI-SF scores, this remains a 

study limitation. 

Conclusion 

The current study provides initial psychometric information for a new measure of 

SGMT, the LGBT-CAT, which uses scored qualitative responses to learn about SGMT in 

practitioners.  Initial properties of this measure suggest that it may be a promising new 

tool with unique benefits in measuring SGMT.  However, in evaluating the psychometric 

properties of this measure, this study highlights questions about existing measures in the 

area of SGMT.  Further research should be conducted not only on the use of the LGBT-

CAT but also of current measures of SGMT and related constructs.  Additionally, 

although the scoring guidelines of the LGBT-CAT were revised as part of this study, 

further refinement of these guidelines is recommended, particularly if scoring of the 

LGBT-CAT will be undertaken by only one rater.  Learning more about the LGBT-CAT 

could add substantially to our ability to measure SGMT in clinical practitioners. 
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Table 7. Demographic and Practice Information 

 Variable N=357 

Age 

  Under 30 

  30-39 

  40-49 

  50-59 

  Over 59 

 

28 (7.9%) 

107 (30.1%) 

103 (29.0%) 

74 (20.8%) 

43 (12.1%) 

Race 

  Asian 

  Black/AA 

  Hawaiian/PI 

  White 

  Other 

 

7 (2.0%) 

64 (17.9%) 

1 (0.3%) 

283 (79.3%) 

8 (2.2%) 

Hispanic 16 (4.6%) 

Female 301 (85%) 

Sexual orientation 

  Heterosexual 

  Gay Male 

  Lesbian 

  Bisexual 

  Other 

 

312 (88.4%) 

9 (2.5%) 

21 (5.9%) 

10 (2.8%) 

1 (0.3%) 

Year of MSW 

  1980-1989 

  1990-1999 

  2000-2009 

  2009 to present 

 

53 (14.9%) 

89 (25.0%) 

150 (42.1%) 

64 (18.0%) 

Home Setting 

  Urban 

  Suburban 

  Rural 

 

100 (28.2%) 

219 (61.9%) 

35 (9.9%) 

Work Setting 

  Urban 

  Suburban 

  Rural 

 

190 (54.0%) 

138 (39.2%) 

24 (6.8%) 

Note:†p<.10, *p<.05, **p<.01  
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Table 8. LGBT-CAT Kappa Values by Item and Client Type 
 Client type N Rater 1 M Rater 2 M Kappa Sig 

Item 1: As a social worker, what can you do in 
your interactions with LGBT clients to make them 
more comfortable and build rapport? Total 193 1.37 1.68 .47 .000 
 LG 46 1.47 1.85 .56 .000 
 B 53 1.32 1.47 .53 .000 
 GM 94 1.35 1.72 .38 .000 
Item 2: What questions would you ask to 
understand how your clients define their sexual 
orientation? Total 182 1.05 1.03 .51 .000 
 LG 43 1.14 .93 .52 .000 
 B 50 1.22 1.36 .54 .000 
 GM 89 .92 .90 .48 .000 
Item 3: What questions would you ask to 
understand how your clients define their gender 
identity? Total 179 1.08 .96 .46 .000 
 LG 43 1.21 1 .36 .000 
 B 50 1.16 1.10 .68 .000 
 GM 86 .98 .86 .37 .000 
Item 4: What aspects of identity development 
should you consider in assessment of LGBT 
clients? Total 175 .78 .95 .48 .000 
 LG 42 .88 1.05 .48 .000 
 B 49 .67 .92 .47 .000 
 GM 84 .79 .92 .49 .000 
Item 5: How would you help LGBT clients manage 
discrimination or oppression they face in their 
day-to-day lives? Total 174 1.86 2.34 .30 .000 
 LG 42 1.98 2.57 .12 .15 
 B 49 1.80 2.22 .41 .000 
 GM 83 1.84 2.23 .31 .000 
Item 6: What referral resources might you use in 
working with LGBT clients? (If you don’t know 
names of specific resources, how would you find 
them?) Total 171 1.51 1.42 .74 .000 
 LG 41 1.80 1.56 .60 .000 
 B 48 1.23 1.31 .73 .000 
 GM 82 1.54 1.41 .82 .000 
Item 7: If you were going to design a satisfaction 
survey of clients for an agency, and you wanted to 
be sure that the survey was culturally appropriate 
for LGBT clients, what issues would you need to 
address? Total 169 .78 .82 .79 .000 
 LG 41 .83 .83 .65 .000 
 B 47 .72 .70 .89 .000 
 GM 81 .79 .87 .80 .000 
Item 8: 8. What factors would you advise LGBT 
clients to consider when deciding whether to 
disclose sexual orientation to family and friends? Total 170 1.88 2.23 .44 .000 
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Table 8. LGBT-CAT Kappa Values by Item and Client Type 
 

 
 LG 41 1.93 2.37 .38 .000 
 B 47 1.98 2.19 .63 .000 
 GM 82 1.79 2.18 .37 .000 
Item 9: If you were going to engage in community 
organizing in the LGBT communities in your area, 
how would you proceed? Total 169 .78 .71 .77 .000 
 LG 41 .74 .66 .65 .000 
 B 47 .83 .72 .79 .000 
 GM 81 1.23 .72 .82 .000 
Item 10: On behalf of which LGBT social issues 
would you be willing or interested of engaging in 
advocacy? Provide a list. Total 169 1.15 1.09 .85 .000 
 LG 41 1.17 1.22 .87 .000 
 B 47 .98 .91 .84 .000 
 GM 81 1.63 1.12 .84 .000 
Item 11: If you were an agency director, what 
steps would you take to insure your agency was 
engaging in ethical practice with LGBT 
populations? Total 169 1.50 1.48 .63 .000 
 LG 41 1.37 1.41 .55 .000 
 B 47 1.40 1.31 .68 .000 
 GM 81 1.20 1.60 .62 .000 
Item 12: What steps would you take to make sure 
you are practicing without bias when working 
with LGBT populations? Total 169 1.13 1.20 .52 .000 
 LG 41 .95 .93 .41 .000 
 B 47 1.17 1.30 .59 .000 
 GM 81 1.20 1.25 .52 .000 
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Table 9. Descriptive Statistics and Correlations Between LGBT-CAT and Practice 

Constructs 

 

SOCCS 
Knowledge 

N = 232 

SOCCS 
Skills 

N = 232 

SOCCS 
Attitudes 

N = 269 

LGB-CSI 
(Short 
Form) 

N = 207 

GAP 
Beliefs 

N = 264 

GAP 
Behavior 

N = 191 
LGBT-CAT 

N = 168 

M 
(SD) 

35.94 
(8.73) 

41.68 
(16.21) 

65.78 
(6.17) 

64.21 
(16.01) 

67.32 
(13.47) 

58.44 
(16.49) 

15.60 
(5.88) 

Scale  range 8-56 11-77 10-70 15-90 15-75 15-75 0-36 
M/possible score  64.14 54.14 94.00 71.33 89.60 78.00 44.33 
% maximum score 0.4 0.9 43.1 3.4 41.3 15.7 0.0 
25th percentile 30.00 30.00 63.67 55.00 63.25 50.00 11.63 
50th percentile 36.00 40.00 69.00 66.00 73.00 64.00 16.36 
75th percentile 42.00 53.00 70.00 76.00 75.00 71.00 19.50 
SOCCS Knowledge 1       
SOCCS Skills .52** 1      
SOCCS Attitudes .11 .15* 1     
LGB-CSI-SF .44** .73** .24** 1    
GAP Beliefs .03 .06 .12 .05 1   
GAP Behavior .34** .60** .26** .65** .12 1  
LGBT-CAT .37** .34** .28** .31** .05 .31** 1 

Note: *p<.05, **p<.01 
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Figure 1. Histogram of LGBT-CAT Scores 
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Figure 2. Histogram of GAP Engagement Subscale Scores 
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APPENDIX A 

LGBT-CAT Scoring Guidelines (Revised December, 2016) 

Questions and 

Answers 

Sample response Scoring Score 

1. As a social 

worker, what 

can you do in 

your 

interactions 

with LGBT 

clients to make 

them more 

comfortable 

and build 

rapport? 

Don’t assume sexual orientation, 

be open to different responses, use 

words like gender ID, partner, etc. 

Create comfortable atmosphere, 

with LGBT-related books, 

pamphlets, etc. Ask about partner 

if relevant. Disclose one’s own 

sexual orientation or gender 

identity if relevant. Use the gender 

pronouns they prefer and use 

terms they prefer. 

0 = No answer or “Treat 

like any other client” 

1 = Limited competency 

(Don’t assume anything 

or 1 action) 

2 = Basic competency (2 

actions) 

3 = Strength (3 or more 

actions) 

 

2. What 

questions 

would you ask 

to understand 

how your 

clients define 

their sexual 

orientation? 

Are you dating or do you have a 

significant relationship? Do you 

date men, women, or both? How 

would you identify or define your 

sexual orientation? Has it been 

stable or changed over time? How 

long have you identified this way?  

Have you disclosed your SO to 

people in your life? 

0 = No answer 

1 = Limited competency 

(Simple: How do you 

define your SO?) 

2 = Basic competency 

(Recognize different 

ways to identify, ask a 

little more probing 

question) 

3 = Strength (Recognize 

identity is more than just 

label, includes how they 

define it, comfort, and 

changes over time) 

 

3. What 

questions 

would you ask 

to understand 

how your 

clients define 

their gender 

identity? 

How do you define your gender? 

Do you identify as male, female, 

transgender, or something 

different? What gender pronouns 

do you prefer? How do you 

present your gender expression: is 

it consistent, or does it depend on 

the setting? What labels to you use 

for your gender? Has it been stable 

or changed over time? How long 

have you identified this way?  

Have you disclosed your SO to 

people in your life? 

0 = No answer 

1 = Limited competency 

(Simple: How do you 

define your GI?) 

2 = Basic competency 

(Recognize different 

ways to identify, ask a 

little more probing 

question) 

3 = Strength (Recognize 

identity is more than just 

label, includes how they 

define it, comfort, and 

changes over time) 

 

4. What aspects Sexual identity development, 0 = No answer  
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of identity 

development 

should you 

consider in 

assessment of 

LGBT clients? 

gender ID development. Level of 

disclosure. Level of comfort with 

SO and GI. Stage of human 

development (age, culture). Race 

and other identity development 

and comfort and how they 

intersect with SO/GI. 

1 = Limited competency 

(identity development 

AND/OR disclosure 

status) 

2 = Basic competency 

(identity development and 

disclosure status, AND 

comfort level) 

3 = Strength (Above and 

intersectional identity 

issues like age, race, 

class, etc.), look at whole 

person/holistic approach 

5. How would 

you help LGBT 

clients manage 

discrimination 

or oppression 

they face in 

their day-to-day 

lives? 

Help them to talk about it. 

Validate that this discrimination or 

oppression is real, hurtful, and has 

affected them. Connect them to 

others who would be supportive. 

Help them identify ways to disrupt 

or interrupt oppression, defend 

themselves, and advocate on their 

(own) behalf. Address any self-

hatred that has manifested as a 

result of living with larger societal 

rejection. 

0 = No answer 

1 = Limited competency 

(talk about it) 

2 = Basic competency 

(Validate their 

experiences of oppression 

AND/OR Support them 

AND/OR provide 

resources) 

3 = Strength (Identify 

ways to address internal 

or external oppression) 

 

6. What referral 

resources might 

you use in 

working with 

LGBT clients? 

(If you don’t 

know names of 

specific 

resources, how 

would you find 

them?) 

Personal resources (LGBT friends 

and family, colleagues, professors, 

etc.) Local resources (community 

centers, religious orgs, peer 

support programs, social 

resources, hotlines). State 

resources (advocacy groups). 

National resources (PFLAG, 

GLSEN, HRC, NLGTF,  religious 

LGBT groups, Trevor Project, gay 

media sites, etc.) 

Search on community Chamber of 

Commerce websites, political 

advocacy websites, Gay-Straight 

Alliances, reach out to gay bars, 

bookstores, etc. 

0 = No answer 

1 = Limited competency 

(no knowledge of specific 

resources; internet search 

or personal resources) 

2 = Basic competency (1-

2 specific resources and 

basic search) 

3 = Strength (3 or more 

specific resources, 

targeting specific 

subgroups, and/or more 

advanced research for 

resources) 

 

7. If you were 

going to design 

a satisfaction 

survey of 

clients for an 

Specific questions for 

needs/services targeting LGBT. 

More choices for gender identity 

than M/F. More choices for 

partnership status and rewording 

0 = No answer 

1 = Limited competency 

(Ask questions about 

their experiences related 

to their SO and GE OR 
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agency, and 

you wanted to 

be sure that the 

survey was 

culturally 

appropriate for 

LGBT clients, 

what issues 

would you need 

to address? 

of question. Ask about sexual 

orientation. Open-ended questions 

about elements that make them 

feel uncomfortable or unable to 

use services. Get feedback on 

survey from LGBT or 

knowledgeable people. Mailing it 

out—don’t use Mr./Ms./Mrs., just 

use names.    

use appropriate response 

types 

2 = Basic competency 

(Ask about experiences 

AND use appropriate 

response types, provide 

alternative wording of 

relationship status) 

3 = Strength (Above and 

other elements, including 

getting feedback on 

survey from LGBT 

people) 

8. What factors 

would you 

advise LGBT 

clients to 

consider when 

deciding 

whether to 

disclose sexual 

orientation to 

family and 

friends? 

Their own comfort with and 

knowledge about their sexual 

orientation or GI—not to do it 

before they are ready. Assessing 

their own emotional stability. 

Having resources available for 

those they tell who need more info 

or support. Shoring up one’s own 

support system. Identifying 

potential physical or emotional 

risks in telling—safety planning. 

Timing. Best way to come out. 

Purpose for telling—making sure 

it is intended to improve 

relationship, not as a way to 

punish or upset. What will they do 

if it goes badly/well? 

 

0 = No answer 

1 = Limited competency  

Support/ Nonjudgmental 

perspective with no 

specifics 

2 = Basic competency 

((Plan OR prepare for 

negative response OR 

client self-assessment of 

knowledge, comfort, or 

emotional stability) 

3 = Strength (Two or 

more of above) 

 

9. If you were 

going to engage 

in community 

organizing in 

the LGBT 

communities in 

your area, how 

would you 

proceed? 

Try to identify key LGBT 

players—individuals and 

organizations--who could be 

partners in this effort. Identify 

what kinds of issues or concerns 

the community had. Recognize the 

divisions and different sub-

communities within the local 

LGBT community. Build trust 

with members of the community 

by being a contributor, and by 

being open and honest about who 

you are. Share your resources with 

the effort and with community 

members 

0 = No answer 

1 = Limited competency 

(get connected to LGBTs 

AND/OR learn about 

LGBT community needs) 

2 = Basic competency 

(Learn about community; 

build trust and 

relationships; select 

appropriate issues of 

interest to community) 

3 = Strength (Above 

AND self-reflection, 

recognition of sub-

communities, or other 

 



 

167 

 

steps) 

10. On behalf 

of which LGBT 

social issues 

would you be 

willing or 

interested of 

engaging in 

advocacy? 

Provide a list. 

Fair housing, safety in schools, 

civil marriage rights, hospital 

visitation, gay parent adoption and 

foster parenting, workplace rights 

and protections (ENDA), 

transgender anti-discrimination 

laws, immigration rights for same-

sex international couples, general 

acceptance of LGBTs in society 

0 = No answer 

1 = Limited competency 

(General 

“discrimination”) 

2 = Basic competency (1-

2 specific issues) 

3 = Strength (3 or more 

issues) 

 

11. If you were 

an agency 

director, what 

steps would 

you take to 

insure your 

agency was 

engaging in 

ethical practice 

with LGBT 

populations? 

Talk to/survey LGBTs, maintain 

client confidentiality about SO and 

GI, regular training for employees 

on LGBT issues, make sure there 

isn’t discrimination or harassment 

of LGBTs by employees or others 

served by agency in agency 

settings, include LGBTs on 

advisory boards, hire LGBT staff, 

etc. Allow clients to define 

themselves. They determine who 

knows their LGBT status. They 

make their own decisions about 

how they dress, present, and date. 

I help access supports that enable 

them to pursue their own goals 

and decisions.   

0 = No answer 

1 = Limited competency 

(ask LGBT clients about 

experiences OR assess 

staff cultural competence) 

2 = Basic competency 

(Engage in Assessment 

OR Educational 

activities) 

3 = Strength (Engage in 

assessment AND training 

activities; identify 

specific ethical issues) 

 

12 What steps 

would you take 

to make sure 

you are 

practicing 

without bias 

when working 

with LGBT 

populations? 

Pay attention to times when I am 

uncomfortable. Read more about 

LGBT populations. Examine my 

own language around these issues 

for bias and assumptions. Ask 

clients to let me know if I am 

offensive in some way. Check in 

with someone I trust who is 

knowledgeable about these issues. 

Review my own actions and look 

for biases and ways that I am 

treating this client different from 

others. 

0 = No answer 

1 = Limited competency 

(general self-assessment 

of bias [feelings/beliefs]) 

OR more thorough self-

assessment [language, 

beliefs, feelings, actions] 

OR checking with 

client/supervisor/peer) 

2 = Basic competency 

(general self-assessment 

of bias [feelings/beliefs]) 

AND more thorough self-

assessment [language, 

beliefs, feelings, actions] 

checking with 

client/supervisor/peer) 

OR the use of outside 

resources such as 
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trainings, books, etc. 

3 = Strength (Above 

AND additional 

educational resources 

[trainings, books, etc.]) 
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APPENDIX B 

Survey Version 1: Lesbian and Gay Male Clients 
 

Section A  

For the purposes of this survey, lesbians are defined as women who are attracted exclusively to 
women and gay men are defined as men who are attracted exclusively to men. 

Using a scale from 1 (Not True At 
All) to 7 (Totally True), please rate 
each of the following statements: 

Not At 
All True 

     
Totally 

True 

I have received adequate clinical 
training and supervision to 
counsel lesbian and gay male (LG) 
clients. 

1 2 3 4 5 6 7 

The lifestyle of a LG client is 
unnatural or immoral. 

1 2 3 4 5 6 7 

I check up on my LG counseling 
skills by monitoring my 
functioning/competency via 
consultation, supervision, and 
continuing education. 

1 2 3 4 5 6 7 

I have experience counseling gay 
male clients. 

1 2 3 4 5 6 7 

LG clients receive "less preferred" 
forms of counseling treatment 
than heterosexual clients. 

1 2 3 4 5 6 7 

At this point in my professional 
development, I feel competent, 
skilled, and qualified to counsel LG 
clients. 

1 2 3 4 5 6 7 

I have experience counseling 
lesbian or gay couples. 

1 2 3 4 5 6 7 

I have experience counseling 
lesbian clients. 

1 2 3 4 5 6 7 

I am aware some research 
indicates that LG clients are more 
likely to be diagnosed with mental 
illnesses than are heterosexual 
clients. 

1 2 3 4 5 6 7 

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. 

1 2 3 4 5 6 7 

I believe that being highly discreet 
about their sexual orientation is a 
trait that LG clients should work 
towards. 

1 2 3 4 5 6 7 

I have been to in-services, 
conference sessions, or 
workshops, which focused on LGB 
issues in psychology. 

1 2 3 4 5 6 7 
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Heterosexist and prejudicial 
concepts have permeated the 
mental health professions. 

1 2 3 4 5 6 7 

I feel competent to assess the 
mental health needs of a person 
who is LG in a therapeutic setting. 

1 2 3 4 5 6 7 

I believe that LG couples don't 
need special rights (domestic 
partner benefits, or the right to 
marry) because that would 
undermine normal and traditional 
family values. 

1 2 3 4 5 6 7 

There are different 
psychological/social issues 
impacting gay men versus lesbian 
women. 

1 2 3 4 5 6 7 

It would be best if my clients 
viewed a heterosexual lifestyle as 
ideal. 

1 2 3 4 5 6 7 

I have experience counseling LG 
clients 

1 2 3 4 5 6 7 

I am aware of institutional barriers 
that may inhibit LG people from 
using mental health services. 

1 2 3 4 5 6 7 

I am aware that counselors 
frequently impose their values 
concerning sexuality upon LG 
clients. 

1 2 3 4 5 6 7 

I think that my clients should 
accept some degree of conformity 
to traditional sexual values. 

1 2 3 4 5 6 7 

Currently, I do not have the skills 
or training to do a case 
presentation or consultation if my 
client were LG. 

1 2 3 4 5 6 7 

I believe that LG clients will 
benefit most from counseling with 
a heterosexual counselor who 
endorses conventional values and 
norms. 

1 2 3 4 5 6 7 

Being born a heterosexual person 
in this society carries with it 
certain advantages. 

1 2 3 4 5 6 7 

I feel that sexual orientation 
differences between counselor 
and client may serve as an initial 
barrier to effective counseling of 
LG individuals. 

1 2 3 4 5 6 7 

I have done a counseling role-play 
as either the client or counselor 
involving a LG issue. 

1 2 3 4 5 6 7 
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Personally, I think homosexuality 
is a mental disorder or a sin and 
can be treated through counseling 
or spiritual help. 

1 2 3 4 5 6 7 

I believe that all LG clients must be 
discreet about their sexual 
orientation around children. 

1 2 3 4 5 6 7 

When it comes to homosexuality, I 
agree with the statement: "You 
should love the sinner but hate or 
condemn the sin." 

1 2 3 4 5 6 7 

 

Section B 

For the purposes of this survey, lesbians are defined as women who are attracted exclusively to women and gay 
men are defined as men who are attracted exclusively to men. 

Using a scale from 1 
(Not At All Confident) 
to 6 (Highly 
Confident), please 
rate each of the 
following statements: 

Not At All 
Confident 

 
Moder- 
ately 
Confident 

  
Highly 
Confident 

Identify specific 
mental health issues 
associated with the 
coming out process. 

1 2 3 4 5 6 

Assist LG clients to 
develop effective 
strategies to deal 
with heterosexism & 
homophobia. 

1 2 3 4 5 6 

Assist in the 
development of 
coping strategies to 
help same sex 
couples who 
experience different 
stages in their 
individual coming out 
processes. 

1 2 3 4 5 6 

Refer LG clients to 
affirmative legal & 
social supports. 

1 2 3 4 5 6 

Help a same-sex 
couple access local 
LG-affirmative 
resources & support. 

1 2 3 4 5 6 

Refer a LG client to 
affirmative social 
services in cases of 
estrangement from 
their families of 

1 2 3 4 5 6 
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origin. 

Identify my own 
feelings about my 
own sexual 
orientation & how it 
may influence a 
client. 

1 2 3 4 5 6 

Examine my own 
sexual 
orientation/identity 
development 
process. 

1 2 3 4 5 6 

Recognize my real 
feelings vs. idealized 
feelings to be more 
genuine & empathic 
with LG clients. 

1 2 3 4 5 6 

Assess for post-
traumatic stress felt 
by LG victims of hate 
crimes based on their 
sexual 
orientations/identitie
s. 

1 2 3 4 5 6 

Integrate clinical data 
(e.g., mental status 
exam, intake 
assessments, 
presenting concern) 
of a LG client. 

1 2 3 4 5 6 

Assess the role of 
alcohol & drugs on LG 
clients’ social, 
interpersonal, & 
intrapersonal 
functioning. 

1 2 3 4 5 6 

Establish a safe space 
for LG couples to 
explore parenting. 

1 2 3 4 5 6 

Normalize a LG 
client’s feelings 
during different 
points of the coming 
out process. 

1 2 3 4 5 6 

Establish an 
atmosphere of 
mutual trust & 
affirmation when 
working with LG 
clients. 

1 2 3 4 5 6 
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Section C 

For the purposes of this survey, lesbians are defined as women who are attracted exclusively to women 
and gay men are defined as men who are attracted exclusively to men. 

Using a scale from 1 (Strongly 
Agree) to 5 (Strongly Disagree), 
please rate each of the following 
statements: 

Strongly 
Agree 

   
Strongly 
Disagree 

In their practice with gay/lesbian 
clients, practitioners should 
support the diverse makeup of 
their families. 

1 2 3 4 5 

Practitioners should verbalize 
respect for the lifestyles of 
gay/lesbian clients.  

1 2 3 4 5 

Practitioners should make an 
effort to learn about diversity 
within the gay/lesbian community.  

1 2 3 4 5 

Practitioners should be 
knowledgeable about gay/lesbian 
resources.  

1 2 3 4 5 

Practitioners should educate 
themselves about gay/lesbian 
lifestyles. 

1 2 3 4 5 

Practitioners should help 
gay/lesbian clients develop 
positive identities as gay/lesbian 
individuals. 

1 2 3 4 5 

Practitioners should challenge 
misinformation about gay/lesbian 
clients. 

1 2 3 4 5 

Practitioners should use 
professional development 
opportunities to improve their 
practice with gay/lesbian clients. 

1 2 3 4 5 

Practitioners should encourage 
gay/lesbian clients to create 
networks that   support them as 
gay/lesbian individuals.  

1 2 3 4 5 

Practitioners should be 
knowledgeable about issues 
unique to gay/lesbian couples.  

1 2 3 4 5 

Practitioners should acquire 
knowledge necessary for effective 
practice with gay/lesbian clients. 

1 2 3 4 5 

Practitioners should work to 
develop skills necessary for 
effective practice with   
gay/lesbian clients. 

1 2 3 4 5 

Practitioners should work to 
develop attitudes necessary for 
effective practice e with 
gay/lesbian clients.  

1 2 3 4 5 
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Practitioners should help clients 
reduce shame about homosexual 
feelings. 

1 2 3 4 5 

Discrimination creates problems 
that gay/lesbian clients may need 
to address in treatment 

1 2 3 4 5 

 

Section D 

For the purposes of this survey, lesbians are defined as women who are attracted exclusively to women 
and gay men are defined as men who are attracted exclusively to men. 

Using a scale from 1 (Strongly 
Agree) to 5 (Strongly Disagree), 
please rate each of the following 
statements: 

Strongly 
Agree 

   
Strongly 
Disagree 

I help clients reduce shame about 
homosexual feelings.  

1 2 3 4 5 

I help gay/lesbian clients address 
problems created by societal 
prejudice.  

1 2 3 4 5 

I inform clients about gay 
affirmative resources in the 
community  

1 2 3 4 5 

I acknowledge to clients the 
impact of living in a homophobic 
society. 

1 2 3 4 5 

I respond to a client's sexual 
orientation when it is relevant to 
treatment. 

1 2 3 4 5 

I help gay/lesbian clients 
overcome religious oppression 
they have experienced based on 
their sexual orientation.  

1 2 3 4 5 

I provide interventions that 
facilitate the safety of gay/lesbian 
clients.  

1 2 3 4 5 

I verbalize that a gay/lesbian 
orientation is as healthy as a 
heterosexual l orientation.  

1 2 3 4 5 

I demonstrate comfort about 
gay/lesbian issues to gay/lesbian 
clients.  

1 2 3 4 5 

I help clients identify their 
internalized homophobia.  

1 2 3 4 5 

I educate myself about gay/lesbian 
concerns.  

1 2 3 4 5 

I am open-minded when tailoring 
treatment for gay/lesbian clients 

1 2 3 4 5 

I create a climate that allows for 
voluntary self-identification by 
gay/lesbian clients.  

1 2 3 4 5 

I discuss sexual orientation in a 
non-threatening manner with 

1 2 3 4 5 
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clients. 

I facilitate appropriate expression 
of anger by gay/lesbian clients 
about oppression they have 
experienced 

1 2 3 4 5 

 

Section E 

For the purposes of this survey, lesbians are defined as women who are attracted exclusively to women 
and gay men are defined as men who are attracted exclusively to men. 

Please respond to the following questions to the best of your ability: 

As a social worker, what can you do 
in your interactions with lesbian 
and gay male (LG) clients to make 
them more comfortable and build 
rapport? 

 

What questions would you ask to 
understand how your LG clients 
define their sexual orientation? 

 

 What questions would you ask to 
understand how your LG clients 
define their gender identity? 

 

What aspects of identity 
development should you consider 
in assessment of LG clients? 

 

How would you help LG clients 
manage discrimination or 
oppression they face in their day-
to-day lives? 

 

What referral resources might you 
use in working with LG clients? (If 
you don’t know names of specific 
resources, what kind of resources 
might you seek out and how would 
you find them?) 

 

If you were going to design a 
satisfaction survey of clients for an 
agency, and you wanted to be sure 
that the survey was culturally 
appropriate for LG clients, what 
issues would you need to address? 

 

What factors would you advise LG 
clients to consider when deciding 
whether to disclose sexual 
orientation to family and friends? 

 

If you were going to engage in 
community organizing in the LG 
communities in your area, how 
would you proceed? 

 

On behalf of which LG social issues 
would you be willing or interested 
in engaging in advocacy? 
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If you were the director of an 
agency, what steps would you take 
to insure your agency was engaging 
in ethical practice with LG 
populations? 

 

What steps would you take to 
make sure you are practicing 
without bias when working with LG 
populations?  

 

 

Section F 

For the purposes of this survey, lesbians are defined as women who are attracted exclusively to 
women and gay men are defined as men who are attracted exclusively to men. 

Please respond to the following questions to the best of your ability: 

What do you think is the best way to 
work with lesbian and gay male 
clients? 

 

In your opinion, what most 
encourages your engagement in 
these practices with practice with 
lesbian and gay male clients? 

 

In your opinion, what most prevents 
your engagement in affirmative 
practice with lesbian and gay male 
clients? 

 

 

Section G 

Please respond to the following questions to the best of your ability: 

Is your overall view of gay men favorable or unfavorable? 
  Very favorable 
  Mostly favorable 
  Mostly unfavorable 

    Very unfavorable? 

Is your overall view of lesbians favorable or unfavorable? 
  Very favorable 
  Mostly favorable 
  Mostly unfavorable 
  Very unfavorable? 

Do you think it is a sin, or not, to engage in homosexual behavior? 
  Is a sin 

    Is not a sin 

Is there a conflict between your religious beliefs and homosexuality? 
  Yes, A lot 
  Yes, A little 
  No conflict 

Importance of religion in your life: 
  Very Important 
  Less Important 

 

Section H 
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Age in years 

What is your gender? 
  Male 
  Female 
  Transgender FTM 

     Transgender MTF 
     Something Else, Please Specify____________________ 

What is your sexual orientation? 
  Heterosexual 
  Lesbian 
  Gay 
   Bisexual 
   Something Else, Please Specify____________________ 

Do you identify as Hispanic and/or Latino? 
  Hispanic or Latino 

    Not Hispanic or Latino  

What is your race (please check all that apply) 
  American Indian or Alaska Native 
  Asian 
  Black or African American 
  Native Hawaiian or Pacific Islander 
  White/Caucasian 

    Other  ______________________ 

Years since MSW   

What is the highest level of license you have? 
  LGSW 
  LCSW 
  LCSW-C 
  Other: ______________________ 

Primary location you work: 
  Urban 
  Suburban 
 Small Town 
  Rural 

 Location  you live: 
  Urban 
  Suburban 
 Small Town  

    Rural 
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APPENDIX C 

Survey Version 2: Bisexual Clients 
 

Section A  

For the purposes of this survey, bisexuals are defined as people (male or female or transgender) who 
are attracted to both men and women. 

Using a scale from 1 (Not True At 
All) to 7 (Totally True), please rate 
each of the following statements: 

Not At 
All True 

     
Totally 

True 

I have received adequate clinical 
training and supervision to 
counsel bisexual clients. 

1 2 3 4 5 6 7 

The lifestyle of a bisexual client is 
unnatural or immoral. 

1 2 3 4 5 6 7 

I check up on my bisexual 
counseling skills by monitoring my 
functioning/competency via 
consultation, supervision, and 
continuing education. 

1 2 3 4 5 6 7 

I have experience counseling 
bisexual male clients. 

1 2 3 4 5 6 7 

Bisexual clients receive "less 
preferred" forms of counseling 
treatment than heterosexual 
clients. 

1 2 3 4 5 6 7 

At this point in my professional 
development, I feel competent, 
skilled, and qualified to counsel 
bisexual clients. 

1 2 3 4 5 6 7 

I have experience counseling 
couples with at least one bisexual 
partner. 

1 2 3 4 5 6 7 

I have experience counseling 
bisexual female clients. 

1 2 3 4 5 6 7 

I am aware some research 
indicates that bisexual clients are 
more likely to be diagnosed with 
mental illnesses than are 
heterosexual clients. 

1 2 3 4 5 6 7 

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. 

1 2 3 4 5 6 7 

I believe that being highly discreet 
about their sexual orientation is a 
trait that bisexual clients should 
work towards. 

1 2 3 4 5 6 7 

I have been to in-services, 
conference sessions, or 
workshops, which focused on 

1 2 3 4 5 6 7 
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bisexual issues in psychology. 

Heterosexist and prejudicial 
concepts have permeated the 
mental health professions. 

1 2 3 4 5 6 7 

I feel competent to assess the 
mental health needs of a person 
who is bisexual in a therapeutic 
setting. 

1 2 3 4 5 6 7 

I believe that same sex couples 
don't need special rights (domestic 
partner benefits, or the right to 
marry) because that would 
undermine normal and traditional 
family values. 

1 2 3 4 5 6 7 

There are different 
psychological/social issues 
impacting bisexual men versus 
bisexual women. 

1 2 3 4 5 6 7 

It would be best if my clients 
viewed a heterosexual lifestyle as 
ideal. 

1 2 3 4 5 6 7 

I have experience counseling 
bisexual (male or female) clients. 

1 2 3 4 5 6 7 

I am aware of institutional barriers 
that may inhibit bisexual people 
from using mental health services. 

1 2 3 4 5 6 7 

I am aware that counselors 
frequently impose their values 
concerning sexuality upon 
bisexual clients. 

1 2 3 4 5 6 7 

I think that my clients should 
accept some degree of conformity 
to traditional sexual values. 

1 2 3 4 5 6 7 

Currently, I do not have the skills 
or training to do a case 
presentation or consultation if my 
client were bisexual. 

1 2 3 4 5 6 7 

I believe that bisexual clients will 
benefit most from counseling with 
a heterosexual counselor who 
endorses conventional values and 
norms. 

1 2 3 4 5 6 7 

Being born a heterosexual person 
in this society carries with it 
certain advantages. 

1 2 3 4 5 6 7 

I feel that sexual orientation 
differences between counselor 
and client may serve as an initial 
barrier to effective counseling of 
bisexual individuals. 

1 2 3 4 5 6 7 

I have done a counseling role-play 1 2 3 4 5 6 7 
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as either the client or counselor 
involving a bisexual issue. 

Personally, I think homosexuality 
is a mental disorder or a sin and 
can be treated through counseling 
or spiritual help. 

1 2 3 4 5 6 7 

I believe that all bisexual clients 
must be discreet about their 
sexual orientation around 
children. 

1 2 3 4 5 6 7 

When it comes to bisexual, I agree 
with the statement: "You should 
love the sinner but hate or 
condemn the sin." 

1 2 3 4 5 6 7 

 

Section B 

For the purposes of this survey, bisexuals are defined as people (male or female or transgender) who are 
attracted to both men and women. 

Using a scale from 1 
(Not At All Confident) 
to 6 (Highly 
Confident), please 
rate each of the 
following statements: 

Not At All 
Confident 

 
Moder- 
ately 
Confident 

  
Highly 
Confident 

Identify specific 
mental health issues 
associated with the 
coming out process. 

1 2 3 4 5 6 

Assist bisexual clients 
to develop effective 
strategies to deal 
with heterosexism & 
homophobia. 

1 2 3 4 5 6 

Assist in the 
development of 
coping strategies to 
help same sex 
couples who 
experience different 
stages in their 
individual coming out 
processes. 

1 2 3 4 5 6 

Refer bisexual clients 
to affirmative legal & 
social supports. 

1 2 3 4 5 6 

Help a same-sex 
couple access local 
bisexual-affirmative 
resources & support. 

1 2 3 4 5 6 

Refer a bisexual client 1 2 3 4 5 6 
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to affirmative social 
services in cases of 
estrangement from 
their families of 
origin. 

Identify my own 
feelings about my 
own sexual 
orientation & how it 
may influence a 
client. 

1 2 3 4 5 6 

Examine my own 
sexual orientation/ 
identity development 
process. 

1 2 3 4 5 6 

Recognize my real 
feelings vs. idealized 
feelings to be more 
genuine & empathic 
with bisexual clients. 

1 2 3 4 5 6 

Assess for post-
traumatic stress felt 
by bisexual victims of 
hate crimes based on 
their sexual 
orientations/identitie
s. 

1 2 3 4 5 6 

Integrate clinical data 
(e.g., mental status 
exam, intake 
assessments, 
presenting concern) 
of a bisexual client. 

1 2 3 4 5 6 

Assess the role of 
alcohol & drugs on 
bisexual clients 
social, interpersonal, 
& intrapersonal 
functioning. 

1 2 3 4 5 6 

Establish a safe space 
for couples with one 
or more bisexual 
member to explore 
parenting. 

1 2 3 4 5 6 

Normalize a bisexual 
client’s feelings 
during different 
points of the coming 
out process. 

1 2 3 4 5 6 

Establish an 
atmosphere of 
mutual trust & 

1 2 3 4 5 6 
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affirmation when 
working with bisexual 
clients. 

 

Section C 

For the purposes of this survey, bisexuals are defined as people (male or female or transgender) who 
are attracted to both men and women. 

Using a scale from 1 (Strongly 
Agree) to 5 (Strongly Disagree), 
please rate each of the following 
statements: 

Strongly 
Agree 

   
Strongly 
Disagree 

In their practice with bisexual 
clients, practitioners should 
support the diverse makeup of 
their families. 

1 2 3 4 5 

Practitioners should verbalize 
respect for the lifestyles of 
bisexual clients.  

1 2 3 4 5 

Practitioners should make an 
effort to learn about diversity 
within the bisexual community.  

1 2 3 4 5 

Practitioners should be 
knowledgeable about bisexual 
resources.  

1 2 3 4 5 

Practitioners should educate 
themselves about bisexual 
lifestyles. 

1 2 3 4 5 

Practitioners should help bisexual 
clients develop positive identities 
as bisexual individuals. 

1 2 3 4 5 

Practitioners should challenge 
misinformation about bisexual 
clients. 

1 2 3 4 5 

Practitioners should use 
professional development 
opportunities to improve e their 
practice with bisexual clients. 

1 2 3 4 5 

Practitioners should encourage 
bisexual clients to create networks 
that support them as bisexual 
individuals.  

1 2 3 4 5 

Practitioners should be 
knowledgeable about issues 
unique to couples with one or 
more bisexual member.  

1 2 3 4 5 

Practitioners should acquire 
knowledge necessary for effective 
practice with bisexual clients. 

1 2 3 4 5 

Practitioners should work to 
develop skills necessary for 
effective practice with   bisexual 
clients.  

1 2 3 4 5 
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Practitioners should work to 
develop attitudes necessary for 
effective practice e with bisexual 
clients.  

1 2 3 4 5 

Practitioners should help clients 
reduce shame about bisexual 
feelings. 

1 2 3 4 5 

Discrimination creates problems 
that bisexual clients may need to 
address in treatment 

1 2 3 4 5 

 

Section D 

For the purposes of this survey, bisexuals are defined as people (male or female or transgender) who 
are attracted to both men and women. 

Using a scale from 1 (Strongly 
Agree) to 5 (Strongly Disagree), 
please rate each of the following 
statements: 

Strongly 
Agree 

   
Strongly 
Disagree 

I help clients reduce shame about 
bisexual feelings.  

1 2 3 4 5 

I help bisexual clients address 
problems created by societal 
prejudice.  

1 2 3 4 5 

I inform clients about bisexual 
affirmative resources in the 
community  

1 2 3 4 5 

I acknowledge to clients the 
impact of living in a homophobic 
society. 

1 2 3 4 5 

I respond to a client's sexual 
orientation when it is relevant to 
treatment. 

1 2 3 4 5 

I help bisexual clients overcome 
religious oppression they have 
experience d based on their sexual 
orientation.  

1 2 3 4 5 

I provide interventions that 
facilitate the safety of bisexual 
clients.  

1 2 3 4 5 

I verbalize that a bisexual 
orientation is as healthy as a 
heterosexual l orientation.  

1 2 3 4 5 

I demonstrate comfort about 
bisexual issues to bisexual clients.  

1 2 3 4 5 

I help clients identify their 
internalized homophobia.  

1 2 3 4 5 

I educate myself about bisexual 
concerns.  

1 2 3 4 5 

I am open-minded when tailoring 
treatment for bisexual clients 

1 2 3 4 5 



 

184 

 

I create a climate that allows for 
voluntary self-identification by 
bisexual clients.  

1 2 3 4 5 

I discuss sexual orientation in a 
non-threatening manner with 
clients. 

1 2 3 4 5 

I facilitate appropriate expression 
of anger by bisexual clients about 
oppression they have experienced 

1 2 3 4 5 

 

Section E 

For the purposes of this survey, bisexuals are defined as people (male or female or transgender) who 
are attracted to both men and women. 

Please respond to the following questions to the best of your ability: 

As a social worker, what can you do 
in your interactions with bisexual 
clients to make them more 
comfortable and build rapport? 

 

What questions would you ask to 
understand how your bisexual 
clients define their sexual 
orientation? 

 

 What questions would you ask to 
understand how your bisexual 
clients define their gender identity? 

 

What aspects of identity 
development should you consider 
in assessment of bisexual clients? 

 

How would you help bisexual 
clients manage discrimination or 
oppression they face in their day-
to-day lives? 

 

What referral resources might you 
use in working with bisexual 
clients? (If you don’t know names 
of specific resources, what kind of 
resources might you seek out and 
how would you find them?) 

 

If you were going to design a 
satisfaction survey of clients for an 
agency, and you wanted to be sure 
that the survey was culturally 
appropriate for bisexual clients, 
what issues would you need to 
address? 

 

What factors would you advise 
bisexual clients to consider when 
deciding whether to disclose sexual 
orientation to family and friends? 

 

If you were going to engage in 
community organizing in the 
bisexual communities in your area, 
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how would you proceed? 

On behalf of which bisexual social 
issues would you be willing or 
interested in engaging in advocacy? 

 

If you were the director of an 
agency, what steps would you take 
to insure your agency was engaging 
in ethical practice with bisexual 
populations? 

 

What steps would you take to 
make sure you are practicing 
without bias when working with 
bisexual populations?  

 

 

Section F 

For the purposes of this survey, bisexuals are defined as people (male or female or transgender) who 
are attracted to both men and women. 

Please respond to the following questions to the best of your ability: 

What do you think is the best way to 
work with bisexual clients? 

 

In your opinion, what most 
encourages your engagement in 
these practices with practice with 
bisexual clients? 

 

In your opinion, what most prevents 
your engagement in affirmative 
practice with bisexual clients? 

 

 

Section G 

Please respond to the following questions to the best of your ability: 

Is your overall view of gay men favorable or unfavorable? 
  Very favorable 
  Mostly favorable 
  Mostly unfavorable 

    Very unfavorable? 

Is your overall view of lesbians favorable or unfavorable? 
  Very favorable 
  Mostly favorable 
  Mostly unfavorable 
  Very unfavorable? 

Do you think it is a sin, or not, to engage in homosexual behavior? 
  Is a sin 

    Is not a sin 

Is there a conflict between your religious beliefs and homosexuality? 
  Yes, A lot 
  Yes, A little 
  No conflict 

Importance of religion in your life: 
  Very Important 
  Less Important 
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Section H 

Age in years 

What is your gender? 
  Male 
  Female 
  Transgender FTM 

     Transgender MTF 
     Something Else, Please Specify____________________ 

What is your sexual orientation? 
  Heterosexual 
  Lesbian 
  Gay 
   Bisexual 
   Something Else, Please Specify____________________ 

Do you identify as Hispanic and/or Latino? 
  Hispanic or Latino 

    Not Hispanic or Latino  

What is your race (please check all that apply) 
  American Indian or Alaska Native 
  Asian 
  Black or African American 
  Native Hawaiian or Pacific Islander 
  White/Caucasian 

    Other  ______________________ 

Years since MSW   

What is the highest level of license you have? 
  LGSW 
  LCSW 
  LCSW-C 
  Other: ______________________ 

Primary location you work: 
  Urban 
  Suburban 
 Small Town 
  Rural 

 Location  you live: 
  Urban 
  Suburban 
 Small Town  

    Rural 
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APPENDIX D 

Survey Version 3: Gender Minority Clients 
 

Section A 

For the purposes of this survey, gender minority (GM) individuals are defined as people who identify 
as a sex other than what they were assigned to at birth, including but not limited to people who 
identify as transgender, transsexual, and trans*. 

Using a scale from 1 (Not True At 
All) to 7 (Totally True), please rate 
each of the following statements: 

Not At 
All True 

     
Totally 

True 

I have received adequate clinical 
training and supervision to 
counsel GM clients. 

1 2 3 4 5 6 7 

The lifestyle of a GM client is 
unnatural or immoral. 

1 2 3 4 5 6 7 

I check up on my GM counseling 
skills by monitoring my 
functioning/competency via 
consultation, supervision, and 
continuing education. 

1 2 3 4 5 6 7 

I have experience counseling 
male-identified GM clients. 

1 2 3 4 5 6 7 

GM clients receive "less preferred" 
forms of counseling treatment 
than heterosexual clients. 

1 2 3 4 5 6 7 

At this point in my professional 
development, I feel competent, 
skilled, and qualified to counsel 
GM clients. 

1 2 3 4 5 6 7 

I have experience counseling 
couples with one or more GM 
member. 

1 2 3 4 5 6 7 

I have experience counseling 
female-identified GM clients. 

1 2 3 4 5 6 7 

I am aware some research 
indicates that GM clients are more 
likely to be diagnosed with mental 
illnesses than are heterosexual 
clients. 

1 2 3 4 5 6 7 

It's obvious that a relationship 
with one or more GM member is 
not as strong or as committed as 
one between a man and a woman. 

1 2 3 4 5 6 7 

I believe that being highly discreet 
about their gender identity is a 
trait that GM clients should work 
towards. 

1 2 3 4 5 6 7 

I have been to in-services, 
conference sessions, or 
workshops, which focused on GM 
issues in psychology. 

1 2 3 4 5 6 7 
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Transphobic and prejudicial 
concepts have permeated the 
mental health professions. 

1 2 3 4 5 6 7 

I feel competent to assess the 
mental health needs of a person 
who is GM in a therapeutic 
setting. 

1 2 3 4 5 6 7 

I believe that couples with one or 
more GM member don't need 
special rights (domestic partner 
benefits, or the right to marry) 
because that would undermine 
normal and traditional family 
values. 

1 2 3 4 5 6 7 

There are different 
psychological/social issues 
impacting GM men versus GM 
women. 

1 2 3 4 5 6 7 

It would be best if my clients 
viewed a non-GM lifestyle as 
ideal. 

1 2 3 4 5 6 7 

I have experience counseling GM 
(male or female) clients. 

1 2 3 4 5 6 7 

I am aware of institutional barriers 
that may inhibit GM people from 
using mental health services. 

1 2 3 4 5 6 7 

I am aware that counselors 
frequently impose their values 
concerning sexuality upon GM 
clients. 

1 2 3 4 5 6 7 

I think that my clients should 
accept some degree of conformity 
to traditional gender values. 

1 2 3 4 5 6 7 

Currently, I do not have the skills 
or training to do a case 
presentation or consultation if my 
client were GM. 

1 2 3 4 5 6 7 

I believe that GM clients will 
benefit most from counseling with 
a non-GM counselor who endorses 
conventional values and norms. 

1 2 3 4 5 6 7 

Being born a heterosexual person 
in this society carries with it 
certain advantages. 

1 2 3 4 5 6 7 

I feel that gender identity 
differences between counselor 
and client may serve as an initial 
barrier to effective counseling of 
GM individuals. 

1 2 3 4 5 6 7 

I have done a counseling role-play 
as either the client or counselor 
involving a GM issue. 

1 2 3 4 5 6 7 



 

189 

 

Personally, I think being GM is a 
mental disorder or a sin and can 
be treated through counseling or 
spiritual help. 

1 2 3 4 5 6 7 

I believe that all GM clients must 
be discreet about their gender 
identity around children. 

1 2 3 4 5 6 7 

When it comes to GM individuals, 
I agree with the statement: "You 
should love the sinner but hate or 
condemn the sin." 

1 2 3 4 5 6 7 

 

Section B 

For the purposes of this survey, gender minority (GM) individuals are defined as people who identify as a sex 
other than what they were assigned to at birth, including but not limited to people who identify as transgender, 
transsexual, and trans*. 

Using a scale from 1 
(Not At All Confident) 
to 6 (Highly 
Confident), please 
rate each of the 
following statements: 

Not At All 
Confident 

 
Moder- 
ately 
Confident 

  
Highly 
Confident 

Identify specific 
mental health issues 
associated with the 
coming out as GM 
process. 

1 2 3 4 5 6 

Assist GM clients to 
develop effective 
strategies to deal 
with transphobia. 

1 2 3 4 5 6 

Assist in the 
development of 
coping strategies to 
help GM couples who 
experience different 
stages in their 
individual coming out 
processes. 

1 2 3 4 5 6 

Refer GM clients to 
affirmative legal & 
social supports. 

1 2 3 4 5 6 

Help a couples with 
one or more GM 
member access local 
GM-affirmative 
resources & support. 

1 2 3 4 5 6 

Refer a GM client to 
affirmative social 
services in cases of 
estrangement from 

1 2 3 4 5 6 
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their families of 
origin. 

Identify my own 
feelings about my 
own gender identity 
& how it may 
influence a client. 

1 2 3 4 5 6 

Examine my own 
sexual 
orientation/identity 
development 
process. 

1 2 3 4 5 6 

Recognize my real 
feelings vs. idealized 
feelings to be more 
genuine & empathic 
with GM clients. 

1 2 3 4 5 6 

Assess for post-
traumatic stress felt 
by GM victims of hate 
crimes based on their 
sexual 
orientations/identitie
s. 

1 2 3 4 5 6 

Integrate clinical data 
(e.g., mental status 
exam, intake 
assessments, 
presenting concern) 
of a GM client. 

1 2 3 4 5 6 

Assess the role of 
alcohol & drugs on 
GM clients social, 
interpersonal, & 
intrapersonal 
functioning. 

1 2 3 4 5 6 

Establish a safe space 
for couples with one 
or more GM member 
to explore parenting. 

1 2 3 4 5 6 

Normalize a GM 
client’s feelings 
during different 
points of the coming 
out process. 

1 2 3 4 5 6 

Establish an 
atmosphere of 
mutual trust & 
affirmation when 
working with GM 
clients. 

1 2 3 4 5 6 
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Section C 

For the purposes of this survey, gender minority (GM) individuals are defined as people who identify as 
a sex other than what they were assigned to at birth, including but not limited to people who identify 
as transgender, transsexual, and trans*. 

Using a scale from 1 (Strongly 
Agree) to 5 (Strongly Disagree), 
please rate each of the following 
statements: 

Strongly 
Agree 

   
Strongly 
Disagree 

In their practice with GM clients, 
practitioners should support the e 
diverse makeup of their families. 

1 2 3 4 5 

Practitioners should verbalize 
respect for the lifestyles of GM 
clients.  

1 2 3 4 5 

Practitioners should make an 
effort to learn about diversity 
within the GM community.  

1 2 3 4 5 

Practitioners should be 
knowledgeable about GM 
resources.  

1 2 3 4 5 

Practitioners should educate 
themselves about GM lifestyles. 

1 2 3 4 5 

Practitioners should help GM 
clients develop positive identities 
as GM individuals. 

1 2 3 4 5 

Practitioners should challenge 
misinformation about GM clients. 

1 2 3 4 5 

Practitioners should use 
professional development 
opportunities to improve e their 
practice with GM clients. 

1 2 3 4 5 

Practitioners should encourage GM 
clients to create networks that 
support them as GM individuals.  

1 2 3 4 5 

Practitioners should be 
knowledgeable about issues 
unique to couples with one or 
more GM member  

1 2 3 4 5 

Practitioners should acquire 
knowledge necessary for effective 
practice with GM clients. 

1 2 3 4 5 

Practitioners should work to 
develop skills necessary for 
effective practice with   GM clients. 

1 2 3 4 5 

Practitioners should work to 
develop attitudes necessary for 
effective practice with GM clients.  

1 2 3 4 5 

Practitioners should help clients 
reduce shame about feelings about 
their gender identity. 

1 2 3 4 5 

Discrimination creates problems 
that GM clients may need to 

1 2 3 4 5 
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address in treatment 

 

Section D 

For the purposes of this survey, gender minority (GM) individuals are defined as people who identify as 
a sex other than what they were assigned to at birth, including but not limited to people who identify 
as transgender, transsexual, and trans*. 

Using a scale from 1 (Strongly 
Agree) to 5 (Strongly Disagree), 
please rate each of the following 
statements: 

Strongly 
Agree 

   
Strongly 
Disagree 

I help clients reduce shame about 
feelings about their gender 
identity.  

1 2 3 4 5 

I help GM clients address problems 
created by societal prejudice.  

1 2 3 4 5 

I inform clients about GM 
affirmative resources in the 
community  

1 2 3 4 5 

I acknowledge to clients the 
impact of living in a transphobic 
society. 

1 2 3 4 5 

I respond to a client's gender 
identity when it is relevant to 
treatment. 

1 2 3 4 5 

I help GM clients overcome 
religious oppression they have 
experience based on their gender 
identity.  

1 2 3 4 5 

I provide interventions that 
facilitate the safety of GM clients.  

1 2 3 4 5 

I verbalize that a GM identity is as 
healthy as a non-GM identity. 

1 2 3 4 5 

I demonstrate comfort about GM 
issues to GM clients.  

1 2 3 4 5 

I help clients identify their 
internalized transphobia.  

1 2 3 4 5 

I educate myself about GM 
concerns.  

1 2 3 4 5 

I am open-minded when tailoring 
treatment for GM clients 

1 2 3 4 5 

I create a climate that allows for 
voluntary self-identification by GM 
clients.  

1 2 3 4 5 

I discuss gender identity in a non-
threatening manner with clients. 

1 2 3 4 5 

I facilitate appropriate expression 
of anger by GM clients about 
oppression they have experienced 

1 2 3 4 5 

 

Section E 

For the purposes of this survey, gender minority (GM) individuals are defined as people who identify as 
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a sex other than what they were assigned to at birth, including but not limited to people who identify 
as transgender, transsexual, and trans*. 

Please respond to the following questions to the best of your ability: 

As a social worker, what can you do 
in your interactions with GM clients 
to make them more comfortable 
and build rapport? 

 

What questions would you ask to 
understand how your GM clients 
define their sexual orientation? 

 

What questions would you ask to 
understand how your GM clients 
define their gender identity? 

 

What aspects of identity 
development should you consider 
in assessment of GM clients? 

 

How would you help GM clients 
manage discrimination or 
oppression they face in their day-
to-day lives? 

 

What referral resources might you 
use in working with GM clients? (If 
you don’t know names of specific 
resources, what kind of resources 
might you seek out and how would 
you find them?) 

 

If you were going to design a 
satisfaction survey of clients for an 
agency, and you wanted to be sure 
that the survey was culturally 
appropriate for GM clients, what 
issues would you need to address? 

 

What factors would you advise GM 
clients to consider when deciding 
whether to disclose sexual 
orientation to family and friends? 

 

If you were going to engage in 
community organizing in the GM 
communities in your area, how 
would you proceed? 

 

On behalf of which GM social issues 
would you be willing or interested 
in engaging in advocacy? 

 

If you were the director of an 
agency, what steps would you take 
to insure your agency was engaging 
in ethical practice with GM 
populations? 

 

What steps would you take to 
make sure you are practicing 
without bias when working with 
GM populations?  
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Section F 

For the purposes of this survey, gender minority (GM) individuals are defined as people who identify 
as a sex other than what they were assigned to at birth, including but not limited to people who 
identify as transgender, transsexual, and trans*. 

Please respond to the following questions to the best of your ability: 

What do you think is the best way to 
work with GM clients? 

 

In your opinion, what most 
encourages your engagement in 
these practices with practice with 
GM clients? 

 

In your opinion, what most prevents 
your engagement in affirmative 
practice GM clients? 

 

 

Section G 

Please respond to the following questions to the best of your ability: 

Is your overall view of gay men favorable or unfavorable? 
  Very favorable 
  Mostly favorable 
  Mostly unfavorable 

    Very unfavorable? 

Is your overall view of lesbians favorable or unfavorable? 
  Very favorable 
  Mostly favorable 
  Mostly unfavorable 
  Very unfavorable? 

Do you think it is a sin, or not, to engage in homosexual behavior? 
  Is a sin 

    Is not a sin 

Is there a conflict between your religious beliefs and homosexuality? 
  Yes, A lot 
  Yes, A little 
  No conflict 

Importance of religion in your life: 
  Very Important 
  Less Important 

 

Section H 

Age in years 

What is your gender? 
  Male 
  Female 
  Transgender FTM 

     Transgender MTF 
     Something Else, Please Specify____________________ 

What is your sexual orientation? 
  Heterosexual 
  Lesbian 
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  Gay 
   Bisexual 
   Something Else, Please Specify____________________ 

Do you identify as Hispanic and/or Latino? 
  Hispanic or Latino 

    Not Hispanic or Latino  

What is your race (please check all that apply) 
  American Indian or Alaska Native 
  Asian 
  Black or African American 
  Native Hawaiian or Pacific Islander 
  White/Caucasian 

    Other  ______________________ 

Years since MSW   

What is the highest level of license you have? 
  LGSW 
  LCSW 
  LCSW-C 
  Other: ______________________ 

Primary location you work: 
  Urban 
  Suburban 
 Small Town 
  Rural 

 Location  you live: 
  Urban 
  Suburban 
 Small Town  

    Rural 
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APPENDIX E 

Control questions adapted from the Pew Research Center. (2013) 

 

1) Is your overall view of gay men favorable or unfavorable? 

(very favorable, mostly favorable, mostly unfavorable, very unfavorable) 

 

2) Is your overall view of lesbians favorable or unfavorable? 

(very favorable, mostly favorable, mostly unfavorable, very unfavorable) 

 

3) Do you think it is a sin, or not, to engage in homosexual behavior? 

(is a sin, is not a sin) 

 

4) Is there a conflict between your religious beliefs and homosexuality? 

(yes, a lot, yes a little, no conflict) 

 

5) What is the importance of religion in your life? 

(very important, less important) 
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APPENDIX F 

Supplementary Tables 

Table 10. Sample Demographic and Practice Information 

 

Variable Lesbian and 

Gay Men (LG) 

N=92 (25.8%) 

Bisexual (B) 

N=96 (26.9%) 

Gender 

Minority (GM) 

N=169 (47.3%) 

Total 

N=357 

Age 

  Under 30 

  30-39 

  40-49 

  50-59 

  Over 59 

8 (8.8%) 

27 (29.7%) 

35 (38.5%) 

16 (17.6%) 

5 (5.5%) 

10 (10.4%) 

30 (31.3%) 

27 (28.1%) 

19 (19.8%) 

10 (10.4%) 

10 (6.0%) 

50 (29.8%) 

41 (24.4%) 

39 (23.2%) 

28 (16.7%) 

28 (7.9%) 

107 (30.1%) 

103 (29.0%) 

74 (20.8%) 

43 (12.1%) 

Race 

  Asian 

  Black/AA 

  Hawaiian/PI 

  White 

  Other 

2 (2.2%) 

13 (14.1%) 

0 (0.0%) 

76 (82.6%) 

1 (1.1%) 

0 (0.0%) 

17 (17.7%) 

0 (0.0%) 

77 (80.2%) 

4 (4.2%) 

5 (3.0%) 

34 (20.1%) 

1 (0.6%) 

130 (76.9%) 

3 (1.8%) 

7 (2.0%) 

64 (17.9%) 

1 (0.3%) 

283 (79.3%) 

8 (2.2%) 

Hispanic 3 (3.3%) 5 (5.3%) 8 (4.9%) 16 (4.6%) 

Female 81 (89.0%) 84 (87.5%) 136 (81.4%) 301 (85%) 

Sexual orientation 

  Heterosexual 

  Gay Male 

  Lesbian 

  Bisexual 

  Other 

 

79 (86.8%) 

2 (2.2%) 

7 (7.7%) 

3 (3.3%) 

0 (0.0%) 

 

85 (88.5%) 

1 (1.0%) 

6 (6.3%) 

3 (3.1%) 

1 (1.0%) 

 

148 (89.2%) 

6 (3.6%) 

8 (38.1%) 

4 (2.4%) 

0 (0.0%) 

 

312 (88.4%) 

9 (2.5%) 

21 (5.9%) 

10 (2.8%) 

1 (0.3%) 

Year of MSW 

  1980-1989 

  1990-1999 

  2000-2009 

  2009 to present 

 

11 (12.0%) 

28 (30.4%) 

38 (41.3%) 

15 (16.3%) 

 

14 (14.6%) 

22 (22.9%) 

40 (41.7%) 

20 (20.8%) 

 

28 (16.7%) 

39 (23.2%) 

72 (42.9%) 

29 (17.3%) 

 

53 (14.9%) 

89 (25.0%) 

150 (42.1%) 

64 (18.0%) 

Home Setting 

  Urban 

  Suburban 

  Rural 

 

23 (25.3%) 

60 (65.9%) 

8 (8.8%) 

 

29 (30.2%) 

60 (62.5%) 

7 (7.3%) 

 

48 (28.7%) 

99 (59.3%) 

20 (12.0%) 

 

100 (28.2%) 

219 (61.9%) 

35 (9.9%) 

Work Setting 

  Urban 

  Suburban 

  Rural 

 

52 (57.8%) 

34 (37.8%) 

4 (4.4%) 

 

50 (52.6%) 

37 (38.9%) 

8 (8.4%) 

 

88 (46.3%) 

67 (40.1%) 

12 (7.2%) 

 

190 (54.0%) 

138 (39.2%) 

24 (6.8%) 

Note:†p<.10, *p<.05, **p<.01     
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Table 11. Reliability Statistics by Group and Measure 

  

Measure LG B GM Total 

SOCCS 

  Knowledge 

  Skills 

  Attitudes 

.91 (n=54) 

.80 (n-55) 

.91 (n=54) 

.84 (n=73) 

.89 (n=63) 

.69 (n=64) 
.91 (n=64) 

.89 (n=72) 

.87 (n=110) 

.79 (n=111) 

.90 (n=112) 

.69 (n=122) 

.88 (n=231) 

.75 (n=232) 

.90 (n=232) 

.80 (n=269) 

LGB-CSI-SF 

  Application of Knowledge 

  Advocacy Skills 

  Awareness 

  Assessment 

  Relationship 

.95 (n=45) 

.90 (n=45) 

.96 (n=45) 

.96 (n=45) 

.93 (n=45) 

.83 (n=45) 

.96 (n=59) 

.93 (n=60) 

.93 (n=59) 

.92 (n=59) 

.90 (n=59) 

.95 (n=59) 

.94 (n=103) 

.91 (n=104) 

.91 (n=104) 

.91 (n=104) 

.90 (n=104) 

.87 (n=103) 

.95 (n=207) 

.92 (n=209) 

.93 (n=208) 

.92 (n=208) 

.91 (n=208) 

.89 (n=207) 

GAP 

  Beliefs 

  Behavior 

97 (n=44) 

.996 (n=66) 

.96 (n=44) 

.96 (n=55) 

.99 (n=75) 

.97 (n=55) 

.96 (n=90) 

.98 (n=127) 

.98 (n=90) 

.94 (n=190) 

.99 (n=264) 

.98 (n=191) 
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