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Abstract
Previous research that explored sexual minority service users’ experiences of accessing NHS Talking Therapies
for Anxiety and Depression Services highlighted the need for specific sexual orientation training. Inconsistent
or lack of training may contribute to disparities in treatment outcomes between sexual minority service users
and heterosexual service users. The aim of the study was to explore clinicians’ competencies working with
sexual minority service users, their experiences of sexual orientation training, their view of current gaps in
training provision, and ways to improve training. Self-reported sexual orientation competency scales and open-
ended questions were used to address the aims of the study. Participants (n= 83) included Psychological
Wellbeing Practitioners (PWPs) and high-intensity CBT therapists (HITs). Responses on competency scales
were analysed using Kruskal–Wallis tests and thematic analysis was used to analyse qualitative responses.
Participants who identified as 25–29 years old had higher scores on the knowledge scale than 45+-year-olds.
Bisexual participants also had higher scores on the knowledge subscale than heterosexual participants. Three
over-arching themes were identified: (a) training received on sexual minority issues by Talking Therapies
clinicians, (b) clinicians’ experiences of accessing and receiving sexual minority training, and (c) perceived gaps
in current sexual minority training and ways to improve training. Findings were linked to previous literature
and recommendations to stakeholders are made throughout the Discussion section with the view of improving
sexual orientation training.

Key learning aims

(1) To understand current training provision of sexual orientation training across NHS Talking
Therapies courses and services in England.

(2) To consider clinicians’ experiences of challenges and barriers that may prevent them from
accessing or implementing sexual orientation training in clinical practice.

(3) To understand clinicians’ views of the current gaps in training and ways to improve training provision.
(4) To make recommendations to NHS Talking Therapies for Anxiety and Depression courses and

services in ways to improve training on sexual orientation to better meet the learning needs of
clinicians and service users.

Keywords: Cognitive behavioural therapy; Improving Access to Psychological Therapies Programme (IAPT); High intensity;
Low intensity; Sexual orientation; Training
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Introduction
Overview of sexual minority mental health

Individuals identifying as a sexual minority (e.g. lesbian, gay, bisexual, queer and plus; LGBQ+)
have a greater risk of experiencing mental health difficulties, or receiving a diagnosis of a mental
health condition, in comparison with heterosexual individuals (Kirk, 2022; Plöderl and Tremblay,
2015; Semlyen et al., 2016). Minority stress theory is a well-known framework that attempts to
provide an explanation for these disparities (Meyer, 2003). The theory suggests that a key source of
psychological distress is chronic exposure to ‘minority stress’ which exists on a continuum from
proximal to distal stressors. Distal stressors are structural, externally influenced experiences such
as victimisation, stigma, and discrimination in relation to individuals’ sexual minority identity
status. By contrast, proximal stressors are internal processes including expectation of experiencing
discrimination or rejection, concealment of one’s own sexual orientation and internalised
homophobia. Research has highlighted ways in which minority stress theory can be incorporated
into a cognitive behavioural therapy (CBT) framework. For instance, having an awareness of the
theory could be helpful for clinicians to structure their assessment questions based on the
different parts of the model when working with service users whose presenting difficulties are
related to their sexuality (Laville, 2022). This could allow for thorough information gathering.
Pachankis and colleagues (2022b) further illustrated ways in which CBT interventions can be
adapted by incorporating LGBQ-affirmative principles. For instance, this might include
normalising experiences of mental health difficulties as a response to minority stress in a
heteronormative society during collaborative formulation and psychoeducation in treatment
sessions. One randomised controlled trial found that incorporating these principles to adapt CBT
led to greater improvements in symptoms of psychological distress such as anxiety and depression
among sexual minority men when compared with treatment as usual (Pachankis et al., 2022a).
Hatzenbuehler (2009) extended the theory and proposed that exposure to minority stressors may
lead to an increase in emotional dysregulation, social or interpersonal problems, and cognitive
processes such as negative self-evaluation. Research has found that these processes in turn elevate
sexual minority individuals’ vulnerability to developing mental health problems including
depression (e.g. Argyriou et al., 2020; Lattanner et al., 2022), anxiety disorders (e.g. Hu et al., 2022;
Mahon et al., 2022); and substance dependency (e.g. Fitzpatrick et al., 2020; Rogers et al., 2017).
Introducing clinicians to these theories would be important to support them in adapting their
work, when necessary, with sexual minority service users during sessions of CBT.

While there may be overlapping issues that impact the LGBQ+ community, it is important to
acknowledge the differences that exist within this diverse population. Individuals with ‘multiple
minority statuses’ such as those identifying as both a racial-ethnic and sexual minority experience
even greater levels of stress compared with their LGBQ+ White peers. In addition to sexual
orientation-based discrimination, racial-ethnic minority individuals experience racial
discrimination and rejection within the LGBTQ+ community or their wider cultural group
(Ghabrial, 2017; Cyrus, 2017). Bisexual individuals are more likely to have their sexual orientation
questioned or disregarded, which may lead to even higher levels of psychological distress within
this group (Pennasilico, 2019). Furthermore, individuals identifying as both LGBQ+ and trans or
gender diverse experience an additional layer of stress including being victims of gender-based
violence (Erickson-Schroth et al., 2020) and the lack of access to trans-affirmative or gender
affirmative healthcare (Clark et al., 2019; Wright et al., 2021).

Consequently, it is imperative that mental health services: (a) understand the difficult socio-
political and interpersonal challenges that sexual minority individuals may have to navigate,
(b) have the resources to support service users in this community, and (c) be responsive to
their needs.
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NHS Talking Therapies for Anxiety and Depression Services

In England, adults can access psychological support through a nationwide programme called NHS
Talking Therapies for Anxiety and Depression (formerly Improving Access to Psychological
Therapies, IAPT and hereafter referred to as NHS Talking Therapies). This programme follows a
stepped-care model (Bower and Gilbody, 2005) where, dependent on factors such as: treatment
history, severity and longevity of symptoms, treatment response, and NICE Guidelines, patients
can have support in the form of low-intensity cognitive behavioural therapy (CBT), supported by
a Psychological Wellbeing Practitioner (PWP), or at a high-intensity level, typically supported by a
high-intensity CBT therapist (HIT) but can also include other modalities such as counselling or
brief psychodynamic psychotherapies.

A UK government report published in 2016 found that LGBTQ+ individuals are more likely
than heterosexual individuals to access mental health services in the UK (Hudson-Sharp and
Metcalf, 2016). However, whether they are more likely to access NHS Talking Therapies than
heterosexual individuals cannot be clearly ascertained. For instance, Baker (2018) found that
around 3% of those who accessed NHS Talking Therapies in 2016–2017 identified as a sexual
minority, yet information on sexual orientation was only collected for 67% of individuals and no
information was available for those identifying as trans or gender diverse. When sexual minority
individuals do access services, recent data showed that they are less likely to recover or improve,
and more likely to deteriorate in comparison with heterosexual individuals (NHS Digital, 2022).

A Stonewall (2018) report found that one in eight LGBTQ+ individuals experienced unfair
treatment when accessing healthcare services. In the context of NHS Talking Therapies, sexual
minority service users described experiences of struggling with clinicians making incorrect
assumptions, such as assuming that they were heterosexual or that their difficulties were solely due
to their sexual orientation (Morris et al., 2022). The lack of understanding by some services may
reinforce individuals’ fear of discrimination, rejection, and contribute to individuals’ mistrust in
services (Foy et al., 2019; Stonewall, 2018) This, in turn, may lead to poor access and disparities in
treatment outcomes.

Two recently conducted qualitative studies explored sexual minority individuals’ experience of
accessing NHS Talking Therapies (Foy et al., 2019; Morris et al., 2022). Participants in both studies
described similar themes including fears surrounding disclosure of sexual orientation and
inadequate awareness and understanding of sexual minority individuals’ experience amongst
clinicians that acted as barriers to accessing services. Contrastingly, participants who had positive
experiences of services revealed that they were supported by clinicians who demonstrated
acceptance and understood issues or challenges that sexual minority individuals face. Another key
overlapping finding was participants agreeing that services can be improved by providing adequate
training on issues surrounding sexual orientation to clinicians. This is with the view of increasing
their competence and confidence in handling issues surrounding sexual orientation that might arise
throughout assessment and treatment. Based on the evidence, to date NHS Talking Therapies
services do not appear to be adequately meeting the needs of sexual minority service users.

Current training provision on sexual orientation

According to Health Education England (HEE, 2022), training programmes for PWPs and HITs
must include equality, diversity and inclusion issues across all teaching. As sexual orientation is
one of nine protected characteristics under the Equality Act (2010), it is expected that clinicians
receive adequate training to ensure that their ongoing work meets the above aims and more
importantly, the needs of service users identifying as sexual minority individuals.

On the curriculum, HEE suggested structures that courses might follow in their delivery of the
whole equality, diversity and inclusion (EDI) module. For PWPs, it was suggested that 15 days
were provided by courses for lectures and practice-based learning with employers to provide
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additional self-directed studies. The competency for this module may be evidenced via recordings,
presentations, practice outcomes, and written tasks. For high-intensity CBT courses, there is a
need for clinicians to demonstrate at least 100 hours direct and structured learning of core
competencies including working with diversity (BABCP, 2021). Issues surrounding EDI may be
evidenced through case reports, case presentations, self-reflective portfolios, and tape recordings.
Clinicians may also receive additional sexual minority training from their services upon
completion of their training courses as part of continuing professional development (CPD).
Unlike the content of the training year which must be guided by and meet the requirements of the
training curriculum, the provision of CPD training on issues surrounding EDI vary across course
providers. Services have greater flexibility when deciding topics to focus on for CPDs, which
largely vary depending on local demographic and service needs.

Consequently, the amount and the quality of dedicated training that clinicians receive on sexual
orientation may vary. This inconsistency may contribute to differences in competencies between
clinicians when supporting service users identifying as sexual minority and subsequently leading
to differences in treatment outcomes.

Present study

Research in the field tends to explore experiences of LGBTQ+ individuals under one collective
group. However, this approach has been criticised as it conflates sexual orientation (i.e. referring
to an individual’s emotional, romantic, or sexual attraction to other people which may be
independent of their gender identity) with gender identity (i.e. referring to a person’s internal and
individual experience of gender, which may be different from their assigned sex at birth). This may
lead to the overlooking of unique issues that trans and gender-diverse individuals face (Ellis et al.,
2015). In addition to mental health needs, they also access healthcare services in relation to their
gender identity status such as hormone therapy and gender affirming surgery. Healthcare
professionals often serve as gatekeepers to such specialist treatment. Qualitative studies exploring
trans and gender-diverse people’s experience of accessing healthcare identified barriers such as
mental health professional’s lack of understanding of ‘trans’ issues, experiences of transphobia,
lack of trans or gender-diverse healthcare policies, and long waiting times for treatment (e.g. Ellis
et al., 2015; Heng et al., 2018; Ross and Castle Bell, 2017). As a result of these experiences, trans
and gender-diverse people are at an even greater risk of developing mental health difficulties
compared with sexual minority, heterosexual, and cisgender individuals (Crissman et al., 2019;
Moagi et al., 2021). Yet, when they do access mental and physical health services, they are also
more likely to have negative experiences, which leads to poorer treatment outcomes (Stonewall,
2018). It is vital for future research to explore the experiences of trans and gender-diverse
individuals when accessing NHS Talking Therapies and experiences of training among clinicians.
Thus, gender reassignment as a protected characteristic under the Equality Act warrants research
in its own right. To ensure that the experiences of trans and gender-diverse people were not
overlooked and erased, the focus of the present study was on sexual orientation as a separate
protected characteristic under the Equality Act.

Previous research has explored the experiences of sexual minority individuals in accessing NHS
Talking Therapies and identified that one key theme for improving service delivery is training for
clinicians on working with sexual minority individuals. To the authors’ knowledge, no studies
have explored clinicians’ experiences of sexual orientation training on NHS Talking Therapies
courses and services in England. Therefore, the present study investigated the self-reported
competencies of NHS Talking Therapies clinicians working with sexual minority service users,
their experiences of sexual orientation training and their views of the gaps in training provision.
Understanding the gaps in training will allow us to start identifying the steps that needs to be
taken to ensure that NHS Talking Therapies training courses and services are providing sufficient
training for clinicians on LGBQ+ issues.
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Method
Design

A concurrent mixed method design was utilised. This was due to our interest in measuring
clinicians’ self-reported competence working with sexual orientation using quantitative measures,
while further understanding their experiences through qualitative responses. Data were collected
through an online survey which consisted of two quantitative questionnaires and four qualitative
open-ended questions. The first section of the survey collected demographic information
including: gender, age, ethnicity, sexual orientation, the type of NHS Talking Therapies service
that participants worked in, and the number of years post-qualification as a PWP and/or a HIT.
Participants then completed two quantitative questionnaires where they were required to answer
forced choice scales that examined skills and knowledge of working with sexual minority service
users. Following this, participants were presented with four open-ended questions that explored
their experiences of sexual orientation training before and after their PWP or HIT training.
The full survey is available as part of the Supplementary material.

Participants

Participants were recruited via convenience sampling through social media platforms (including
LinkedIn, Twitter and Facebook), email, and word of mouth between January and June 2022.
Recruitment advertisements indicated that the purpose of the study was to examine CBT and
PWP professionals’ views on gaps in LGBQ+ understanding and training in IAPT. We received 84
responses at the end of the recruitment period. However, one participant did not complete the
survey. As their data was missing, they were excluded from data analysis. Data were thus analysed
on 83 participants. Demographic of participants are presented in Table 1.

Measures

Adapted Sexual Orientation Counselor Competency Scale
The Sexual Orientation Counselor Competency Scale (SOCCS; Bidell, 2005), originally developed
in the United States, consists of 29 items among three subscales that measure skills, attitudinal
awareness, and knowledge of counsellors working with sexual minority individuals. The
Cronbach’s alpha of the overall scale was reported to be 0.90, indicating high internal consistency
(Bidell, 2005). The alphas of the skills, attitudinal awareness and knowledge subscales were .83, .83
and .84, respectively. Currently, there is a lack of existing competency scales that suitably assess
HITs and PWPs’ skills and knowledge of working with sexual minority individuals in the context
of NHS Talking Therapies. Consequently, the quantitative questionnaires in our present study
were adapted from the scale items within the SOCCS. Items from the questionnaires were adapted
with full permission obtained from the author of the scale. Of the 29 items, we took 12 items from
the skills and knowledge subscale and re-worded them for the purpose of our study. The skills
subscale consisted of five items (α= .73) and the knowledge subscale consisted of seven items
(α= .80). The overall internal consistency of our reworded scale was acceptable, with a Cronbach’s
alpha of .73.

In line with the SOCCS, our 12-item scale was a 7-point Likert scale (where 1 is ‘not at all true’,
and 7 is ‘totally true’) that participants would use to rate the truth of a series of statements. Higher
mean scores indicate greater levels of individuals’ skills, knowledge, or overall competency
working with sexual minority service users. As the data collection period preceded the rebranding
of NHS Talking Therapy for Anxiety and Depression services, items within our subscales referred
to its previous name, i.e. IAPT. Sample re-worded items from our subscales include ‘I think that
the current IAPT curriculum has adequately prepared me to support LGBQ+ service users’ and
‘I am aware of institutional barriers that may prevent LGBQ+ individuals from accessing IAPT
services’ (subscales are available on request from the lead author).
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Open-ended questions
Additionally, four open-ended questions were devised to better understand the training that
participants have received on issues surrounding sexual orientation and identifying other
components that would be helpful for participants pre- and post-qualifying to support them in
working with sexual minority service users. The questions were as follows: (a) ‘During your
training year, what training did you receive on LGBQ+ issues?’, (b) ‘Please comment whether
there is anything that would have been helpful for courses to include to help you prepare for

Table 1. Demographics of participants

Participants (n= 83)

Demographic characteristic n %

Age (years)
20–24 16 19.3
25–29 38 45.8
30–34 15 18.1
35–39 5 6.00
40–44 5 6.00
45+ 4 4.80
Ethnicity
White British 61 73.5
Asian/Asian British 5 6.00
Black/Black British 6 7.20
Mixed race 6 7.20
Prefer to self-describea 5 6.00
Gender identity
Women 69 83.1
Men 11 13.3
Prefer to self-describeb 3 3.60
Sexual orientation
Heterosexual 55 66.3
Bisexual 11 13.3
Lesbian/gay woman 6 7.20
Gay man 5 6.00
Prefer to self-describec 6 7.20
Role of participants
Psychological Wellbeing Practitioner (PWP) 49 59.0
Cognitive behavioural therapists 21 25.3
Otherd 13 15.7
Years of experience as a qualified clinician
<1 year 27 32.5
1 year 14 16.9
2 years 11 13.3
3 years 9 10.8
4 years 5 6.00
5 years 5 6.00
>6 years 12 14.5
Work setting
NHS commissioned services 76 91.6
Private providers of healthcare 5 6.00
Other 2 2.40

aThis group included individuals who self-identified as Arab, Turkish, and from the Gypsy, Roma, Traveller
community.
bThis group included individuals identifying as non-binary and genderfluid.
cThis group included individuals identifying as queer, pansexual, and those who preferred not to disclose their
sexual identity.
dThis group encompassed individuals who previously held roles as CBT therapists or PWPs but have since moved
on to other positions (including assistant psychologists, trainee clinical psychologists, trainee high-intensity CBT
therapists, PWP lead, and PhD student.
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working with LGBQ+ service users?’, (c) ‘After qualifying, what training have you
received on LGBQ+ issues that is different to the training you received during the
course?’, and (d) ‘Please comment whether there is anything that would have been helpful
for your IAPT services to provide to help you further your confidence in working with LGBQ+
service users?’.

Ethics and procedure

The study received ethical approval from the London South Bank University’s Research Ethics
Panel (SAS21-007). A link to the online survey was provided on the advertisement. Upon
accessing the link, participants were presented with an information sheet detailing aspects of the
study and what their participation would involve. Participants were also informed of
confidentiality, their right to withdraw, dissemination of results, and contact details of the
research team should they require further information prior to participating. Immediately
following their reading of the participation information sheet, participants were presented with
consent statements followed by a yes/no box that they had to tick to progress. Upon completion of
the survey, information about sources of support were provided in the case of possible distress.
This included signposting details to national crisis services such as the Samaritans, alongside
contact details of the lead researcher and supervisors.

Data analysis

The data were extracted from Qualtrics to Microsoft Excel and input onto IBM SPSS version 26.
The data were cleaned, and missing data were excluded from analysis. Mean scores for each
subscale were obtained by adding individual responses and dividing by the number of items in the
respective subscales. This yielded mean scores that ranged between 1 and 7 for the skills subscale
and knowledge subscale, respectively. We obtained the combined mean overall scores of both
subscales (which hereafter in this paper will be referred to as mean total sexual orientation
competency score) by adding all responses and dividing by total number of items across both
subscales. The mean total sexual orientation competency score ranged between 1 and 7, with
higher scores indicating greater competency. Descriptive statistics were used to summarise
responses for the whole sample (see Table 2).

Descriptive statistics were also summarised according to the different participants’
demographic factors, as we were interested in exploring differences in performances between
groups (see Appendices in Supplementary material). A Shapiro-Wilk test of normality was carried
out to determine appropriate statistical methods to use when analysing the data. The test indicated
that the mean score of skills subscale score and mean total sexual orientation competency score
were normally distributed, whereas the mean score of knowledge subscale did not follow a normal
distribution, W(83)= .968, p= .039. Further observation of normality for each factor within the
different independent variables against the dependent variables revealed non-normal
distributions. In addition to this, the overall sample size for the present study was relatively

Table 2. Descriptive statistics of mean scores of skills subscale, knowledge subscale, and total sexual orientation
competency for all participants (n= 83)

Measure Mean Mdn SD

Total sexual orientation competency 4.30 4.33 .778
Skills subscale 3.03 3.00 1.07
Knowledge subscale 5.20 5.14 1.07

The Cognitive Behaviour Therapist 7

https://doi.org/10.1017/S1754470X23000181 Published online by Cambridge University Press

https://doi.org/10.1017/S1754470X23000181


small (n= 83). We aimed to recruit at least 100 participants to ensure representative views. When
the sample size is small and when there is evidence of non-normality in data, non-parametric tests
would be recommended (Fagerland, 2012). As a result, the Kruskal-Wallis test appeared suitable
to explore differences between groups on mean score of skills subscale scores, mean score of
knowledge subscale, and mean total sexual orientation competency score. Post-hoc analyses such
as Dunn’s pairwise tests were used to identify where the group differences were.

Thematic analysis was adopted to analyse the open-ended responses to allow for a more
detailed analysis of participants’ experiences of the training (Braun and Clarke, 2006). The aim of
our analysis was to explore common themes arising in relation to the training received by
clinicians on LGBQ+ issues, experiences of clinicians in accessing and receiving training in this
area, and the perceived gaps in current training provision on LGBQ+ issues. Our thematic analysis
adopted a critical realist epistemological approach, with themes derived inductively at a semantic
level. This meant that we identified themes based on surface level meanings of the data rather than
interpreting the meanings beyond what was written.

While efforts were taken to avoid misconstruing the meaning of the participants’ responses by
our previous life experiences, we acknowledge that the inductive process of analysing responses
would have been influenced by the researchers’ differences in beliefs and prior life experiences.
Consequently, to increase the transparency of the analysis and to allow readers to identify
potential experiences and characteristics that may have influenced the analysis, we included the
following information. The study was designed and run by the first author (J.H.), who is a trainee
clinical psychologist and qualified PWP. He identifies as a gay man. In his previous role, he was
the lead of his service’s LGBTQ+ special interest team. He had negative experiences of accessing
therapy for issues surrounding his sexual orientation in NHS Talking Therapies for Anxiety and
Depression services. As a result of this, he was particularly interested in understanding what
training clinicians currently receive on issues surrounding sexual orientation and ways to improve
training. This was with the intention of supporting clinicians in feeling more confident when
working with sexual minority service users and improving the experiences and outcomes of those
who access NHS Talking Therapies Service. His own experience has therefore shaped this piece of
research. Given this, he is aware of his own critical stance towards the limited training provided on
LGBTQ+ issues. Data analysis of the qualitative data was conducted by the first author (J.H.) and
second author (C.O.’R.). C.O.’R. identifies as a bisexual man and is a qualified PWP working as a
supervisor and as the LGBTQ+ Champion for his service (an LGBTQ+ champion refers to a team
member within a Talking Therapies Service who has specialist interest in the LGBTQ+
community. They may be involved in managing projects, engaging with stakeholders and local
services, alongside providing training and supervision to increase recovery and reliable
improvement as well as access rates from the LGBTQ+ community). He has no direct
experience of accessing mental health services but has done previous qualitative work with the
positive and negative experiences of LGBTQ+ patients. J.H. received training in thematic analysis
from one of the research supervisors (A.L.), while C.O.’R. had already received training in
thematic analysis from his previous research work.

The first stage of the analysis involved data familiarisation: both J.H. and C.O.’R. read all
responses and generated initial codes in isolation, trying to keep close to the exact words of the
participants. The researchers then followed an iterative process of comparing, refining, re-reading,
and re-coding the responses until no further codes were generated. Themes were subsequently
identified by grouping codes together, before being reviewed once more, defined, and named.
Throughout this process, there was strong agreement between J.H. and C.O.’R. on the themes that
were identified (Cohen’s kappa ranged from 0.713 to 0.969 across themes). Where there were
discrepancies, themes were reviewed, and the definitions were revised to achieve agreement on all
themes. After all themes had been identified and agreed, the supervisors (P.C., M.C. and A.L.)
reviewed the proposed themes and suggested no amendments.
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Results
Part 1: Comparing differences in mean scores of skills, knowledge, and total sexual
orientation competency score across participant demographic factors

Below, we present findings from the statistical analyses according to the different participant
demographic factors we felt were most relevant. All tables containing descriptive statistics for the
different demographic characteristics can be found in the Appendices in the Supplementary
material.

Age
A Kruskal-Wallis test found no statistically significant differences between age of participants on
mean scores of skill subscale (H(5)= 3.09, p= .686) and total sexual orientation competency score
(H(5)= 10.7, p= .058). This suggests no differences in self-perceived skills and overall
competency in working with sexual minority individuals among clinicians across different age
groups. However, a significant difference was found between age of participants on mean scores of
knowledge subscale, H(5)= 14.1, p= .02. Dunn’s pairwise tests found a significant difference
between 25- to 29-year-olds and 45+-year-olds (p= .04, adjusted using Bonferroni correction).
The mean ranks were 48.49 and 10.63, respectively. This suggests that the mean scores of
knowledge subscale for 25- to 29-year-olds tend to be higher than 45+ years old. Thus, 25- to
29-year-olds perceived themselves to be more knowledgeable about issues surrounding sexual
orientation compared with 45+-year-olds. However, the differences could be due to the
significantly smaller sample size in the 45+-year-old group (n= 4) compared with the 25- to
29-year-old group (n= 38). Thus, we were not able to confidently draw this conclusion. There
were no significant differences between other age groups.

Sexual orientation
The Kruskal-Wallis test found no statistically significant differences between participants’ sexual
orientation on mean scores of skills subscale (H(4)= 3.35, p= .502) and mean total sexual
orientation competency score (H(4)= 6.64, p= .156). However, there was a statistically significant
difference between participants’ sexual orientation on mean scores of knowledge subscale,
H(4)= 18.6, p<.001. Dunn’s pairwise tests were carried out for the different sexual orientations.
There was a significant difference (p= .010, adjusted using Bonferroni correction) between
individuals identifying as bisexual and heterosexual. The mean score of knowledge subscale for
bisexual participants (Mdn= 6.14) was significantly higher than heterosexual participants
(Mdn= 4.86). This suggests that bisexual participants were more knowledgeable around issues
surrounding sexual orientation compared with heterosexuals. There were no significant
differences between other sexual orientations.

Role
The Kruskal-Wallis tests revealed no statistically significant differences between PWPs, HITs and
other clinicians who previously worked as either a PWP or HIT on mean scores of skills subscale
(H(2)= .482, p= .786), mean scores of knowledge subscale (H(2)= 2.23, p= .328), and mean
total sexual orientation competency score (H(2)= 2.56, p= .278). This suggests that there were no
differences in skills, knowledge and overall competency working with sexual orientation across
different roles of participants.

Gender
The Kruskal-Wallis tests found no statistically significant differences between gender of
participants on mean scores of skills subscale (H(2)= 4.48, p= .106), mean scores of knowledge
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subscale (H(2)= 4.42, p= .110), and mean total sexual orientation competency score (H(2)=
.688, p= .709).

Work setting
The Kruskal-Wallis tests revealed no significant differences between the setting participants
worked within (i.e. NHS commissioned services, private provider, other providers) on mean
scores of skills subscale (H(2)= .482, p= .786), mean scores of knowledge subscale (H(2)= 2.23,
p= .328), and mean total sexual orientation competency score (H(2)= 2.56, p= .278).

Years of experience
The Kruskal-Wallis test revealed no statistically significant differences between participants’ years
of experience on mean scores of skills subscale (H(6)= 2.60, p= .857). However, statistically
significant differences were found between participants’ years of experience on mean scores of
knowledge subscale [H(6)= 17.0, p= .009] and mean total sexual orientation competency score
[H(6)= 15.0, p= .021]. Dunn’s pairwise tests were carried out to examine where the group
differences were. There was significant difference (p= 0.03, adjusted using Bonferroni correction)
between participants with 3 years of experience and 6+ years of experience on the mean scores of
knowledge subscale. The mean scores of knowledge subscales for those with 3 years of experience
(Mdn= 5.86) were higher when compared with those with 6+ years of experience (Mdn= 4.50).
This suggests that those with 3 years of experience were more knowledgeable about issues
surrounding sexual orientation compared with those with 6+ years of experience. However, there
was no evidence (p>0.05, adjusted using Bonferroni correction) of a significant difference
between clinicians’ years of experience on the mean total sexual orientation competency score (see
Appendix in Supplementary material for group differences in mean scores). One possible
explanation for not finding a significant difference could be the significantly smaller sample size in
groups with more years of experience. Future studies should aim to recruit participants with more
years of experience to further investigate these differences.

Part 2: NHS Talking Therapies Clinicians’ experiences of sexual minority training and their
views of the gaps in training provision

Theme 1: Training received on sexual minority issues by NHS Talking Therapies clinicians
Amount of training received pre- and post-qualifying on issues surrounding sexual orientation. The
amount of training received on issues surrounding sexual orientation during their training was
mixed. Thirty per cent of participants (n= 25) reported not having had any teaching throughout
their initial training, while 65% of participants (n= 55) alluded to having received some training.
For those who had received training, the duration of training also varied. For example, one
participant reported attending a ‘pre-recorded lecture’ (P28, PWP) and others mentioned receiving
‘half-days’ or ‘one day’ of lectures. The remaining 5% (n= 4) of participants reported not recalling
whether they had received any training:

‘I honestly can’t remember if we covered this. If we did, then that says a lot about the quality of
the training surrounding this topic.’ (P2, PWP)

‘I don’t recall any (this doesn’t necessarily mean there wasn’t). There may have been a session
we spent talking about minorities where LGBTQ+ issues were briefly discussed but not enough
in my opinion.’ (P81, HI Therapist)
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From the responses available, there was no consensus as to whether PWP or HI training provided
more coverage of LGBQ+ issues:

‘During my PWP training there was a module on “cultural competence”, this covered all the
protected characteristics. In my HI training I would say this was not covered.’ (P48, HIT)

‘As a PWP I had a day on diversity which covered LGBTQ+ issues, and during my CBT
training we had a day on LGBTQ+ experiences as well.’ (P52, HIT)

‘As a PWP none. As a trainee [HI therapist] I had a half day lecture on LGBT issues’
(P53, HIT)

‘In both PWP & HI training it wasn’t covered.’ (P65, HIT)

Similarly, the amount of training received post-qualifying also varied between participants; 35% of
participants did not receive any further training post qualification (n= 29). However, one
participant noted that they took the initiative to facilitate additional training for the team:

‘As a CBT therapist I myself have not attended additional training, but I have facilitated 2
additional trainings to all staff in my IAPT service for LGBTQ+ experiences of IAPT : : : ’
(P52, HIT)

Of those who received further training (n= 55), a key difference noted was the training provider.
The majority of participants described receiving in-house training in the form of continuing
professional development (CPD) sessions, skills group, or discussions. A small number attended
externally organised training arranged by their service:

‘We had an organisation providing counselling for the LGTBQ+ community come and talk to
us’ (P45, PWP)

For others, it was less clear whether they had attended external specialist training of their own
accord or whether it was included as part of their development as a clinician within the service:

‘I did attend a 3 (+/–) hour workshop run by the BABCP on working with diversity and a lot of
the focus for the section I attended (3 consecutive days) was on LGBQ+ issues.’ (P50, PWP)

Specificity of diversity training. Another key issue that arose was the specificity of the training
participants had received; 35% (n= 19) of individuals who had received training on their course
highlighted that they did not receive specific training on issues surrounding sexual orientation but
instead, it was covered very briefly as a protected characteristic in the diversity module:

‘None, aside from a lecture which vaguely touched upon “diversity”.’ (P16, trainee clinical
psychologist, previously a PWP)

‘I had a module on diversity which included the 9 protected characteristics, LGBTQ+ was
touched on very briefly.’ (P20, PWP)

‘1 day session with the apprenticeship team on diversity and protected characteristics – not
specifically LGBTQ+’ (P35, PWP)

‘Diversity course while training – very broad’ (P34, PWP)

‘I honestly can’t remember. I think we touched on it in an equality & diversity module, but it
was recognising wider protected characteristics also.’ (P40, PWP)
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Theoretical content. First and foremost, it is crucial to acknowledge that many participants
reported not having received teaching on specific theoretical content in relation to sexual minority
issues. However, based on those who did receive theoretical teaching, the most identified topics
were psychosocial issues faced by sexual minority individuals, barriers to accessing IAPT services,
historical and political contexts, and differential treatment outcomes between heterosexual service
users and sexual minority service users.

‘ : : : a training highlighting the history, the socio-political context, the current issues, the impact
on healthcare, discrimination, and differences in IAPT outcomes across different sexualities/
gender identities : : : ’ (P52, HIT)

Practical content. Practical content referred to elements of teaching that supported participants in
their clinical practice when working with sexual minority service users; 25% of participants
(n= 21) described having received teaching on assessment and/or treatment adaptations,
common factors in therapy (i.e. verbal competences and establishing a therapeutic alliance, using
appropriate terminology), and signposting resources. However, only four of those individuals
(19.0%) described what assessment and treatment adaptations entailed and whether these were
specific to sexual minority service users or general principles when working with individuals from
minoritised and marginalised backgrounds:

‘ : : : looking at adaptations eg asking how we could support and wearing a rainbow lanyard’
(P37, assistant psychologist, previously a PWP)

‘We looked at things such as empathy statements, normalising to an extent (without
invalidating the persons experience) but really being sensitive to their difficulties if they have
had their mental health impacted by experiences linked to their sexuality.’ (P43, PWP)

‘ : : :ways to make people feel more comfortable especially at initial assessment due to first
impressions, eg asking about pronouns, title preferences and whether their name on their
account is the preferred name (as some people would give their birth name).’ (P45, PWP)

‘Encourage to use a protected characteristics tree during every assessment to offer space for
open conversations’ (P60, trainee HIT)

Theme 2: Experiences of NHS Talking Therapies clinicians in accessing and receiving sexual
minority training
Barriers to learning and implementation. Barriers to learning included issues such as lack of
opportunities to reflect or discuss issues in team meetings or cases in clinical practice, lack of
mandatory online training, and supervisors lacking training or knowledge on issues surrounding
sexual orientation:

‘ : : :more discussion in team meetings and in supervision : : : ’ (P82, HIT)

‘ : : : not waiting until a case is brought to supervision to discuss the needs of LGBQ+
individuals when they could have been supported before initial assessment/triage’ (P12, PWP)

‘Regular mandatory annual training would also be helpful.’ (P70, PWP lead)

‘My supervisor for LGBTQ+ clients is a cis-straight individual with little understanding of the
models and theories behind affirmative practice, which limits the usefulness of the space.’
(P47, PWP)

‘The management teams and supervisors didn’t really have a clue’ (P53, HIT)
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Barriers to implementation referred to service-level difficulties that participants felt had prevented
them from improving experiences of sexual minority service users in their clinical practice.
Participants felt that they were not listened to and experienced a sense of resistance from services
to implement changes that would ensure inclusive practice:

‘I was part of the LGBTQ+ champion group but it would’ve been better if the champions were
listened to. A lot of staff did not put their pronouns in their email signatures, and it wasn’t
spoken about too much within the wider team and trust.’ (P45, PWP)

‘My service declined including a question on pronoun preference based on the fact it was time
consuming. However, I’ve had transgender patients who still have records depicting their
assignment at birth, so entire assessments happen until the end where they feel comfortable
informing me of their status. This is not supportive.’ (P22, PWP)

Another barrier was the lack of training provided in services, but also the uncertainty around who
is responsible to provide the training itself. The views on this issue were mixed. Some participants
reflected that services should have a dedicated LGBTQ+ champion who could facilitate training,
whereas others felt that the onus should be on services:

‘Not sure this is for the service to do, probably more for a LGBTQIA+ Champion : : : ’ (P70,
PWP lead)

‘I think training is definitely needed and we don’t have a champion for LGBQ+ either so this
could be helpful.’ (P33, PWP)

‘ : : : rather than training delivered by overworked PWPs who have limited knowledge.’
(P47, PWP)

However, it is also important to highlight that those identifying as LGBTQ+ themselves reported
feeling a sense of burden or pressure from services to provide training due to their identity. This
added responsibility was in addition to their existing workload but without remuneration.
Crucially, participants also reflected on how this impacted their wellbeing and the lacking sense of
support from management team:

‘Have supervisors and senior management attend mandatory training to become aware of : : :
[also] how to support their staff identifying as LGBTQ+ (e.g. because this identity might be seen
as an asset and a way to uptrain the service, when that is not their job, minority stress at
work).’ (P49, PWP)

‘Queer people in NHS services have to do extra work and deal with constant micro-aggressions
to push for LGBTQ+ training and development for no extra pay. It’s exhausting.’ (P47, PWP)

Clinicians’ perception on training. Overall, participants reflected on the unhelpful aspects of
training. Some reported that the brief training that they received did not cover a range of
sexualities:

‘The lecture was very vague and mainly focused on homosexuality but did not look at the issues
in [wider] terms. It was a poor quality lecture where no new information was given.’
(P1, PWP)

‘She was lovely [the educator], but knew less about various identities than many participants
(i.e. she had never heard of pansexuality).’ (P13, PWP)
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Others mentioned that the training they received was just through ‘one very brief 30-minute pre-
recorded lecture’ (P74, PWP) or ‘a study day with set questions to answer that was not graded or
looked at’ (P67, PWP). One participant reflected particularly on the limited utility of didactic
lectures when working with diversity meanwhile describing that experiential learning would be
more helpful:

‘It felt more like just considering LGBTQ for a day, but not actioning anything or doing
anything, ironic really that this is what CBT is. But if felt like we were supposed to consider it/
understand it, so the University could tick the box that they’ve taught that part of diversity to
us : : : when really it undermines the importance of learning and working with LGBTQ.’
(P43, PWP)

When one participant queried the course as to why training was not provided, they were told that
‘they [the course] used to have a training on the LGBTQ+ community but pulled it because of time
constraints’ (P47, PWP), which they described as ‘absolutely outrageous’, suggesting a sense of
frustration. For others, this lack of training left them feeling that they have been ‘making it up at
times’ (P77, PWP), ‘not confident’ (P63, HIT) or ‘not competent enough’ (P81, HIT) when working
with sexual minority service users.

Clinicians’ self-motivation to develop practice and policy. In response to the lack of training
provided, some participants described having to take their own initiative to gain additional
training to develop their own clinical practice. For instance, one participant reported that they had
‘sought : : : and paid for [their own training] from the BABCP [themselves]’ (P22, PWP). Some also
described that they had to find time to do ‘extra reading’ (P38, PWP), and rely on their own
existing ‘knowledge and research’ (P84, HIT) or experiences from previous academic pursuits to
support them in developing their practice. However, it was unclear whether the services had
allocated protected time during working hours for these individuals to engage in these
CPD-related activities. One individual also reflected that due to no training provision, they felt
that they ‘pushed for it [experiences of sexual minority individuals] to be discussed during clinical
skills supervision and during seminars’ (P10, PWP).

When there was training ‘[gaps] at service level’ (P50, trainee HIT), three participants described
taking their initiative to develop and introduce new policies or frameworks to support staff
working with sexual minority. This involved creating their ‘own training with colleagues’ (P47,
PWP), ‘[setting] up a lead area with a focus on training staff and developing queer affirmative
adaptations to treatment’ (P50, trainee HIT), and facilitating ‘weekly consultations and
[developing] an LGBTQ+ adapted Low Intensity Protocol’ (P47, PWP). However, one
individual reflected that their efforts were not recognised by their service given that they were
not provided with ‘allocated time and minimal support given’ (P49, PWP) when developing these
new frameworks.

Theme 3: Perceived gaps in current sexual minority training and ways to improve training
Clinicians’ views on ways to improve training delivery. Participants described a range of learning
format that they felt would improve training delivery such as lectures and peer learning. Peer
learning includes spaces for peer reflective practice and supervision. One participant found that
learning from peers’ reflections and treatment cases through a ‘q&a with them [was] very helpful’
(P1, PWP). Another individual (P52, HIT) felt that peer learning could help clinicians improve
‘confidence in talking about sexuality and gender’ and ‘to allow people to express their concerns or
anxieties and reflect on where this may be coming from’.

However, the majority of participants mentioned experiential learning (n= 18) and hearing
from speakers with lived experience (n= 20). For some, the teaching on the course is ‘far too rigid
and is not representative of real life’ (P52, HIT); incorporating experiential learning methods into
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the curriculum such as role-plays could be helpful. Participants described that it would be helpful
to have role-plays where sexuality is more explicitly spoken about and to provide examples of
‘LGBT specific challenges and issues that can present in sessions’ (P28, PWP). Reflecting on this
method of learning, one individual commented that this would give them the opportunity to apply
skills practically as they would be able to ‘quantify how [they] would work with that person’
(P43, PWP). Furthermore, providing a variety of case studies such as those ‘where LGBTQ+ issues
were addressed or needed to take into consideration during the treatment’ (P1, PWP) could also be
helpful. It was also reflected that this ‘would help to show us the variety of difficulties people
identifying as LGBTQ face’ (P43, PWP).

Individuals reported that it would also be helpful for courses to invite speakers from the
LGBTQ+ community to talk about specific challenges that they face as a sexual minority, or more
specifically, service-users to share their experiences accessing mental health services. One
individual reflected that this could help them learn from service user’s experience to shape ‘good or
bad practice’ (P69, PhD student). Two participants reported that receiving teaching directly from
staff identifying as LGBTQ+ would be helpful so that they can ‘speak on what we can do to better
support’ (P67, PWP) service users. For those who had received teaching from LGBTQ+ staff
during their training year, two individuals reflected on their positive experience. One individual
(P32, PWP) described that the speaker was an ‘expert in [the] field with lived experience’ and
consequently felt that the training was ‘relatively comprehensive’. The other individual described
finding it helpful when the LGBTQ+ staff member picked up on trainees’ ‘blindspots : : : and
educated them’ (P53, HIT).

Reflecting on the overall teaching, some participants felt that a ‘standalone’ (P24, PWP) section
for sexual orientation in diversity teaching would be an ‘appropriate addition’ (P9, PWP) and one
individual mentioned that ‘interweaving diversity into all teaching rather than compartmentalising
it to one lecture would have been better’ (P8, trainee clinical psychologist). Nevertheless, both views
seem to suggest that more time and space should be dedicated to sexual orientation teaching in the
training curriculum.

Post qualifying, 11 participants reported that having regular LGBTQ+-specific CPD or
workshops in services would be helpful to support development in their clinical practice. A further
nine participants also mentioned that having CPDs facilitated by service users with lived experience
or having the opportunity to hear their feedback would be beneficial. Individuals reflected that
listening to service users is the ‘best way for PWPs to be educated on this subject’ (P17, PWP) and
receiving feedback is ‘helpful to make LGBTQ+ friendly services’ (P23, HIT). One participant also
suggested that helpful CPD content might include service users sharing ‘their experiences of mental
health difficulties, how this interacted with their sexuality among other identity factors and social
pressures, and their experience with mental health services (what was helpful and unhelpful)’
(P3, trainee clinical psychologist). Furthermore, six participants mentioned wanting specific
LGBTQ+ reflective spaces incorporated into their work as it would allow ‘for clinicians to explore
stigmas etc that they may have when working with LGBTQ+ people’ (P27, PWP).

Systemic issues. In addition to training needs, participants described a range of ‘systemic issues’
that they feel would be important for services and courses to address to improve the workplace
environment, experience of training and ongoing learning, and improving the experience of sexual
minority service users accessing support.

One issue is the lack of diversity within the psychological workforce. One participant felt that
‘Psychology as a whole is far too white, cis, hetero centric’ (P52, HIT) and another individual
reflected that having a more diverse workforce who has the lived experience, training, or
knowledge on LGBTQ+-specific issues ‘would be a game changer to be able to offer more LGBTQ+
affirmative/targeted work’ (P47, PWP). This suggests that having a workforce that is reflective of
the population could help improve quality of treatment and improve access as ‘if we cannot create
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an LGBTQ+ affirmative workspace how can we think about doing this in our therapy spaces’
(P47, PWP).

Participants also highlighted that there is a need for courses and services to take a systemic
approach to issues. Some reflected that there was an over-emphasis on an ‘individualised
approach’ (P80, HIT) and issues surrounding sexual orientation are not considered ‘[in wider]
terms’ (P1, PWP). Instead, services and courses should focus on encouraging the development of
‘systemic thinking [regarding] promoting diversity/inclusion in [Talking Therapies Services]’
(P23, HIT). This could be helpful for both service users and clinicians alike. For instance, there
would be ‘less onus on individual change’ (P80, HIT) meanwhile allowing clinicians to develop an
awareness of and acknowledge ‘structural inequalities’ (P23, HIT) such as discrimination and
microaggression that may impact the mental health of sexual minority service users.

Understanding local demographic needs of sexual minority service users and developing
pathways within services felt important to participants. To help with understanding local
demographic needs, some reflected that community engagement and outreach work is warranted.
This ‘would help clinicians to not only identify the barriers but also problem solve’ (P34, PWP).
However, one participant reflected that there are discrepancies in recording demographic
information: ‘I now routinely ask a person their preferred pronouns : : : our Team Manager who
said it’s a good idea, but it’s not a mandatory/standard part of our assessment and not all therapists
do this’ (P43, PWP).

For others, developing pathways would mean services creating signposting resources for
clinicians so that they are better aware of local support mechanisms (n= 12). One individual
reflected that the lack of clear support pathways can leave clinicians to ‘feel blind in supporting
patients’ (P22, PWP). Additionally, there was also a feeling of uncertainty about the remit of
Talking Therapies Services when it came to supporting sexual minority service users:

‘Where the scope of practice lays to know we can no longer provide support and to refer
elsewhere.’ (P22, PWP)

‘When more specialist services may be useful and how to explore this with the patient.’
(P57, PWP)

This suggests that service users’ ongoing needs may not be fully met if even clinicians are
uncertain about whether Talking Therapies services can help or what local specialist support is
available. Despite this, other participants reflected that there may also be a risk for clinicians to
become over-reliant on signposting services which may ultimately contribute to the systemic issue
of differential treatment of and access by sexual minority service users to Talking Therapies
Services:

‘ : : : treatment can be offered to LGBTQ+ people, even if part of their presenting problem is
related to their sexuality. Too often clients are being signposted away to LGBTQ+-specific
counselling services as soon as they raise an issue with identity. This does not need to happen.’
(P52, HIT)

‘ : : : it is easy for practitioners to come across dismissive to patients by simply sending them
info on other more specialised services.’ (P32, PWP)

Theoretical content. While some participants did receive teaching on the theoretical content
mentioned below, the fact that others have not, indicates variation and a lack of consensus across
courses as to a baseline requirement of what should be covered during training.

Participants reported a range of content that they feel would be helpful to be incorporated into
the teaching curriculum. Thirty-seven participants mentioned psychosocial issues faced by the
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LGBTQ+ community, including specific risk factors such as ‘chemsex’ (P50, trainee HIT) and the
role of ‘drug use’ (P36, PWP) but also more generally minority stress and its impact on mental
health. A further 11 individuals reported wanting more in-depth and specific teaching on
understanding the barriers to accessing and engaging with services. Two individuals mentioned
understanding the nuances and differing needs within the sexual minority community rather than
grouping them together. Five individuals mentioned gender diversity or training on
understanding issues faced by the trans community. A further three individuals felt that it
would be important to understand the historical context and the culture in which LGBTQ+
individuals grew up.

Practical content. Individuals also reported a range of ‘practical’ content that they would find
helpful for courses and services to include. The majority of participants described wanting further
training and teaching on both assessment and treatment adaptations for LGBTQ+ service users.

Regarding assessments, some individuals alluded to wanting specific guidance on both general
assessment but also ‘common factors’ skills. For instance, it was reflected that having guidance for
‘how to conduct assessments for LGBT people – what questions to ask : : : ’ (P28, PWP), ‘how to
sensitively approach helpful, validating conversations with service-users around this topic’
(P3, trainee clinical psychologist) and ‘ : : : how to respond when clients speak about
discrimination’ (P36, PWP) would be beneficial.

Several participants mentioned that it would be helpful to understand ‘queer-affirmative or
queer-sensitive’ (P47, PWP) practice, but most reported wanting guidance on exploring and
addressing issues surrounding sexual orientation in the context of interventions ‘as relevant within
the CBT and/or IAPT framework’ (P32, PWP). This ‘would help people feel more confident’
(P52, HIT) and ‘improve outcomes and LGBQ+ users’ experiences’ (P19, PWP). Some individuals
reflected on the need to move away from a one-size-fits-all approach and to facilitate culturally
adapted sessions with additional time as ‘it would be helpful to have space to explore any
discrimination people experience rather than be expected to rush sessions and just tell people that
they should try behavioural activation’ (P45, PWP). However, it is also important to strike a
balance so as to avoid making assumptions and immediately adapting treatment based on an
individual’s identity. One participant reflected that treatment adaptations should be made ‘if this
feels relevant and important to the service-user’ (P3, trainee clinical psychologist).

Moreover, individuals mentioned wanting teaching on the use of inclusive language and
appropriate terminology. One individual reflected that they find themselves ‘out of touch with the
correct & most respectful terminology & fear unintentionally upsetting someone’ (P70, PWP lead).
Reflecting on suggestions, participants mentioned that teaching might include learning to know
‘what to say and not to say’ (P18, trainee HIT), ‘really clear guidance on how to check pronouns and
avoid misgendering : : : ’ (P40, PWP), but also role-playing ‘how to respond appropriately if you use
the wrong pronouns’ (P69, PhD student).

Discussion
Overall, the aim of this study was to investigate clinicians’ views of sexual minority training within
NHS Talking Therapies services and training courses. We asked participants to complete a set of
rating scales (adapted SOCCS; Bidell, 2005) that examined competency (skills and knowledge)
when working with sexual minority service users. Following this, clinicians’ views of training were
explored through their written responses to four qualitative open questions. Below we summarise
the key findings in relation to the literature and make recommendations for courses and Talking
Therapies Services to improve delivery of sexual orientation training.

We found that those who are 25 to 29 years old perceived themselves to bemore knowledgeable on
issues surrounding sexual orientation compared with those who were 45+ years old. No studies have
explored age-related differences in competencies as measured by the SOCCS. However, our finding
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converges with previous qualitative research where young clinicians were perceived by sexual
minority service users to be more knowledgeable and skilled than those who were older (Bishop et al.,
2022). This may be due to younger clinicians growing up in a society where attitudes towards
LGBTQ+ individuals are becoming more accepting. Despite this, firm conclusions regarding age-
related differences cannot be drawn given that there were significantly fewer participants within the
45+-year-old age group. More importantly, the bigger picture is the need for clinicians over the age of
45+ years to overcome this stereotypical view through regular up-to-date training.

We also found that bisexual clinicians reported greater self-perceived knowledge than
heterosexual clinicians on issues surrounding sexual orientation. No previous studies have found
this specific result. However, one study found that therapists who identified as LGBTQ+
themselves reported greater self-perceived levels of knowledge as measured on the SOCCS
compared with heterosexual therapists (Bidell and Casas, 2001). In their study, the researchers
grouped all LGBTQ+ therapists together and did not report further between group analyses.
As such, there was no comparison between individuals with different sexual orientations. One
possible explanation is that bisexual individuals are ‘in-between’ the two social identity groups of
heterosexual and sexual minority. They may have a greater degree of self-awareness and
acceptance towards other people’s gender or sexual identities (Rostosky et al., 2010). This in turn
may allow them to have a deeper understanding and appreciation of the issues that both sexual
minority individuals and heterosexual individuals face. However, we also acknowledge the
significant smaller sample of bisexual participants compared with heterosexual participants within
the study which limits our confidence to draw such conclusions.

Another intriguing finding was the lack of difference between PWPs and HITs in self-reported
levels of competence. This is important as one would expect HITs to feel more competent given the
additional diversity training that they should have received on their course. However, another
possible explanation could be that for some HITs, the diversity training they received on the course
could be their first training. This is particularly the case if they came from a core profession
background. Previous research also suggested that therapists with more education and training
scored higher on the SOCCS (Bidell, 2005; Graham et al., 2012). Despite this, our qualitative findings
may explain this particular result as participants reported a lack of specific training on sexual
orientation issues during their HIT courses compared with PWP training. This perhaps reflects the
need for HIT courses to review their diversity teaching and ensure that there is progression from the
low-intensity course, given that majority of trainees would have previously been a PWP.

We also found that clinicians with 3 years of experience had greater knowledge than those with
6+ years of experience. One possible reason was that those with 3 years of experience had finished
training more recently than those with 6+ years of experience. Thus, they may retain more
knowledge about working with sexual minority service users in comparison. There was also a
greater likelihood of receiving sexual diversity training in more recent cohorts. Furthermore, this
finding suggests that regardless of years of experience or stage of career, the onus is on clinicians to
regularly update their clinical knowledge through training and research. Despite this, we must be
careful with drawing firm conclusions given the small sample sizes in both groups.

Training received on sexual minority issues by NHS Talking Therapies clinicians: link to
literature and recommendations

The training received by clinicians in NHS Talking Therapies Services varied significantly in
length and depth. Of note was the finding that 30% of clinicians reported not receiving any
teaching throughout their initial training year. This is not best practice, given that the HEE
curriculum suggests that training courses should ensure clinicians are aware of and should be able
to work with all aspects of protected characteristics including sexual orientation (HEE, 2022). No
previous studies explored the amount of sexual orientation training mental health clinicians in the
UK receive. However, similar findings were found in recent reviews of LGBTQ+ teaching amongst
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medical students whereby majority of participants reported receiving no specific training on issues
surrounding sexual orientation (Arthur et al., 2021; Parameshwaran et al., 2017). LGBTQ+
individuals are more likely to experience microaggression such as insensitive or inappropriate
questioning by healthcare staff which may lead to poorer treatment outcomes and serve as a
barrier for future access to services (Stonewall, 2018). The lack of specific training on sexual
orientation may contribute to this. Specific training on sexual orientation is associated with
improved knowledge and awareness when working with sexual minority service users (Graham
et al. 2012). For instance, a 3-year follow-up study found that a half-day training on LGBTQ+
healthcare delivered to nursing, medical and dentistry students led to increased self-reported
confidence and competence when working with LGBTQ+ service users (Taylor et al., 2018). This
suggests that a minimum requirement of at least half-day teaching on sexual orientation issues
across the curriculum could be helpful.

Clinicians’ views on gaps in training provision and ways to improve training: link to
literature and recommendations

Participants reported receiving teaching on a varying range of content to various degrees, with a
consensus of wanting further training on both theoretical knowledge and practical guidance in
making treatment adaptations. Firstly, clinicians reflected that training tends to focus on LGB
identities and felt that there is a need to diversify training to cover a broader range of sexualities.
Similar results were found among a sample of counselling psychology students who reported not
receiving training on identities such as pansexuality and asexuality (Abbott et al., 2023). Research
has highlighted the ways in which labels for sexual identities have expanded over time (Hammack
et al., 2022). Monosexual identities refer to attraction in a singular direction encompassing
individuals identifying as lesbian, gay or heterosexual) and plurisexual identities represent
attraction to multiple genders (including bisexuality, pansexuality and queer). There are also labels
that attempts to capture individuals’ varying degree of sexual attraction which falls within the
spectrum of asexuality. These might include identities such as graysexuality (individuals who
experiences limited sexual attraction) and demisexuality (individuals who experience sexual
attraction upon emotional attraction) (Hille et al., 2020). For best practice, it would be important
for courses to provide awareness training of the different sexual identities so that clinicians feel
able to explore them with service users in their practice.

The majority of participants reported that they would find it helpful to receive training on
psychosocial issues faced by sexual minority service users, particularly specific risk factors within
the community and minority stress (Meyer, 2003). Specific risk factors that queer and sexual
minority individuals may face include a range of issues such as sexual risk taking, substance use,
body image dissatisfaction, and homelessness (e.g. Ecker et al., 2019; Knight et al., 2019; Morrison
et al., 2020). These issues may further put LGBTQ+ individuals at higher risk of developing
physical and sexual health problems, common mental health difficulties such as depression and
anxiety but also severe enduring difficulties such as eating disorders and psychosis (Campbell,
2012; Mongelli et al., 2019; Parker and Harriger, 2020; Moreno-Gámez et al., 2022).
Understanding such issues may improve clinicians’ confidence in exploring them with service
users during assessments. It may also relieve the burden of service users needing to provide us with
all the education (Foy et al., 2019). However, there is a need to maintain balance whereby
clinicians should remain curious, avoid assuming the position of possessing all the knowledge and
centre service users as experts of their own experience (Jennings et al., 2005). This ensures
collaborative working and importantly, re-distributes the power imbalance that exists within a
therapeutic relationship (Harding et al., 2011).

Clinicians within our study reflected on the tendency for CBT to individualise problems, which
may leave service users feeling disempowered or ‘blamed’ for their difficulties (Eamon, 2008;
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Van Den Bergh, 1995). However, incorporating minority stress into the process of formulation
may be a segue to incorporate systemic thinking into treatment. Furthermore, skilful use of CBT
with sexual minority service users has been argued to be empowering as it supports individuals to
take charge and cope effectively in the context of oppression (Eamon, 2008; Hays, 2009; Saleebey,
1996). To illustrate this, clinicians may work with service users during formulation to start piecing
together experiences of minority stress that may have contributed to their presenting difficulty.
This helps with distinguishing problems that arise from the environment (i.e. society) and those
that may stem from dysfunctional beliefs (Craig et al., 2013). It presents an opportunity for
clinicians to provide psychoeducation to acknowledge and support service users in understanding
that their experience is a normal response to minority stress and explore their views on systemic
oppression (Pachankis et al., 2022b). This takes away the attribution of problem away from the
individual to reflect it on the injustice that exists within the society. It may serve as an empowering
and emotionally validating therapeutic conversation with service users (Pachankis et al., 2022b).

Participants in our study reflected on wanting practical guidance in making treatment
adaptations within the context of protocols in Talking Therapies Services. To support this,
educators could consider incorporating into teaching the learning from a paper written by
Pachankis and colleagues (2022b) that provides detailed suggestions, guidance and ways to adapt
evidence-based interventions such as CBT to include minority stress. Despite this, one key
practical consideration is the feasibility of incorporating adaptions within time-limited sessions in
Talking Therapies Services. At the present time, clinicians from one London-based Talking
Therapies Service developed and implemented a novel low-intensity CBT LGBQ+ wellbeing
group drawing upon minority stress theory (Hambrook et al., 2022). Further information
regarding the content of the group intervention can be found in Hambrook and colleague’s paper
(2022). Sexual minority service users who attended the group therapy reported a reduction in
symptoms of anxiety, depression, and decreased functional impairment. This provides
preliminary evidence of the beneficial outcomes and feasibility of incorporating adaptations to
treatment sessions within Talking Therapies Services. The authors are also aware that there are
ongoing studies to further the evidence-base within Talking Therapies Services. Courses and
services may find it beneficial to cover content such as minority stress theory, specific risk factors,
and evidence-based adaptations that draw from the above-mentioned theories. This could support
clinicians in making practical adaptations to their treatment when supporting sexual minority
service users.

The most reported methods of training were didactic lectures and discussions. Similar findings
were reported in a review of training curriculum on ‘diversity’ or LGBTQ+ specific issues provided
to psychologists, healthcare students, and professionals in the US (Benuto et al., 2019; Sekoni et al.,
2017). While didactic training is important to help clinicians in gaining knowledge about the
needs of diverse and marginalised groups, there may be an under-focus on practical skill-based
training (Benuto et al., 2019). Our findings converge with this as clinicians reflected on the
unhelpfulness of only receiving didactic teaching. They described that a way to improve training is
by including a more diverse range of learning formats, such as experiential learning. Experiential
learning such as role-plays may improve engagement with adult learners (Merriam and Bierema,
2013). It also facilitates a safe environment where clinicians may practise applying the skills that
they have gained through teaching. For example, clinicians could use role-plays to practise
phrasing, sensitive questioning, and responding to issues surrounding sexual orientation. This
could be helpful as there appeared to be feelings of apprehension amongst clinicians within our
study who wanted practical guidance in approaching conversations around sexual orientation.
Indeed, clinicians who are apprehensive of asking about issues surrounding sexual orientation
may be perceived as unhelpful by sexual minority service users, thus negatively impacting the
therapeutic alliance (Semp and Read, 2015). Research has shown that role-plays help improve
development of communication skills, reduce therapist anxiety, and increase therapist confidence
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in using their skills (Fominykh et al., 2018). Experiential learning is incorporated into core
teaching of CBT skills within Talking Therapies courses with beneficial outcomes (Turton, 2012).
It may therefore be helpful for courses and services to extend this method of learning to diversity
teaching.

Clinicians’ experiences and perception of barriers in accessing sexual orientation training:
link to literature and recommendations

Our findings revealed a range of service level barriers that prevented clinicians from developing
their learning on issues surrounding sexual orientation and implementing their learning into
clinical practice.

With the support of more experienced staff, supervision is an important clinical space that
allows for self-reflection and development of clinical skills through integrating theory into practice
(Bernard and Goodyear, 2004). The HEE curriculum states that through supervision and training,
clinicians should develop an ability to reflect on differences in identity and its impact on therapy.
Our finding seems to contradict this as clinicians reflected on the lack of knowledge and
understanding of issues surrounding sexual orientation amongst supervisors and management.
This raises the question of how clinicians are expected to develop their own knowledge, and
clinical and reflective skills when their supervisor lacks them? More importantly, how are
clinicians able to ensure that the care they provide is meeting the needs of sexual minority service
users? An affirmative supervisor is one who has knowledge of issues surrounding sexual
orientation, is able to acknowledge biases, and supports their supervisees in becoming aware of
their own beliefs or biases that may impact their therapeutic work (Pett, 2000).
In affirmative supervision, supervisees are supported to understand the role of sexual
orientation in relation to assessment, formulation and treatment. Burkard and colleagues
(2006) found that participants who received affirmative supervision reported increased self-
efficacy when working with sexual minority service users. This in turn may improve treatment
outcomes of sexual minority service users through clinicians’ ability to better empathise with
clients in addition to drawing on theory that supports affirmative practice (Ritter and Terndrup,
2002). This highlights the need for supervisors and educators to continue developing their own
awareness, knowledge and skills when working with sexual minority service users (Rutter et al.,
2008). Service managers should review learning needs of supervisors on a regular basis and agree
on an action plan to address gaps in knowledge, skills or awareness working with sexual minority
service users.

Opportunities such as becoming an LGBTQ+ champion and service development work are
important to support clinicians in the development of new skills. It also ensures that services are
addressing the needs of sexual minority service users. However, our findings suggest that due to
the lack of organisational support and recognition, these added responsibilities were at the cost of
staff wellbeing. In line with previous research, this is one major contributing factor to the high
prevalence of burn-out within the Talking Therapies workforce, a recent estimate of 68.6% of staff
(Westwood et al., 2017). Clinicians feeling burnt out may lead to negative job satisfaction and
emotional exhaustion (Steel et al., 2015). This understandably may cause staff to leave roles,
leading to high staff turnover and low retention, both of which are ongoing challenges that services
face around the country (Vivolo, 2022). To tackle these issues, services should allocate protected
time to staff engaging in service development work and formally recognise staff efforts. These
efforts should also be remunerated for those who take on leadership responsibilities within
services; for example, several trusts in London trialled Band 6 positions for ‘Community
Engagement PWPs’.

Another noteworthy finding was the lack of diversity within the psychological workforce. This
appears to be an accurate reflection given that a recent report found only 4% of staff and 3% of
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senior managers within the NHS identified as LGBTQ+ (NHS England, 2022). Despite this,
another possible reason for lack of representation could be staff members not wanting to disclose
their sexuality at work due to fear of being discriminated, bullied, and/or a lack of trust with
managers (LGBTQ+ Inclusion, 2021). Without a diverse workforce, the needs of minorities would
not be adequately met. This would exacerbate the existing health disparities found among
individuals fromminoritised backgrounds (Castillo and Guo, 2011). Additionally, staff identifying
as LGBTQ+ may have greater knowledge and skills when working with sexual minority service
users due to their own lived experience (Anderson and Holliday, 2006). Thus, representation
within the workforce is crucial to deliver a service that meets the needs of sexual minority service
users. With limited LGBTQ+ staff representation, there may also be a sense of pressure and
expectation on the few minoritised staff members to take on diversity and inclusion-related
responsibilities due to their identity. A quote from a participant powerfully captured the impact of
such experience:

‘Queer people in NHS services have to do extra work and deal with constant micro-aggressions
to push for LGBTQ+ training and development for no extra pay. It’s exhausting.’ (P47, PWP)

Meanwhile, diversity and inclusion are everyone’s duty, and change requires those in leadership
positions to take charge and be willing to model this to everyone within the organisation (Priest
et al., 2015). It is essential for services to create a safe and inclusive environment for both sexual
minority service users and staff. At a minimum, some immediate practical steps that services can
take include implementing visual affirmative signs such as rainbow flags, staff usage of pronouns,
and LGBTQ+ representation on service materials (Mind, 2016). Reflective spaces could be
facilitated whereby LGBTQ+ clinicians could share their experiences of the workplace and other
challenges that might arise from them (Cocks et al., 2019). Additionally, the NHS confederation
and LGBTQ+ Leaders Network co-produced a Health and Care LGBTQ+ Inclusion Framework to
support organisations in taking practical steps to creating an inclusive environment for staff and
service users (LGBTQ+ Leaders Network, 2022). They proposed six pillars: visible leadership and
confident staff, creating a strong LGBTQ+ knowledge base, be non-heteronormative and non-
cisnormative, take responsibility for collecting and reporting data, listening to service users, and
proactively seeking out partners to co-deliver services. Services could self-assess using this
framework to identify areas of improvement. Staff and service users should both be involved
throughout this process to ensure that action plans are meeting their needs.

Our findings also suggest that clinicians who are uncertain of service remit may lead to
signposting sexual minority service users away to alternative support. This corroborates previous
findings whereby sexual minority service users accessing Talking Therapies were discharged or
referred away to LGBTQ+ services despite wanting further treatment (Foy et al., 2019). This may
lead to service users feeling reluctant in disclosing their sexuality in treatment for fear of clinicians
over-attributing difficulties to their identity (Foy et al., 2019; Morris et al., 2022). Consequently,
this may limit services’ ability to capture essential monitoring data on sexual orientation that
could be used to identify potential differences in treatment outcomes. To quantify this, of those
referred to services in 2016/17, there was 37% missing data on sexual orientation (Baker, 2018).
Without these data, this raises the question as to how we can begin to understand the needs of our
service users if we are not even capturing the correct information on who is using and accessing
services. This keeps services trapped in a vicious cycle. To overcome this, clinicians would need to
understand that just because a service user identifies as a sexual minority does not mean that they
require specialist LGBTQ+ support. NHS Talking Therapies services should be equipped to
support sexual minority service users regardless of whether their presenting difficulties are in
relation to their sexuality or not.

The only case where signposting should be considered is if service users’ needs are not best met
at primary care, if they are requesting for specialist LGBTQ+ support (such as peer support
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groups), support from LGBTQ+ staff members, and only if such requests cannot first be met
within Talking Therapies services.

Strengths and limitations

A key strength of our study is its novelty. To the authors’ knowledge, it is the first study in the UK
to explore experiences of sexual orientation training amongst a sample of clinicians working
within NHS Talking Therapies Services. The results that we have reported have scope to inform
course providers and services to improve their training curriculum. This would ensure that
clinicians feel competent when working with sexual minority service users and more importantly,
to meet their needs to address the differences in treatment outcomes.

There were also several limitations. Firstly, the sample size of our study was small. Our study
may be under-powered to detect further significant between-group differences in their
competency working with sexual minority service users as measured by the SOCCS. Even if
we found statistically significant differences, the small sample size limited our ability to
confidently draw meaningful conclusions. Future research should aim to recruit a larger sample to
further explore therapists’ age-related differences and sexual orientation differences
(e.g. comparing competency of gay or lesbian therapists and heterosexual therapists). Another
issue was that the majority of our study’s participants identified as White. We acknowledge that
this was a key limitation, as research consistently highlights differential treatment and outcomes of
racial-ethnic sexual minority service users accessing psychological therapies services. Having a
more racial-ethnically diverse and representative sample of therapists may lead to important ideas
and ways to improve training that addresses the intersectional needs of racial-ethnic sexual
minority service users.

Due to the lack of appropriate rating scales to assess competencies of working with sexual
minority service users in Talking Therapies Services, we adapted statements on the SOCCS. As a
result, our adapted scale has not been empirically validated and may lack construct validity. Self-
report measures are inherently subject to social desirability bias. Anonymised participation may
have potentially reduced this as we did observe a ranging level of self-reported competencies.
Furthermore, the statements that we adapted did not include a broad range of sexualities within
the spectrum. For instance, on the knowledge subscale, statements either combined LGBQ+
together or there was only a focus on differences in issues faced by lesbian, gay and bisexual
individuals. This perhaps reflects current teaching where there is greater emphasis on LGB
(i.e. lesbian, gay and bisexual) identities. Future studies should adapt scales so that they are more
inclusive by including other sexualities such as pansexuality and asexuality, which are identities
that receive less focus and attention in training.

Conclusions

The study highlighted that sexual orientation training varied across universities and NHS Talking
Therapies Services. We found differences in self-perceived knowledge when working with sexual
minority service users by clinicians’ age, sexual orientation, and years of clinical experience. This
suggests the need for course providers and services to provide additional training on issues
surrounding sexual orientation for clinicians. Our findings also indicated current gaps and
possible ways to improve current training provision on issues surrounding sexual orientation.
Addressing these gaps will ensure that courses and services are meeting the requirements of
relevant regulatory boards, help clinicians to feel more confident when working with service users,
and most importantly meet the needs of sexual minority service users within NHS Talking
Therapies for Anxiety and Depression services.
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Recommendations
Course providers and NHS Talking Therapies Services should consider:

(a) Implementing minimum hours on sexual orientation training.
(b) Incorporating more in-depth teaching on theoretical content (such as increasing focus of teaching on a broader

range of sexual identities, specific sexual minority risk factors, minority stress theory) and practical adaptations
when working with sexual minority service users.

(c) The benefits of experiential exercises such as role-plays in training.
(d) Ways to genuinely involve sexual minority staff and service users to create an inclusive environment.

Service-level recommendations include:

(a) Regularly reviewing competencies and learning needs of supervisors working with sexual minority service users.
(b) Allocating protected time to staff engaging in service development work and adequately renumerating their

efforts.
(c) Assessing their service against the Health and Care LGBTQ+ Inclusion Framework (LGBTQ+ Leaders

Network, 2022).
(d) Providing clear guidance on the remit of NHS Talking Therapies in supporting sexual minority service users.
(e) Creating clear service pathways for sexual minority service users whose needs may not be best met by NHS

Talking Therapies.

Key practice points

(1) To support clinicians in becoming aware of relevant research literature and evidence that they can use in their
day-to-day practice.

(2) To support courses and services in identifying clinicians’ gaps in knowledge and skills so that they can provide
adequate sexual orientation training to meet the needs of service users.

(3) To encourage courses and services to address the barriers and challenges that clinicians experience in accessing or
receiving sexual orientation training.
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