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Abstract. Delivering research-supported intervention is increasingly important, given
the growing emphasis on evidence-based practice in mental health treatment. When
working with clients who hold marginalized identities, however, therapists may
have questions about how to best tailor interventions, as treatments may not yet
have demonstrated efficacy with under-represented populations. This paper describes
potential strategies for using dialectical behaviour therapy (DBT) skills to help
LGBTQ+ clients, guided by a theoretical model for understanding sexual stigma.
Joining these two paradigms, suggestions are made for applications of skills that
can help LGBTQ+ clients who are in DBT effectively interact with invalidating
environments characterized by structural stigma. DBT-based strategies aimed at
buffering clients from environmental invalidation and enhancing their skills in self-
validation can help provide them with pathways towards affirming their own sexual
orientation and gender identity. Examples from clinical cases are used to enhance
understanding of skills application in practice.
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Introduction

Given the growing importance of evidence-based practice, therapists are increasingly mindful
of delivering interventions with adherence, using theoretically sound and research-supported
treatments. At the same time, such treatments may not yet have demonstrated efficacy with
under-represented populations, such as clients with diverse gender identities (e.g. individuals
who identify as transgender, non-binary, or gender non-conforming) and sexual orientations
(e.g. Heck et al., 2017). For transgender and gender non-conforming (TGNC) clients (Hope
et al., 2016) as well as sexual minority clients (O’Shaughnessy and Speir, 2018), the need
for evidence-based treatment that effectively integrates knowledge of psychosocial stigma
has been highlighted in the literature. This is because minority stress connected with stigma
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can negatively influence mental health for clients with diverse sexual orientations (Meyer,
2003) and gender identities (Hendricks and Testa, 2012). Attending to this need, researchers
have begun to examine the efficacy of treatments tailored towards LGBTQ+ populations,
and as a result, have noted positive outcomes. Examples include improvements in mood and
reduced problematic drinking and risky sexual behaviours for sexual minorities (Pachankis
et al., 2015; Millar et al., 2016), as well as decreased social anxiety in transgender youth
(Busa et al., 2018).

In our experience, orienting treatments to meet the needs of LGBTQ+ clients can be
complicated, necessitating a balance of responsiveness and fidelity. This paper describes
an example of this type of clinical task: tailoring dialectical behaviour therapy (DBT) to
address the needs of clients with diverse gender identities and sexual orientations who have
experienced stigma. Herek et al. (2009) present a model of sexual stigma that consists
of effects at multiple levels (structural, enacted, felt and internalized). Their framework
highlights the ways that socially based discrimination and prejudice can be invalidating and
associated with self-directed heterosexist stigma for lesbian, gay and bisexual individuals.
We are expanding the model presented by Herek et al. (2009) to include TGNC individuals
because we believe that the skills used to cope with stigma based on one’s sexual orientation
can also be effectively used to cope with experiences of prejudice associated with one’s gender
identity or presentation.

In the realm of DBT, Linehan (1993) describes how cultural sexism can function as an
invalidating environment and be associated with self-invalidation. Likewise, gender-based
discrimination may be experienced by all members of the LGBTQ+ community. For instance,
a gay man may be perceived as not conforming to gender archetypes because he has
a higher pitched voice or exhibits non-verbal behaviours typically classified as feminine
characteristics, and thus may experience gender-based prejudice. Similarly, a transgender
woman called by her name assigned at birth by her physician, after repeatedly expressing
her preferred name and pronouns, is also facing gender-based prejudice. DBT skills can be
strategically applied to address experiences with stigma for LGBTQ+ people, thus shaping
the treatment to help them effectively manage the effects of prejudice.

This paper joins theoretical paradigms focused on sexual stigma with the theoretical
framework underlying DBT (the biosocial model of emotional dysregulation), highlighting
common themes of external and internalized invalidation. First, both theoretical frameworks
will be described. Next, multiple examples of using DBT skills to address LGBTQ+
stigma are provided. Finally, an expanded DBT case is presented that demonstrates the
use of DBT-informed case conceptualization and specific DBT skills that can be used
to mitigate the effects of stigma in clients with diverse gender identities and sexual
orientations.

We are not suggesting that all LGBTQ+ people who are struggling with the effects of
sexual stigma need DBT treatment, nor that DBT is a specialized treatment for those who
identify as LGBTQ+. Rather, our goal is to offer helpful insights for clinicians about how to
apply DBT for those who may benefit from the treatment more broadly and are also struggling
with the impact of sexual stigma. Furthermore, DBT is a highly complex treatment. The
nuances of this treatment are not easily captured within a standard length article. This article
is meant to provide an overview of how DBT skills and techniques can be applied to sexual
stigma. We recommend more in-depth reading (e.g. Linehan, 1993) for those who would like
deeper insight about the treatment as a whole.
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Sexual stigma: macro- and micro-levels of invalidation

Minority stress theory posits that the stress derived from living with minority status can
be associated with increased prevalence of mental health disorders for lesbian, gay and
bisexual (Meyer, 2003) as well as TGNC (Hendricks and Testa, 2012; Testa et al., 2015)
people. This process includes chronic stress associated with psychosocial oppression as well
as stress derived from specific negative life events resulting from discrimination, prejudice and
stigma. Minority stress has been identified as an important factor related to negative mental
and physical health outcomes (Meyer, 2003; White Hughto et al., 2015; Nadal, 2018). For
sexual minorities, minority stress has been implicated in an increased risk of mental health
disorders, as well as behavioural (e.g. concealing), cognitive (e.g. expectations of rejection),
and emotional (e.g. internalized homophobia) consequences (Meyer, 2003). Consequences of
minority stress among TGNC people can include concealing of one’s gender identity, fears of
intimidation, and potentially internalized transphobia (Hendricks and Testa, 2012). Minority
stress theory provides a framework for understanding how experiences with stigma constitute
invalidating messages that communicate ‘you shouldn’t feel the way that you feel’ or ‘your
genuine response is abnormal’ (Nadal et al., 2011; Nadal, 2013), which can also become
internalized and self-directed (i.e. self-invalidation) and lead to negative health outcomes.

One model for understanding overt and covert invalidation is that of sexual stigma (Herek
et al., 2009), which describes stigma at both macro (structural stigma) and micro (enacted, felt
and internalized stigma) levels. Beginning at the structural level, culturally based invalidating
messages about those with diverse gender identities and sexual orientations have been
espoused by medical, psychological and scientific institutions. For example, homosexuality
was pathologized until the release of the revised third edition of the Diagnostic and Statistical
Manual (DSM-III-R) in 1987 (APA, 1987), and until the release of the 7th version of the
World Professional Association for Transgender Health (WPATH) Standards of Care in 2011,
mental health providers functioned as ‘gatekeepers’ to medical transition for transgender
individuals (Coleman et al., 2012). More recently, a significant shift in psychology has
initiated new guidelines and policies that have helped reverse the effects of heterosexism;
however, this institutional betrayal may continue to impact our LGBTQ+ clients and their
willingness to engage in therapy.

Given this, it is important to recognize ways that therapists may currently contribute to
experiences of stigma. Practitioners can contribute to institutional betrayal, intentionally or
unintentionally, in a number of ways. For example, they may engage in microaggressions in
session or pathologize clients’ behaviour and emotions when they actually ‘fit the facts’ in
the context of prejudice and discrimination. Microaggressions are brief and commonplace
verbal and behavioural indignities that communicate negative (e.g. heterosexist, transphobic)
slights and carry potentially harmful consequences (Sue and Sue, 2013). Microaggressions
can be intentional or unintentional. Research suggests that therapists should be aware to
create a validating environment to reduce, and not replicate, microaggressions (Nadal,
2013; Shelton and Delgado-Romero, 2011). Strategies for achieving this may include
validating emotions, communicating understanding, providing psychoeducation regarding the
experience of stigma, and accepting clients with a non-judgemental stance. Additionally,
ensuring that practitioners’ environments demonstrate values of inclusivity and affirmation
can provide functional validation. This may include displays of safety symbols (e.g. safe
space/ally signs after engaging in appropriate training, LGBTQ+ affirming books), using
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forms that allow clients to express varied gender identities and sexual orientations, providing
gender neutral restrooms, and crafting and displaying an inclusivity statement that guides the
work of the clinic.

At the broad, cultural level, structural stigma is described by Herek et al. (2009) as
‘heterosexism’. Outside a clinical context, examples of structural stigma stemming from
cultural heterosexism include religious messages denouncing homosexuality and unequal
legal protection for individuals with diverse gender identities and sexual orientations.
Invalidation at the structural level can have a striking cumulative impact: sexual minority
individuals living in areas where culturally based invalidation is high have an average
lifespan that is 12 years shorter than their counterparts living in areas where culturally based
invalidation is low (Hatzenbuehler et al., 2014).

Beyond the structural level described above, invalidation can also transmit through
stigmatizing experiences that occur proximally – within an individual’s immediate experience.
In their model, Herek et al. (2009) describe three such types of invalidating experiences:
enacted stigma, felt stigma, and internalized stigma. Enacted stigma occurs when discrete
stigmatizing events are personally experienced or witnessed. It is an overt expression of
stigma. Relevant examples of enacted stigma include hate crimes, misgendering someone,
or refusing to provide goods or services (e.g. refusing to rent housing to a gay couple or
not allowing open access to restrooms consistent with an individual’s gender identity) to
LGBTQ+ individuals.

Felt stigma occurs when an individual recognizes or anticipates negative experiences
caused by culturally based anti-LGBTQ+ views (Herek et al., 2007). It includes both stigma
awareness (e.g. recognizing that discrimination is occurring), and the mechanisms by which
individuals predict and avoid experiencing enacted stigma in order to protect themselves
(Herek et al., 2007). For example, transgender clients may experience felt stigma when they
are misgendered, which has been cited as a likely ‘novel minority stressor’ for this population
(McLemore, 2018). Similarly, bisexual individuals with same-sex partners may feel fear when
holding their partner’s hand in public. For sexual minorities, felt stigma may elicit avoidance
behaviours that could negatively impact their psychological health: discretion (not disclosing
pertinent information to others), concealment (preventing others from discovering personal
information), and fabrication (giving false information about the self to others) (Herek et al.,
2007).

The final type of sexual stigma that Herek et al. (2009) describe is internalized stigma.
Internalized stigma occurs when individuals consume the cultural and societal biases and
accept them as personal truths, which may then be reflected in their values and self-
perceptions. This is very similar to the transactional process described by Linehan (1993)
when discussing the dialectic of environmental invalidation and self-invalidation (described
below). When negative evaluations are internalized by LGBTQ+ individuals, they can mani-
fest as ‘self-stigma’, which is by nature ‘self-invalidation’. These constructs are synonymous
with ‘internalized homophobia’, ‘internalized heterosexism’, ‘internalized transphobia’, and
‘internalized homonegativity’ (Herek et al., 2007, p. 189). In our experience, clients’ internal-
ization of negative views about the self and seeing them as merited can lead to innumerable
negative outcomes, not least of which are high levels of shame and self-derogation.

A wealth of data exists connecting internalized stigma with negative mental health
outcomes, generally demonstrating that high levels of self-stigma are associated with
compromised well-being including: depression, anxiety, substance use disorders, risky sexual
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behaviours, low social support, concealment, body image problems, disrupted identity
formation, and access to healthcare (see Newcomb and Mustanski, 2010, 2011; Berg et al.,
2016, for reviews).

Dialectical behaviour therapy: biosocial model of emotion dysregulation

Given the clear impact that self-invalidation has on the well-being of LGBTQ+ clients,
and the fact that this internalization occurs within a broader context marked by cultural
heterosexism, the parallels between this transactional process and Linehan’s (1993) work
are instructive. DBT was developed by Linehan (1993) and has primarily been used to
treat suicidal clients with borderline personality disorder (BPD) in an outpatient setting;
however, it has also been adapted to treat clients across many disorders and settings
(Dimeff and Koerner, 2007). DBT is a well-established, research-supported treatment with
strong empirical evidence, including several randomized controlled trials (for an overview,
see Neacsiu and Linehan, 2014). It is a comprehensive treatment with multiple modes
including individual psychotherapy, group skills training, consultation team, and out-of-
session telephone coaching.

The theoretical basis of DBT is grounded in a biosocial model of emotion dysregulation
(Linehan, 1993). The model describes how emotionally vulnerable individuals, in transaction
with an invalidating environment, develop a pervasive difficulty in regulating emotions.
Biological vulnerability consists of high emotional sensitivity, high emotional reactivity, and
slower return to emotional baseline. This type of biological vulnerability can lead to what
Koerner (2012) refers to as ‘exquisite’ emotional sensitivity, highlighting the substantial depth
of sensitivity that can often occur with BPD. Such vulnerability can make it difficult for
individuals to resist acting on emotional impulses and to engage in organized, goal-oriented
behaviours in the face of high-intensity emotions.

A person who is extremely emotionally sensitive may experience chronic invalidation from
the environment, which can be both subtle and direct. Pervasive invalidation occurs when
‘ . . . caregivers consistently and persistently fail to respond as needed to primary emotion
and its expression’ (Koerner, 2012, p. 6). Invalidating environments may inadvertently
reinforce strong emotional displays, over-simplify problem solving, or punish adaptive
displays of emotion. Over time, the transactional nature of emotional vulnerability with
pervasive environmental invalidation can result in self-doubt, avoidance of one’s own internal
experience, and becoming highly attentive to cues that invalidation might occur. While this
process is often understood within an immediate context, where the client has emotional
vulnerability and experiences invalidation from family or friends, Linehan (1993) extends
this idea further to include invalidation at social and cultural levels. She notes that structural
aspects of sexism, such as de-valuing mutual dependency in relationships, masculine/feminine
dichotomized stereotypes about the talents and interests of people, and higher rates of sexual
abuse of girls vs boys are all examples of cultural level invalidation (Linehan, 1993). Thus,
at the immediate level, one may be attentive to potential invalidation from family members;
more broadly, one may be attuned to constraining gender role stereotypes. We hypothesize
that a similar process is happening in both of these instances.

We suggest that sexual stigma as defined by Herek et al. (2009) can function in
similar ways by potentially invalidating LGBTQ+ clients’ experiences of their own gender
identity and/or sexual orientation. Similar to Linehan’s biosocial model linking environmental
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invalidation with self-invalidation, Herek et al. (2009) highlight the ways that socially based
discrimination and prejudice can influence an LGBTQ+ person’s sense of self through
internalization. Meaningful parallels exist between the two models, in that they both theorize
how environmental stigma and invalidation interact with individuals’ intrapersonal experience
and identity. Furthermore, for LGBTQ+ clients in DBT, the framework of Herek et al. (2009)
can be used to define and target their specific needs, depending on the level of stigma they are
experiencing.

Using DBT skills to address LGBTQ+ stigma

While it is not clear how many DBT clients also identify as LGBTQ+, clients with diverse
gender identities and sexual orientations certainly do participate in this treatment. There is
some research suggesting that BPD symptoms may be more common among LGBTQ+
people; however, we emphasize caution in drawing strong conclusions here because of the
potential for client sexual orientation to influence the diagnosis of BPD (see Eubanks-Carter
and Goldfried, 2006). In one study of relationship patterns of inpatient clients having either a
BPD diagnosis or another personality disorder diagnosis, Bradford Reich and Zanarini (2008)
found that those with a BPD diagnosis were 75% more likely to report either a lesbian, gay
or bisexual orientation than those with another personality disorder. Additionally, research
suggests higher risk for suicidal ideation, self-harm and substance use among LGBTQ+
clients (King et al., 2008; see Haas et al., 2011, for a review of the literature on suicide
risk for lesbian, gay, bisexual and transgender populations), and these types of problems are
common in BPD. These authors explicitly link elevated rates of suicide attempts in clients
with diverse gender identities and sexual orientations with experiences of stigma.

Given the heightened risk for suicidal behaviour, some authors (e.g. Haas et al., 2011)
have called for the prioritization of the mental health needs of LGBTQ+ individuals.
Yet, the research on LGBTQ+ affirmative treatments is relatively limited. Recently, one
review identified 44 psychosocial interventions aimed at reducing the negative impact of
sexual minority stress (Chaudoir et al., 2017). The interventions were categorized as either
reducing sexual minority stress directly (30 studies), bolstering coping skills for managing
sexual minority stress (12 studies), or both (two studies). Of the interventions designed
to directly reduce minority stress frequency or severity, five targeted the structural level,
10 the interpersonal level, 23 the individual level, and one targeted all three levels (some
studies included interventions for more than one level, thus these sums do not equal 30).
Of the interventions designed to bolster coping resources, none targeted the structural or
interpersonal level in isolation, one the interpersonal level and individual level, nine the
individual level, and two multi-level (individual, interpersonal and structural) interventions.
Only two interventions were designed to directly reduce minority stress and bolster coping
resources, and they did so on multiple levels. From our perspective, applying DBT within
an LGBTQ+ affirmative framework would probably fall into this last category, as it involves
both directly reducing environmental stressors (e.g. Problem Solving) and introduces direct
strategies (e.g. Self-Respect Effectiveness) that can bolster effective coping with minority
stress.

Based on this review (Chaudoir et al., 2017), the majority of the interventions aimed to
reduce minority stressors rather than increasing coping strategies for how to manage them.
A benefit of learning direct coping strategies is that one acquires specific knowledge about
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skills and when to use them, which can then be generalized across contexts and situations.
For example, if a transgender person learns to correct others who misgender him, he may
be more likely to remember and use this skill in the future and across different life domains
(i.e. at work and at home). Such a task can be accomplished by applying the Interpersonal
Effectiveness skill called FAST (used to bolster self-respect effectiveness) [i.e. being honest
about his gender identity (T) even when it is uncomfortable and without apologizing (A)]. In
this way, DBT’s focus on using skills to directly deal with stigma-related stressors could be
an extremely valuable addition to interventions aimed at targeting minority stress.

Because DBT directly and explicitly addresses environmental and self-invalidation
(Linehan, 1993), we believe that DBT skills (Linehan, 2015) can effectively target structural,
enacted, felt and internalized stigma (Herek et al., 2009) for LGBTQ+ clients in DBT.
Prior work has suggested DBT as an appropriate treatment for transgender adolescents and
young adults, given the increased risk in this population for self-harm, suicide attempts and
suicidal ideation (Oransky et al., 2018), in addition to using a DBT-informed approach to
conceptualize work with transgender individuals (Sloan et al., 2017).

DBT skills are organized into four modules: core mindfulness (CM), emotion regulation
(ER), distress tolerance (DT), and interpersonal effectiveness (IE). DBT skills are meant to
help clients acquire the capability to effectively regulate their emotions, with the ultimate goal
of ‘building a life worth living’. For some LGBTQ+ clients, experiences with the multiple
levels of stigma can get in the way of this ultimate goal, and thus, tailoring the skills they are
learning in DBT to address what is happening in their lives has the potential to improve their
treatment overall. Depending on the level of stigma (structural, enacted, felt or internalized),
different combinations of DBT skills could be applied, as we discuss below. For each level of
stigma, a table is included with examples of common treatment tasks and potentially useful
DBT skills to accomplish the task.

It is important to be mindful of the fact that, while it may be tempting to simply select skills
from this list to apply in a specific case, DBT as a treatment is complex and individualized
skills plans are constructed after careful assessment. Reducing DBT to being simply about
skills is oversimplified and can result in missing the significant influence of contextual factors
in each client’s life. For this reason, after presenting the skills examples below, we have
included an expanded case conceptualization as an illustration of how one client’s unique
case can be treated within a DBT framework that goes beyond a ‘cut and paste’ list of skills.
While we hope our suggestions provide a helpful guide for clinicians, we encourage thorough
case conceptualization before selecting treatments for individual patients.

To begin, structural stigma (Table 1) can affect LGBTQ+ clients to varying degrees
depending on their larger and more intimate social environments (e.g. country, city, family
and friend group). Problem Solving (ER) can be used with clients to explore ways they
could impact and change institutional- and system-level discrimination. Because there are
many ways to impact stigma and prejudice, DBT’s focus on clarifying one’s Values and
Priorities (ER) may help clients explore domains that may be the most meaningful to them
(e.g. LGBTQ+ homelessness, lack of discrimination laws, health care, etc.). DEAR MAN
(IE; an interpersonal skill used to strengthen objectives effectiveness) can be useful to ask
for allies who can affect structures and institutions that reinforce or uphold heterosexism
(Rasinski and Czopp, 2010; Gulker et al., 2013). Although clients will likely benefit from
encouragement and empowerment to enact change, in line with DBT, a dialectical approach
synthesizing change and acceptance strategies is imperative. Specifically, Radical Acceptance
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Table 1. Examples of DBT skills for intervention of structural stigma

Structural stigma
How to cope with heterosexist environmental barriers

Example Treatment task Useful DBT skills
Inability to legally adopt Learn to manoeuvre through

oppressive systems in order to
get one’s needs met

• Problem Solving (ER)
• DEAR MAN (IE)
• Radical Acceptance (DT)
•Mindfulness of Current Emotions

(ER)

Feeling hopeless in one’s
ability to effect change

Become an active participant in
organizational change (e.g.
volunteering at an organization
that promotes civil rights)

• Accumulating Positives in the
Long-Term (ER)

• Building Mastery (ER)
• Self-Respect Effectiveness

(FAST) (IE)

Fear of losing one’s job due to
lack of anti-discrimination
laws

Leave toxic environments and
seek affirmative environments

• Clarifying Priorities in
Interpersonal Effectiveness (IE)

•Wise Mind (CM)
• Self-Respect Effectiveness

(FAST) (IE)
• Ending Relationships (IE)

Gender incongruent name
listed on insurance and used
in medical record at
healthcare facilities

Learn to effectively navigate
complex, heterosexist systems
through assertiveness and
acceptance

• Self-Respect Effectiveness
(FAST) (IE)

• Effectiveness (CM)
• Radical Acceptance (DT)
• Problem Solving (ER)

CM, Core Mindfulness module; IE, Interpersonal Effectiveness module; ER, Emotion Regulation
module; DT, Distress Tolerance module.

(DT) is an essential skill for clients to develop as it would be an unreasonable short-term
goal to eradicate structural stigma. Additionally, Mindfulness of Current Emotions (ER) may
also be used for clients to acknowledge, experience and move through challenging emotions
related to structural stigma.

Next, enacted stigma (Table 2) can be addressed by using many of the IE skills. For
example, DEAR MAN + FAST (IE) can help clients build their confidence and ability to
be assertive in situations where they experience enacted stigma. If they are being called
derogatory names or otherwise experiencing discrimination, therapists may help clients
develop a DEAR MAN (IE) to explain the stigmatizing nature of the situation (describe),
the effect it has on them (express), ask the person to stop making such comments (assert),
and communicate how it would be beneficial to the relationship if the other person interacts
differently with your client (reinforce). The therapist could coach the client in appearing
confident, not over-apologizing, and sticking to their values. Supporting this, research
suggests confrontation of prejudice can be effective in reducing further discriminatory
behaviour (e.g. Blanchard et al., 1994; Czopp et al., 2006; Dickter, 2012; Dickter et al., 2012).
Furthermore, supplemental IE skills like Ending (destructive) Relationships and Finding and

https://doi.org/10.1017/S1754470X18000235 Published online by Cambridge University Press

https://doi.org/10.1017/S1754470X18000235


Applying DBT to LGBTQ+ stigma 9

Table 2. Examples of DBT skills for intervention of enacted stigma

Enacted stigma
How to cope with prejudice when it happens to you on an individual level

Example Treatment task Useful DBT skills
Being called a derogatory

name
Address the person(s) in ways

that both maintain self-respect
and reduce the chances of
further discrimination

• Objective Effectiveness (DEAR
MAN) (IE)

• Self-Respect Effectiveness
(FAST) (IE)

• Opposite Action (ER)
• Recovering from Invalidation (IE)

Being excluded – both
socially or for aspects of
one’s identity (e.g.
bisexual erasure)

Build a supportive social
network

Ending Destructive Relationships
(IE)

• Finding and Getting People to
Like You (IE)

• Self-Validation (IE)
• Recovering from Invalidation (IE)

Experiencing intense
emotions (e.g. anger,
fear, shame) when an
enacted stigma occurs

Effectively manage emotions as
they occur in the moment

• TIP or other Crisis Survival Skills
(DT)

• Opposite Action (ER)
• Understanding what Emotions Do

for Us (ER)
•Mindfulness of Current Emotions

(ER)
• Non-judgmentally (CM)

Being told one’s gender
identity is a ‘phase’, is
not real, or is a method
for gaining attention

Decrease negative emotional
experiences due to enacted
stigma and increase
self-validation

• Check the Facts (ER)
• Self-Respect Effectiveness

(FAST) (IE)
• Self-Validation (IE)
• Recovering from Invalidation (IE)

CM, Core Mindfulness module; IE, Interpersonal Effectiveness module; ER, Emotion Regulation
module; DT, Distress Tolerance module; TIP, Temperature, Intense Exercise, Paced Breathing, and
Paired Muscle Relaxation.

Getting People to Like You, may be beneficial to help LGBTQ+ clients to build their support
and friend networks.

Third, examples of felt stigma (Table 3) include clients feeling ‘on guard’ for prejudice
in situations or being directly targeted by discrimination. At times, it may be beneficial for
therapists to help clients Check the Facts (ER) regarding felt stigma. This might involve
psychoeducation and research about the reality of felt stigma, the psychological impact
of prejudice and discrimination, and factors that motivate biases in others. Managing and
reducing negative impacts of felt stigma can be addressed by Coping Ahead (ER). For
example, therapists can help clients participate in valued activities (e.g. attending social
events that bring about fear related to anticipated discrimination) by planning skills to use
in the moment, should they encounter prejudice. Here, the therapist could coach the client in
actively visualizing and rehearsing effective coping before the event. Mindfulness (CM) of
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Table 3. Examples of DBT skills for intervention of felt stigma

Felt stigma
How to cope with the anticipation of discriminatory events

Example Treatment task Useful DBT skills
Fear of discrimination

when showing affection
to partner in public

Hold partner’s hand when
walking down the street
(assuming that the
environment is safe)

• Check the Facts (ER) (to ensure
that a real environmental threat
does not exist)

• Cope Ahead (ER)
• Opposite Action or Problem

Solving (ER)
•Mindfulness of Others (IE)

Having to be in situations
where the person has
experienced prejudice in
the past (e.g. bars,
classrooms)

Participate in events and
activities that bring value and
meaning to one’s life

• Opposite Action (ER)
• Participate (CM)
• Cope Ahead (ER)
• Accumulate Positives in the

Long-term (ER)

Fear related to disclosing
identity to others

Disclose to trusted others • Cope Ahead (ER)
• Check the Facts (ER)
• Opposite Action (ER) or Problem

Solving (ER)
•Wise Mind (CM)
• Relationship Effectiveness

(GIVE) (IE)

Not feeling accepted in
LGBTQ+ spaces or
heterosexual spaces

Create meaningful connections
and sense of being included

• Participate (CM)
• Finding and Getting People to

Like You (IE)
• Relationship Effectiveness

(GIVE) (IE)
• Self-Respect Effectiveness

(FAST) (IE)
• Radical Acceptance (DT)
• Problem Solving (ER)

CM, Core Mindfulness module; IE, Interpersonal Effectiveness module; ER, Emotion Regulation
module; DT, Distress Tolerance module.

current thoughts, emotions and action urges combined with Opposite Action (ER) to shame
and anxiety may also be useful in helping clients participate in valued activities if felt stigma
is getting in the way. Increasing the client’s awareness of thoughts, emotions and urges that
impact their willingness to engage in these valued activities and practising both ER and DT
skills can all potentially disrupt the impact of felt stigma.

Finally, therapists can help clients explore and understand the ways that internalized stigma
(Table 4) affect how they see themselves and how this impacts their lives. For example,
clients may experience shame, which can contribute to significant self-criticism and decreased
engagement in values-based activities. To reduce internalized stigma, therapists may suggest
skills to target shame and to increase positive feelings toward oneself. Some examples
are: Opposite Action to shame (ER), increasing Self-Respect Effectiveness (FAST) (IE) in
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Table 4. Examples of DBT skills for intervention of internalized stigma

Internalized stigma
How to cope with self-stigma

Example Treatment task Useful DBT skills
Shame related to identity as

transgender person
Increase self-acceptance and

engagement in values-based
behaviours; integrating
gender identity with others
(e.g. viewing oneself as an
engineer, parent, runner,
etc. who is transgender)

• Opposite Action (ER)
• Self-Respect Effectiveness

(FAST) (IE)
• Self-Validation (IE)
• Loving Kindness (CM)
• Encouragement (DT)
• Values and Priorities (ER)
• Recovering from Invalidation (IE)
• Non-judgementally (CM)
• Accumulating Positives (ER)
• Finding and Getting People to

Like You (IE)

Belief that same-sex
attractions are immoral

Reduce negative self-talk and
beliefs about self

•Mindfulness of Current Thoughts
(DT)

• Self-Validation (IE)
• Check the Facts (ER)

Reduced well-being
associated with
internalized stigma

Increase self-care and
resilience

• PLEASE (ER)
• Effectiveness (CM)
•Wise Mind (CM)
• Building Positives in the

Short-Term (ER)
• Building Mastery (ER)

Feelings of worthlessness,
guilt and alienation

Increase sense of
connectedness and
belonging; reduce
maladaptive self-judgement

• Self-Soothe (DT)
• Self-Validation (IE)
• Check the Facts (ER)
• Opposite Action (ER) to shame,

guilt, envy (as applicable)
• Values and Priorities (ER)
• Finding and Getting People to

Like You (IE)
• How to Think and Act

Dialectically (IE)

CM, Core Mindfulness module; IE, Interpersonal Effectiveness module; ER, Emotion Regulation
module; DT, Distress Tolerance module.

communication with others, Self-Validation (IE), Loving Kindness meditation (CM), and
Encouragement from IMPROVE the Moment (DT; a skill focused on relieving emotional
distress in the moment). Clients may benefit from exploring their Values and Priorities (ER)
and using Opposite Action (ER) to ‘avoid avoiding’ by engaging in behaviours that are
consistent with their values. Values-based behavioural activation can help clients increase
their sense of meaning and purpose in life. Supporting this, finding meaning from IMPROVE
the Moment (DT) has been shown to be an effective way of mitigating the negative impact
of internalized heterosexism (Szymanski and Mikorski, 2016). Furthermore, engaging in
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values-based activities as well as pleasant events (Accumulating Positives in the short-term;
ER) and self-care (PLEASE) skills (ER; skills used to balance biological vulnerabilities) may
help reduce shame by giving clients the message that they are ‘worth’ taking care of and
reinforcing it behaviourally.

Case conceptualization and intervention example

This case conceptualization is based on a combination of clients that we have worked with
over our years in practice. In creating this conceptualization example, we reflected on our
practice and chose demographic factors that are representative of many DBT clients we have
treated in our outpatient settings. In the conceptualization, we have included background
information, primary and secondary targets conceptualized from a DBT perspective, and
an example of a behavioural chain analysis and solution analysis as would be commonly
conducted in DBT.

Background information

Carla is a 42-year-old cisgender, Latina, lesbian-identified female who comes from
a lower middle class socioeconomic background. Her primary diagnosis is borderline
personality disorder, and she was referred to DBT for treatment following several inpatient
hospitalizations for suicide attempts. In the past year, she has made three suicide attempts
via overdose, and also engages in self-harm behaviour in the form of cutting on her upper
arms. At intake, she states that her main treatment goal is to stay out of the hospital, as she
acknowledges that her multiple hospitalizations are interfering with her ability to maintain
relationships and employment. Carla’s ‘life worth living’ goals are to achieve consistent long-
term employment and a stable romantic relationship. She describes herself as lonely and
isolated. Carla is ‘out’ to very few people, none of whom are family members.

Primary and secondary DBT targets

Through early work with Carla, the following primary treatment targets were collaboratively
identified:

• Life-threatening: suicide attempts and crisis behaviours (three overdose attempts in the
past year), self-harm behaviours (non-lethal cutting on upper arms approximately once
per week).

• Therapy-interfering: shutting down in session (becoming non-responsive, avoiding eye
contact, dissociating) secondary to shame, threatening to quit therapy/not come to session
due to severe hopelessness, multiple hospitalizations involving time away from outpatient
DBT.

• Quality-of-life-interfering: series of unstable romantic relationships, multiple job losses
due to hospitalizations.

Carla’s secondary treatment targets were as follows:

• Emotional vulnerability vs self-invalidation: Carla regularly experiences the emotion of
shame, which is apparent when she uses phrases to describe herself like ‘I’m completely
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useless’ and ‘I’m a defective person’ (internalized stigma). Her family and larger cultural
context value heterosexual relationships. She expresses embarrassment about her sexual
orientation, and works to hide it from others – particularly her immediate family (felt
stigma). While she considers her relationship with her mother to be close, Carla has never
disclosed her sexual orientation to her mother (felt stigma). When romantic relationships
end, Carla feels hopeless desperation that tends to lead to increased suicidal ideation, yet
she does not reach out for help. Instead, she tends to engage in negative judgemental
thinking about herself (internalized stigma) that leads to increased emotional vulnerability.
Shame often occurs on behavioural chains toward self-harm behaviour and suicidal
ideation. After engaging in self-harm, Carla feels more intense shame and negative self-
judgement, which ultimately increases her emotional vulnerability and heightens the
likelihood of future self-harm and suicidal ideation.

• Unrelenting crisis vs inhibited emotions: Carla feels hopelessness related to achieving
her ‘life worth living’ goals. She often expresses the belief that she is not capable of
maintaining a stable job and romantic relationship, and is convinced that if her employer
knew of her sexual orientation she would be fired (structural stigma). She has experienced
discrimination at work in the past (enacted stigma), which was a prompting event for
a suicide attempt. When Carla’s emotions such as sadness spike to intense levels (i.e.
hopelessness), emotional numbing tends to occur. Her self-harm behaviour of cutting
functions as a distraction mechanism from the intense hopelessness. She also uses
marijuana nearly every evening as a way of ‘shutting off her mind’ and numbing her
emotions. The consequences of Carla’s emotional numbing efforts have tended to be crisis-
generating. For instance, she has lost relationships in the past when friends and partners
have learned of her self-harm behaviour. Likewise, Carla has been ‘written up’ at her
current job due to smoking marijuana during her lunch break.

• Active passivity vs apparent competence: This dialectic is most easily seen in Carla’s
relationship patterns. In order to keep relationships, Carla tends to under-express her
desires and her emotions when things bother her, creating an incongruence between what
is demonstrated and what she experiences internally. For example, a casual friend who
did not know that Carla identified as lesbian told some ‘jokes’ that Carla found offensive
(enacted stigma). Rather than confronting it, Carla concealed her sexual orientation (felt
stigma) and chuckled. Afterward, Carla stopped responding to this person’s calls, which
prompted them to get worried about Carla’s well-being. This person eventually called to
express concern about whether Carla was safe. During the next session (which she arrived
late for), Carla asked the therapist to “tell her what to do” to solve her problem with the
person and became angry when solutions were not immediately offered, threatening to
drop out of therapy.

Behavioural chain analysis

Behavioural chain analysis and solution analysis are therapeutic tools that help clients
understand antecedents and consequences of specific behaviours, and identify DBT skills they
could use to change this process in the future. During a recent session, the therapist and Carla
conducted a behavioural chain analysis of an episode of self-harm behaviour (cutting on her
arm) that occurred a few days before. The key links and solution analysis are shown in Table 5.
The prompting event was that Carla saw a news story about a local gay man who experienced
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Table 5. Behavioral chain analysis of Carla’s self-harm behaviour

Key links Solution analysis/new skills

1. Reviewing images in her head of previous
experiences with discrimination,
particularly one where she lost her job
which prompted a suicide attempt
(behaviour)

• Recovering from Invalidation (IE)
•Mindfulness of the Current Moment (CM)

2. ‘This is another example of why my life
sucks. I’ll never get want I want in this
life’ (cognition)

•Wise Mind (CM)
• Self-Validation (IE)
• Check the Facts (ER)

3. Sadness (primary emotion; 60%) • Self-Soothe (DT)
• Radical Acceptance (DT)
• Turning the Mind (DT)
•Willingness (DT)
•Mindfulness of Current Emotions (ER)

4. Awareness of need for help, yet not
reaching out for skills coaching
(behaviour)

• Radical Acceptance (DT)
• Turning the Mind (DT)
•Willingness (DT)
• Effectiveness (CM)
• DEAR MAN + FAST (IE) by calling therapist

5. ‘I give up. It’s not worth trying any more.
This treatment doesn’t even help me feel
better. My therapist will just tell me to...’
(cognition)

• Check the Facts (ER) plus Problem Solving
(ER) or Opposite Action (ER)

6. Intense hopelessness with building urge for
relief (emotion; 90%)

• TIP (DT)
• Crisis Survival Skills (DT)

7. Problem behaviour occurs: cutting on her
arm (behaviour)

• TIP (DT)
• Distract (DT)

8. Immediate consequence: emotional
numbing and relief (emotion; 10%)

• Pros and Cons (All)
•Mindfulness of Current Emotions (ER)

9. Shame and increased emotional
vulnerability (emotion; 75%)

• Non-judgementally (CM)
• Self-Validation (IE)

10. Long-term consequence:
reinforced belief that her life is hopeless
and nothing will help

• Effectiveness (CM)
• Coping Ahead (ER)
• Accumulating Positives in the Long-Term (ER)

TIP, Temperature, Intense Exercise, Paced Breathing, and Paired Muscle Relaxation.

housing discrimination (structural and enacted stigma). This resonated with Carla’s own past
experiences with discrimination at work (felt and internalized stigma), one of which led to a
suicide attempt at the time.

Skills plan based on behavioural chain analysis data

As an example, we will focus on link #3 (sadness at 60), as this is a controlling variable
that often shows up in various forms (e.g. loneliness, hopelessness) on behavioural chains of
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self-harm and suicidal ideation for Carla. Additionally, building skills around the emotion of
sadness can potentially treat multiple secondary targets described above. The skills identified
in the solution analysis were: Self-Soothe (DT), Radical Acceptance (DT), Turning the Mind
(DT), Willingness (DT), and Mindfulness of Current Emotions (ER).

In session, the need for Radical Acceptance of the emotion of sadness was identified. Carla
observed that she was beginning to experience the emotion of sadness in that moment and
she reported strong urges to leave the session. This was seen as an opportunity to practise
emotional experiencing skills (Mindfulness of Current Emotions) right in session. Carla was
actively coached to use her mindfulness skills to attend to the physical sensations of the
emotion, which takes the form of an informal emotional exposure. Carla was encouraged
to be aware of when she was internally inhibiting or pushing the sadness away, and when this
occurred she was coached in Turning the Mind. All of this was in service of increasing Carla’s
willingness to experience the emotion without inhibiting it.

Working through this process, Carla was asked to report the intensity level of the sadness.
When the intensity level approached her skills breakdown point, Carla was coached on using
self-soothing. To do this, she was oriented to a colourful painting in the office and the therapist
narrated a process of being mindful of it – coaching Carla on self-soothing through vision. As
the intensity level dropped, the positive consequences of her willingness to engage with the
emotion (e.g. she is building mastery in the area of emotional experiencing), and the skills
she used in session to manage it effectively without inhibiting, were highlighted. It was also
highlighted that because she used skills to experience the emotion, she was not stuck with
negative consequences like shame and increased vulnerability (link 9) that would typically
happen after she used self-harm as a way to deal with the emotion. It was discussed with
Carla how she should practise this mini treatment plan between sessions, and use commitment
strategies to build the likelihood that she would call for skills coaching if she needs it.
Contingency clarification was used here – pointing out that her use of skills coaching to avoid
inhibiting would help her achieve her ‘life worth living’ goals much more effectively than
emotional numbing. Carla left the session with a notecard outlining the mini treatment plan
that she would practise for homework, which would be followed up on at the next session.

Conclusions and future directions

Until recently, there was no evidence for LGBTQ+ affirmative interventions reducing
the negative impacts of structural and individual stigma. We now have evidence that
using empirically supported strategies has been effective at reducing anxiety, depression,
problematic drinking and risky sexual behaviour in sexually diverse men (e.g. Pachankis
et al., 2015; Millar et al., 2016). Interventions for treating problems that stem from the unique
experiences of LGBTQ+ individuals are incredibly important for growing the availability of
treatments that meet the needs of clients with diverse gender identities and sexual orientations.
At the same time, it may also be beneficial to make use of existing treatments with solid
empirical support by carefully shaping and calibrating them to provide effective mental health
care to LGBTQ+ individuals. This approach would enable providers to build on skill sets that
they already have, and thus require less training and dissemination efforts than learning or
promoting a novel treatment intervention.

We believe that for LGBTQ+ clients in DBT, the model proposed by Herek et al. (2009)
may be integrated to produce a synergistic treatment that helps clients manage the effects
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of stigma. The analogous foundations of Linehan’s (1993) biosocial theory of emotion
dysregulation and the experience of environmental invalidation through stigmatizing events
in LGBTQ+ individuals’ lives is distinctive, and suggests that DBT skills could be used by
such clients who struggle to cope with the effects of stigma. Using clinical examples, we have
outlined specific ways that DBT skills can be useful in accomplishing a variety of therapeutic
tasks specific to clients with diverse gender identities and sexual orientations. We hope that
these contributions will be helpful for clinicians who wish to guide their work with LGBTQ+
clients using existing skills and strategies that are well supported by research.

Although these skills have already shown themselves to be useful in our own clinical
experiences, an important future direction of this work is to conduct empirical research to
affirm the effectiveness of using DBT skills with LGBTQ+ individuals to reduce the impact of
internalized and structural stigma. We also recommend investigating whether there are unique
experiences of LGBTQ+ individuals that might require special application of DBT skills in
order to be maximally effective (e.g. using LGBTQ+-specific examples when teaching skills).
Conversely, identifying treatments outside of DBT and demonstrating their effectiveness for
clients with diverse sexual orientations and gender identities is a critical future direction,
which we expect to grow within the current context of evidence-based practice. Finally, we
hope to explore further how clinicians may more effectively serve as allies for their LGBTQ+
clients as a means of providing validation and engaging in community advocacy.

Main points

(1) When working with LGBTQ+ clients who are in DBT (Linehan, 1993), it may be
beneficial to help them use DBT skills to effectively manage stigma. The sexual stigma
model of Herek et al. (2009) provides a framework for therapists to understand the types
of stigma experienced by LGBTQ+ clients.

(2) This paper provides examples of how DBT skills may apply to managing stigma at four
levels: structural, enacted, felt and internalized.

(3) A case study including conceptualization is used to illustrate these points.
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Learning objectives

(1) Readers will learn the levels of sexual stigma and how they relate to self-
invalidation.

(2) Readers will learn how LGBTQ+ clients in DBT can apply DBT skills to target the
effects of sexual stigma.

(3) Readers will learn how to incorporate LGBTQ+ clients’ experiences of sexual
stigma into DBT case formulation.
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