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Abstract

The time has arrived for psychological science to translate the accumulating empirical research 

regarding sexual and gender minority (SGM) mental health into evidence-based affirmative 

treatments for this population. Far from the unscientific, homophobic theories of the early 20th 

century, several recent efforts in psychological science are starting to pave the way for evidence-

based SGM-affirmative mental health treatments. These efforts include: 1) identifying clear 

treatment targets for SGM, 2) conducting treatment studies that test the efficacy of therapy for 

SGM populations, 3) increased reporting of sexual orientation and gender diversity in existing 

randomized controlled trials conducted with the general population, and 4) reducing stigma itself, 

which has heretofore impeded the resources necessary to produce scientific evidence about SGM-

affirmative treatments. This article reviews this progress and outlines future research directions 

needed to advance evidence-based practice for SGM, including determining whether and how 

existing evidence-based treatments need to be adapted to address SGM-specific concerns, why 

SGM-affirmative treatments work, and for whom and under what conditions SGM-affirmative 

treatments work best. A program of research is described that attempts to address these questions 

through randomized controlled trials with strong comparison conditions, psychotherapy process 

research of current SGM-affirmative practice, and tests of treatment moderators. To the extent that 

the mental health profession continues to pursue these solutions, it can ensure the continued 

flourishing of this population, whose visibility and vibrancy likely represent the surest route 

toward improving public acceptance and therefore its future mental health.
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Science, ideally agnostic to political forces, has in fact been used to both empower and 

imprison populations over time (Foucault, 1977). The existential validity of sexual and 

gender minorities (SGM) has long been contested, in democracies and autocracies alike, 

given the threat that diverse sexual and gender identities have posed to conservative values. 

Using scientific authority as its tool, the mental health profession (e.g., psychiatry, 

psychology, social work, mental health counseling), in particular, has historically played a 
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key role in both supporting and challenging the social and moral validity of this population 

across the past century. In this article, I review the history of scientific evidence regarding 

SGM mental health, from the unscientific, homophobic theories of the early 20th century to 

the pioneering research that now paves the way for evidence-based SGM-affirmative 

practice. I highlight how recent scientific and professional efforts are removing historic 

barriers to building the necessary evidence base for SGM-affirmative treatments. Finally, the 

article suggests a program of future research to advance evidence-based practice for SGM, 

spanning psychiatric epidemiology to psychotherapy process research.

Deriving scientific evidence amidst political terrain

During the first half of the 20th century, most early psychoanalytic theorists in the US 

promoted the view that homosexuality was pathological and in need of eradication (e.g., 

Bieber, 1962; Socarides, 1968). Although this stance directly contradicted Freud’s (1935) 

belief that homosexuality was not an illness, vice, or degradation, the American 

psychoanalytic community hewed closely to the anti-homosexuality zeitgeist of the time. 

Indeed, the mental health profession’s explicit homophobia, operating under the guise of 

scientific authority, was used to promote emotionally, and sometimes physically, abusive 

treatments, such as aversive conditioning and other forms of conversion therapies (Drescher, 

Shidlo, & Schroeder, 2002). These theories and treatments were not scientific by any 

standard definition, as they relied on extravagant, unfalsifiable claims (e.g., of 

homosexuality as an intrapsychic compromise). But without access to the social, legal, or 

academic power to collect empirical data, SGM were without a necessary voice to refute the 

profession’s widespread, unchecked homophobia.

In the middle of the 20th century, however, psychologists first used empirical approaches to 

help shift the field toward more affirmative practices. For instance, in the 1950s and 1960s, 

when the official psychiatric nosology classified homosexuality as a mental illness, visionary 

researchers (Hooker, 1957, 1958; Siegelman, 1972) gathered scientific evidence to 

substantiate observations that the psychological profiles of gay men and lesbian women 

were similar in important respects to those of heterosexuals. Similarly, during later decades, 

when same-sex relationships were criminalized in many jurisdictions and not treated as 

equal to heterosexual relationships, psychological researchers again established that same-

sex relationships were highly similar to heterosexual relationships in terms of relational 

goals and quality (Bell & Weinberg, 1978; Peplau & Cochran, 1981). Then, as now, these 

findings have been used to advance the equitable treatment of SGM, not only within the 

mental health profession, but in society at large. Here, the goal of equality is not just to 

remove symptoms of mental health disorders disproportionately experienced by SGM, but to 

promote the social, emotional, and physical wellbeing, life satisfaction, and open self-

expression that follows.

The AIDS epidemic during the 1980s and 1990s in the US brought even more significant 

empirical attention to the health of sexual minorities, specifically gay, bisexual, and other 

sexual minority men, who were and remain at greater risk of HIV infection than 

heterosexuals in much of the world (Centers for Disease Control and Prevention, 2010). 

During this time, an increasingly robust body of research suggested that the stressful effects 
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of stigma and discrimination toward this population manifested in greater psychiatric 

morbidity. Thus, one paradoxical benefit of the AIDS crisis was a body of evidence 

highlighting the co-occurring epidemic of mental health problems in this population, which 

in fact had existed long before the AIDS epidemic. Specifically, this research showed that 

sexual minority men experienced elevations in stress-sensitive mental health disorders such 

as depression, anxiety disorders, and substance use disorders, that not only co-occurred with 

HIV-related morbidity and risk but also stood on their own to disproportionately burden this 

population compared to heterosexuals (D’Augelli, 1989; Garnets et al., 1990; McKirnan & 

Peterson, 1988; Meyer, 1995). The AIDS era in the US also launched the first psychosocial 

interventions for sexual minorities tested in randomized controlled trials, with these studies 

focusing on HIV-related risk reduction and stress management among gay and bisexual men 

(e.g., Antoni et al., 2000; Lutgendorf et al., 1998).

While this research demonstrated that sexual minorities were disproportionately affected by 

stress-related mental health conditions, it was often hampered by methodological 

shortcomings that limited its persuasiveness. Specifically, most early studies on sexual 

minority mental health relied on non-representative samples of sexual minorities who were 

disproportionately open about their sexual orientation, educated, white, and recruited from 

LGBT-focused venues. It was not until the late 1990s and early 2000s that population-based 

samples of sexual minority men and women overcame this limitation (Cochran & Mays, 

2000a; Gilman et al., 2001; Stall et al., 2003). Population-based sampling, which represent 

all SGM in a population regardless of demographic factors, has repeatedly shown that sexual 

minorities experience at least a twice greater likelihood of major depressive disorder, anxiety 

disorders, and substance use disorders compared to heterosexuals (e.g., King et al., 2008). 

The greater comorbidity in mental health conditions among sexual minorities compared to 

heterosexuals also potentially indicates that such mental health problems manifest with more 

severe impairment, treatment resistance, and course (e.g., Cochran, Sullivan, & Mays, 2003). 

Notably, even to the present day, very few population-based studies have permitted 

examining mental health disparities and determinants by gender identity (White Hughto, 

Reisner, & Pachankis, 2015).

In addition to establishing the significant mental health disparities affecting sexual 

minorities, this latest generation of research has rigorously demonstrated that these mental 

health disparities are largely accounted for by sexual minorities’ disproportionate exposure 

to stigma-related stress compared to heterosexuals. For instance, this finding has been 

confirmed using population-based sampling (e.g., Mays & Cochran, 2001), interviewer-

based assessments of minority stress experiences (e.g., Meyer, Schwartz, & Frost, 2008), 

and measures of exposure to structural stigma (e.g., social policies that deny protections 

based on sexual orientation status; Hatzenbuehler, Keyes, & Hasin, 2009a). This most recent 

stage of research has found that stigma operates through diverse processes, such as the stress 

of victimization, identity concealment, and anxious expectations of rejection, to compromise 

mental health (Meyer, 2003). These mechanisms often emerge in adolescence (D’Augelli, 

Hershberger, & Pilkington, 1998; Russell, Everett, Rosario, & Birkett, 2014) and can 

compound general life stress to exert deep psychological effects across the life course (e.g., 

Fredriksen-Goldsen, Kim, Barkan, Muraco, & Hoy-Ellis, 2013; Pachankis, 2007; Pachankis 

& Hatzenbuehler, 2013; Pachankis, Sullivan, Feinstein, & Newcomb, 2018). While research 
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on the mental health of people with diverse gender identities and transgender experience has 

accumulated more slowly, existing research suggests that this population is at least equally 

burdened with poor mental health for many of the same stigma-related reasons affecting 

sexual minorities (White Hughto et al., 2015).

As this brief historical review shows, the mental health profession has shifted from 

unscientific theories influenced by social mores to more empirically sound observations 

about the distribution and determinants of SGM mental health. This research has laid the 

empirical foundation for the recent progress in evidence-based SGM-affirmative practice 

described below.

Progress toward evidence-based SGM-affirmative practice

SGM-affirmative mental health practice recognizes that SGM possess distinct, and diverse, 

life experiences not experienced by heterosexual or cisgender individuals that can influence 

mental health. Across numerous clinical accounts, case studies, and clinician surveys (e.g., 

Fassinger, 2000; Garnets, Hancock, Cochran, Goodchild, & Peplau, 1991; Pachankis & 

Goldfried, 2004; Ritter & Terndrup, 2002), SGM-affirmative practice is typically 

characterized by several principles, including helping SGM develop insight into the ways in 

which stigma generates excess stress to compromise mental health; desensitizing SGM to 

negative feelings, such as shame and guilt, and countering negative cognitive styles, such as 

hopeless and low self-worth, that can emerge from stigma-related stress; promoting 

resilience, pride, and community building as an antidote to stigma-related stress; and 

therapists providing SGM-specific resources and acting as informed advocates against 

societal injustice. These SGM-affirmative principles can characterize therapy of any 

theoretical orientation free of heterocentrism and homophobia.

Currently, professional guidelines for SGM-affirmative practice derive from clinical 

experience and the application of theory and research regarding SGM mental health to 

clinical practice, but not from direct tests of the efficacy or implementation of SGM-

affirmative practice. Several international professional organizations, such as the American 

Psychological Association (APA) and the psychological societies of Australia, the UK, and 

South Africa, among others, have adopted guidelines for SGM-affirmative practice 

(American Psychological Association, 2017). The APA has also published guidelines for 

affirmative practice with transgender and gender nonconforming individuals to address the 

mental health consequences of stigma-related stressors specific to this population given 

mental health professionals’ general lack of familiarity with transgender-affirmative care 

(APA, 2015). Yet, without direct empirical examinations of the efficacy and implementation 

of SGM-affirmative practice, the field has lacked concrete guidance for translating SGM-

affirmative professional guidelines into practice.

Despite historical barriers, several recent developments suggest that the field is now well-

positioned to move forward with evidence-based SGM-affirmative practice. As reviewed in 

detail below, this progress includes: 1) identifying clear SGM-affirmative treatment targets, 

2) conducting treatment studies of the efficacy of SGM-affirmative practice, 3) reporting 

SGM status in randomized controlled trials conducted with the general population, and 4) 
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reducing stigma itself, which has impeded the necessary resources required to produce 

treatment-related evidence. I discuss this recent progress below.

Identifying clear SGM-affirmative treatment targets

Despite clear and consistent evidence that SGM represent one of the highest-risk groups for 

mental health problems, and that stigma-related stressors contribute to psychopathology 

among SGM, the mechanisms through which stigma-related stress compromises the mental 

health of this population have remained unclear until recently. Without knowing these 

mechanisms, the field lacked clear treatment targets. Recent methodologically diverse 

studies, however, have identified probable mechanisms shown to underlie the association 

between stigma-related stress exposure and stress-sensitive mental health outcomes, 

mechanisms that can be addressed by evidence-based treatments.

Some of these processes, like emotion regulation deficits, rumination, social isolation, and 

depressogenic cognitive biases, are universal risk factors for internalizing psychopathology 

but are elevated among SGM compared to heterosexuals (Hatzenbuehler, 2009). Elevations 

in these universal mechanisms among SGM have been found to emerge early in 

development (Hatzenbuehler, McLaughlin, & Nolen-Hoeksema, 2008) and to explain sexual 

orientation disparities in mental health problems across the lifespan (Hatzenbuehler, 2009). 

Processes like rumination and social isolation are known precursors of internalizing 

psychopathology in the general population (Kawachi & Berkman, 2001; Nolen-Hoeksema, 

2000), have been shown to causally mediate the association between stigma experiences and 

psychological distress among sexual minorities (Hatzenbuehler, Nolen-Hoeksema, & 

Dovidio, 2009b), and represent modifiable targets of existing evidence-based treatments, 

such as emotion-focused and cognitive-behavioral therapies (Elliott, Watson, Goldman, & 

Greenberg, 2004; Farchione et al., 2012).

At the same time that these universal processes have been found to be elevated among sexual 

minorities, recent research has identified processes specific to sexual minorities that are 

strongly associated with stigma exposure and internalizing mental health problems, and that 

statistically mediate the association between stigma exposure and mental health (e.g., 

Pachankis, 2015). Given that they serve as mediators of the association between stigma and 

poor mental health, they are also candidate treatment targets. For instance, one of the largest 

samples of sexual minority men and women, collected across 28 countries, found that sexual 

minorities were significantly more likely to conceal their sexual orientation in highly 

homophobic countries, which in turn predicted their lower life satisfaction in those countries 

(Pachankis & Bränström, 2018). Other studies have similarly identified processes like 

anxious expectations of rejection and internalized stigma as mediators of the association 

between stigma exposure and mental health problems (e.g., Pachankis et al., 2015c). 

Research has extended these findings to outcomes such as body image disturbance 

(Hamilton & Mahalik, 2009), relationship satisfaction (Newcomb et al., 2017), and HIV risk 

behavior (Pachankis et al., 2015a). Given that they are distinct to sexual, and potentially 

gender, minority populations, processes like concealment, rejection hyper-vigilance, and 

internalized stigma likely demand distinct adaptations to standard evidence-based practice in 

order to be effectively and sensitively addressed.
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Conducting studies on SGM-affirmative treatments

The lack of empirical evidence of distinct, treatment-amendable mechanisms affecting SGM 

has impeded the case for developing and testing SGM-specific treatments (National Institute 

of Mental Health, 2010). In fact, a recent systematic review of SGM mental health 

interventions (Chaudoir, Wang, & Pachankis, 2017) revealed only one such treatment to 

have been tested for efficacy in a randomized controlled trial. This particular study, of a 

stigma-related stress coping intervention for young gay and bisexual men (Pachankis et al, 

2015b), utilized a waitlist design, not a particularly strong test of efficacy. Several other 

studies have utilized within-subject designs to examine whether SGM-specific treatments 

(i.e., those that address the SGM-treatment targets reviewed above) successfully reduce 

stress-related outcomes, such as depression and suicidal ideation, before and after treatment 

(e.g., Craig, Austin, & McInroy, 2014; Diamond et al., 2012; Lucassen, Merry, Hatcher, & 

Frampton, 2014; Ross, Doctor, Dimito, Kuehl, & Armstrong, 2007). Without a control 

group, though, such studies cannot establish the causal impact of the examined intervention. 

Nonetheless, they offer a platform for stronger future tests, including randomized controlled 

trials with strong comparison groups.

In the relative absence of treatment studies, several clinical scholars have reported the results 

of case studies demonstrating the successful application of empirically-supported treatments 

to SGM clients (Glassgold, 2009; Kaysen, Lostutter, & Goines, 2005; Safren & Rogers, 

2001; Walsh & Hope, 2010). Notably, these studies all described SGM-specific adaptations 

to cognitive-behavioral therapies (CBT). Such applications are logical given that CBT: 1) 

locates present maladaptive behaviors in the context of their developmental function and 

current environmental contingencies, such as seeing stress-sensitive mental health problems 

as learned responses for coping with stigma, 2) empowers clients to cope with adverse 

environmental circumstances, such as stigma-related stress, by promoting coping self-

efficacy, and 3) encourages the replacement of maladaptive cognitive, affective, and 

behavioral stress responses, such as those emerging from stigma exposure (Balsam, Martell, 

& Safren, 2006). These case studies report helping sexual minority clients in the following 

ways: reworking negative attitudes about themselves and SGM peers that had been 

internalized across early development; facing fears related to sexual orientation disclosure; 

reframing self-as-victim narratives into empowered coping narratives; forming relationships 

with SGM community members as a form of behavioral activation to build resilience and 

pride; and understanding current symptomatology in the context of societal homophobia 

while simultaneously promoting an active stance against homophobia.

Despite the current lack of strong efficacy studies, a robust scientific basis now exists from 

which to further develop and test the efficacy of treatments for SGM populations. Indeed, 

recent suggestions have been put forth not only for adapting cognitive-behavioral treatments 

for SGM clients (Pachankis & Safren, in press) but also for adapting several additional 

forms of existing evidence-based practice for SGM, including dialectical behavior therapy 

(Pantalone, Sloan, & Carmel, in press), relationship education (Pepping, Lyons, Halford, 

Cronin, & Pachankis, 2017), parent trainings (Goldberg, Frost, & Noyola, in press), 

mindfulness- and acceptance-based approaches (Skinta & Curtin, 2016), and attachment-

based family therapy (Diamond, Diamond, Levy, Closs, & Siqueland, 2012). Recent 
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endeavors also illustrate how the growing scientific evidence of stigma-related stressors 

affecting transgender populations can be addressed through evidence-based practice (Austin 

& Craig, 2015). Emerging evidence-based suggestions for treating transgender clients are 

particularly noteworthy given the considerable lack of empirical attention paid to 

transgender individuals to date, compared to sexual minorities.

Documenting SGM status in existing treatment research

In addition to the historic lack of both clear treatment targets and treatment studies for SGM 

individuals, another barrier to creating evidence-based practice for SGM has been the lack of 

collecting and reporting sexual orientation and gender diversity in empirical tests of 

evidence-based practice in the general population. Without knowing whether general 

treatments are differentially efficacious across diverse sexual orientations and gender 

identities, it has been impossible to know whether such treatments required adaptations for 

these diverse populations (National Institute of Mental Health, 2010). In a recent systematic 

review, less than one percent of published randomized controlled trials reported sexual 

orientation as a demographic factor, none reported the presence of non-binary gender 

identities, and none examined treatment efficacy by sexual orientation or gender identity 

(Heck, Mirabito, LeMaire, Livingston, & Flentje, 2017).

A few notable recent attempts have been made to examine whether treatment outcomes 

differ by sexual orientation in naturalistic treatment settings. For instance, in a sample of 

patients who had received cognitive-behavioral or dialectical behavior therapy in a clinic, 

SGM patients reported equal treatment outcomes compared to other patients, although 

bisexual individuals reported more self-injurious and suicidal thoughts and worse 

perceptions of care after treatment compared to other patients (Beard et al., 2018). In a large 

national convenience sample of students who had received psychotherapy at a college 

counseling center, sexual minorities presented with greater symptoms of depression and 

anxiety, but they did not exhibit differential rates of change compared to heterosexual 

students (Lefevor, Janis, & Park, 2017). In a secondary analysis of a randomized controlled 

trial comparing cognitive-behavioral substance use treatment to treatment as usual, sexual 

orientation moderated treatment efficacy such that sexual minority adolescents experienced 

greater reductions in internalizing symptoms and drug use than heterosexual adolescents 

(Grafsky, Letcher, Slesnick, & Serovich, 2011). Taken together, although these studies have 

begun to examine whether SGM clients fare similarly in treatment as heterosexuals, they are 

not definitive in painting an overall picture regarding whether sexual minorities might 

experience differential benefit from existing evidence-based treatments. No studies have 

examined diverse gender identities as treatment effect modifiers.

Reducing stigma as a barrier to SGM-affirmative treatment research

Stigma itself perhaps represents the ultimate barrier to progress toward effective treatments 

for SGM individuals. As illustrated below, an essential feature of stigma is its ability to rob 

the stigmatized of the very knowledge, power, and resources needed to shift the inequities 

that keep them stigmatized (Bränström, Pachankis, Hatzenbuehler, & Link, 2016; Link & 

Phelan, 2001).
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Accurate data regarding SGM mental health have been slow to accumulate owing to the 

complications of assessing a relatively hidden population whose members disclose at their 

own risk. Unlike many other minority populations, SGM individuals are not a readily 

identifiable population. This fact requires researchers to explicitly ask SGM about their 

sexual and gender identities at the same time that it requires SGM individuals to trust 

researchers to adequately protect this sensitive information (Hooker, 1993; Pachankis, 

Cochran, & Mays, 2015). Arguably for most SGM in the world today, disclosure to strangers 

is an unwise prospect; in fact, a recent analysis estimates that most SGM individuals in the 

world are closeted, potentially to avoid harm (Pachankis & Bränström, 2018). Consequently, 

concealment, driven by stigma, represents a formidable barrier to knowledge regarding SGM 

mental health and effective treatments.

Historically, stigma has imposed barriers to SGM people attaining prominent positions from 

which to rectify inequities. For instance, in the latter part of the 20th century, with a few 

courageous exceptions, very few academic researchers could devote their careers to studying 

SGM mental health given the career jeopardy that faced those who pursued such research. 

While today represents the first time in history that a critical mass of mental health 

researchers has received graduate training in SGM mental health and is largely capable of 

staking their careers in pursuit of this topic without risk, this progress is mostly limited to 

the US and a handful of other Western countries. While greater prominence of SGM 

researchers within academia will at least partially rectify the historic lack of power available 

to address SGM mental health, the amount of work to be done to address these substantial 

mental health disparities is formidable.

Stigma has also driven a historic lack of funding devoted to SGM health. Even HIV/AIDS, 

the most acute public health threat to affect SGM, was itself slow to garner adequate funding 

and ultimately required the now-famous dramatic acts of protest to bring necessary attention 

to the dire crisis that struck this population (Epstein, 1996). And now, despite the fact that 

mental health conditions very well might represent a greater overall health burden to SGM 

than HIV/AIDS (Hottes, Ferlatte, & Gesink, 2015), nearly three-quarters of the National 

Institutes of Health funding (NIH) portfolio for SGM health has been restricted to 

understanding and preventing HIV/AIDS among sexual minorities (NIH, 2015). Funding 

devoted to understanding and treating SGM mental health remains inadequate. Propagating 

these structural barriers to acquiring adequate funding resources is inconsistent recognition 

of SGM as a disparity population in federal agencies (Mustanski, 2015). For example, the 

National Institute on Minority Health and Health Disparities (NIMHD) only recently 

recognized SGM as a disparity group, which is required to provide research funding targeted 

at reducing the population health inequities that exist by SGM status (NIMHD, 2016). To 

date, therefore, most of the highest-quality mental health treatment data for SGM derive 

from studies explicitly focused on reducing HIV transmission among sexual minority men. 

In addition to underrepresenting women and gender diverse populations, this focus on HIV 

transmission potentially overestimates risk. Hopefully, progress toward more equitable 

recognition and funding will yield the necessary power to continue improving the mental 

health of SGM, including sexual minority women and transgender individuals.
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Future scientific directions in evidence-based SGM-affirmative practice

While the field has started laying a foundation for evidence-based practice for SGM clients, 

several existing knowledge gaps suggest exciting avenues for future study. A primary future 

question involves determining whether and how existing evidence-based treatments need to 

be adapted to address SGM-specific concerns. Other important future directions for bringing 

a greater evidence base to SGM-affirmative practice include determining why SGM-

affirmative treatments work and for whom and in what contexts they work best. These future 

directions span epidemiological surveys to fine-grained examinations of in-session processes 

(see Table 1).

Do existing evidence-based treatments need to be adapted to address SGM-specific 
concerns?

Given limited resources available to develop and test distinct evidence-based 

psychotherapies and the fact that universal psychosocial risks at least partially underlie the 

mental health of all populations, one might reasonably ask, “Why do SGM need their own 

evidence-based treatments?” Indeed, if every distinct population required its own evidence-

based treatment, the field would be required to support, and providers would be required to 

learn to deliver, thousands of treatments, an untenable situation (Kazdin, 2000). Further, as 

growing awareness of intersectional realities highlights the unique experience of finer 

population subgroups (Pachankis et al., 2017), this challenge multiplies. Therefore, a high 

threshold is needed to justify the resource outlay required to support the development of 

distinct evidence-based psychotherapies for any population subgroup. Whether or not SGM 

treatment needs surpass that threshold remains to be determined.

On the one hand, substantial evidence from the cultural adaptation literature suggests that 

evidence-based treatments for distinct cultural groups (e.g., racial/ethnic minorities) yield 

better outcomes, including engagement, retention, and satisfaction in therapy, when they are 

adapted to address the distinct social ecological contexts, presenting concerns, and symptom 

manifestations of those cultures than non-adapted versions of those treatments (e.g., Smith, 

Domenech Rodríguez, & Bernal, 2011). On the other hand, as reviewed above, a small body 

of emerging research suggests that SGM individuals might derive comparable benefit as 

heterosexuals from standard, non-adapted evidence-based treatments (e.g., Beard et al., 

2017; Grafsky et al., 2011; Lefevor et al., 2017). Also, unlike racial/ethnic minority groups 

in the US who underutilize mental healthcare services, discontinue prematurely, and receive 

poorer care compared to non-Hispanic Whites (Institute of Medicine, 2003), recent evidence 

suggests that SGM populations do not underutilize mental healthcare, even after taking into 

account SGM mental health disparities (Cochran, Björkenstam, & Mays, 2017), and that 

they do not perceive worse quality of care (Beard et al., 2017), as compared to 

heterosexuals.

While these emerging findings do not conclusively answer the question of whether distinct 

evidence-based treatments are needed for SGM populations, they suggest the need to 

critically examine this question going forward. At the very least, future studies need to 

assess SGM status in both randomized controlled trials as well as naturalistic treatment 

settings to determine if current treatments work comparably across populations or whether 

Pachankis Page 9

Am Psychol. Author manuscript; available in PMC 2019 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



SGM people might experience disparities in treatment benefit, thereby necessitating 

treatment modifications to enhance efficacy. Further research is also needed to clarify 

whether SGM experience barriers to treatment access or retention in care, which might 

necessitate SGM-affirmative adaptations to existing evidence-based treatments even if such 

treatments show comparable efficacy across sexual orientations and gender identities. Future 

epidemiologic research is also needed to assess SGM mental health consumers’ satisfaction 

with existing treatments and potential preference for SGM-adapted treatments, which might 

further justify the need for developing distinct treatments. In fact, for some other minority 

populations, distinct cultural expectations, experiences, or needs of members of those 

populations have been shown to interfere with their engagement in those interventions, if not 

the efficacy of the intervention per se (e.g., Lau, 2006; Miranda et al., 2006; Sue, Fujino, Hu, 

Takeuchi, & Zane, 1991). Knowing whether and which features of existing treatments might 

interfere with treatment access, retention, and acceptability among SGM can suggest 

whether and how those treatments might be adapted to best meet the needs of SGM. 

Importantly, this research ought to consider the possibility that many important ingredients 

of existing evidence-based practice can be effectively retained in treatment with SGM 

individuals and that even relatively modest or limited to changes to existing evidence-based 

practice might be able to better attract and retain SGM in treatment.

How should existing evidence-based interventions be adapted to address SGM-specific 
concerns?

The question of whether existing evidence-based interventions need to be adapted to address 

SGM-specific concerns begs the additional question of how existing treatments should be 

adapted if research suggests incomparable benefit from existing treatments. Options include 

creating brand new treatments for SGM populations or infusing existing treatments with 

SGM-affirmative adaptations derived from empirical evidence. It is unlikely that SGM-

specific treatments need to be created anew given the robust efficacy of existing evidence-

based treatments, efficacious adaptations to those treatments for other distinct populations, 

and the high compatibility between empirically supported theories of SGM mental health 

and existing evidence-based practice (e.g., Hatzenbuehler, 2009; Meyer, 2003; Pachankis, 

2007). Therefore, the most promising option, if distinct treatments are found to be justified, 

would be to adapt existing evidence-based treatments to meet the distinct needs of SGM 

individuals.

When considering how existing treatments ought to be adapted, one obvious and promising 

solution would be to draw on the effective strategies currently being implemented in 

treatment settings. Practicing clinicians are already addressing their SGM clients’ distinct 

concerns in their day-to-day practice; in fact, doing so is a professional mandate (American 

Psychological Association, 2012). This situation sets the stage for clinical researchers to 

employ psychotherapy process research methods to identify expert community clinicians, 

qualitatively code their treatment strategies, and then quantitatively determine which of their 

approaches facilitate positive treatment outcomes (Pachankis & Goldfried, 2007). This 

endeavor would not only yield adaptations for existing evidence-based treatments that could 

be compared in randomized controlled trials to non-adapted treatments, but also clinically 

useful principles that can be implemented immediately in the community. In fact, clinicians 
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might find SGM-affirmative principles more useful than treatment manuals (Westen, 

Novotny, & Thompson-Brenner, 2004). Such principles have the added benefit of preventing 

a situation in which dozens of, if not more, distinct treatments are developed and tested for 

numerous distinct presenting concerns among distinct subpopulations of SGM, placing an 

undue demand on already constrained treatment resources without appreciably advancing 

clinical knowledge or science.

Why do SGM-affirmative treatments work?

Another pressing empirical question for improving the evidence base of SGM-affirmative 

practice asks why SGM-affirmative treatments work. Randomized controlled trials again 

provide one needed solution for answering this question, for instance by examining whether 

theoretically-informed treatment mediators (e.g., minority stress processes, universal 

psychological processes) temporally precede and statistically mediate clinical improvement 

from an SGM-affirmative treatment. Yet, perhaps an equally promising direction for 

determining why SGM-affirmative treatments work is, again, to take advantage of the expert 

SGM-affirmative treatment currently being delivered in the community.

Process research conducted with practicing clinicians might explore, for instance, how 

minority stress narratives unfold over the course of treatment and which therapist responses 

are most conducive for promoting healthy, resilient narratives. Another process question is 

whether therapists who focus on stigma-related stress despite an SGM client’s beliefs that 

stigma is irrelevant to their presenting concerns effect poorer outcomes. Whether, how, and 

when therapists disclose their own SGM status, and react to their SGM clients’ disclosures, 

can also be linked to treatment outcomes, thereby providing clinicians with concrete 

guidance for how to handle this particular situation especially relevant to working with SGM 

clients. These process findings can inform potential SGM-specific adaptations for future 

randomized controlled trials.

For whom and under what conditions do SGM-affirmative treatments work best?

As important as knowing whether and why various treatments are efficacious for SGM 

individuals is knowing under what circumstances, and for whom, such treatments are most 

efficacious. Emerging research suggests potential moderators, such as the structural 

environment, race/ethnicity, minority stress processes, and developmental stage as areas for 

future exploration.

Future research might find that the structural environment in which SGM-affirmative 

treatments are delivered represents a moderator of treatment efficacy. In fact, meta-analytic 

evidence suggests that the race-related structural conditions (e.g., racial residential 

segregation of the communities in which treatments are delivered) hinder the efficacy of 

HIV-prevention interventions for racial minorities (Reid et al., 2014). The SGM-related 

structural climate in which SGM-affirmative treatments are delivered might similarly 

influence the efficacy of such treatments. This possibility suggests that treatments might 

need to be tailored to address the structural context (e.g., by helping clients cope with the 

unfortunate demands of staying closeted in high-stigma locales) and that treatment providers 

working in high-stigma locales, who may not readily find guidance for delivering SGM-
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affirmative treatments, might need professional support for doing so. High-stigma contexts, 

in which brick-and-mortar SGM-affirmative clinical venues might be absent or unsafe for 

SGM to access, also suggest novel treatment dissemination strategies, including online or 

mobile delivery. The efficient delivery of evidence-based mental health services to high-

need, hard-to-reach populations represents a pressing global health need overall and one in 

which future research on SGM mental health has the potential to lead the way.

Other than a few notable exceptions (e.g., Cochran, Mays, Alegria, Ortega, & Takeuchi 

2007), very little population-based data has examined the basic question of whether racial 

and ethnic minority SGM are disproportionately affected by mental health problems. 

Further, no mental health treatment studies with SGM have stratified efficacy results by race 

or ethnicity. Existing data, from randomized controlled trials and naturalistic treatment 

settings, offer researchers a straightforward means for addressing these gaps. Such research 

might consider the utility of adopting an intersectional lens to capture the multiple sources 

of stigma-related disadvantage that affect diverse SGM subpopulations. Minority stress 

processes themselves represent another potential treatment outcome moderator that has only 

recently received empirical attention (Millar, Wang, & Pachankis, 2015). Similarly, age and 

developmental stage, including stage of SGM identity development would be important to 

consider as treatment moderators in future research using data from existing or ongoing 

treatment studies.

Toward a program of SGM-affirmative mental health treatment research

A recent program of research highlights several possibilities for how the above questions 

might be pursued. First, we recently tested the efficacy of an SGM-affirmative adaptation of 

cognitive behavioral therapy for young sexual minority men experiencing internalizing 

psychopathology and HIV-risk behavior (Pachankis et al., 2015b). We created this treatment 

by consulting both the emerging empirical research regarding minority stress mechanisms 

underlying SGM mental health disparities (e.g., Hatzenbuehler, 2009; Meyer, 2003) and the 

expert advice of SGM-affirmative clinical experts. Both sources of information yielded 

several SGM-affirmative techniques and principles (e.g., attributing distress to stigma rather 

than self, self-monitoring the emotional impact of stigma-related stress on one’s daily life; 

Pachankis, 2014), that we incorporated into an existing cognitive behavioral treatment. In a 

waitlist controlled trial, this treatment, called ESTEEM, significantly reduced depression, 

alcohol abuse, and HIV-risk behaviors. This merging of empirical evidence and clinical 

wisdom in the first randomized controlled trial of an SGM-affirmative mental health 

treatment lays the groundwork for a future program of SGM-affirmative mental health 

treatment research.

Drawing upon this initial success, we then set out to address several other pressing research 

questions, including whether evidence-based SGM-affirmative practice might work: 1) 

better than standard SGM-affirmative therapy in the community, 2) by reducing minority 

stress mechanisms, 3) better for some SGM than others, and 4) in high-stigma locales 

delivered via efficient technologies. For instance, we are now comparing ESTEEM to SGM-

affirmative community treatment to determine the comparative benefit of addressing 

empirically-derived SGM-specific treatment targets. Process data from this study can also 
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identify themes of highly successful SGM-affirmative community treatment and determine 

whether in-session behaviors (e.g., therapist reactions to sexuality-related concerns) 

influence treatment. This trial, with multiple follow-up periods, allows opportunities to test 

whether reductions in minority stress processes, such as rejection sensitivity and internalized 

homophobia, mediate treatment outcome, which our waitlist study preliminarily suggests 

might be the case (Pachankis et al., 2015b). Data from this new study will also suggest 

treatment moderators, including client race/ethnicity, SGM developmental stage, or 

therapist-client SGM match. In fact, results from the initial waitlist trial showed that 

ESTEEM was more efficacious for men who reported higher levels of implicit internalized 

homophobia, suggesting that SGM-affirmative treatment might be more beneficial for SGM 

who experience more minority stress (Millar et al., 2015).

Related research, conducted in high-stigma contexts (e.g., Eastern Europe, prisons) has 

found preliminary support for adapting similar SGM-affirmative interventions to address 

SGM-related structural barriers in these contexts, training providers to develop SGM-

affirmative skills despite these barriers, and delivering evidence-based SGM-affirmative 

practice via mobile devices (e.g., Lelutiu-Weinberger et al., 2018; Lelutiu-Weinberger & 

Pachankis, 2017; White Hughto et al., 2017). Pilot studies are also in progress to examine 

the efficacy of similar approaches for young sexual minority women; hopefully similar 

studies for gender minorities soon follow. Overall, this program of research provides 

concrete opportunities for bringing a stronger evidence base to SGM-affirmative practice.

Conclusion

The time has arrived for mental health professionals to deliver evidence-based practice to 

SGM individuals. The profession’s historic perpetuation of harmful practices with SGM 

alone justifies this endeavor. Far from the field’s early manipulation of the varnish of science 

to attain political ends, recent clinical research triangulates across numerous high-quality 

methodologies drawn from countless samples of SGM research participants to paint 

possibilities of the content, mechanisms, and delivery of SGM-affirmative treatments 

(Pachankis & Safren, in press). For professional and scientific reasons, mental health 

professionals should continue advocating for the necessary resources to continue collecting 

empirically sound, clinically useful data for treating SGM in need of mental health 

treatment. Mental health professionals should also ensure that advancements in evidence-

based SGM-affirmative practice reach all SGM, not just those who possess the knowledge, 

socioeconomic capital, and other resources necessary for attaining high-quality care. 

Otherwise, inequitable access to treatment advances can exacerbate existing heath 

inequalities (Bränström, Pachankis, Hatzenbuehler, & Link, 2016; Link & Phelan, 2001). By 

promoting evidence-based SGM-affirmative treatments and their equitable distribution, the 

mental health profession will ensure the continued visibility, vibrancy, and mental health of 

the global SGM population.

Acknowledgments

Completion of this article was supported by grants from the National Institute of Mental Health (R01 MH109413, 
R21 MH113860). The content is the sole responsibility of the authors and does not represent the official views of 
the National Institutes of Health.

Pachankis Page 13

Am Psychol. Author manuscript; available in PMC 2019 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



I thank Mark Hatzenbuehler and Steven Safren for their helpful feedback on this manuscript, Timothy Sullivan for 
his help with manuscript preparation, and Susan Cochran and Marvin Goldfried for sharing their insight on many of 
the ideas presented here.

References

American Psychological Association. Guidelines for psychological practice with lesbian, gay, and 
bisexual clients. American Psychologist. 2012; 67:10–42. [PubMed: 21875169] 

American Psychological Association. Guidelines for psychological practice with transgender and 
gender nonconforming people. American Psychologist. 2015; 70:832–864. [PubMed: 26653312] 

American Psychological Association. Guidelines and practice position statements. Washington, DC: 
IPsyNet; 2017. 

Antoni MH, Cruess DG, Cruess S, Lutgendorf S, Kumar M, Ironson G, … Schneiderman N. 
Cognitive-behavioral stress management intervention effects on anxiety, 24-hr urinary 
norepinephrine output, and T-cytotoxic/suppressor cells over time among symptomatic HIV-infected 
gay men. Journal of Consulting and Clinical Psychology. 2000; 68:31–45. [PubMed: 10710838] 

Austin A, Craig SL. Transgender affirmative cognitive behavioral therapy: Clinical considerations and 
applications. Professional Psychology: Research and Practice. 2015; 46(1):21–29.

Balsam KF, Martell CR, Safren SA. Affirmative cognitive-behavior therapy with lesbian, gay, and 
bisexual people. In: Hays PA, Iwamasa GY, editorsCulturally responsive cognitive-behavioral 
therapy: Assessment, supervision, and practice. Washington, DC: American Psychological 
Association; 2006. 223–244. 

Beard C, Kirakosian N, Silverman AL, Winer JP, Wadsworth LP, Björgvinsson T. Comparing treatment 
response between LGBQ and heterosexual individuals attending a CBT- and DBT-skills-based 
partial hospital. Journal of Consulting and Clinical Psychology. 2017; 85(12):1171–1181. [PubMed: 
29189033] 

Bell AP, Weinberg MS. Homosexualities: A study of diversity among men and women. New York: 
Simon & Schuster; 1978. 

Bieber I. Homosexuality: A psychoanalytic study of male homosexuals. New York, NY: Basic Books; 
1962. 

Bränström R, Hatzenbuehler ML, Pachankis JE, Link B. Sexual orientation disparities in preventable 
morbidity: A fundamental cause perspective. American Journal of Public Health. 2016; 106:1109–
1115. [PubMed: 26985608] 

Centers for Disease Control and Prevention. HIV surveillance report. 2010; 22 Retrieved from http://
www.cdc.gov/hiv/topics/surveillance/resources/reports/. 

Chaudoir SR, Wang K, Pachankis JE. What reduces sexual minority stress? A review of the 
intervention “toolkit. Journal of Social Issues. 2017; 73:586–617. [PubMed: 29170566] 

Cochran SD. Emerging issues in research on lesbians’ and gay men’s mental health: Does sexual 
orientation really matter? American Psychologist. 2001; 56:931–947. [PubMed: 11785169] 

Cochran SD, Björkenstam C, Mays VM. Sexual orientation differences in functional limitations, 
disability, and mental health services use: Results from the 2013–2014 National Health Interview 
Survey. Journal of Consulting and Clinical Psychology. 2017; 85:1111–1121. [PubMed: 
28857577] 

Cochran SD, Mays VM. Lifetime prevalence of suicide symptoms and affective disorders among men 
reporting same-sex sexual partners: Results from NHANES III. American Journal of Public 
Health. 2000a; 90:573–578. [PubMed: 10754972] 

Cochran SD, Mays VM, Alegria M, Ortega AN, Takeuchi D. Mental health and substance use 
disorders among Latino and Asian American lesbian, gay, and bisexual adults. Journal of 
Consulting and Clinical Psychology. 2007; 75:785–794. [PubMed: 17907860] 

Cochran SD, Sullivan JG, Mays VM. Prevalence of mental disorders, psychological distress, and 
mental health services use among lesbian, gay, and bisexual adults in the United States. Journal of 
Consulting and Clinical Psychology. 2003; 71:53–61. [PubMed: 12602425] 

Craig SL, Austin A, McInroy LB. School-based groups to support multiethnic sexual minority youth 
resiliency: Preliminary effectiveness. Child and Adolescent Social Work Journal. 2014; 31:87–106.

Pachankis Page 14

Am Psychol. Author manuscript; available in PMC 2019 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.cdc.gov/hiv/topics/surveillance/resources/reports/
http://www.cdc.gov/hiv/topics/surveillance/resources/reports/


D’Augelli AR. Lesbians’ and gay men’s experiences of discrimination and harassment in a university 
community. American Journal of Community Psychology. 1989; 17:317–321. [PubMed: 2801627] 

D’Augelli AR, Hershberger SL, Pilkington NW. Lesbian, gay, and bisexual youth and their families: 
Disclosure of sexual orientation and its consequences. The American Journal of Orthopsychiatry. 
1998; 68:361–375. [PubMed: 9686289] 

Diamond GM, Diamond GS, Levy S, Closs C, Ladipo T, Siqueland L. Attachment-based family 
therapy for suicidal lesbian, gay, and bisexual adolescents: a treatment development study and 
open trial with preliminary findings. Psychotherapy. 2012; 49:62–71. [PubMed: 22181026] 

Drescher J, Shidlo A, Schroeder M. Sexual conversion therapy: Ethical, clinical and research 
perspectives. CRC Press; 2002. 

Elliott R, Watson J, Goldman RN, Greenberg LS. Learning emotion-focused therapy: The process-
experiential approach to change. Washington DC: American Psychological Association; 2004. 

Epstein S. Impure science: AIDS, activism, and the politics of knowledge. Berkeley, CA: University of 
California Press; 1996. 

Farchione TJ, Fairholme CP, Ellard KK, Boisseau CL, Thompson-Hollands J, Carl JR, Barlow DH. 
Unified protocol for transdiagnostic treatment of emotional disorders: A randomized controlled 
trial. Behavior Therapy. 2012; 43:666–678. [PubMed: 22697453] 

Fassinger RE. Applying counseling theories to lesbian, gay, and bisexual clients: Pitfalls and 
possibilities. In: Perez RM, DeBord KA, Bieschke KJ, editorsHandbook of psychotherapy with 
lesbians, gay, and bisexual clients. Washington, DC: American Psychological Association; 2000. 
107–131. 

Foucault M. Discipline and punish: The birth of the prison. New York, NY: Vintage Books; 1977. 

Fredriksen-Goldsen KI, Kim HJ, Barkan SE, Muraco A, Hoy-Ellis CP. Health disparities among 
lesbian, gay, and bisexual older adults: Results from a population-based study. American Journal 
of Public Health. 2013; 103(10):1802–1809. [PubMed: 23763391] 

Freud S. Letter from Sigmund Freud to the mother of a homosexual man. 1935. Retrieved from https://
www.google.com/culturalinstitute/beta/asset/letter-from-sigmund-freud-to-the-mother-of-a-
homosexual-man/0QEgF5UcJfYCcw

Garnets L, Hancock KA, Cochran SD, Goodchilds J, Peplau LA. Issues in psychotherapy with lesbians 
and gay men: A survey of psychologists. American Psychologist. 1991; 46:964–972. [PubMed: 
1958015] 

Garnets L, Herek GM, Levy B. Violence and victimization of lesbians and gay men: Mental health 
consequences. Journal of Interpersonal Violence. 1990; 5:366–383.

Gilman SE, Cochran SD, Mays VM, Hughes M, Ostrow D, Kessler RC. Risk of psychiatric disorders 
among individuals reporting same-sex sexual partners in the National Comorbidity Survey. 
American Journal of Public Health. 2001; 91:933–939. [PubMed: 11392937] 

Glassgold JM. The case of Felix: An example of gay-affirmative, cognitive-behavioral therapy. 
Pragmatic Case Studies in Psychotherapy. 2009; 5:1–21.

Goldberg AE, Frost R, Noyola N. Sexual minority parent families: Research and implications for 
parenting interventions. In: Pachankis JE, Safren SA, editorsHandbook of Evidence-based Mental 
Health Practice with LGBT Clients. New York, NY: Oxford University Press; in press

Grafsky EL, Letcher A, Slesnick N, Serovich JM. Comparison of treatment response among GLB and 
non-GLB street living youth. Children and Youth Services Review. 2011; 33:569–574. [PubMed: 
21516226] 

Hamilton CJ, Mahalik JR. Minority stress, masculinity, and social norms predicting gay men’s health 
risk behaviors. Journal of Counseling Psychology. 2009; 56:132–141.

Hatzenbuehler ML. How does sexual minority stigma “get under the skin”? A psychological mediation 
framework. Psychological Bulletin. 2009; 135:707–730. [PubMed: 19702379] 

Hatzenbuehler ML, Keyes KM, Hasin DS. State-level policies and psychiatric morbidity in lesbian, 
gay, and bisexual Populations. American Journal of Public Health. 2009a; 99:2275–2281. 
[PubMed: 19833997] 

Hatzenbuehler ML, McLaughlin KA, Nolen-Hoeksema S. Emotion regulation and internalizing 
symptoms in a longitudinal study of sexual minority and heterosexual adolescents. Journal of 
Child Psychology and Psychiatry, and Allied Disciplines. 2008; 49:1270–1278.

Pachankis Page 15

Am Psychol. Author manuscript; available in PMC 2019 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.google.com/culturalinstitute/beta/asset/letter-from-sigmund-freud-to-the-mother-of-a-homosexual-man/0QEgF5UcJfYCcw
https://www.google.com/culturalinstitute/beta/asset/letter-from-sigmund-freud-to-the-mother-of-a-homosexual-man/0QEgF5UcJfYCcw
https://www.google.com/culturalinstitute/beta/asset/letter-from-sigmund-freud-to-the-mother-of-a-homosexual-man/0QEgF5UcJfYCcw


Hatzenbuehler ML, Nolen-Hoeksema S, Dovidio J. How does stigma “get under the skin”?: The 
mediating role of emotion regulation. Psychological Science. 2009b; 20:1282–1289. [PubMed: 
19765237] 

Heck NC, Mirabito LA, LeMaire K, Livingston NA, Flentje A. Omitted data in randomized controlled 
trials for anxiety and depression: A systematic review of the inclusion of sexual orientation and 
gender identity. Journal of Consulting and Clinical Psychology. 2017; 85:72–76. [PubMed: 
27845517] 

Hooker E. The adjustment of the male overt homosexual. Journal of Projective Techniques. 1957; 
21:18–31. [PubMed: 13417147] 

Hooker E. Male homosexuality in the Rorschach. Journal of Projective Techniques. 1958; 22:33–54. 
[PubMed: 13514724] 

Hooker E. Reflections of a 40-year exploration. A scientific view on homosexuality. American 
Psychologist. 1993; 48(4):450–453. [PubMed: 8512157] 

Hottes TS, Ferlatte O, Gesink D. Suicide and HIV as leading causes of death among gay and bisexual 
men: a comparison of estimated mortality and published research. Critical Public Health. 2015; 
25:513–526.

Huebner DM, Davis MC, Nemeroff CJ, Aiken LS. The impact of internalized homophobia on HIV 
preventive interventions. American Journal of Community Psychology. 2002; 30:327–348. 
[PubMed: 12054033] 

Institute of Medicine. Unequal treatment: Confronting racial and ethnic disparities in health care. 
Washington DC: National Academies Press; 2003. 

Kawachi I, Berkman LF. Social ties and mental health. Journal of Urban Health. 2001; 78:458–467. 
[PubMed: 11564849] 

Kaysen D, Lostutter TW, Goines MA. Cognitive processing therapy for acute stress disorder resulting 
from ananti-gay assault. Cognitive and Behavioral Practice. 2005; 12:278–289. [PubMed: 
17075610] 

Kazdin AE. Developing a research agenda for child and adolescent psychotherapy. Archives of 
General Psychiatry. 2000; 57:829–835. [PubMed: 10986544] 

King M, Semlyen J, Tai SS, Killaspy H, Osborn D, Popelyuk D, Nazareth I. A systematic review of 
mental disorder, suicide, and deliberate self harm in lesbian, gay and bisexual people. BMC 
psychiatry. 2008; 8:70–83. [PubMed: 18706118] 

Lau AS. Making the case for selective and directed cultural adaptations of evidence-based treatments: 
examples from parent training. Clinical Psychology: Science and Practice. 2006; 13(4):295–310.

Lefevor GT, Janis RA, Park SY. Religious and sexual identities: An intersectional, longitudinal 
examination of change in therapy. The Counseling Psychologist. 2017; 45:387–413.

Lelutiu-Weinberger C, Pachankis JE. Acceptability and preliminary efficacy of a lesbian, gay, bisexual, 
and transgender-affirmative mental health practice training in a highly stigmatizing national 
context. LGBT Health. 2017; 4:360–370. [PubMed: 28891750] 

Link BG, Phelan JC. Conceptualizing stigma. Annual Review of Sociology. 2001; 27:363–385.

Lucassen MFG, Merry SN, Hatcher S, Frampton CMA. Rainbow SPARX: A novel approach to 
addressing depression in sexual minority youth. Cognitive and Behavioral Practice. 2015; 22:203–
216.

Lutgendorf SK, Antoni MH, Ironson G, Starr K, Costello N, Zuckerman M, … Schneiderman N. 
Changes in cognitive coping skills and social support during cognitive behavioral stress 
management intervention and distress outcomes in symptomatic human immunodeficiency virus 
(HIV)-seropositive gay men. Psychosomatic Medicine. 1998; 60:204–214. [PubMed: 9560871] 

Mays VM, Cochran SD. Mental health correlates of perceived discrimination among lesbian, gay, and 
bisexual adults in the United States. American Journal of Public Health. 2001; 91:1869–1876. 
[PubMed: 11684618] 

McKirnan DJ, Peterson PL. Stress, expectancies, and vulnerability to substance abuse: A test of a 
model among homosexual men. Journal of Abnormal Psychology. 1988; 97:461–466. [PubMed: 
3264559] 

Meyer IH. Minority stress and mental health in gay men. Journal of Health and Social Behavior. 1995; 
36:38–56. [PubMed: 7738327] 

Pachankis Page 16

Am Psychol. Author manuscript; available in PMC 2019 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Meyer IH. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: 
Conceptual issues and research evidence. Psychological Bulletin. 2003; 129:674–697. [PubMed: 
12956539] 

Meyer IH, Schwartz S, Frost DM. Social patterning of stress and coping: Does disadvantaged social 
status confer more stress and fewer coping resources? Social Science & Medicine. 2008; 67:368–
379. [PubMed: 18433961] 

Millar BM, Wang K, Pachankis JE. The moderating role of internalized homonegativity on the efficacy 
of LGB-affirmative psychotherapy: Results from a randomized controlled trial with young adult 
gay and bisexual men. Journal of Consulting and Clinical Psychology. 2016; 84:565–570. 
[PubMed: 27100124] 

Miranda J, Bernal G, Lau A, Kohn L, Hwang WC, LaFromboise T. State of the science on 
psychosocial interventions for ethnic minorities. Annual Review of Clinical Psychology. 2005; 
1:113–142.

Mustanski B. Future directions in research on sexual minority adolescent mental, behavioral, and 
sexual health. Journal of Clinical Child and Adolescent Psychology. 2015; 44:204–219. [PubMed: 
25575125] 

National Institutes of Health. SGM research portfolio analysis. Bethesda, MD: Author; 2015. 

National Institute of Mental Health. From discovery to cure: Accelerating the development of new and 
personalized interventions for mental illnesses. Bethesda, MD. Report of the National Advisory 
Mental Health Council’s Workshop; 2010. 

National Institute on Minority Health and Health Disparities. Director’s message: Sexual and gender 
minorities formally designated as a health disparity population for research purposes. Bethesda, 
MD: Author; 2016. 

Newcomb ME, Macapagal KR, Feinstein BA, Bettin E, Swann G, Whitton SW. Integrating HIV 
prevention and relationship education for young same-sex male couples: A pilot trial of the 
2GETHER intervention. AIDS and Behavior. 2017; 21:2464–2478. [PubMed: 28083833] 

Nolen-Hoeksema S. The role of rumination in depression and mixed anxiety/depressive symptoms. 
Journal of Abnormal Psychology. 2000; 109:504–511. [PubMed: 11016119] 

Pachankis JE. The psychological implications of concealing a stigma: A cognitive-affective-behavioral 
model. Psychological Bulletin. 2007; 133:328–345. [PubMed: 17338603] 

Pachankis JE. Uncovering clinical principles and techniques to address minority stress, mental health, 
and related health risks among gay and bisexual men. Clinical Psychology: Science and Practice. 
2014; 21:313–330. [PubMed: 25554721] 

Pachankis JE. A transdiagnostic minority stress treatment approach for gay and bisexual men’s 
syndemic health conditions. Archives of Sexual Behavior. 2015; 44:1843–1860. [PubMed: 
26123065] 

Pachankis JE, Bränström R. Hidden from happiness: Structural stigma, concealment, and life 
satisfaction among sexual minorities across 28 European countries. Journal of Consulting and 
Clinical Psychology. 2018; 86:403–415. [PubMed: 29683698] 

Pachankis JE, Cochran SD, Mays VM. The mental health of sexual minority adults in and out of the 
closet: A population-based study. Journal of Consulting and Clinical Psychology. 2015; 83:890–
901. [PubMed: 26280492] 

Pachankis JE, Goldfried MR. Clinical issues in working with lesbian, gay, and bisexual clients. 
Psychotherapy. 2004; 41:227–246.

Pachankis JE, Goldfried MR. On the next generation of process research. Clinical Psychology Review. 
2007; 27:760–768. [PubMed: 17316940] 

Pachankis JE, Hatzenbuehler ML. The social development of contingent self-worth in sexual minority 
young men: An empirical investigation of the “Best Little Boy in the World” hypothesis. Basic and 
Applied Social Psychology. 2013; 35:176–190.

Pachankis JE, Hatzenbuehler ML, Hickson F, Weatherburn P, Berg RC, Marcus U, Schmidt AJ. 
Hidden from health: structural stigma, sexual orientation concealment, and HIV across 38 
countries in the European MSM Internet Survey. AIDS. 2015a; 29:1239–1246. [PubMed: 
26035323] 

Pachankis Page 17

Am Psychol. Author manuscript; available in PMC 2019 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Pachankis JE, Hatzenbuehler ML, Rendina HJ, Safren SA, Parsons JT. LGB-affirmative cognitive-
behavioral therapy for young adult gay and bisexual men: A randomized controlled trial of a 
transdiagnostic minority stress approach. Journal of Consulting and Clinical Psychology. 2015b; 
83:875. [PubMed: 26147563] 

Pachankis JE, Hatzenbuehler ML, Wang K, Burton CL, Crawford FW, Phelan JC, Link BG. The 
burden of stigma on health and wellbeing: A taxonomy of concealment, course, disruptiveness, 
aesthetics, origin, and peril across 93 stigmas. Personality and Social Psychological Bulletin. 2017; 
44:451–474.

Pachankis JE, Rendina HJ, Restar A, Ventuneac A, Grov C, Parsons JT. A minority stress--emotion 
regulation model of sexual compulsivity among highly sexually active gay and bisexual men. 
Health Psychology. 2015c; 34:829–840. [PubMed: 25528179] 

Pachankis JE, Safren SA, editorsHandbook of Evidence-based Mental Health Practice with Sexual and 
Gender Minority Clients. New York, NY: Oxford University Press; in press

Pachankis JE, Sullivan TJ, Feinstein BA, Newcomb ME. Young gay and bisexual men’s stigma 
experiences and mental health: An 8-year longitudinal study. Developmental Psychology. 2018

Pantalone DW, Sloan CA, Carmel A. Dialectical behavior therapy for borderline personality disorder 
and suicidality among sexual and gender minority individuals. In: Pachankis JE, Safren SA, 
editorsHandbook of Evidence-based Mental Health Practice with LGBT Clients. New York, NY: 
Oxford University Press; in press

Peplau LA, Cochran SD. Value orientations in the intimate relationships of gay men. Journal of 
Homosexuality. 1981; 6:1–19.https://doi.org/10.1300/J082v06n01_01 [PubMed: 7341663] 

Pepping CA, Lyons A, Halford WK, Cronin TJ, Pachankis JE. Couple interventions for same-sex 
couples. A consumer survey. Couple and Family Psychology: Research and Practice. in press. 

Reid AE, Dovidio JF, Ballester E, Johnson BT. HIV prevention interventions to reduce sexual risk for 
African Americans: The influence of community-level stigma and psychological processes. Social 
Science & Medicine. 2014; 103:118–125. [PubMed: 24507916] 

Ritter K, Terndrup AI. Handbook of affirmative psychotherapy with lesbians and gay men. New York, 
NY: Guilford Press; 2002. 

Ross LE, Doctor F, Dimito A, Kuehl D, Armstrong MS. Can talking about oppression reduce 
depression? Journal of Gay & Lesbian Social Services. 2007; 19:1–15.

Russell ST, Everett BG, Rosario M, Birkett M. Indicators of victimization and sexual orientation 
among adolescents: Analyses from youth risk behavior surveys. American Journal of Public 
Health. 2013; 104:255–261. [PubMed: 24328633] 

Safren SA, Rogers T. Cognitive behavioral therapy with gay, lesbian, and bisexual clients. Journal of 
Clinical Psychology. 2001; 57:629–643. [PubMed: 11304703] 

Siegelman M. Adjustment of homosexual and heterosexual women. The British Journal of Psychiatry. 
1972; 120:477–481. [PubMed: 5041526] 

Skinta M, Curtin A. Mindfulness and Acceptance for Gender and Sexual Minorities: A Clinician’s 
Guide to Fostering Compassion, Connection, and Equality Using Contextual Strategies. Oakland, 
CA: New Harbinger Publications; 2016. 

Smith T, Domenech Rodríguez MM, Bernal G. Culture. Journal of Clinical Psychology. 2011; 67:166–
175. [PubMed: 21105069] 

Socarides CW. The Overt Homosexual. New York, NY: Grune & Stratton; 1968. 

Stall R, Mills TC, Williamson J, Hart T, Greenwood G, Paul J, Catania JA. Association of co-occurring 
psychosocial health problems and increased vulnerability to HIV/AIDS among urban men who 
have sex with men. American Journal of Public Health. 2003; 93:939–942. [PubMed: 12773359] 

Sue S, Fujino DC, Hu LT, Takeuchi DT, Zane NW. Community mental health services for ethnic 
minority groups: A test of the cultural responsiveness hypothesis. Journal of Consulting and 
Clinical Psychology. 1991; 59:533–540. [PubMed: 1918557] 

Walsh K, Hope DA. LGB-affirmative cognitive-behavioral treatment for social anxiety: A case study 
applying evidence-based practice principles. Cognitive and Behavioral Practice. 2010; 17:56–65.

Westen D, Novotny CM, Thompson-Brenner H. The empirical status of empirically supported 
psychotherapies: assumptions, findings, and reporting in controlled clinical trials. Psychological 
Bulletin. 2004; 130(4):631–663. [PubMed: 15250817] 

Pachankis Page 18

Am Psychol. Author manuscript; available in PMC 2019 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://doi.org/10.1300/J082v06n01_01


White Hughto JM, Clark KA, Altice FL, Reisner SL, Kershaw TS, Pachankis JE. Improving 
correctional healthcare providers’ ability to care for transgender patients: Development and 
evaluation of a theory-driven cultural and clinical competence intervention. Social Science & 
Medicine. 2017; 195:159–169. [PubMed: 29096945] 

White Hughto JM, Reisner SL, Pachankis JE. Transgender stigma and health: A critical review of 
stigma determinants, mechanisms, and interventions. Social Science & Medicine. 2015; 
147:222–231. [PubMed: 26599625] 

Pachankis Page 19

Am Psychol. Author manuscript; available in PMC 2019 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Pachankis Page 20

Ta
b

le
 1

Fu
tu

re
 d

ir
ec

tio
ns

 in
 e

vi
de

nc
e-

ba
se

d 
pr

ac
tic

e 
fo

r 
se

xu
al

 a
nd

 g
en

de
r 

m
in

or
iti

es

R
es

ea
rc

h 
Q

ue
st

io
ns

P
os

si
bl

e 
So

lu
ti

on
s

D
o 

E
xi

st
in

g 
E

vi
de

nc
e-

ba
se

d 
T

re
at

m
en

ts
 N

ee
d 

to
 B

e 
A

da
pt

ed
 t

o 
A

dd
re

ss
 S

G
M

-s
pe

ci
fi

c 
C

on
ce

rn
s?

D
o 

SG
M

 c
lie

nt
s 

ex
pe

ri
en

ce
 c

om
pa

ra
bl

e 
be

ne
fi

t f
ro

m
 e

xi
st

in
g 

ev
id

en
ce

-b
as

ed
 tr

ea
tm

en
ts

 a
s 

he
te

ro
se

xu
al

s?
R

ou
tin

el
y 

as
se

ss
 s

ex
ua

l o
ri

en
ta

tio
n 

in
 n

at
ur

al
is

tic
 tr

ea
tm

en
t s

et
tin

gs

D
o 

SG
M

-a
da

pt
ed

 e
vi

de
nc

e-
ba

se
d 

tr
ea

tm
en

ts
 w

or
k 

be
tte

r 
th

an
 s

ta
nd

ar
d 

ev
id

en
ce

-b
as

ed
 

tr
ea

tm
en

ts
 a

nd
 S

G
M

-a
ff

ir
m

at
iv

e 
no

n-
ev

id
en

ce
-b

as
ed

 tr
ea

tm
en

ts
?

C
on

du
ct

 r
an

do
m

iz
ed

 c
on

tr
ol

le
d 

tr
ia

ls
 c

om
pa

ri
ng

 S
G

M
-a

da
pt

ed
 e

vi
de

nc
e-

ba
se

d 
tr

ea
tm

en
ts

 to
 e

vi
de

nc
e-

ba
se

d 
an

d 
no

n-
ev

id
en

ce
-b

as
ed

 tr
ea

tm
en

t-
as

-u
su

al

A
re

 S
G

M
 c

lie
nt

s 
op

tim
al

ly
 s

at
is

fi
ed

 w
ith

 n
on

-S
G

M
-s

pe
ci

fi
c 

tr
ea

tm
en

ts
? 

D
o 

th
ey

 h
av

e 
a 

pr
ef

er
en

ce
 f

or
 S

G
M

-s
pe

ci
fi

c 
tr

ea
tm

en
ts

?
Su

rv
ey

 c
on

su
m

er
s 

of
 m

en
ta

l h
ea

lth
 s

er
vi

ce
s,

 id
ea

lly
 in

 p
op

ul
at

io
n-

ba
se

d 
su

rv
ey

s

H
ow

 D
o 

E
xi

st
in

g 
E

vi
de

nc
e-

ba
se

d 
T

re
at

m
en

ts
 N

ee
d 

to
 B

e 
A

da
pt

ed
 t

o 
A

dd
re

ss
 S

G
M

-s
pe

ci
fi

c 
C

on
ce

rn
s?

D
o 

SG
M

-s
pe

ci
fi

c 
tr

ea
tm

en
ts

 n
ee

d 
to

 b
e 

cr
ea

te
d 

an
ew

 o
r 

ar
e 

SG
M

 a
da

pt
at

io
ns

 o
f 

ex
is

tin
g 

ev
id

en
ce

-b
as

ed
 tr

ea
tm

en
ts

 s
uf

fi
ci

en
t?

D
et

er
m

in
e 

w
he

th
er

 th
eo

re
tic

al
 f

ra
m

ew
or

ks
 o

f 
SG

M
 m

en
ta

l h
ea

lth
 a

re
 c

om
pa

tib
le

 w
ith

 th
eo

re
tic

al
 

fr
am

ew
or

ks
 o

f 
ex

is
tin

g 
tr

ea
tm

en
ts

W
ha

t s
tr

at
eg

ie
s 

ar
e 

cu
rr

en
tly

 e
ff

ec
tin

g 
su

cc
es

sf
ul

 o
ut

co
m

es
 in

 c
om

m
un

ity
 p

ra
ct

ic
e?

C
on

du
ct

 p
sy

ch
ot

he
ra

py
 p

ro
ce

ss
 r

es
ea

rc
h 

w
ith

 p
ra

ct
ic

in
g 

cl
in

ic
ia

ns
 (

e.
g.

, q
ua

lit
at

iv
el

y 
co

de
 e

ff
ec

tiv
e 

tr
ea

tm
en

t s
es

si
on

s 
to

 g
en

er
at

e 
pr

in
ci

pl
es

)

W
hy

 D
o 

SG
M

-a
ff

ir
m

at
iv

e 
T

re
at

m
en

ts
 W

or
k?

D
o 

SG
M

-a
ff

ir
m

at
iv

e 
tr

ea
tm

en
ts

 r
ed

uc
e 

m
in

or
ity

 s
tr

es
s 

an
d 

un
iv

er
sa

l p
sy

ch
ol

og
ic

al
 

m
ec

ha
ni

sm
s?

M
ea

su
re

 a
nd

 tr
ac

k 
tr

aj
ec

to
ry

 o
f 

m
in

or
ity

 s
tr

es
so

rs
 a

nd
 u

ni
ve

rs
al

 p
sy

ch
ol

og
ic

al
 p

ro
ce

ss
es

 a
cr

os
s 

tr
ea

tm
en

t

D
o 

SG
M

-a
ff

ir
m

at
iv

e 
tr

ea
tm

en
ts

 f
ac

ili
ta

te
 S

G
M

-a
ff

ir
m

in
g 

na
rr

at
iv

es
 a

nd
 w

or
ld

vi
ew

s?
Pe

rf
or

m
 li

ng
ui

st
ic

/te
xt

ua
l a

na
ly

si
s 

of
 s

es
si

on
 tr

an
sc

ri
pt

s 
to

 m
on

ito
r 

sh
if

ts
 in

 n
ar

ra
tiv

e 
th

em
es

 a
nd

 
w

or
ld

vi
ew

s 
(e

.g
., 

sh
am

e/
pr

id
e)

U
nd

er
 W

ha
t 

C
on

di
ti

on
s 

D
o 

SG
M

-a
ff

ir
m

at
iv

e 
T

re
at

m
en

ts
 W

or
k 

B
es

t?

D
oe

s 
th

e 
st

ru
ct

ur
al

 c
on

te
xt

 (
e.

g.
, s

ta
te

 p
ol

ic
y 

en
vi

ro
nm

en
t)

 d
et

er
m

in
e 

tr
ea

tm
en

t o
ut

co
m

e?
E

xa
m

in
e 

st
ru

ct
ur

al
 s

tig
m

a 
as

 a
 m

od
er

at
or

 o
f 

tr
ea

tm
en

t o
ut

co
m

es
 in

 r
an

do
m

iz
ed

 c
on

tr
ol

le
d 

tr
ia

ls
 a

nd
 

na
tu

ra
lis

tic
 tr

ea
tm

en
t s

et
tin

gs

H
ow

 c
an

 S
G

M
-a

ff
ir

m
at

iv
e 

tr
ea

tm
en

ts
 b

e 
ef

fi
ci

en
tly

 d
is

se
m

in
at

ed
, e

sp
ec

ia
lly

 in
 lo

w
-r

es
ou

rc
e,

 
hi

gh
-s

tig
m

a 
lo

ca
le

s?
E

xa
m

in
e 

th
e 

fe
as

ib
ili

ty
 a

nd
 e

ff
ic

ac
y 

of
 d

el
iv

er
in

g 
SG

M
-s

pe
ci

fi
c 

tr
ea

tm
en

ts
 in

 lo
w

-r
es

ou
rc

e,
 h

ig
h-

st
ig

m
a 

lo
ca

le
s 

(e
.g

., 
de

ve
lo

pi
ng

 c
ou

nt
ri

es
, t

he
 U

S 
So

ut
h)

.

C
an

 S
G

M
-c

om
pe

te
nc

e 
th

er
ap

is
t t

ra
in

in
g 

im
pr

ov
e 

SG
M

 tr
ea

tm
en

t o
ut

co
m

es
?

C
on

du
ct

 r
an

do
m

iz
ed

 c
on

tr
ol

le
d 

tr
ia

ls
 o

f 
th

er
ap

is
t S

G
M

-c
om

pe
te

nc
e 

tr
ai

ni
ng

 li
nk

ed
 to

 c
lie

nt
 o

ut
co

m
es

D
oe

s 
th

er
ap

is
t-

cl
ie

nt
 m

at
ch

 o
n 

SG
M

 s
ta

tu
s 

af
fe

ct
 tr

ea
tm

en
t o

ut
co

m
e?

E
xa

m
in

e 
th

er
ap

is
t-

cl
ie

nt
 m

at
ch

 a
s 

a 
m

od
er

at
or

 o
f 

tr
ea

tm
en

t o
ut

co
m

es
 in

 r
an

do
m

iz
ed

 c
on

tr
ol

le
d 

tr
ia

ls
 

an
d 

na
tu

ra
lis

tic
 tr

ea
tm

en
t s

et
tin

gs

F
or

 W
ho

m
 D

o 
SG

M
-a

ff
ir

m
at

iv
e 

T
re

at
m

en
ts

 W
or

k 
B

es
t?

D
o 

in
te

rs
ec

tio
na

l i
de

nt
iti

es
 (

e.
g.

, r
ac

ia
l m

in
or

ity
 s

ta
tu

s)
 in

fl
ue

nc
e 

SG
M

-s
pe

ci
fi

c 
tr

ea
tm

en
t 

ou
tc

om
e?

E
xa

m
in

e 
in

te
rs

ec
tio

na
l i

de
nt

iti
es

 a
s 

m
od

er
at

or
s 

of
 tr

ea
tm

en
t o

ut
co

m
es

 in
 r

an
do

m
iz

ed
 c

on
tr

ol
le

d 
tr

ia
ls

 
an

d 
na

tu
ra

lis
tic

 tr
ea

tm
en

t s
et

tin
gs

D
o 

SG
M

-a
ff

ir
m

at
iv

e 
tr

ea
tm

en
ts

 w
or

k 
be

st
 a

t c
er

ta
in

 a
ge

s 
or

 c
er

ta
in

 s
ta

ge
s 

of
 S

G
M

 
de

ve
lo

pm
en

t?
E

xa
m

in
e 

ag
e 

an
d 

de
ve

lo
pm

en
ta

l s
ta

ge
 a

s 
a 

m
od

er
at

or
 o

f 
tr

ea
tm

en
t o

ut
co

m
es

 in
 r

an
do

m
iz

ed
 c

on
tr

ol
le

d 
tr

ia
ls

 a
nd

 n
at

ur
al

is
tic

 tr
ea

tm
en

t s
et

tin
gs

D
oe

s 
ba

se
lin

e 
pr

es
en

ce
 o

f 
SG

M
-s

pe
ci

fi
c 

st
re

ss
or

s 
ac

ro
ss

 in
di

vi
du

al
, i

nt
er

pe
rs

on
al

, a
nd

 
st

ru
ct

ur
al

 le
ve

ls
 in

fl
ue

nc
e 

tr
ea

tm
en

t o
ut

co
m

e?
E

xa
m

in
e 

SG
M

-s
pe

ci
fi

c 
st

re
ss

or
s 

as
 m

od
er

at
or

s 
of

 tr
ea

tm
en

t o
ut

co
m

es
 in

 r
an

do
m

iz
ed

 c
on

tr
ol

le
d 

tr
ia

ls
 

an
d 

na
tu

ra
lis

tic
 tr

ea
tm

en
t s

et
tin

gs

Am Psychol. Author manuscript; available in PMC 2019 December 01.


	Abstract
	Deriving scientific evidence amidst political terrain
	Progress toward evidence-based SGM-affirmative practice
	Identifying clear SGM-affirmative treatment targets
	Conducting studies on SGM-affirmative treatments
	Documenting SGM status in existing treatment research
	Reducing stigma as a barrier to SGM-affirmative treatment research

	Future scientific directions in evidence-based SGM-affirmative practice
	Do existing evidence-based treatments need to be adapted to address
SGM-specific concerns?
	How should existing evidence-based interventions be adapted to address
SGM-specific concerns?
	Why do SGM-affirmative treatments work?
	For whom and under what conditions do SGM-affirmative treatments work
best?

	Toward a program of SGM-affirmative mental health treatment research
	Conclusion
	References
	Table 1

