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Abstract

Continued research with sexual and gender minority (SGM) youth is essential both to understand health dispar-
ities and to develop interventions targeting those disparities, but conducting rigorous, ethical research with these
populations remains a substantial challenge. In addition to considerations for research with adolescents in gen-
eral, such as utilizing developmentally appropriate measures and obtaining parental permission, factors unique to
SGM youth must be addressed at every step of the research process. Defining the study population is complex, as
is recruiting a sample once it is defined. Measurement is another challenge, given the paucity of measures de-
veloped for or validated with SGM samples. Key constructs, such as sexual orientation, gender identity, and fam-
ily acceptance, are not amenable to randomization and involving minor participants’ parents poses ethical
concerns given the precarious home and safety situations that can arise from employing typical study procedures
with youth who have a stigmatized identity. In this article, we examine some of these unique methodological
challenges. Informed by theoretical and empirical literature, practical experience, and an ongoing dialogue
with SGM youth themselves, we present a guide to best practices for ethical, productive research with SGM
youth. By discussing existing approaches to studying SGM youth and suggesting innovative ways to approach
the questions that remain, we hope to assist the research community in addressing methodological gaps to ad-
vance research on SGM youth in relation to families and schools.
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Introduction

In 2016, the Centers for Disease Control and Prevention
(CDC) released the first national prevalence estimates of

the health-related behaviors of U.S. high school students
who identify as lesbian, gay, or bisexual or who report
same-sex contact.1 These data, which documented signifi-
cant disparities in health-related behaviors between sexual
minority and heterosexual youth, align with decades of find-
ings from state- and community-based studies.2–11 Research
with transgender and gender-expansive/gender-nonconforming
adolescents has revealed similar disparities.12–14 The inclusion
of sexual identity and same-sex behavior measures in U.S. na-
tional surveillance systems, and efforts to do the same with gen-

der identity measures,15 reflects growing attention to sexual and
gender minority (SGM) youth in public health research and sur-
veillance in the United States. Ideally, such efforts will yield ro-
bust data to inform policies and programs that mitigate the stark
disparities that exist.

However, conducting health research with SGM youth,
defined here as young people ages 12–18 who report same-
sex sexual attraction, identity, or behavior, and/or a gender
identity or expression that differs from their sex assigned
at birth, poses some unique challenges and methodological
concerns. In June 2017, the Northwestern Institute for Sexual
and Gender Minority Health and Wellbeing (ISGMH) hosted
a public symposium on the health of lesbian, gay, bisexual,
transgender, and queer or questioning (LGBTQ) youth in
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the United States. The symposium, titled ‘‘The State of
LGBTQ Youth Health and Wellbeing: Strengthening Schools
and Families to Build Resilience,’’ featured a keynote ad-
dress from David Purcell, JD, PhD, Deputy Director for
Behavioral and Social Science of the Division of HIV/AIDS
Prevention at CDC, who provided an overview of the health
of SGM youth. In addition, he discussed the importance of
developing interventions to support the health of SGM
youth and reviewed promising strategies at the school and
family levels. Following Dr. Purcell’s address, Guillermo
Prado, PhD, Dorothy Espelage, PhD, and Brian Mustanski,
PhD, spoke about their respective programs of research on
family-based interventions for heterosexual and SGM
youth, bullying and violence among SGM youth, and paren-
tal influences on the health and wellbeing of SGM adoles-
cents.16 The three speakers were followed by a panel of
youth leaders from the Illinois Caucus for Adolescent Health,
who responded to the four presentations and called for addi-
tional research on the lived experiences of SGM youth.

Following the symposium, ISGMH hosted a day-long ex-
pert consultation to characterize areas of strong and emerg-
ing scientific evidence, gaps in knowledge, and research
priorities regarding the role of families of origin and schools
in addressing substance use, mental health and suicide, sex-
ually transmitted infections (STIs) and HIV, and violence
among SGM youth in the United States. The meeting was
held in partnership with the Center for Prevention Implemen-
tation Methodology, Advocates for Youth, and the AIDS
Foundation of Chicago. It was attended by 40 participants
from academia, federal government health agencies, youth
serving organizations, advocacy organizations, foundations,
and youth themselves.17 As part of the meeting, working
groups were formed to address key gaps in the extant re-
search on school and family influences and interventions re-
lated to the health of SGM youth, with a particular focus on
the U.S. context. Writing groups were formed to disseminate
working group findings, which were reviewed by working
group members before submission for peer review.

This article summarizes cross-cutting findings from work-
ing group discussions about key methodological consider-
ations relevant to advancing research related to SGM youth
and schools and families. Specifically, we address the fol-
lowing: (1) population definition, sampling, and recruitment,
(2) measurement and interpretation, (3) study design, and (4)
ethical considerations, including the unique challenges of
each domain, the resulting gaps in knowledge, and method-
ological recommendations to address these gaps. Where pos-
sible, we provide illustrative examples specific to families
and schools, thus serving as a methodological companion
piece to the articles by Newcomb et al.18 and Johns et al.19

in this issue.

Population Definition, Sampling, and Recruitment

Population and sample definition

Explicitly defining and disaggregating SGM populations
is complex.20,21 Gender identity and expression, and sexual
attraction, behavior, and identity all reflect developmental
processes; thus, the extent to which young people identify
or express their sexual identity, attractions, behaviors,
and/or gender varies widely both between and within indi-
viduals. Furthermore, even when youth identify with specific

terminology, these youth may be reticent to disclose their
identities to researchers. Youth may also have same-sex part-
ners and identify as heterosexual, or identify as gay or bisexual
but only report opposite-sex partners. In addition, research has
documented sexual fluidity, for example, changes in reports of
sexual attraction, behavior, and identity over time, in both ad-
olescents and adults.22 Complicating matters further, processes
and outcomes associated with social or other external factors,
such as violence and victimization, may be more heavily influ-
enced by public perceptions or assumptions about a youth’s
SGM group membership—correct or not—than by the youth’s
own identity.23,24 Reflecting these complexities, researchers’
definitions of which youth they consider to belong to a partic-
ular SGM population also vary; for sexual minority youth, in-
clusion can be based on sexual identity, attraction, and/or
behavior, and for gender minority youth, gender identity
and/or expression may be determining factors. Consistent
with best practice recommendations,25 we encourage re-
searchers to fully consider all dimensions of sexual orienta-
tion and gender identity when defining the population of
interest.

When defining the populations of interest, there is also a
strong need for greater attention to the diversity among and
between SGM youth.26 Conceptually, researchers would
benefit from taking an intersectional approach when defining
populations to ensure that the multiple identities of SGM
youth, which include but certainly extend beyond sexual ori-
entation and gender identity, are considered appropriately.
Doing so could help to address certain populations that
have been understudied, such as lesbian and bisexual
young women,20,27 transgender or gender-expansive individ-
uals,15 and racial/ethnic minority youth.28 Numerous re-
searchers have discussed the importance and complexities
of conducting intersectional research with members of
SGM populations (see Bowleg,29 Cole,30 and Fish31 for de-
tailed discussions).

Sampling and recruitment approaches

Studies on SGM youth to date have largely utilized non-
probability samples, as it can be difficult to establish a sam-
pling frame for what has been described as a ‘‘hidden’’
population.32,33 Although sufficient for addressing many re-
search questions, this approach precludes robust generaliza-
tions of findings at a population level. A frequent critique of
sampling from community venues, a common approach, is
that SGM participants engaged in these communities are fun-
damentally different from those who are not similarly en-
gaged.34 For example, such an approach may exclude
youth from rural contexts, those who are not yet out, or
those who are not well-connected due to homelessness or
mental health issues.33 One option that is endorsed increas-
ingly by researchers involves online sampling and recruit-
ment,35 which offers a variety of known benefits and
limitations.33,36,37 A 2015 report from the Pew Research
Center showed that 92% of adolescents across all races, eth-
nicities, and income levels use the Internet daily, and 71% of
teens report using multiple social media sites.38 Moreover,
Internet use is higher among SGM adolescents, who use
online resources and social media to search for SGM-specific
resources and social support, compared with their non-SGM
adolescent counterparts.39
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As such, Internet-based sampling and recruitment meth-
ods that meet youth where they are already can be an efficient
way to identify and enroll eligible participants. Online re-
cruitment methods include free or paid advertising on popu-
lar social media sites (e.g., Facebook, Instagram, Tumblr,
and Twitter) and online promotion through partner organiza-
tions working with SGM youth.37,40 However, the burden to
exclude low-quality and fraudulent data is proportionally
higher for Internet-based studies as well,41 and using pub-
lished quality control methods specific to online samples is ad-
vised.42–45 Additional care must be taken to ensure sufficient
diversity given a tendency for online samples to be skewed to-
ward non-Hispanic White individuals with higher levels of ed-
ucation. Whenever possible, population diversity should be
taken into consideration throughout the recruitment process,
as this attention is necessary to attain large enough subgroups
to disaggregate between and within diverse members of SGM
populations. Options include tailored and inclusive online ad-
vertisements to reach individuals with a variety of sociodemo-
graphic characteristics and social experiences,46 or combining
in-person and online sampling and recruitment.47 Keeping
abreast of the constantly changing and emerging online spaces
frequented by SGM youth remains a notable challenge.48

Efforts to collect data on SGM youth from probability
samples are increasing, and some population-based studies
have assessed sexual orientation and/or gender identity in
large-scale anonymous surveys.49,50 Given that sample
sizes of SGM youth in broad population studies are often in-
sufficient for complex analyses, including examination of
subgroup differences, a promising approach is oversampling
by intentionally including more SGM participants and using
sample weights to account for them in analysis.32,51 In partic-
ular, school-based research represents a unique opportunity
to reach and incorporate information on SGM youth as part
of a data collection effort targeting a larger group of stu-
dents.19 Another option is to conduct a census of adolescents
as a way to include sufficient numbers of SGM youth.52

There are strategies for reducing sampling biases in non-
probability samples as well, such as time-space sampling, in
which sampling times are randomly selected.53 Respondent-
driven sampling (RDS) is another method that relies not on
venues but on social networks.54 RDS has the potential to pro-
duce unbiased population estimates, although the assumptions
for doing so may or may not be met with SGM youth.34 These
approaches can also be combined with online sampling and re-
cruitment to further increase a study’s reach.35

Including families and schools

Finally, there is a dearth of research with other individuals
known to influence the health and wellbeing of SGM youth,
such as family members and school staff.55–57 To date, most
research has assessed parent/adolescent relationships retro-
spectively or has focused on adolescents’ reports of their
family relationships.58–62 Few studies have successfully en-
rolled parent/adolescent dyads,63,64 and investigators have
struggled to involve parents directly who are unaccepting
of or have only recently learned of their child’s SGM iden-
tity, parents of youth who are not out to their families, and
other family members such as siblings or grandparents.

Although there is more research on SGM youth in schools,
this body of literature may suffer from similar sampling

biases. School-based research on SGM youth may be biased
toward enrollment of participants who are out to their peers
or willing to obtain their parents’ permission, or be more
likely to occur in schools with a supportive environment to-
ward SGM youth. Given the challenge of recruiting along a
continuum from rejecting to accepting, recruiting from more
accepting environments may be the most feasible option for
now and will at least provide some data as a starting point,
particularly in conjunction with analytic approaches that
examine the role of acceptance. Such participants may also
be able to offer important insights about how to reach
other family members or educators with differing levels of
acceptance.

Measurement and Interpretation

Measuring sexual orientation and gender identity

Given the aforementioned complexity in defining sexual
orientation and gender identity, measurement of these con-
structs is a notable challenge. Rapidly shifting terminology
among youth48 may reflect anything from measurement error
to regional language differences to a genuine shift in the un-
derlying construct, for example, fluidity in self-ascribed iden-
tity over time. For these reasons, researchers may consider
allowing youth to express their sexual and/or gender identity
via an open-ended text box, and use closed-ended items to cap-
ture other salient aspects of these identities (e.g., romantic/sex-
ual attraction and gender expression) necessary for eligibility
verification or later quantitative analysis. This may be espe-
cially criticial in longitudinal studies, given the likelihood of
identity to change over the span of adolescent development.22

For sexual orientation in particular, we concur with previ-
ously published recommendations to prioritize the measure-
ment of attraction, deprioritize measurement of behavior (for
sample definition purposes), and give special consideration
to item placement and skip logic.25,65 Regardless of which
items are chosen, investigators should be cognizant of the
need to strike a balance between terminology that youth
can understand and with which they are comfortable, and
avoid overly clinical or dehumanizing language; for exam-
ple, there are many reasons not to use the term ‘‘biological
sex’’ when referring to sex assigned at birth.66,67 For gender
in particular, many experts use the combination of sex
assigned at birth and at least one indicator of current asserted
gender, although the choice of items and response options
can vary depending on whether the target sample will be
drawn from a general youth population, members of diverse
SGM youth populations, or a gender-expansive population
specifically.68

Researchers are also advised to examine the rationale for
selecting one measure of identity over another, particularly
among closed-ended items. Identity labeling is often used
in the service of broadly categorizing participants into
groups to support later comparisons (e.g., gay vs. lesbian
vs. bisexual participants). However, the assignment of indi-
viduals to these groups may introduce bias, particularly if
there is an underlying conscious movement away from a
given label.69,70 An overreliance on identity labeling may
also lead to erroneous conclusions about identity-based
group differences that are more appropriately attributable
to externally perceived characteristics, such as gender ex-
pression.24 Even when a more diverse sample of SGM

158 SCHRAGER ET AL.



youth is recruited, the tendency to combine SGM subgroups
as a way to increase samples sizes has led to frequent analy-
sis of sexual orientation and gender identity as a monolithic
construct. Not only has this approach likely reinforced the
broader conflation of sexual orientation and gender identity,
it can also obscure known health risk disparities that vary be-
tween sexual minority and gender minority youth and among
sexual minority subgroups.71 When examining social and
behavioral health outcomes, in particular, we suggest includ-
ing a measure or proxy for metaperception, that is, the respon-
dent’s beliefs about others’ perceptions of the respondent,72

to aid in disentangling true identity-driven group differences
from effects based on socially perceived or categorized group
membership.

Measuring outcomes

To date, most studies that are inclusive of SGM youth
have focused on indicators of health behaviors and associ-
ated morbidity and mortality among American youth,73,74

such as poor mental health; suicidal and nonsuicidal self-
injurious behaviors; sexual behaviors that contribute to un-
planned pregnancies, STIs, and HIV; alcohol, tobacco, and
other drug use; behaviors that contribute to unintentional
injuries; unhealthy dietary behaviors; and inadequate physi-
cal activity.1,26 In addition, a large body of research has ex-
amined experiences with bullying, violence, and other forms
of victimization.1,26 These studies have played a critical role
in documenting the presence of health disparities between
SGM and cisgender, heterosexual youth and between diverse
subgroups of SGM young people, such as sexual minority
and gender minority individuals.1,26 Although we see no rea-
son to stop monitoring these outcomes, the field must expand
its focus and measure additional outcomes, including targets
that may only be salient to specific subgroups of SGM youth
(e.g., gender-expansive youth), if we are to develop effective
programs and policies that can improve the health and well-
being of SGM youth.

Three interrelated outcomes that warrant additional broad
focus are (1) psychological resilience, (2) coping and related
processes, and (3) the social contexts in which SGM youth
grow and develop.75 Most research has examined these do-
mains as correlates or mediators of health and wellbeing,
with significantly less attention given to each domain as an
outcome that is itself shaped by larger social and contextual
factors. A lack of conceptual and theoretical work in this area
makes it difficult to identify the factors that promote healthy
social environments for SGM young people. For example, in
the family domain, parental rejection has emerged as a clear
correlate of negative health outcomes for SGM youth.76

However, less research has conceptualized the underlying
social and psychological factors (i.e., specific cognitive and
emotional factors) that drive parental rejection. This kind
of theorizing and associated measurement are necessary to
identify the correlates of rejection that can be targeted in fu-
ture intervention research. Finally, although longitudinal
studies have shown evidence that health outcome disparities
persist into young adulthood and may even worsen,77 re-
search that captures the dynamic social developmental con-
text has lagged far behind. In fact, despite the recognition
that stigmatizing experiences can disrupt the achievement
of developmental tasks during adolescence and contribute

to negative outcomes,78 the first large study to comprehen-
sively examine the relationship between social contexts
and behavioral health outcomes longitudinally among
SGM youth (MD012252) was only funded in 2017 and is
still underway. Critical gaps remain in our understanding
of resilience, coping, and social context across stages of
SGM youth development.

Overarching considerations for measure selection

Across population characteristics and outcomes, the dearth
of available research on representative samples of SGM
youth broadly and disaggregated subgroups has resulted in
the proliferation of unvalidated measures with poor psychomet-
ric performance,79 particularly related to victimization, homo-
phobic attitudes, and other aspects of gender and sexual
minority stress.80 Although some validated measures are
emerging,81,82 we caution researchers that qualitative research,
cognitive testing, and validity and reliability studies may still
be required83—especially when a measure is directly relevant
to gender or sexual identity, as the terminology used in older
measures may not be sufficiently sensitive or reflective of
modern youth experience.48 Of course, measure selection for
research with SGM youth should also be informed by mea-
surement considerations relevant to the general population of
adolescents, such as literacy, developmental appropriateness,
and survey fatigue.84–87

Study Design

Despite the proliferation of research documenting dispro-
portionate adverse health outcomes among SGM youth, there
remain substantial gaps in our scientific knowledge of inter-
ventions to improve SGM youth health and wellbeing. For
example, although considerable progress has been made in
the development of biomedical and behavioral interventions
for the prevention or treatment of HIV,88,89 less is known
about the benefit of such interventions for youth.90,91 The
2018 Food and Drug Administration approval for use of
pre-exposure prophylaxis among adolescents at risk for
HIV acquisition92 will hopefully spur additional research
on implementation for SGM youth, which has specific chal-
lenges related to parental consent, confidentiality, and health
privacy.93–95 More broadly, there is a need for a shift from
such models of health disparity, where health imbalances
and antecedent risk and protective factors are identified, to
health equity and the identification of interventions to suc-
cessfully overcome these disparities. The former studies re-
quire population-based epidemiologic and developmentally
based cross-sectional or longitudinal designs, whereas the
latter require rigorous intervention trials. We must examine
the potential utility for SGM youth of available prevention
interventions developed originally for a general population
of adolescents, and we must also develop and evaluate new
interventions using rigorous designs appropriate for use
with SGM youth.

Design considerations based on existing interventions

Existing universal and targeted prevention interventions
for a variety of physical and behavioral health outcomes
can be evaluated to examine whether SGM youth bene-
fit as much as, or less than, other youth when exposed to
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these interventions. Relatedly, we can examine whether gen-
eral school- or community-based interventions targeting
anti-homosexual and anti-transgender attitudes, bullying,
and violence toward other stigmatized youth actually im-
prove outcomes for SGM youth. We propose a design strat-
egy for evaluating these interventions specifically for SGM
populations, using suicide prevention as an illustrative exam-
ple given the extremely high rate of suicide attempts among
SGM high school youth compared with non-SGM youth.1,96

A first step would involve synthesizing individual-level
data from published social and behavioral intervention trials
that (1) target the outcome of interest (e.g., youth suicide),
directly or indirectly by addressing known risk and/or protec-
tive factors (e.g., depression, anxiety, bullying, and alcohol
or drug use); (2) measure behavioral outcomes (e.g., suicide-
related attempts and planning), and (3) document partici-
pants’ sexual orientation or gender identity. For our suicide
example, we know of 23 randomized trials that meet these
criteria, including a total of 100,851 youth who were ran-
domized to an active preventive intervention or control con-
dition.97 Of these youth, more than 5000 could be classified
as a member of an SGM population based on self-reported
gender identity or sexual identity, attraction, or behavior.

By combining individual-level data from multiple trials such
as these and using integrative data analysis approaches,97,98 it is
possible to obtain sufficient statistical power to detect small to
moderate intervention effects in SGM youth and contrast this
with the impact on non-SGM youth using moderation analy-
ses. To account for different ways that studies have chosen
to measure outcomes of interest,98 we can standardize all
trial measures against independently developed and prospec-
tively validated scales or indicators.99 Although intensive,
the strength of this design rests in the use of available data,
the ability to make ready comparisons both between SGM
and non-SGM youth and among distinct SGM subgroups,
and the combination of trial data that by themselves have min-
imal power. Its weakness is the inability to address questions
other than those from existing trials, which rarely engage the
unique needs of SGM youth in the contexts of school, family,
and community.

Design considerations for new intervention studies

Conducting research that considers the unique needs of
SGM youth will require new intervention studies. Procedures
for conducting traditional randomized trials of intervention
efficacy or effectiveness are well described,100 but there
are challenges in conducting such studies with SGM youth.
One major challenge is that even implementing an SGM-
focused intervention can increase the chance of unintended
disclosure of the youth’s identity or sexual behavior to some-
one close, such as a family member, counter to the youth’s
own wishes. For interventions that include parenting pro-
grams to support SGM youth, as well as school-based inter-
ventions that start by acknowledging youths’ sexual
orientation and gender identity, additional methods to mini-
mize unintended disclosures may be needed. As many youth
often reveal information regarding their gender identity or
sexual attractions, behavior, or identity in the virtual
world101 before disclosing to friends or families in person,102

and youth are often comfortable navigating the Internet to re-
ceive information and connect, it makes sense to consider de-

signing and delivering interventions that make use of these
potentially powerful technologies.103,104 The Keep It Up!
Intervention,105 which was designed to help young men
who have sex with men adopt safer sexual behaviors and
form healthy relationships, is one example of an interactive
e-health intervention that could serve as a model for the
health and wellbeing needs of other SGM populations, in-
cluding youth.

SGM-specific considerations for retention (or attrition)
could also have important design implications, as youth in
one arm of a trial may be more prone to withdrawing from
the study for reasons related106 or unrelated46,107 to the inter-
vention (e.g., structural barriers to continued participation).
Although there is a strong tradition of randomized controlled
trials relying only on intent-to-treat analysis for impact, in
which all individuals who are randomized to a condition in
the study are analyzed together regardless of how much of
the assigned intervention they received, the impact of differen-
tial and informative dropout should be examined as well.108

An additional design challenge is linked directly to the dif-
ficulty in obtaining representative samples as described ear-
lier in the article. For example, if only parents who are highly
comfortable with their child’s acknowledged sexual or gen-
der identity agree to participate in a family intervention
study, the inherent selection bias would make it inaccurate
to infer a trial’s findings to a broader group of families or
the full population. However, some potential design ap-
proaches may be both ethical and appropriate to use. For ex-
ample, if an intervention requires parental acceptance of a
youth’s identity, one could consider a design that deliber-
ately enrolls families where the index youth varied in age
and in the duration of parental acceptance. Analytic models
then could be used to express the impact of the intervention
against a comparison condition within age groups as a function
of how long the parents had accepted the youth’s identity. If
there is a consistent effect regardless of how long parents
had accepted the youth, it would lend weight toward the hy-
pothesis that parental acceptance is not a prerequisite for inter-
vention success. A similar analysis examining intervention
effect by degree of acceptance could be undertaken if parental
acceptance were measured with sufficient variability.

Ethical Considerations

Up to this point, we have focused on the practical need to
adjust study approaches to accommodate the needs of SGM
youth. However, the literature on ethical issues in research
with SGM adolescents also has underscored the need to in-
crease representation of SGM youth in research that has
the potential to improve their health, recognize that SGM
youth have the ability to make autonomous decisions about
research participation, and reduce their risk of harm through-
out the research process.109–113 We describe several impor-
tant ethical considerations when conducting research with
SGM youth and their families.

General research with minors, including adolescents, typ-
ically requires the consent of a parent or legal guardian for
youth to participate in research activities. However, such pa-
rental consent to participate in an SGM-focused study may
require youth to disclose their SGM identity to their parents
or guardians, which places them at risk of experiencing vic-
timization, abuse, and rejection.61,114 Empirical research has
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found that requiring parental consent reduces SGM youths’
willingness to participate in research studies, biasing samples
toward youth who are out, have supportive relationships with
their families, or do not engage in high-risk behaviors,115–117

threatening the validity of research findings.118

SGM health researchers commonly address these concerns
by requesting waivers of parental permission for studies that
pose no more than a minimal risk of harm. Some studies have
found that parents are supportive of permission waivers for
research with SGM youth.119,120 Such waivers may be espe-
cially useful for school-based research studies for which spe-
cial attention is needed, given that school staff records are
accessible to parents and could result in inadvertent disclo-
sure of a student’s SGM identity.113 It is thus critical to en-
sure that documentation of parental consent is maintained
by an external research team rather than school staff. As dif-
ferent institutional review boards (IRBs) may have different
stances on granting permission waivers, investigators may
wish to refer to published case examples and toolkits to nav-
igate this process.109,110,121 For multisite studies, reliance on
a single IRB with experience in protection of SGM youth
subjects may also be an option.122

Privacy and confidentiality breaches are another concern
that may affect SGM samples disproportionately. Health
and risk information are common areas of study with SGM
youth that can trigger mandated reporting to service provid-
ers (e.g., suicidality), welfare agencies (e.g., child abuse), or
the health department (e.g., new diagnosis of some STIs).
During the consent process, being explicit about situations
that necessitate breaks in confidentiality, and to whom their
identifying information may be disclosed, can aid youth in
making the best decision for themselves about participation.
Finally, seemingly benign aspects of a study may run the risk
of exposing youth’s SGM identity to others. For example, ad-
vertisements that use terms or imagery reflective of SGM
communities may be seen by peers or family, and studies
that occur in physical locations associated with SGM com-
munities may ‘‘out’’ a prospective participant unintention-
ally. Thus, investigators should carefully consider the
extent to which their research studies warrant discretion,
depending on the nature and context of the study.

Furthermore, conditions at the start of the study that enabled
youth to feel comfortable enrolling could change over the
course of participation, particularly in longitudinal studies
and intervention trials. Youth who may be open to broader dis-
closure of their SGM identity at one point in time may decide
that it is no longer appropriate or safe to continue sharing with
family members, school staff, or other acquaintances. Because
personal and social circumstances change as a youth matures
both physically and emotionally, a design protocol could in-
clude structured times for the youth to review their decision
to continue participation. Trials in areas of health other than
those specifically pertinent to SGM have incorporated special
consideration for changing assent/consent, and researchers
testing interventions for SGM youth may consider following
suit in adapting protocols to protect youth who express con-
cerns about continued participation.123

Conclusions

Research on the health of SGM youth in the United States
has grown considerably in recent years. Despite this growth,

there remain a number of structural factors that limit or in-
hibit the collection of vital information about the health of
SGM populations (e.g., federal funding priorities and inclu-
sive versus discriminatory policies), slowing the rate of sci-
entific advancement.124,125 In this article, we make specific
methodological recommendations for improving the science
on the health of SGM youth with illustrative examples from
the school and family contexts of SGM young people in the
United States. Future work should consider research from
other contexts, both similar to and distinct from the United
States, to strengthen the field’s understanding of how to im-
prove the health of SGM youth around the world.

Ultimately, addressing existing gaps will necessitate
working collaboratively with youth, schools, and families
to craft adequate protections that minimize the potential
harms and maximize the possible benefits associated with
participating in research. This work will require considerable
time and resources but is necessary if we are to address sam-
pling biases and measurement issues, and recruit and retain
representative samples of SGM youth over time—all of
which are necessary to develop feasible, acceptable, and effec-
tive interventions that can improve the health of SGM youth.
As this work progresses, synthesis studies offer one avenue
through which to strengthen the extant knowledge about
SGM youth. However, interventions to support the health
and wellbeing of SGM youth are needed greatly, in the United
States and beyond, as youth who identify as gender and/or sex-
ual minorities report greater exposure to risk factors, less ac-
cess to protective factors, and poorer health-related behaviors
and health outcomes than do their cisgender and/or heterosex-
ual peers.1–14 We strongly encourage researchers to address the
methodological issues identified in this article in their work
with SGM youth, to advance prevention science, and ulti-
mately to help address health disparities that compromise the
health of SGM youth in adolescence and beyond.
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