
REVIEW

Family-Based Interventions with Transgender
and Gender Expansive Youth:
Systematic Review and Best Practice Recommendations
Jean Malpas,1,2,* Michael J. Pellicane,1,3 and Elizabeth Glaeser1,4

Abstract
Research on transgender and gender expansive (TGE) youth has highlighted the disproportionate and challeng-
ing mental health and developmental outcomes faced by these young people. Research also largely suggests that
family acceptance of TGE youth’s gender identity and expression is crucial to preventing poor psychosocial out-
comes in this community. Recently, family-based treatment has become common practice with TGE youth whose
families are available for care, but it is unclear whether research provides outcome data for family interventions
with TGE youth. This study follows Preferred Systematic Reviews and Meta-Analyses (PRISMA) guidelines to sys-
tematically review articles that provide outcome data or clinical recommendations for family-based interventions
with TGE youth and their families. No quantitative outcome data for family therapy with TGE youth were found,
but numerous articles spanning decades (n = 32) provided clinical practice recommendations for family-based in-
terventions with this population. Very few articles provided outcome data for family therapy with sexual minority
youth (n = 2). Over time, clinical strategies have moved from pathologizing to affirming of TGE youths’ gender
journey. Common clinical strategies of affirming interventions include (1) providing psychoeducation, (2) allowing
space for families to express reactions to their child’s gender, (3) emphasizing the protective power of family ac-
ceptance, (4) utilizing multiple modalities of support, (5) giving families opportunities for allyship and advocacy, (6)
connecting families to TGE community resources, and (7) centering intersectional approaches and concerns.
Future research should examine the efficacy of family-based interventions that incorporate these clinical strategies
and collect quantitative data to systematically determine their effect on psychosocial outcomes.

Keywords: transgender; family therapy; family acceptance; family support; psychoeducation; systematic review;
gender nonbinary; youth; best practice recommendations

Research on transgender and gender expansive (TGE)
youth has highlighted the disproportionate and chal-
lenging mental health and developmental outcomes
faced by these young people. Compared with cisgender
peers, TGE youth often display higher rates of mental
health symptoms, safety risks, and psychosocial compli-
cations. In particular, compared with cisgender youth,
TGE youth exhibit disproportionately high rates of de-
pression1–4 anxiety,3,5,6 suicidality,1,3,4,7 and nonsuicidal
self-injury.3,4,7 Many other negative psychosocial out-
comes, such as homelessness,8,9 school absence and
dropout,10 survival sex work,11 HIV,11,12 bullying,13

gender-related victimization at school,14 dating vio-
lence,15 childhood sexual, psychological, and physical
abuse,16 and substance use/abuse,17 are also dispro-
portionally high among transgender youth.

Families frequently play a large role in determining
psychosocial outcomes for TGE youth.18 Along these
lines, numerous studies suggest that the largest predic-
tor of suicide attempts within the context of minority
stress for TGE young people is lack of family sup-
port.19–22 Lack of family support can be particularly
detrimental for several reasons. First, affirmation in
legal, educational, and mental health systems is
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associated with positive mental health.23–25 Without
family support in these domains, TGE youth do not
have assistance in navigating complex educational,
medical, mental health, and legal systems, further in-
creasing distress. Second and systemically, a critical
factor in the development of mental health and psycho-
social problems in TGE youth appears to be the lack of
acceptance, specifically of the child’s gender identity
and expression, by the child’s family of origin.19–21

Studies focusing on family acceptance show that it is
an essential component of TGE youths’ affirmation,
and that it greatly improves their mental health while
decreasing the chances of risk behaviors and self-
harm.26–28 For instance, the groundbreaking research
of the Transgender Youth Project pioneered by Olson
and colleagues has shown that (1) transgender youths’
rates of anxiety and depression are similar to those in
cisgender children, and (2) psychosocial issues do not
reach a clinical range if transgender children are so-
cially affirmed and supported by their families and
peers.29,30 Similar results demonstrating the protective
role of family acceptance have also been found in the
Canadian Trans Youth Health Survey.31,32

Given the centrality of family acceptance to positive
mental health in TGE youth, family involvement is crucial
to ensuring effective psychological care for this vulnerable
population. TGE young people who access family-based
support services are 82% less likely to attempt suicide
than those who do not access such services.33 Family ther-
apy, specifically, has been shown to be an effective inter-
vention in reducing depressive symptoms, suicidal
ideation, and suicide attempts in adolescents.34,35

Reflecting these findings, models of care for TGE
children and adolescents are becoming increasingly
affirming and inclusive of social and familial con-
texts.24,25,36–39 Along with the slow increase in gender
inclusivity of the mental and medical health fields at
large, standards of care have evolved toward a more
affirmative, less cisnormative and pathologizing
model.40 Of note, treatment models that are affirming
of the child’s gender identity and expression (i.e.,
gender-affirmative models) are becoming more widely
used,25,41 but research on these models is still limited.42

Family-based treatment has become a common practice
with TGE children and adolescents whose families are
available for care.24,36,37,43–47

However, researchers have noted the lack of studies pro-
viding outcome data for family-based interventions that
specifically target TGE youth.48 While a systematic review
of empirically supported family therapy interventions for

sexual minority youth and their families yielded specific
strategies for clinicians working with that population,49

to date no such systematic review has been conducted
for TGE youth and their families. Such a review would
support the identification of best practice recommenda-
tions for family therapy, family engagement, and family
acceptance work carried out in clinical and community
settings. This article addresses this gap in knowledge by
systematically reviewing research on family-based inter-
ventions for TGE youth and their families. Owing to
the dearth of literature in this area and the frequent over-
lap of research regarding lesbian, gay, and bisexual (LGB)
youth issues and TGE youth issues,50 a second search was
conducted for family-based interventions for LGB youth,
with the hope that outcome data from studies on family-
based interventions with LGB youth could form an addi-
tional basis for clinical and research recommendations for
family-based interventions with TGE youth.

Materials and Methods
Database searches
The current systematic review follows the Preferred Sys-
tematic Reviews and Meta-Analyses (PRISMA) guide-
lines.51 Searches of the PsycINFO, PubMed, ProQuest
Dissertation Abstracts International, Web of Science,
Embase, Gender Watch, and LGBT Life databases were
conducted to find relevant articles published through
2018. Two Boolean statements (i.e., compound state-
ments that use ‘‘OR’’ and ‘‘AND’’ to combine individual
search terms) were used to search for articles specifically
related to family therapy and family engagement inter-
ventions with LGB youth and TGE youth (see Fig. 1 for
search terms). The first Boolean statement (Search 1) in-
cluded terms related to TGE youth, whereas the second
Boolean statement (Search 2) included terms related to
sexual minority youth. The term ‘‘transsexual’’ was in-
cluded in the TGE-related search terms to include older
articles that describe family-based interventions for the
formerly assigned diagnoses of ‘‘transsexualism,’’ or ‘‘gen-
der identity disorder,’’52 which have since been replaced
with ‘‘gender dysphoria’’ with the publication of Diag-
nostic and Statistical Manual of Mental Disorders, Fifth
Edition (DSM-5).53

Two reviews were conducted with the articles yielded
from both searches. The first was a review of both quan-
titative outcome data and qualitative data, as well as
best practices, and clinical recommendations for family-
based interventions with TGE youth and their families
(Review 1). The second was a review of quantitative out-
come data only for family therapy interventions with
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sexual minority youth (Review 2). Given the frequent
conceptual overlap of research regarding sexual minor-
ity issues and gender minority issues,50 it was theorized
that the results from the review of family therapy for sex-
ual minority youth (Review 2) could guide future efforts
to collect similar quantitative outcome data examining
the effectiveness of family-based interventions with

TGE youth. The authors hypothesized that, given the
relative dearth of family therapy research in transgender
populations compared with LGB population,54,55 they
would be more likely to identify outcome data pointing
to the effectiveness of specific modalities, interventions,
and their connection to the well-being of LGB youth and
their families.

FIG. 1. PRISMA flow diagram for Search 1. PRISMA, Preferred Systematic Reviews and Meta-Analyses;
SM, sexual minority; TGE, transgender and gender expansive.
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Nonduplicate records yielded from database searching
(Search 1: n = 395; Search 2: n = 995) were screened for
inclusion for both reviews by the authors. Abstracts of re-
cords that were determined by the authors to be of po-
tential relevance to either review were then examined
for inclusion by the three authors (Search 1: n = 147;
Search 2: n = 147). Full text of the resulting articles
(Search 1: n = 43; Search 2: n = 39) were then reviewed

by the authors to ensure they satisfied inclusion and
exclusion criteria for either Review 1 or Review 2, with
disagreement resolved through discussion. Relevant in-
formation was then coded from the final set of articles
(Search 1: n = 19; Search 2: n = 2) regarding outcomes
and treatment recommendations (described individually
for each review hereunder). See Fig. 1 and Fig. 2 for
search processes for Review 1 and Review 2 respectively.

FIG. 2. PRISMA flow diagram for Search 2. GLB, gay, lesbian, and bisexual; LGB, lesbian, gay, and bisexual.
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Finally, to include relevant articles that were pub-
lished during the writing of this review, a cited refer-
ence search was completed (Fig. 3). This search was
conducted using the Web of Science database to find
any peer-reviewed journal articles published through
2019 that cite the included full-texts from Search 1
(n = 19) and Search 2 (n = 2). Abstracts from this set
of new records (n = 307) were screened for inclusion
using the same inclusion and exclusion criteria as de-
scribed previously. Relevant full-texts (n = 37) were
reviewed for inclusion and exclusion criteria, and
then relevant information was coded from the final
set of articles (n = 13) using the same methods as
with Search 1 and Search 2 (as described individually
for each review hereunder).

Review 1: Family therapy for TGE youth
Quantitative and qualitative research articles, as well as
articles outlining treatment best practices published in
English-language peer-reviewed journals were consid-

ered for inclusion in the first review if they met the fol-
lowing inclusion criteria: (1) the article was published in
English, and (2) the article provided treatment strategies,
best practices, clinical recommendations, or outcome
data related to family therapy or interventions to in-
crease family engagement with transgender and gender
expansive (TGE) youth. Based on a previous systematic
review of family therapy interventions with sexual mi-
nority youth,49 articles were excluded from the first re-
view if they (1) were not related to TGE youth, (2)
addressed issues of gender identity and expression in
the context of individual or group therapy, rather than
family therapy, or (3) only provided treatment strategies,
best practices, clinical recommendations, or research re-
sults regarding gender identity or expression outside the
family context.

The final set of articles that met all inclusion and ex-
clusion criteria for Review 1 (n = 32) were then coded
for the following information: (1) population of inter-
est, (2) treatment modalities used, (3) outcome data

FIG. 3. PRISMA flow diagram for cited reference search.
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(if any) and/or empirical support, (4) clinical strategies
suggested, and (5) additional relevant themes explored.
A summary of this information is given in Table 1.

Review 2: Family therapy for LGB youth
A similar review process was undertaken for articles on
family therapy interventions with sexual minority youth.
For this second review, however, only articles that pro-
vided quantitative outcome data were considered for in-
clusion. For inclusion in the second review, articles must
have met the following inclusion criteria: (1) the article
was published in English, and (2) the article provided
quantitative outcome data related to family therapy or
interventions to increase family engagement with sexual
minority youth. Articles were excluded from the second
review if they (1) were not related to sexual minority
youth, (2) addressed issues of sexual orientation or
identity in the context of individual or group therapy,
rather than family therapy, or (3) only provided treat-
ment strategies, best practices, clinical recommenda-
tions, or research results regarding sexual orientation
or identity outside the family context.

As with Review 1, the final set of articles that met all
inclusion and exclusion criteria for Review 2 (n = 2)
were then coded for the following information: (1) pop-
ulation of interest, (2) treatment modalities used, (3) out-
come data (if any) and/or empirical support, (4) clinical
strategies suggested, and (5) additional relevant themes
explored. A summary of this information is given in
Table 2.

Results and Discussion
The first review (quantitative and qualitative research ar-
ticles on family-based interventions with TGE youth)
yielded 32 articles examining family-inclusive interven-
tions with TGE youth (Table 1), whereas the second re-
view (quantitative research articles on family therapy
with LGB youth) yielded only two studies (Table 2).

Quantitative data
As previous research suggested,48 this review found that
there is a glaring absence of quantitative outcome data on
family therapy and family-based interventions with
LGBT youth in general and with TGE youth in particu-
lar. Put simply, this review yielded no published quanti-
tative outcome studies demonstrating the efficacy of
family therapy interventions with TGE youth. Only one
study provided outcome data regarding the application
of evidence-supported Attachment-Based Family Ther-
apy (ABFT)35 to LGB youth.95 Developed by Gary Dia-
mond and his team, ABFT is based on the premise

that family relationships are improved by identifying
and attending to attachment ruptures, such as family re-
jection and cutoffs, between family members. This small
study (n = 10) of LGB adolescents in Israel with a history
of suicide attempts shows that ABFT leads to a significant
decrease in suicidal ideation and depressive symptoms in
sexual minority youth.95 It also shows a moderate (but
nonsignificant) decrease in attachment-related anxiety
and avoidance, indicating that treatment may have
resulted in improved parent–child relationships.

Qualitative data
Although there are no quantitative outcome studies on
family therapy or family-based interventions with TGE
youth, there are: (1) a small number of qualitative studies
(n = 6) based on small samples of caregivers, (2) case
studies (n = 9) arguing for the effectiveness of family-
based interventions for TGE youth and their families,
and (3) a large number of clinical recommendations
and a few theoretical models based on authors’ clinical
and research experience often spanning up to decades
(n = 17).24,42,43,63,69–71,96 Of note among these qualitative
data are: (1) the change of clinical stance on families of
TGE youth over time, (2) the theoretical models often
cited and used, (3) the most frequently recommended
best clinical practices when working with TGE and their
families, and (4) the commonalities of these best practices
with outcome data on family therapy with LGB youth.
We explore the results in these four domains hereunder.

Change of the clinical stance over time. Table 1 orga-
nizes the included articles in chronological order and em-
phasizes how the stance on family care for TGE youth,
including prepubertal children, has shifted over time.
Approaches have generally evolved from a gender diver-
sity pathologizing to a gender diversity affirming stance.97

Articles published between 1972 and the late 1990s
reflect a clinical position anchored in traditional inter-
pretations of the psychodynamic model, where gender di-
versity was considered an emotional and developmental
disorder to treat and correct. Families (often mothers)
were blamed for causing noncisgender identifications
(e.g., ‘‘effeminate’’ or ‘‘feminine’’) in male-assigned at
birth children mostly.58,59 Such an understanding of
gender diversity in childhood was used to justify an ap-
proach generally described as ‘‘reparative,’’ where cisnor-
mative gender roles and identifications were encouraged,
and transgender and nonbinary identifications and ex-
pressions were ‘‘avoided.’’ This stance discourages social
transition and promotes adherence to cisnormative

12 MALPAS ET AL.
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gender identity and expression in children and fami-
lies.58,59 Parents were most often assessed for psychopa-
thology and engaged in parent–child sessions to
reinforce gender stereotypical identifications in the family.

The rise of more rigorous research on gender diverse
pre- and postpubertal children from the (now-called)
Center of Expertise on Gender Dysphoria at the VU
University Medical Center Amsterdam led to the es-
tablishment of a second approach.98 The commonly
known ‘‘Watchful Waiting’’ model argued that, in
part based on longitudinal outcomes of a small sam-
ple of gender-diverse youth in the Netherlands, 73%
of noncisgender identifying prepubertal children
studied would desist at adolescence, not identify as
transgender, and not pursue gender affirming medi-
cal care (yet scholars have argued with the validity of
these findings).25,97,99–103 Extrapolating from these

numbers, the model argues that the safest approach
would be to block and delay genetically induced pu-
berty to allow children and families additional time
to clarify whether adolescents identified as transgender
and seek permanent medical interventions such as
cross-sex hormone therapy and surgeries. We owe to
this model the establishment of puberty suppression
as a global standard of care. In this model, the ap-
proach to families is supportive and aims at providing
psychoeducation on gender identity development; de-
creasing gender dysphoria, stress, and stigma related to
gender diversity; and decreasing family rejection.98

A third and last model emerged around 2010, under
the umbrella of gender-affirmative approaches.25,43,46,96,97

This model argues that the differentiation between TGE
and cisgender children could be made at an earlier stage
of the child’s development than previously thought.104

Table 2. Articles with Quantitative Outcome Data for Family Therapy with Lesbian, Gay, and Bisexual Youth (Review 2)

Citation
Sample of

interest
Treatment
modalities

Outcome
data/empirical

support Clinical strategies Additional themes

Willoughby
and Doty94

Nonheterosexual
youth and their
family (n = 1)

Brief CBFT Moderate increases
in GARF scores
over the course of
treatment.
Subjective parent-
reported increase
in comfort with
son’s sexual
orientation

� Teach listening and problem-solving skills to
bolster adaptive family functioning and
support family adjustment of sexual identity.

� Addressing the family members’ cognitions
that influence family life will have to be
addressed to modify dysfunctional family
patterns.

� Identify and challenge automatic thoughts
(e.g., ‘‘this is a phase’’ or ‘‘We’ve failed as
parents’’) that are reflective of cognitive
schemas.

� Provide psychoeducation related to sexual
identity.

� Assign and check homework assignments
(e.g., contact with gay people).

� Expose families to salient topics and have
them stay with the emotions they elicit.

� Provide behavioral alternatives that increase
positive family interactions, as well as
communication and problem-solving skills.

� Family communication: speaker listener, ask
history of sexuality in supportive place

� Important to be able
to define the crisis
that brought the
family in and
establish agreement
among family
members about
what the central
problem is.

� Maintain a directive
stance in entering
into the family to
actively introduce
change

Diamond
et al.95

Self-identified
LGB suicidal
adolescents
and their
parents (n = 10)

Attachment-
Based
Family
Therapy

Significant decreases
in suicidal ideation
and depressive
symptoms over
the course of
treatment.
Nonsignificant
decreases in
attachment-
related anxiety and
avoidance over the
course of
treatment

� Spend increased time with parents to help
reconcile religious beliefs with child’s
sexuality, address fears about rejection from
family of origin, and address concerns for
child welfare.

� Focus early on promoting access to and
participation in LGB-affirmative resources.

� Help parents gain access to educational
materials about positive LGB lifestyles and
community support (e.g., PFLAG).

� Help adolescents reframe acceptance as an
ongoing process.

� Identify and eliminate potentially
invalidating parental comments or behaviors
(i.e., microaggressions).

� Conversations with
both parents and
adolescents about
acceptance allow
them to work
through the
acceptance process
together without
breaking the
attachment bond.

CBFT, cognitive-behavioral family treatment; GARF, Global Assessment of Relational Functioning; PFLAG, Parents and Friends of Lesbians and Gays.
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Proponents of this model recommend social transition as
an affirmative intervention with prepubertal and postpu-
bertal children. A gender social transition or social affir-
mation refers to a change in gender expression of a child
such as hair, pronoun, clothing, or name in a particular
setting to align more closely with their gender identity.
Partial transition/affirmation indicates the child lives in
their affirmed gender part of the time (i.e., at home
only) and full transition/affirmation in all social settings
(i.e., school, extended family, and community). This
model also recommends puberty blocking intervention
at Tanner Stage 2 and cross-sex hormonal therapy at
an age closer to the genetically induced puberty in cisgen-
der children. The approach to families of origin and care-
givers is supportive and psychoeducational, and aims to
increase family acceptance of gender diversity in the
child, family, and community.24,46,96 Over the past few
years, the gender-affirmative model has increasingly em-
phasized the inclusion of nonbinary identifications and
expressions, as well as considerations of the racial,
class, cultural, and religious identities of the child and
of their family.71,79,83,105,106 There is consensus that a
gender-affirmative approach is absolutely necessary to
support families, decenter cisnormativity, and embrace
gender diversity. This model of care must be family in-
clusive and should incorporate family engagement and
psychoeducation while attending to caregivers’ experi-
ences of minority stress in raising a TGE child.24,46,82,96

All gender-affirmative approaches share the importance
of: (1) affirming the child’s gender identity from the
onset of clinical interactions by adopting chosen name
and appropriate pronouns in the clinical setting; (2) eval-

uating the child’s mental health, developmental and
community needs; and (3) addressing previous family
ruptures, traumas, and rejections, related and unrelated
to gender identity development.

Theoretical family therapy models. Under the gender-
affirmative umbrella, the search yielded three models
focusing specifically on family-based interventions:
‘‘Transgender Family Emergence,’’63,96 the ‘‘Multi-
Dimensional Family Approach,’’43 and ‘‘Working Toward
Family Attunement,’’69 all of which conceptualize the
clinical support of families of TGE youth based on
the extensive clinical and/or research experience of
their respective authors.

These frameworks commonly conceptualize the family
processes of caregivers of TGE youth as nonlinear stage
models that span from rejection and/or shock to accep-
tance and/or attunement, and from coming out to integra-
tion of diverse gender identities into the family system.
They all emphasize attending to the youth’s well-being,
clinical needs, and identity development, as well as the
caregivers’ experiences, needs, parenting processes, and
identity development. Although it is not always explicitly
stated, they tend to focus on the experiences and processes
of cisgender and nonqueer-identified caregivers. All mod-
els share a multifactorial theory of change, emphasizing the
need to work on multiple aspects of the family experience:
supporting individuals, increasing relational attunement
and empathy, assessing and modifying gender norms
and expectations within the family system, and mobilizing
family members to work toward changing social gender
norms in their larger contexts (community, medical, edu-
cational, legal, political, etc.).

Common atheoretical clinical recommendations. The
results in Table 3 summarize the common recommen-
dations for optimal clinical care included in the 26 ar-
ticles published after 2000 under a gender-affirming
stance on youth and families. These recommenda-
tions provide an atheoretical framework for best
practices with gender diverse youth and their families
that are repeated across multiple authors, service
contexts, and geographic locations. Table 4 displays
whether each respective reference includes any of
the most common clinical recommendations and
the total frequency of each recommendation across
gender-affirmative references.

Provide psychoeducation. Twenty-two of 26 articles
specifically articulate the need to educate caregivers

Table 3. Clinical Recommendations for Family Therapists
Working with Transgender and Gender Expansive Youth
and Their Families

1. Provide caregivers with psychoeducation on gender diversity, gender
identity development, medical and social interventions, youth and
family resilience.

2. Provide caregivers space for their own process, including negative,
neutral and positive reactions such as grief, fear, loss, surprise, sadness,
joy, relief, gratitude, desire to support and advocate.

3. Frame family acceptance and engagement as youth protective factor.

4. Use multiple modalities and interventions flexibly: work with families
all together, work separately with caregivers, siblings and youth,
groups and community gatherings.

5. Facilitate access to advocacy and training supporting allyship in
extended family and community, including training for schools, places
of faith, caregiver’s workplace, etc.

6. Connect with community of peers, youth and adults, including other
families, support groups, community-based resources to increase
connection and reduce isolation.

7. Center intersectional and contextual approaches including race, class,
religion, legal statuses in all dimensions of care and services.
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about gender diversity. Authors recommend that fam-
ily engagement and guidance include three clusters
of content, covering: (1) the differences between the
continua of assigned sex, gender identity, gender ex-
pression, and sexual/romantic orientations; (2) the
standards of multidisciplinary care for prepubertal
and adolescent TGE youth, including social transi-
tion, nonbinary affirmation, hormonal and surgical
interventions, legal advocacy and rights/support in
school; and (3) the stages of gender identity develop-
ment for transgender and cisgender family members,
including studies about the developmental trajecto-
ries of TGE youth, and a balanced set of information
about adult transgender and nonbinary lives, high-
lighting both risks owing to transphobia and the
resilience of TGE communities. Psychoeducation
should not be patronizing or imposed on families
and caregivers at the expense of forming a strong al-

liance; instead, many authors recommend distilling
it as part of an open inquiry about caregivers’
fears, misconceptions, and desire for agency and in-
formation.

Provide space for caregivers’ process. Twenty-one of 26
articles advise providers working with family members
to conceptualize, plan for, and offer separate and con-
fidential supportive spaces where caregivers can freely
share their experiences, struggles, fears, feelings, and
questions regarding their TGE child. These articles
identify the relevance of such spaces beyond the intake
appointment, lasting along the entire family treatment
duration. Attention paid to caregivers should be prop-
erly balanced with providing youth with individual and
peer support, access to community resources, and ad-
vocacy to ensure their safety and wellbeing. A separate
support space allows caregivers to process their

Table 4. Frequency of Recommendations in Transgender and Gender Expansive Youth Only

Citation

Recommendation

Provide
psychoeducation

Provide
space for

caregivers’
process

Family
acceptance
protective

factor

Use multiple
intervention

modalities
flexibly

Facilitate
access to
advocacy

Connect
with

community

Center
intersectional

approach

Green et al.56 — — — — — — —
Higham57 — — — — — — —
Newman58 — — — — — — —
Wrate and Gulens59 — U — U — U —
Bradley and Zucker60 — U — — — — —
Sugar61 — — — U — — —

1. Saeger62
U — — U U — —

2. Behan64
U U — — U U —

3. Butler65
U U — — U U U

4. Lev66
U — U — U — U

5. Parker et al.67 — — — U — — U

6. Malpas43
U U U U U U U

7. Bernal and Coolhart68
U — U — — U U

8. Coolhart et al.69 — — U U — U —
9. Harvey and Stone Fish70 — U U — U — U

10. Giammattei71
U U U U — U —

11. Wahlig72
U U U U U U U

12. Whyatt-Sames74
U U U U U U —

13. Coolhart and Shipman75
U U U U U U U

14. Ehrensaft et al.42
U U U U — U —

15. Bull and D’Arrigo-Patrick76
U U — U U U U

16. Coolhart et al.77
U U U — U U —

17. Abreu et al.78
U U U — — — —

18. Ashley79
U U U — — — U

19. Edwards et al.80
U U U U U U U

20. Hidalgo and Chen82
U U U U U U —

21. Golden and Oransky83
U U U U U U U

22. Miller and Davidson86 — U — U — — U

23. Okrey-Anderson
and McGuire89

U U U — U — U

24. Oransky et al.90
U U U U U U U

25. Reilly et al.92
U U U — U — —

26. Wren93
U U — U U — U

Total of 26 22 21 19 16 18 16 16
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experience at a different pace and using a language that,
while authentic to their own experience, might not af-
firm their child. For instance, while it is best practice
for the therapist to use the pronouns that the TGE
young person uses for themselves,107 it is sometimes
impossible to initially engage a caregiver while imposing
a use of language that they oppose. Comparable with
the empirically validated ABFT approach to LGB
youth and their families,95 parental coaching, by
spending extended and confidential time focusing
on the caregivers and their experiences, informs clini-
cians on the caregivers’ history, upbringing, socializa-
tions, values, and affiliations. A layered and complex
understanding of the family members’ perspectives
elucidates the identification of the family’s idiosyn-
cratic and cultural experience of gender, parenting,
safety, resilience, cultural loyalty, and room for
change. These conversations often reveal specific con-
flicts of values, including cultural and/or religious di-
lemmas and fears experienced by the family. It also
allows addressing marital or family conflicts regarding
the handling of the child’s gender diversity outside the
presence of the young person.

Frame family acceptance/engagement as a protective fac-
tor. Nineteen of 26 articles recommend that the clinician
establishes the very participation of the family in support
of their TGE child as one of the most effective and empir-
ically validated modes of protecting their young person
from negative developmental, social, and emotional out-
comes. Caregivers engaged in family therapy are invited
to share a common framework, beyond specific interven-
tions and activities, that ‘‘[family] acceptance is protec-
tion’’ (p. 468).43 This treatment philosophy rests on the
research of the Family Acceptance Project.21,91 If youth
experience love, acceptance, and respect at home—
whether in the form of nonviolent communication, use
of appropriate name and pronouns, or approval of binary
or nonbinary gender expression fitting with the child’s
identity—they are much less likely to be depressed, anx-
ious, self-harming, or suicidal. They are also better equip-
ped to deal with a binary and transphobic world, knowing
that their true self is seen and embraced at home. How-
ever, the notions of what each family and community
consider most protective should be discussed openly
and in a culturally humble way. The systemic oppression
and violence experienced by Black and POC families
and youth at the hand of law enforcement or social service
agencies,108,109 as well as the intracommunity violence
against gender diverse youth, specifically transgender

feminine persons of color,110 need to be acknowledged
when discussing what behaviors each family member
considers to be safe. Ultimately, facilitating consensus
around the pros and cons of safety strategies might help
families have more honest conversations and more effec-
tive mutual support.

Use multiple intervention modalities flexibly. Eighteen of
26 articles demonstrate or recommend that youth and
families are supported through a flexible and multidimen-
sional setting that allows the family process to unfold
through sessions with the young person alone, with the
caregivers alone, and with the entire family. It is a depar-
ture from more traditional systemic models of family
therapy that tend to favor family-as-a-whole sessions
as the normative set up.111,112 In addition, supportive
services offered to families should go beyond the
treatment of the family as a unit and incorporate
community building (support groups, listservs,
community-based referrals) and work of liaison, ad-
vocacy, and education. The flexible structure of treat-
ment reflects the fact that caregivers and youth have
wildly different needs, paces, and require sometimes
conflicting sensitivity from the clinician or different
support in their respective communities.113

Facilitate access to advocacy and training for family and
community. Eighteen of 26 articles recommend that
family engagement includes extended family and
community, such as key community members and
professionals that the family intersect with regularly
(i.e., pediatrician and medical teams, teachers and
school administration, after-school and camp staff,
caregivers’ workplaces and colleagues, and members
of the family’s religious community). The engage-
ment should center the youth and family’s sense of
consent and agency in their respective communities,
while lifting up their burden to educate and advocate
in isolation. Such community and advocacy work
can be performed by a multidisciplinary team work-
ing with the primary clinician or by the clinicians
themselves, depending on the availability of re-
sources. Providing training and/or advocacy in
schools, medical teams, and other social networks
is not only a relief for the youth and family who
does not need to do it themselves. It also demon-
strates that the treatment philosophy, regardless of
its theoretical underpinning, is deeply embedded
in a social justice framework, questions institution-
alized binary cisnormativity, whether in child
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development or in educational policies, as well as fa-
cilitates the change of gender norms of the profes-
sional and social communities with which the
family frequently interacts.

Connect with community of peers—youth and adult.
Seventeen articles of 26 include connecting youth and care-
givers to a respective community of peers. Whether it is a
support group for children, teens, and/or caregivers, a list-
serv, or a community-based network, two-thirds of gender
affirming authors agree with the necessity to complement
purely clinical support with a community-building ap-
proach. Indeed, the sense of marginalization and isola-
tion experienced in social settings that privilege
cisgender youth and only focus on raising cisgender
youth can be counterbalanced by participating in a
community-sharing comparable dilemmas, fears, and
discoveries. Trans and nonbinary youth groups allow
young people to experience their journey as normative
and find great relief and joy in connecting with other
youth who understand their questions and priorities. Sim-
ilarly, caregiver groups are an endless source of referrals,
information, and validation for families embracing gender
diversity. The positive impact of participating in peer
groups—whether peer and/or professionally facilitated—
is commonly highlighted by most clinicians and research-
ers. Being surrounded by a diverse group of peers who
share the same social and developmental dilemmas pro-
foundly shapes youth and caregivers’ sense of normalcy
and decreases their sense of social alienation.

Center intersectional and contextual approaches. Sixteen
of 26 articles illustrate the importance of taking into ac-
count the racial, ethnic, economic, linguistic, religious,
and legal status of each family as a foundational ingredi-
ent for successful and idiosyncratic engagement with each
youth and family. What works best for Black families
might be different from what is optimal for Asian com-
munities; what is trust-inducing to White upper middle
class folks might be very anxiety-provoking to an undoc-
umented Latinx family. Cultural adaptations and sensitiv-
ity should not be considered as add-ons or after thoughts,
but instead need to frame the entirety of the process,
from the conceptions of gender and family to the so-
cial locations of the clinical team. Ensuring access
by removing any potential barriers to care—whether
financial, geographic, linguistic, and/or cultural—
should be a priority in designing the support for all
families.

Commonalities with family therapy with LGB youth. It
should be noted that many of the most commonly rec-
ommended practices with families of TGE youth are
close, if not similar, to the only empirically validated
model of family therapy for families with LGB youth,
ABFT.95 Flexibility of modalities, affirmative language
while making room for caregivers’ process, length
of treatment, and importance of community connec-
tions and service resources are all common features
established to decrease youth distress and to posi-
tively impact family acceptance. Diamond et al. spe-
cifically note that, when used with LGBT youth,
ABFT should be adapted with increased time spent
with caregivers alone to address fears, negative emo-
tions, cultural beliefs, and personal experiences, as
well as helping the young person to reframe family
acceptance as an ongoing process.95

Limitations and Conclusions
This systematic review of English-speaking peer-reviewed
articles confirms the absence of youth and family outcome
data as well as empirical research on the specific mecha-
nisms of effectiveness of family therapy and family-
based services for TGE youth. It also highlights that the
stance of family-based interventions with TGE youth
was originally reflective of the pathologization that the
mental health community had regarding gender-diverse
children and individuals. It has taken several decades
for the transphobic tone and cisnormative assumptions
of many clinicians and studies to be replaced by ap-
proaches celebrating gender diversity in families. The sys-
tematic review of qualitative data, case studies, and
theoretical approaches reveals a consistent and coherent
number of clinical practices and approaches that, in ab-
sence of further evidence, can be considered best practice
recommendations. These most commonly described fea-
tures all include close attention to the individual youth, as
well as caregivers, family, and community systems at
once. They combine individual, family, and group inter-
ventions and point at best practices as a thoughtful inte-
gration of individual, family, and community health.

This being said, this review and its conclusions pres-
ent several limitations and concerns. First, we are aware
that calling for ‘‘intersectional inclusion’’ (i.e., racial, eth-
nic, and class) is not enough when acknowledging the
realities and legacies of racial and ethnic systemic
inequities in both research and service access for minori-
tized communities. Beyond noting the limitations of a
search carried out within an English-speaking and West-
ern context, we call for a deeper reflection on this
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process and its outcomes. Despite the merits of a proto-
colized systematic review process, such an epistemolog-
ical method is embedded within the legacies of systemic
exclusion of other voices and knowledges from the acad-
emy and beyond. Lack of representation of families and
authors of color in these articles, as well as an inherent
judgment placed on empirical study rather than
decolonized or queered methodologies, have restricted
our scope of inquiry and reinforced the White suprem-
acy of the academy in our work. We call for an inclusion
of alternative methods of knowledge creation and a
change in the hegemonic power structures that dictate
expertise in our field—often White, cisgender, and
heteronormative.106,114–116 We also know and are lim-
ited by our own social locations as an all-White, cis-
gender authorship and our veil of Whiteness cannot
and should not determine best practices for BIPOC
communities furthering the legacies of colonialism
and slavery.*

Second, further research (quantitative, qualitative,
community-based, and participatory) should collect
quantitative outcome and process data to provide system-
atic evidence for the efficacy of family-based interventions
for TGE youth and, specifically, for the efficacy of the
best practice recommendations highlighted by our search.
Evidence-based modalities and practices (family ther-
apy, family groups, etc.) could be tested further through
replication and evaluation, paying particular attention
to decolonizing methods and participation.
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Abbreviations Used
ABFT¼Attachment-Based Family Therapy
CBFT¼ cognitive-behavioral family treatment
CMM¼Coordinated Management of Meaning

DBT/CBT ¼ dialectical behavior therapy/cognitive behavioral therapy
GARF¼Global Assessment of Relational Functioning

GID¼ gender identity disorder
GLB¼ gay, lesbian, and bisexual
LGB¼ lesbian, gay, and bisexual

MDFA¼Multi-Dimensional Family Approach
N/A ¼ Not applicable

PFLAG ¼ Parents and Friends of Lesbians and Gays
PRISMA¼ Preferred Systematic Reviews and Meta-Analyses

SGM¼ sexual and gender minority
SGMT¼ sexual and gender minority therapy

SM ¼ sexual minority
TGE ¼ transgender and gender expansive

TGNC¼ transgender or gender nonconforming
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