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Abstract 

Transgender and gender non-conforming (TGNC) people of color experience stressors unique to 

both TGNC and racial/ethnic minority communities that lead to disparities in mental health. 

Guided by minority stress and intersectionality theories, we examined initial anxiety and 

depression as well as changes in symptoms of 41,691 clients from the Center for Collegiate 

Mental Health 2012-2016 dataset, to understand disparities that may exist in distress and 

therapeutic response between TGNC and cisgender clients. We also examined the intersection of 

gender and racial/ethnic identities to note how these trends differ for TGNC people of color. 

Results from hierarchical linear modeling indicate greater symptom severity among TGNC clients 

yet a slower remission of symptoms of depression and anxiety. No significant interaction effects 

were found, but main effects held with TGNC clients of color experiencing more distress than any 

other group. TGNC clients utilized on average 2.5 sessions of therapy more than cisgender 

clients.  
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Initial Distress and Therapeutic Outcomes among  

Transgender and Gender Non-Conforming People of Color 

In recent years, transgender and gender nonconforming (TGNC) individuals—those 

whose gender identity differs from the sex assigned to them at birth (Hendricks & Testa, 2012)—

have become more visible in popular media, and gender identity has been included in at least 

thirty states’ anti-discrimination laws (Movement Advancement Project, 2017). Both research and 

practice-oriented psychologists are becoming increasingly aware of the unique stressors 

encountered by TGNC individuals, particularly TGNC people of color, and the health disparities 

that exist between TGNC and cisgender individuals (Bouman, Davey, Meyer, Witcomb, & 

Arcelus, 2016; Budge, Thai, Tebbe, & Howard, 2016; Grant et al., 2010; Sun et al., 2016; Testa et 

al., 2012). Nonetheless, many TGNC individuals continue to report negative experiences in 

counseling due to uninformed or underinformed practitioners (APA, 2015; Applegarth & Nuttall, 

2016), and many have great difficulty accessing competent services (dickey, Budge, Katz-Wise, 

& Garza, 2016). TGNC people of color may be at a further disadvantage in accessing competent 

therapeutic services (Aubuchon-Endsley, Callahan, & Scott, 2014; Cort et al., 2012) while 

experiencing greater rates of victimization than TGNC or people of color alone (National 

Coalition of Antiviolence Programs, 2010).  

Although it is clear that TGNC individuals—and in particular TGNC people of color—

experience more distress than their White and cisgender counterparts and have a more difficult 

time accessing competent therapeutic services, it is unclear how well therapy meets their needs 

once a therapeutic relationship has been established. The present study examines a United States 

national sample of treatment-seeking college students to understand the influence that gender 

identity, racial/ethnic identity, and their interaction may have on both the initial distress clients 



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 4 

 

report when beginning therapy and how quickly that distress subsides. Understanding these trends 

may provide insight into the magnitude of identity-based disparities and how these disparities 

may or may not be mitigated through treatment. Implications may also emerge for how therapists 

can work to create a more equitable environment both in and outside of the therapy room. 

 We situate our understanding of the mental health implications of holding gender and 

racial/ethnic minority identities in minority stress and intersectionality theories, both of which 

focus on the role of systems of power and privilege in explaining health disparities. The minority 

stress theory (Meyer, 2003) and gender minority stress and resilience theory (Hendricks & Testa, 

2012) posit that health disparities are best understood as the result of consistent discrimination, 

which lead to increased hypervigilance and internalized negative views of self. Intersectionality 

theory holds that multiple, oppressed identities may interact within individuals vis-à-vis societal 

privilege and/or oppression such that individuals with intersecting identities have experiences 

distinct from those who share only one identity (Cole, 2009; Crenshaw, 1989). Intersectionality 

may also suggest that individual with multiple, historically oppressed identities may evidence 

more distress than individuals with either a single or no oppressed identity, because of the effects 

of systemic oppression and not due to any characteristic of the identity itself. 

Mental Health Implications of Holding a TGNC Identity 

Transgender and gender non-conforming individuals experience higher rates of anxiety 

disorders, depression, body dysmorphia, and other psychological disorders than do cisgender 

individuals (Author Citation; Bouman et al., 2016; Bouman et al., 2017; Reisner, Katz-Wise, 

Gordon, Corliss, & Austin, 2016; Testa et al., 2012). Gender non-conforming individuals may 

further experience additional discrimination relative to transgender individuals (Harrison, Grant, 

& Herman, 2012). This collective experience of minority stress is perpetuated by societal norms 
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that reinforce the gender binary and mischaracterize or “otherize” those whose experience falls 

outside of traditional gender norms (Hendricks & Testa, 2012). As such, TGNC individuals may 

experience greater distress than cisgender individuals primarily due to increased experiences of 

discrimination, resultant hypervigilance, and internalized transnegative beliefs that result from 

living in a cisnormative societal context (Hendricks & Testa, 2012). 

        Due at least in part to increased distress from experiencing an oppressed identity, 

counseling may be a particularly important recourse for many TGNC individuals (Hunt, 2014). 

TGNC individuals seek therapy to address this distress as well as for common mental health 

issues and personal growth (Benson, 2013; Rachlin, 2002). Many also seek therapy to obtain 

access to hormone replacement therapy or surgeries (Coleman, 2012). In doing so, many TGNC 

individuals have negative experiences with mental health providers (Mizock & Lundquist, 2016) 

and commonly report anxiety about finding a trans-affirming therapist, feeling the need to educate 

clinicians about TGNC issues, and experiencing gender-related discrimination in therapy 

(Applegarth & Nuttall, 2016; Bess & Stabb, 2009; Benson, 2013). Although the relation of TGNC 

individuals’ experiences in therapy to therapeutic outcomes has yet to be systematically 

examined, it is plausible that discriminatory experiences with providers on both an individual and 

community level could negatively impact the therapeutic alliance and diminish the efficacy of 

counseling (Nadal, Davidoff, Davis, & Wong, 2014; Owen, Tao, Imel, Wampold, & Rodolfa, 

2014). 

Being a Person of Color as a TGNC Individual 

Individuals with intersecting minority identities have distinct experiences from those who 

share only one minority identity (Cole, 2009). Taken separately, TGNC individuals and people of 

color are approximately two times as likely as cisgender and White individuals to be physically or 
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sexually assaulted or to experience discrimination; however, TGNC people of color are 

approximately two and a half times as likely to be assaulted or experience discrimination than 

cisgender White individuals (NCAP, 2010). Historically, people of color have been diagnosed 

with psychological disorders at much higher rates (Cort et al., 2012; McClain et al., 2016), sought 

treatment less frequently (Cheng, Kwan, Sevig, 2013), begun treatment with more of distress 

(Ayalon & Gum, 2011; Brown, Schulberg, Sacco, Perel, & Houck, 1999), and experienced equal 

or less symptom remission (Aubuchon-Endsley et al., 2014; Brown et al., 1999; Hayes, 

McAleavey, Castonguay, & Locke, 2016; Ince, Riper, van’t Hof, & Cuijpers, 2014; Kim, Park, 

La, Chang, Zane, 2016) than White individuals. These health disparities are likely due to the 

effects of racism and systemic inequities experienced by people of color (Lewis & Grzanka, 

2016). TGNC individuals who also identify as a racial/ethnic minority are likely to evidence 

similar outcomes due to their racial/ethnic minority identity as well as the synergistic effects of 

possessing multiple marginalized identities (Cole, 2009). 

Needs assessments of TGNC people of color have indicated that TGNC people of color 

may experience a marked lack of family support, access to financial and medical resources, and 

access to knowledgeable and informed professionals due to their unique intersection of identities 

(Singh & McKleroy, 2011; Xavier, Bobbin, Singer, & Budd, 2005; Wilson et al., 2015). Holding 

intersectional identities may isolate TGNC people of color from both TGNC and communities of 

color, which may lead to higher levels of depression and anxiety for TGNC people of color 

(Bazargan & Galvan, 2012; Budge et al. 2016; Sun et al., 2016). For example, a Black 

transwoman may be rejected by a Black community for not performing femininity as expected 

and be rejected by a predominantly White LGBTQ community that has essentialist 

understandings of race and/or gender.  
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Given the impact of discrimination in treatment-seeking TGNC individuals and people of 

color (Hunt, 2014; Ince et al., 2014), it is likely that TGNC people of color experience even 

greater difficulty locating a competent therapist and reaching therapeutic goals (Dispenza & 

O’Hara, 2016). Though substantial research has examined health disparities based on gender and 

racial/ethnic identities separately (Chou, Asnaani, & Hofmann, 2012; Moradi et al., 2016), very 

little quantitative work has examined the intersection of these identities. It remains unclear how 

much additional distress TGNC individuals and TGNC people of color  typically present with to 

treatment and how quickly this distress may be mitigated by counseling. Better understanding 

these trends may help provide greater knowledge and skills for therapists who are seeking 

competency in working with TGNC individuals (Dispenza & O’Hara, 2016). 

Research Questions 

The present study addresses the lack of quantitative research examining health disparities 

and counseling outcomes among individuals with intersecting racial/ethnic and gender minority 

identities by investigating differences in baseline distress and rates of change of distress by 

gender identity, racial/ethnic identity, and their intersection. We operationalize distress as 

depression and anxiety as these are clients’ most common presenting concerns among our 

population of study (college students; CCMH, 2018) and as previous studies of TGNC mental 

health have focused on depression and anxiety (Bouman et al., 2017; Reisner et al., 2016). We 

chose to examine the intersection between racial/ethnic and gender identity as there is a growing 

literature about the experiences of TGNC people of color but few large-scale, quantitative studies, 

and we wished to understand the way racial/ethnic identity may contribute to the systemic 

discrimination experienced by TGNC individuals. Although other variables such as age or 

socioeconomic status likely would have added additional explanatory power to our study, we did 
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not include them as our collegiate sample is characteristically skewed on both variables. To wit, 

the majority of college students are between 18-25 years old, and socioeconomic status may be in 

flux among college students as education itself is an often-used metric of socioeconomic status. 

Taken together, intersectionality (Crenshaw, 1989) and conceptions of gender minority 

stress (Hendricks & Testa, 2012) posit that individuals with multiple, historically oppressed 

identities may experience additional health disparities beyond those with a single or no oppressed 

identity as a result of systemic discrimination. To investigate this claim, we ask (1) do TGNC 

individuals differ from cisgender individuals in their initial depression and anxiety and the rates 

of change of those symptoms through therapy? (2) do people of color and White individuals differ 

in their initial depression and anxiety and rates of change of those symptoms through therapy? 

and (3) are there interaction effects for initial depression and anxiety and the rates of change of 

these symptoms? 

Method 

Data were analyzed from the Center for Collegiate Mental Health (CCMH) 2012-2016 

database. The CCMH is a practice-research network of 487 college counseling centers in the 

United States, England, and Canada. Centers that contributed data to the repository received 

individual institutional review board approval and did so as part of routine practice. 

Measures 

 Standardized Data Set (SDS). Clients’ gender and racial/ethnic identity were measured 

through the SDS, which gathers information on demographics, mental health history, and college-

life variables and is most frequently administered on intake at participating centers. Response 

options for each question are shown in Table 1. 
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 Counseling Center Assessment of Psychological Symptoms-34 (CCAPS). The CCAPS 

is a multidimensional measure of psychological distress designed for use in college counseling 

centers (Locke et al., 2012). Questions on the CCAPS ask clients to rate themselves on a given 

behavior over the last two weeks on a five-point Likert scale from 0 (not at all like me) to 4 

(extremely like me) with each subscale averaging the scores of all items that load onto that scale. 

As such, higher scores indicate more distress. In this study, we use the Depression and 

Generalized Anxiety subscales, which show adequate internal consistency (α =.88 and .83 

respectively), 1- and 2-week reliability (r = .87 and .86 respectively), and convergent validity 

with the Beck Depression Inventory and Beck Anxiety Inventory respectively (Locke et al., 

2012). Both subscales have an elevated cut point above which corresponds to high distress in that 

domain. These elevated cut points indicate that clients above this score are more likely to meet 

criteria for a diagnosis of depression or anxiety. Because multiple institutions with varying 

procedures around assessment contributed data to the present dataset, the frequency of CCAPS 

administration varies within our sample, leading some clients to have a CCAPS score every 

session and others to have them at other intervals during treatment. 

Sample 

 The 2012-2016 dataset included a total of 372,419 clients. Of these, 41,691 provided a 

gender identity, racial/ethnic identity, and three separate CCAPS scores and were included in 

subsequent analyses. This sample comprised clients from 137 college counseling centers, of 

which 136 were in the United States and 1 counseling center was in England. Clients attended an 

average of 11.23 sessions (SD = 9.03) and had an average of 5.71 CCAPS administrations (SD = 

4.45). Client demographics are presented in Table 1.  We created two subsamples, one with 

clients above the elevated cut point on the depression subscale of the CCAPS and the other with 
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clients above the elevated cut point on the anxiety subscale. This was done to ensure that we 

captured clients with clinically meaningful depression and anxiety so our models of change over 

the course of therapy are meaningful for each domain. This resulted in a final sample of 21,753 

clients for depression analyses and 19,713 for anxiety analyses. Sessions attended and 

demographics for these subsamples were similar to those presented in Table 1. 

Procedure 

 Gender and race/ethnicity were dichotomized into majority and minority identities to 

capture the differences in the experiences of individuals with dominant and oppressed identities 

(Cole, 2009). Gender identity was dichotomized into cisgender and TGNC, coded as 0 and 1 

respectively. Racial/ethnic identity was similarly dichotomized into White and people of color 

and respectively coded as 0 and 1. An interaction between gender and racial/ethnic identity 

groups was created by multiplying our two contrast-coded identity group variables. In models 

with contrast-coded variables, the intercept can be interpreted as the mean baseline depression or 

anxiety for a given group. 

 Courses of treatment were defined as groups of appointments with no more than 90 days 

between appointments, and clients’ data were consequently segmented into distinct courses of 

treatment if applicable. To maintain independence of observations at a client level, only each 

client’s first course of treatment was used. CCAPS scores were matched with clients’ nearest 

therapy session, up to 3 days before or after administration due to variability in center procedure, 

though most frequently the CCAPS was administered the day of treatment. 

Statistical Analysis 

Hierarchical linear modeling (HLM) was employed to evaluate the effect of gender and 

racial identity on Depression and Anxiety scores during treatment in the subgroups above the 
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elevated cut on each subscale. HLM was selected to allow us to evaluate change in Depression 

and Anxiety during while accounting for nested sessions within clients. Data were analyzed in R 

(version 3.4.0; R Development Core Team, 2017) using maximum likelihood estimation with the 

“nlme” package (Pinheiro, Bates, DebRoy, Sarkar, & R Development Core Team, 2013). HLM 

also allowed us to account for different frequency of administration of CCAPS between clients, 

which results in data missing at random. CCAPS scores are missing at some sessions due to 

center policies around frequency of administration (e.g. administering the CCAPS every third 

session), not due to characteristics of the client or dependent variable. HLM accounts for such 

unbalanced data that is missing at random, and the likelihood estimation methods used provide 

valid inference under these conditions (Tseng, Elashoff, Li & Li, 2016). 

The models included two levels: Depression and Anxiety (level 1) over time within clients 

(level 2). At the session level (level 1), we modeled Depression or Anxiety as a function of 

session number. We use session number to evaluate the effect of additional appointments or doses 

of treatment (Howard, Kopta, Kraus, & Orlinsky, 1986), centering session number on clients’ first 

session; the intercept in our models can be interpreted as clients’ baseline Depression or Anxiety. 

At the client level (level 2), we modeled clients’ gender identity, racial/ethnic identity, and their 

interaction as predictors of clients’ baseline Anxiety or Depression (intercept) and rate of change 

(slope). We also included random effects of intercept and session number at the client level. 

Random effects allow for differences in baseline and rates of change of Anxiety or Depression 

between clients as well as allowing for the calculation of the percentage of variance accounted for 

by client and client level predictors (Lutz, Leon, Martinovich, Lyons & Stiles, 2007). 

We constructed a series of models, testing the significance of the addition of each 

predictor. Predictors were entered in sequence as follows, gender identity, racial/ethnic identity, 
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and the interaction term. With each addition, both the significance of the intercept (baseline 

Depression or Anxiety) and slope (rate of change) were tested. We used a likelihood-ratio test 

(LRT) to compare models with additional predictors to previous models in order to evaluate 

model fit (Bolker et al., 2009). We also report the Akaike Information Criteria (AIC) and log-

likelihood ratio in Tables 2 and 3, in which lower and higher values respectively indicate better 

model fit (McCoach & Black, 2008). We used a combination of model fit and the significance of 

the predictors to determine which to retain in subsequent models. If the LRT indicated an 

improvement in fit, then individual effects with significant t values (p < .01 due to large sample 

size) were retained in future models. Subsequent models were then compared to previous models 

using only significant predictors, and the process was repeated. We calculated variance accounted 

for by subtracting the client level intercept variance in the model with additional predictors from 

the previous model without those predictors and dividing that by the variance in the model 

without the predictors (Raudenbush & Bryk, 2002). This variance is presented to contextualize 

the size of effects. 

Results 

We first examined the average number of sessions used across gender and racial/ethnic 

identities. Clients of color (M = 11.41, SD = 9.19) used slightly more sessions than White clients 

(M = 11.01, SD = 9.00; d = .05). TGNC clients (M = 13.50, SD = 10.85) used significantly and 

substantially more sessions than cisgender clients (M = 11.09, SD = 8.99; d = .27). 

Depression 

In the full sample, TGNC people of color evidenced the highest initial depression scores 

(M = 2.19; SD = 1.03), followed by White TGNC clients (M = 2.06, SD = 1.00), cisgender people 

of color (M = 1.87, SD = 1.01), and White cisgender clients (M = 1.77, SD = 1.00). The 
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magnitude of the differences between groups were small for gender (TGNC vs. cisgender d = .29) 

and small-to-insubstantial for racial/ethnic identity (White vs. people of color d = .11).  

Using only the sample above the elevated cut on Depression, we tested the effects of 

gender, race/ethnicity, and their interaction on baseline Depression and change in Depression 

during treatment. We present parameter estimates, null-hypothesis significance tests, and fit 

statistics in Table 2. Model 1, an unconditional means model or null model, did not include any 

predictors: 

Level 1: Depression𝑡𝑖 =  𝛽0𝑖 + 𝑒𝑡𝑖  

Level 2: 𝛽0𝑖 =  𝛿00 +  U0𝑖  

In model 1, Depressionti represents the depression score at time t for client i. The intercept in this 

model (𝛿00) indicates that the mean depression scores for all clients was 1.94. We also included 

random intercepts at the client level (U0i) to allow each client to have a unique deviation from the 

average depression score in addition to residual variance (eti). The intraclass correlations for the 

variance accounted for by clients for the null model was 39.6%, indicating that differences 

between clients accounted for 39.6% of variance in depression scores. 

Model 2 was an unconditional growth model, modeling depression scores as a function of 

session number without predictors of either clients’ baseline Depression or the rate of change of 

their depression scores: 

Level 1: Depression𝑡𝑖 =  𝛽0𝑖 + 𝛽1𝑖(session𝑡𝑖) + 𝑒𝑡𝑖 

Level 2: 𝛽0𝑖 =  𝛿00 +  U0𝑖 

 𝛽1𝑖 =  𝛿10 +  U1𝑖 

Following previous research on therapeutic outcomes, including research done using CCMH data 

(Lefevor, Janis, & Park, 2017), session number was consequently log transformed in all 
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subsequent models, with the log value modeling a negatively accelerating curve and the amount 

of change between sessions decreasing as session number increases (see Finch, Lambert, & 

Schaalje, 2001). The intercept in this model (𝛿00 = 1.94) can be interpreted as the mean 

depression score at time 0. The negative coefficient for log transformed session number (𝛿10) 

indicates that on average, clients’ depression scores decreased with each additional session, 

showing improvement. We also included a random effect of session number (U1i) to allow clients 

to vary uniquely around the average change.  

 In Models 3, 4, and 5, we tested the sequential addition of gender identity, racial/ethnic 

identity, and their interaction. Model 3 shows the effect of gender identity on baseline Depression 

and rates of change of depression scores: 

Level 1: Depression𝑡𝑖 =  𝛽0𝑖 + 𝛽1𝑖(session𝑡𝑖) + 𝑒𝑡𝑖 

Level 2: 𝛽0𝑖 =  𝛿00 + 𝛿01(gender identity𝑖) +  U0𝑖 

 𝛽1𝑖 =  𝛿10 +  𝛿11(gender identity𝑖) + U1𝑖 

In line with prior findings, TGNC clients evidenced higher initial Depression than cisgender 

clients (𝛿01; t = 5.89, p < .001). Cisgender clients evidenced a more accelerated rate of change 

than TGNC clients (𝛿11; t = 4.08, p < .001). Gender identity and its interaction with session 

number significantly improved model fit (χ2(2) =77.91, p < .001) and were consequently retained 

in future models. Although the effects of gender on initial Depression and rates of change of 

depression scores were significant, both effects were quite small with gender identity accounting 

for only .30% of the variance in initial depression and .15% of the variance in rates of change of 

depression scores.  

Model 4 shows the effect of racial/ethnic identity on initial Depression and rates of change 

of depression scores: 
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Level 1: Depression𝑡𝑖 =  𝛽0𝑖 + 𝛽1𝑖(session𝑡𝑖) + 𝑒𝑡𝑖 

Level 2: 𝛽0𝑖 =  𝛿00 + 𝛿01(gender identity𝑖) +  𝛿02(race/ethnicity𝑖) + U0𝑖 

 𝛽1𝑖 =  𝛿10 + 𝛿11(gender identity𝑖) +  𝛿12(race/ethnicity𝑖) + U1𝑖 

In line with prior findings, clients of color evidenced significantly higher baseline Depression 

than White clients (𝛿02; t = 4.11, p < .001). As would be expected based on prior counseling 

research and based on regression to the mean due to clients of color having higher levels of 

baseline distress (Finch et al., 2001), clients of color evidenced an accelerated rate of change of 

depression scores relative to White clients (𝛿12; t = -4.29, p < .001). The addition of racial/ethnic 

identity significantly improved model fit (χ2(2) =25.61, p < .001), and consequently both 

predictors of intercept and slope were included in subsequent models. Though significant, the 

effects of racial/ethnic identity on initial Depression and rates of change of depression scores were 

quite small with racial/ethnic identity accounting for only .15% of the variance in initial 

depression and .16% of the variance in rates of change of depression scores. 

Model 5 tested the interaction between gender identity and racial/ethnic identity on initial 

Depression and rates of change of depression scores: 

Level 1: Depression𝑡𝑖 =  𝛽0𝑖 + 𝛽1𝑖(session𝑡𝑖) + 𝑒𝑡𝑖 

Level 2: 𝛽0𝑖 =  𝛿00 + 𝛿01(gender identity𝑖) +  𝛿02(race/ethnicity𝑖) + 𝛿03(gender identity𝑖 ∗

race/ethnicity𝑖) +  U0𝑖 

𝛽1𝑖 =  𝛿10 + 𝛿11(gender identity𝑖) + 𝛿12(race/ethnicity𝑖)

+ 𝛿13(gender identity𝑖 ∗ race/ethnicity𝑖) + U1𝑖 

The interaction between gender identity and racial/ethnic identity were not significant for both 

baseline Depression (𝛿03; t = 0.29, p = .77) and rate of change (𝛿13; t = 1.32, p = .19). The 

addition of interaction effects did not significantly improve model fit (χ2(2) =2.38, p = .30), and 
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consequently we consider Model 4 as our final model. Altogether, gender and racial/ethnic 

identities explain .45% of the variance in initial depression scores and .32% of the variance in rate 

of change of depression scores after including session number. 

Anxiety 

In the full sample, TGNC people of color evidenced the highest initial anxiety scores (M = 

2.38; SD = 1.03), followed by White TGNC clients (M = 2.22, SD = 0.98), White cisgender 

clients (M = 2.03, SD = 0.98), and cisgender people of color (M = 1.94, SD = 0.97). The 

magnitude of the differences between groups was small for gender (TGNC vs. cisgender d = .26) 

and not substantial for racial/ethnic identity (White vs. people of color d = -.01). 

Table 3 presents coefficients and fit statistics for successive models predicting Anxiety in 

the subsample of clients above the elevated cutoff for Anxiety. Because model equations for 

Anxiety largely mirrored those for Depression, they are only presented insofar as they diverge. 

From Model 1, we see that the mean anxiety score was 2.32 and differences between clients 

accounted for 44.4% of the total variance in anxiety scores. 

Model 2 indicated that the intercept for Anxiety was 2.87. Similar to the model for 

Depression, the coefficient for session number was negative, indicating an overall trend of 

improvement during treatment. We included in Model 2 a random effect of session number to 

allow clients to vary uniquely around the average change. 

Models 3, 4, and 5 tested the sequential addition of gender identity, racial/ethnic identity, 

and their interaction. Model 3 shows the effect of gender identity on initial Anxiety and rate of 

change in anxiety scores. Similar to past research and findings for Depression, TGNC clients 

evidenced greater Anxiety than cisgender clients (t = 3.47, p < .001) and TGNC clients changed 

more slowly than cisgender clients on Anxiety symptoms (t = 3.69, p < .001). Gender identity and 
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its interaction with session number improved model fit (χ2(2) = 36.01, p < .001). Gender identity 

explained .09% of the variance in initial anxiety scores and .15% of the variance in rate of change.  

Model 4 shows the effect of racial/ethnic identity on initial anxiety scores and rate of 

change. Unlike results for Depression, clients of color evidenced less Anxiety than White clients 

(𝛿02; t = -2.99, p = .002). Similar to Depression, clients of color showed more rapid change in 

Anxiety during therapy (𝛿12; t = -3.93, p < .001). Racial/ethnic identity and its interaction with 

session number improved model fit (χ2(3) = 35.80, p < .001). Racial/ethnic identity 

explained .07% of the variance in initial anxiety scores and .16% of the variance in rate of change. 

Model 5 tested interactions between gender identity and racial/ethnic identity on initial 

Anxiety and rate of change of anxiety scores. The interaction between gender identity and 

racial/ethnic identity on baseline Anxiety was not significant (𝛿03; t = .15, p = .88) nor was the 

interaction with rate of change (𝛿13; t = -.40, p = .69). Taken together, gender and racial/ethnic 

identities explain .16% of the variance in initial anxiety scores after including session number 

and .32% of variance in rate of change. 

Discussion 

 We found that gender identity and racial/ethnic identity were related to differences in 

initial client symptom severity and rate of change of these symptoms, though the interactions 

between these two variables were not significant. 

TGNC Mental Health 

 In models for both depression and anxiety, transgender and gender non-conforming 

(TNGC) clients evidenced significantly and substantially more distress than cisgender clients, 

consistent with previous literature (Bouman et al., 2017; Testa et al., 2012). Given the 

substantially increased levels of initial distress experienced by TGNC individuals, we expected 
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that TGNC individuals would evidence a greater reduction in symptoms than cisgender clients 

due to regression to the mean (Finch et al. 2001); however, we found that TGNC individuals’ 

symptoms of depression and anxiety remitted more slowly than did cisgender clients’ symptoms. 

Further, TGNC clients utilized on average 2.5 sessions more than cisgender clients did and left 

therapy manifesting more symptoms of depression and anxiety. 

 These trends may reflect the minority stress that gender minorities experience within a 

cisnormative social context that oppresses gender minority experience through overt 

discrimination, creation of an anticipation of future rejection, and instilment of transnegative 

beliefs (Hendricks & Testa, 2012; Meyer, 2003). Even though therapy may be effective in 

reducing TGNC clients’ presenting symptoms, other symptoms are likely to arise due to continual 

exposure to stressors, which may make sustainable symptom reduction more difficult (Alessi & 

Martin, 2018). Further, many approaches to reducing symptoms of depression or anxiety involve 

helping clients reframe their distress and challenge distorted thoughts about the world. However, 

without adaptation, these interventions may be less effective for TGNC individuals given that 

perceptions of isolation or danger may be factual and not the effect of distorted cognition (Austin, 

Craig, & Alessi, 2017). 

 Alternatively, the increased treatment utilization and decreased responsiveness may be 

reflective of TGNC individuals unique experience of counseling. It is possible that problematic 

patterns occurring within the therapeutic encounter may lead to decreased ability to mitigate 

distress. Many TGNC individuals feel fear or reluctance toward psychotherapists (Applegarth & 

Nuttall, 2016) due to experience with therapists who hold pathologizing or negative views of non-

binary gender identification (Bess & Stabb, 2009). TGNC clients report therapists engaging in 

several less severe but equally problematic practices such as focusing too much or too little on 



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 19 

 

gender, expecting their clients to educate them, and overgeneralizing based on gender (Mizock & 

Lundquist, 2016). As such, TGNC clients frequently report managing therapists’ ignorance and/or 

transphobia within therapy (Benson, 2013), which may render therapy less likely to be effective. 

It is also possible that as TGNC individuals begin work in therapy around gender exploration and 

transition, they may become increasingly distraught due to the time, cost, and emotional energy 

required to transition and consequently both use more sessions and evidence slower remission of 

symptoms. 

The Mental Health of TGNC People of Color 

 Racial/ethnic minorities generally evidenced significant but not substantial differences in 

initial depression and anxiety than White individuals and similar rates of symptom reduction. 

Though trends in initial distress are at odds with literature noting increased mental health 

disparities between White individuals and people of color (Cort et al., 2012; McClain et al., 

2016), trends in symptom reduction concord with recent research noting an increasing parity in 

treatment outcomes between people of color and White clients (Brown et al., 1999; Hayes et al., 

2016; Ince et al., 2014). TGNC people of color experienced more distress than any other group, 

followed by White TGNC clients, followed by cisgender clients. Although interaction effects 

were not significant, this trend indicates that both gender and racial/ethnic identity may be 

important in understanding initial distress. This finding supports previous research rooted in 

intersectionality finding synergistic effects of oppression among individuals with multiple 

minority identities (Author Citation; Crenshaw, 1989; Lefevor et al., 2017). 

 TGNC people of color are more likely to experience violence and other minority stressors 

than TGNC or people of color individuals taken alone are (NCAP, 2010). TGNC people of color 

are also less likely to receive medical attention from incidents resulting from discrimination 
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(Grant et al., 2010) and are more likely to develop depression from these experiences (Jefferson, 

Neilands, & Sevelius, 2013). We strongly caution against any interpretation of our findings as 

reflecting deficiencies in TGNC individuals or people of color. Rather, this research adds to a 

growing body of research emphasizing the systemic difficulties encountered by TGNC people of 

color and calls for sociocultural changes to reduce discrimination and violence toward TGNC 

people of color (Budge et al., 2016; Singh, 2013; Singh & McKleroy, 2011).  

Implications for Practice and Training 

Therapists in college counseling centers are particularly well positioned to address the 

disparities in baseline distress uncovered in our analyses. As our data indicated that TGNC and 

particularly TGNC students of color begin therapy with more distress than cisgender and White 

students, counseling psychologists in counseling centers may effectively advocate in ways that 

may reduce this inequity. For example, counselors may advocate with the Registrar to simplify 

name changes, with administration to ensure gender-inclusive restrooms are available on campus, 

and with Student Affairs to ensure that TGNC students may be assigned appropriate housing. 

Additionally, counseling psychologists in counseling centers can engage in outreach with faculty, 

staff, and students to educate students about TGNC identities and experiences to reduce 

transphobia. 

Counseling psychologists involved in training—particularly in college counseling 

centers—are also well positioned to address disparities in rates of symptom change uncovered in 

our analyses through personal growth and training clinicians. As it is possible that therapist 

factors affected the reduced efficacy of therapy for TGNC clients, we encourage counseling 

psychologists to develop a better personal understanding of the systemic oppression of TGNC 

identities and common concerns of TGNC individuals (e.g. Austin et al., 2017). We recommend 
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that therapists familiarize themselves with common therapeutic mistakes made with TGNC 

individuals, including exaggerating or minimizing the focus on gender, making unwarranted 

generalizations, and expecting the client to educate the therapist (Mizock & Lundquist, 2016; c.f., 

Applegarth & Nuttall, 2016; Benson, 2013). We further encourage training directors to 

purposively incorporate material about TGNC identities and experiences in trainings about 

diversity and multiculturalism using approachable research articles (e.g., Applegarth & Nuttall, 

2016; Benson, 2013; Mizock & Lundquist, 2016). We also encourage counseling psychologists 

responsible for training to help trainees challenge beliefs about gender essentialism and recognize 

how gender may be displayed across various racial/ethnic backgrounds. 

Beyond the specific implications that flow directly from the results of the present study, 

counseling psychologists may also benefit from a better understanding of more general findings 

surrounding TGNC identities and experiences. When working with TGNC people of color, we 

encourage counseling psychologists to be aware of the dynamics of power and privilege and how 

these may play out for TGNC clients of color. Therapists may benefit from becoming particularly 

attuned to the fact that local LGBTQ or communities of color may not be affirming places for 

TGNC people of color (Chang & Singh, 2016). Further, therapists should recognize that gender 

identity and expression vary significantly based on culture and not seek to impose their own or 

other views of gender on clients. Finally, counseling psychologists should be aware of the 

increased violence experienced by TGNC people of color and ensure that they are asking about 

violence/discrimination in therapy (e.g., Austin et al., 2017). 

Counseling psychologists generally are also well positioned to respond to the inequities 

discussed given the field’s commitment to social justice and providing therapy for a diverse 

world. Many of the factors perpetuating higher rates of distress among TGNC clients and TGNC 
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clients of color are systemic in nature (Hendricks & Testa, 2012; Meyer, 2003) and involve more 

than students’ collegiate environments. As such, counseling psychologists can work to address 

institutionalized forms of discrimination and oppression on local, regional, and national levels. 

This effort may include advocating for changes in law or national policy regarding TGNC 

individuals, helping change or create paperwork at their place of work that allows individuals to 

report a variety of gender identities, and  correcting others when improper pronouns are used. 

Limitations, Conclusions, and Further Directions 

 To our knowledge, the current study is the first large-scale quantitative examining change 

in distress of TGNC individual and TGNC people of color individuals through therapy. Our 

results, however, are limited based on our sample and methodology. We could not assess the 

reasons clients entered therapy, which may have impacted outcomes. We used a treatment-

seeking sample of college students, which is demographically different from general TGNC and 

TGNC people of color populations. Our sample likely had higher socioeconomic status and was 

drawn from colleges, which are largely liberal environments (Winkleby, Jatulis, Frank, & 

Fortmann, 1992), and as such may have had greater access to both mental health treatment and 

gender-specific support. Further, therapists who work in college counseling centers may be 

different than “therapists” more generally (e.g., have more access to training), which we were not 

able to control for. Consequently, the disparities noted may have been less pronounced than they 

may be in other contexts. Future research should address these shortcomings. 

 Our analysis plan imposed further limitations on the interpretations of our results. Clients’ 

gender and racial/ethnic identities were dichotomized to draw attention to the main effects of 

gender and racial/ethnic identity. This dichotomization, however, likely masked differences in 

distress within groups. Future research should examine various aspects of racial/ethnic identity 
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and gender identity, for example, looking for examples of mental health differences between men, 

women, transgender, and gender non-conforming individuals separately (c.f., Harrison et al., 

2012). In our analysis, we relied entirely on racial/ethnic identity to examine intersectionality 

among TGNC individuals in order to understand the unique contribution of gender and 

racial/ethnic identity on distress. Though our study is intersectional (Cole, 2009) and focused on 

minority stress (Hendricks & Testa, 2012), our methodology and approach precluded us from 

measuring other important aspects of intersectionality or minority stress (see Lewis & Grzanka, 

2016). Other identity factors such as age, socioeconomic status, immigration status/acculturation, 

and urbanicity—as well as other stigma factors such as discrimination, hypervigilance, and 

internalized transphobia—are also important to consider when examining the intersection of 

gender and racial/ethnic identity to better understand the sources of observed differences (Cerezo, 

Morales, Quintero, & Rothman, 2014) and should be explored in future studies. 

 Data from a sample of over 40,000 treatment seeking college students indicated significant 

and substantial differences in baseline distress between cisgender and TGNC individuals with 

TGNC people of color experiencing the greatest amount of distress. Analyses of change of 

distress indicated that TGNC clients’ symptoms of anxiety remitted more slowly than did 

cisgender clients’ symptoms, yielding a larger disparity in anxiety between cisgender and TGNC 

clients post-therapy than existed before therapy. Following gender minority stress and 

intersectionality theories, we suggest that the disparities noted are indicative of systemic 

discrimination that contributes to the oppression of TGNC individuals and people of color. We 

encourage counseling psychologists working with TGNC clients and especially TGNC clients of 

color to be conscious of the systemic oppression faced by their clients and to work with their 

clients to counter these effects.   
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Table 1. Participant Demographics 

Client N 41,691 

Age  22.63 (5.22) 

Gender identity  

 Female 65.9% 

 Male 32.5% 

 Transgender 0.5% 

 Self-identify 1.1%  

Race/ethnicity  

 White 70.4% 

 African American/Black 8.1% 

 Hispanic/Latino/a 8.6% 

 Asian/Asian American 6.1% 

 Multiracial 4.6% 

 American Indian or Alaskan Native 0.4% 

 Native Hawaiian or Pacific Islander 0.2% 

 Self-identify 1.7% 

Academic status  

 Freshman/First year 19.4% 

 Sophomore 18.6% 

 Junior 23.1% 

 Senior 20.3% 

  Graduate/other 18.6% 
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Table 2. Results of the Five Hierarchical Linear Models Predicting Initial Depression Score and 

Rate of Change 

  Parameter estimates (SE) 

  Model 1 Model 2 Model 3 Model 4 Model 5 

Fixed effects       

Intercept  1.94*** 2.59*** 2.58*** 2.57*** 2.57*** 

  (.00) (.00) (.00) (.00) (.00) 

Session   -0.50*** -0.50*** -.49*** -.49*** 

   (.00) (.00) (.00) (.00) 

Gender identity    0.18*** 0.18*** 0.18*** 

    .(03) .(04) .(04) 

Gender identity X session    0.08*** 0.08*** 0.07** 

    (.02) (.02) (.02) 

Race/Ethnicity     0.04*** 0.04*** 

     (.01) (.01) 

Race/Ethnicity X session     -0.03*** -0.03*** 

     (.01) (.01) 

Gender identity X       0.02 

race/ethnicity      (.07) 

       

Gender identity X       0.06 

race/ethnicity X session      (.05) 

       

Random effects       

Residual  0.328 0.271 0.271 0.271 0.271 

Level 1- Intercept  0.500 0.209 0.209 0.208 0.208 

Level 1- Session   0.099 0.098 0.098 0.098 

       

Goodness of fit       

-2LL  -152864.5 -126411.1 -126372.2 -126359.4 -126358.2 

AIC  305735 252834.3 252760.4 252738.8 252740.4 

Note.  Model 1 is unconditional means model. Model 2 is unconditional growth model. Model 3 adds 

the effect of gender identity on intercept and slope. Model 4 adds the effect of race/ethnicity on 

intercept and slope. Model 5 adds the effect of an interaction between gender identity and 

race/ethnicity on the intercept and slope. *** p < .001; ** p < .01. 
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Table 3. Results of the Six Hierarchical Linear Models Predicting Initial Anxiety Score and Rate 

of Change 

 

  Parameter estimates (SE) 

  Model 1 Model 2 Model 3 Model 4 Model 5 

Fixed components       

Intercept  2.32*** 2.87*** 2.86*** 2.86*** 2.87*** 

  (.00) (.00) (.00) (.00) (.00) 

Session   -0.43*** -0.43*** -0.42*** -0.42*** 

   (.00) (.00) (.00) (.00) 

Gender identity    0.10*** 0.10*** 0.10** 

    (.03) (.03) (.03) 

Gender identity X session    0.07*** 0.07*** 0.08*** 

    (.02) (.02) (.02) 

Race/Ethnicity     -0.03** -0.03** 

     (.01) (.01) 

Race/Ethnicity X session     -0.03*** -0.03*** 

     (.00) (.00) 

Gender identity X       0.01 

race/ethnicity      (.06) 

       

Gender identity X       -0.02 

race/ethnicity X session      -0.04 

       

Random components       

Residual  0.407 0.227 0.227 0.227 0.227 

Level 1- Intercept  0.325 0.173 0.173 0.173 0.173 

Level 1- Session   0.092 0.092 0.091 0.091 

       

Goodness of fit       

-2LL  -126328.2 -103752.4 -103734.4 -103716.5 -103716.4 

AIC  252662.4 207516.8 207484.8 207453 207456.8 

Note.  Model 1 is unconditional means model. Model 2 is unconditional growth model. Model 3 

adds the effect of gender identity on intercept and slope. Model 4 adds the effect of race/ethnicity 

on intercept and slope. Model 5 adds the effect of an interaction between gender identity and 

race/ethnicity on the intercept and slope. *** p < .001; ** p < .01. 

  



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 27 

 

References 

Alessi E. J., & Martin, J. I. (2017). Intersection between trauma and identity. In: K. L. Eckstrand 

& J. Potter (Eds.), Trauma, resilience, and health promotion for LGBT patients: What 

every healthcare provider should know (pp. 3-14). New York: Springer 

American Psychological Association. (2015). Guidelines for psychological practice with 

transgender and gender nonconforming people. American Psychologist, 70, 832-864. 

doi:10.1037/a0039906 

Applegarth, G., & Nuttall, J. (2016). The lived experience of transgender people of talking 

therapies. International Journal of Transgenderism, 17, 66-72. 

doi: 10.1080/15532739.2016.1149540  

Aubuchon-Endsley, N. L., Callahan, J. L., & Scott, S. (2014). Role expectancies, race, and 

treatment outcome in rural mental health. American Journal of Psychotherapy, 68(3), 339-

354. 

Austin, A., Craig, S. L., Alessi, E. J. (2017). Affirmative cognitive behavior therapy with 

transgender and gender nonconforming adults. Psychiatric Clinics of North America, 40, 

141-156. doi: 10.1016/j.psc.2016.10.003  

Ayalon, L., & Gum, A. M. (2011). The relationships between major lifetime discrimination, 

everyday discrimination, and mental health in three racial and ethnic groups of older 

adults. Aging and Mental Health, 15, 587-594. doi:10.1080/13607863.2010.543664 

Bazargan, M., & Galvan, F. (2012). Perceived discrimination and depression among low-income 

Latina male-to-female transgender women. BioMed central public health, 12, 663. doi: 

10.1186/1471-2458-12-66 

https://doi.org/10.1016/j.psc.2016.10.003


 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 28 

 

Benson, K. E. (2013). Seeking support: Transgender client experiences with mental health 

services. Journal of Feminist Family Therapy, 25, 17-40. 

doi: 10.1080/08952833.2013.755081    

Bess, J. A., & Stabb, S. D. (2009). The experiences of transgendered persons in psychotherapy: 

Voices and Recommendations. Journal of Mental Health Counseling, 31, 264–

82. https://doi.org/10.17744/mehc.31.3.f62415468l133w50 

Bolker, B. M., Brooks, M. E., Clark, C. J., Geange, S. W., Poulsen, J. R., Stevens, M. H. H., & 

White, J. S. S. (2009). Generalized linear mixed models: a practical guide for ecology and 

evolution. Trends in Ecology & Evolution, 24, 127–135. doi:10.1016/j.tree.2008.10.008  

Bouman, W. P., Claes, L., Brewin, N., Crawford, J. R., Millet, N. Fernandez-Aranda, F., & 

Arcelus, J. (2017). Transgender and anxiety: A comparative study between transgender 

people and the general population. International Journal of Transgenderism, 18, 16-26. 

doi: 10.1080/15532739.2016.1258352 

Bouman, W. P., Davey, A., Meyer, C., Witcomb, G. L., & Arcelus, J. (2016). Predictors of 

psychological well-being among treatment seeking transgender individuals. Sexual and 

Relationship Therapy, 31, 359-375. doi: 10.1080/14681994.2016.1184754 

Brown, C., Schulberg, H. C., Sacco, D., Perel, J. M., & Houck, P. R. (1999). Effectiveness of 

treatments for major depression in primary medical care practice: A post hoc analysis of 

outcomes for African American and white patients. Journal of Affective Disorders, 53, 

185-192. doi:10.1016/S0165-0327(98)00120-7 

Budge, S. L., Thai, J. L., Tebbe, E. A., & Howard, K. A. (2016). The intersection of race, 

sexual orientation, socioeconomic status, trans identity, and mental health outcomes. 

The Counseling Psychologist, 44, 1025-1049. doi:10.1177/0011000015609046 



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 29 

 

Center for Collegiate Mental Health. (2018, January). 2017 Annual Report. Retrieved from 

https://sites.psu.edu/ccmh/files/2018/02/2017_CCMH_Report-1r4m88x.pdf 

Cerezo, A., Morales, A., Quintero, D., & Rothman, S. (2014). Trans migrations: Exploring life at 

the intersection of transgender identity and immigration. Psychology of Sexual Orientation 

and Gender Diversity, 1, 170-180. doi:10.1037/sgd0000031 

Chang, S. C., & Singh, A. A. (2016). Affirming psychological practice with transgender and 

gender nonconforming people of color. Psychology of Sexual Orientation and Gender 

Diversity, 3, 140-147. doi:10.1037/sgd0000153 

Cheng, H. L., Kwan, K. L. K., & Sevig, T. (2013). Racial and ethnic minority college students' 

stigma associated with seeking psychological help: Examining psychocultural correlates. 

Journal of Counseling Psychology, 60, 98. doi:10.1037/a0031169     

Chou, T., Asnaani, A., & Hofmann, S. G. (2012). Perception of racial discrimination and 

psychopathology across three U.S. Ethnic Minority Groups. Cultural Diversity and Ethnic 

Minority Psychology, 18, 74-81. doi:10.1037/a0025432 

Cole, E. R. (2009). Intersectionality and research in psychology. American Psychologist, 64, 170–

180. doi:10.1037/a0014564  

Coleman, E., Bockting, W., Botzer, M., Cohen-Kettenis, P., DeCuypere, G., Feldman, J., . . . 

Zucker, K. (2012). Standards of care for the health of transsexual, transgender, and gender 

nonconforming people, 7th version. International Journal of Transgenderism, 13, 165–

232. doi: 10.1080/15532739.2011.700873  

Cort, N. A., Gamble, S. A., Smith, P. N., Chaudron, L. H., Lu, N., He, H., & Talbot, N. 

L. (2012). Predictors of treatment outcomes among depressed women with childhood 

sexual abuse histories. Depression and Anxiety, 29, 479-486. doi:10.1002/da.21942 



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 30 

 

Crenshaw, K. (1989). Demarginalizing the intersection of race and sex: A Black feminist critique 

of antidiscrimination doctrine, feminist theory and antiracist politics. University of 

Chicago Legal Forum, 1989, 139–167. Retrieved from 

http://chicagounbound.uchicago.edu/cgi/viewcontent.cgi?article=1052&context=uclf 

dickey, L. M., Budge, S. L., Katz-Wise, S. L., & Garza, M. V. (2016). Health disparities in the 

transgender community: Exploring differences in insurance coverage. Psychology of 

Sexual Orientation and Gender Diversity, 3, 275-282. doi: 10.1037/sgd0000169 

Dispenza, F., & O’Hara, C. (2016). Correlates of transgender and gender nonconforming 

(TGNC) counseling competencies among psychologists and mental health professionals. 

Psychology of Sexual Orientation and Gender Diversity, 3, 156–164. doi: 

10.1037/sgd0000151 

Finch, A. E., Lambert, M. J., & Schaalje, B. G. (2001). Psychotherapy quality control: The 

statistical generation of expected recovery curves for integration into an early warning 

system. Clinical Psychology and Psychotherapy, 242, 231–242. doi:10.1002/cpp.286  

Grant, J. M., Mottet, L. A., Tanis, J., Herman, J. L., Harrison, J., & Keisling, M. (2010). National 

transgender discrimination survey report on health and health care. Washington, DC: 

National Center for Transgender Equality and the National Gay and Lesbian Task Force. 

Retrieved from http://www.thetaskforce.org/static_html/downloads/resources_and_tools/ 

ntds_report_on_health.pdf 

Harrison, J., Grant, J., & Herman, J. L. (2012). A gender not listed here: Genderqueers, gender 

rebels, and otherwise in the National Transgender Discrimination Survey. LGBTQ Public 

Policy Journal at the Harvard Kennedy School, 2(1). 



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 31 

 

Hayes, J. A., McAleavey, A. A., Castonguay, L. G., & Locke, B. D. (2016). Psychotherapists’ 

outcomes with White and racial/ethnic minority clients: First, the good news. Journal of 

Counseling Psychology, 63, 261-268. doi:10.1037/cou0000098 

Hendricks, M. L., & Testa, R. J. (2012). A conceptual framework for clinical work with 

transgender and gender nonconforming clients: An adaptation of the Minority Stress 

Model. Professional Psychology: Research and Practice, 43, 460-467. 

doi:10.1037/a0029597 

Howard, K. I., Kopta, S. M., Krause, M. S., & Orlinsky, D. E. (1986). The dose- effect 

relationship in psychotherapy. The American Psychologist, 41, 159–164. 

doi:10.1037/0003-066X.41.2.159  

Hunt, J. (2014). An initial study of transgender people's experiences of seeking and receiving 

counselling or psychotherapy in the UK. Counselling and Psychotherapy Research, 14, 

288-296. doi:10.1080/14733145.2013.838597 

Ince, B. Ü., Riper, H., van‘t Hof, E., & Cuijpers, P. (2014). The effects of psychotherapy on 

depression among racial-ethnic minority groups: A metaregression analysis. Psychiatric 

Services, 65, 612-617. doi:10.1176/appi.ps.201300165 

Jefferson, K., Neilands, T. B., & Sevelius, J. (2013). Transgender women of color: discrimination 

and depression symptoms. Ethnicity and Inequalities in Health and Social Care, 6, 121–

136. doi: 10.1108/EIHSC-08-2013-0013 

Kim, J. E., Park, S. S., La, A., Chang, J., & Zane, N. (2016). Counseling services for Asian, 

Latino/a, and White American students: Initial severity, session attendance, and outcome. 

Cultural Diversity and Ethnic Minority Psychology, 22, 299. doi:10.1037/cdp0000069 



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 32 

 

Lefevor, G. T., Janis, R. A., & Park, S. Y. (2017). Religious and sexual identities: An 

intersectional, longitudinal examination of change in therapy. The Counseling 

Psychologist, 45, 387-413. doi:10.1177/0011000017702721 

Lewis, J. A., & Grzanka, P. R. (2016). Applying intersectionality theory to research on perceived 

racism. In A. N. Alvarez & H. A. Neville (Eds.), The cost of racism for people of color: 

Contextualizing experiences of discrimination (pp. 31-54). Washington, DC: American 

Psychological Association. 

Locke, B. D., McAleavey, A. A., Zhao, Y., Lei, P. W., Hayes, J. A., Castonguay, L. G., ... Lin, Y. 

C. (2012). Development and initial validation of the Counseling Center Assessment of 

Psychological Symptoms-34. Measurement and Evaluation in Counseling and 

Development, 45, 151–169. doi:10.1177/0748175611432642  

Lutz, W., Leon, S. C., Martinovich, Z., Lyons, J. S., & Stiles, W. B. (2007). Therapist effects in 

outpatient psychotherapy: A three-level growth curve approach. Journal of Counseling 

Psychology, 54, 32–39. doi:10.1037/0022-0167.54.1.32  

McClain, S., Beasley, S. T., Jones, B., Awosogba, O., Jackson, S., & Cokley, K. (2016). An 

examination of the impact of racial and ethnic identity, impostor feelings, and minority 

status stress on the mental health of Black college students. Journal of Multicultural 

Counseling and Development, 44, 101-117. doi:10.1002/jmcd.12040 

McCoach, D. B., & Black, A. C. (2008). Evaluation of model fit and adequacy. In A. A. 

O’Connell, & D. B. McCoach (Eds.), Multilevel modeling of educational data (pp. 245– 

272). Charlotte, NC: Information Age.  



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 33 

 

Meyer, I. (2003). Prejudice, social stress, and mental health in lesbian, gay, and bisexual 

populations: Conceptual issues and research evidence. Psychological Bulletin, 129, 674-

697. doi: 10.1037/0033-2909.129.5.674 

 Mizock, L., & Lundquist, C. (2016). Missteps in psychotherapy with transgender clients: 

Promoting gender sensitivity in counseling and psychological practice. Psychology of 

Sexual Orientation and Gender Diversity, 3, 148-155. doi:10.1037/sgd0000177 

Moradi, B., Tebbe, E. A., Brewster, M. E., Budge, S. L., Lenzen, A., Ege, E., ... & Hiner, D. L. 

(2016). A content analysis of literature on trans people and issues: 2002–2012. The 

Counseling Psychologist, 44, 960-995. doi:10.1177/0011000015609044 

Movement Advancement Project. (2017). Lgbtq maps. Retrieved November 13, 2017, from 

http://www.lgbtmap.org/equality-maps/non_discrimination_laws. 

Nadal, K. L., Davidoff, K. C., Davis, L. S., & Wong, Y. (2014). Emotional, behavioral, and 

cognitive reactions to microaggressions: Transgender perspectives. Psychology of Sexual 

Orientation and Gender Diversity, 1, 72-81. doi: 10.1037/sgd0000011 

National Coalition of Anti-Violence Programs. (2010). Hate violence against lesbian, gay, 

bisexual, transgender, queer, and HIV-affected communities in the United States in 2010: 

A report from the National Coalition of Anti-Violence Programs. Retrieved from 

https://avp.org/wp-content/uploads/2017/04/2011_NCAVP_HV_Reports.pdf 

Owen, J., Tao, K. W., Imel, Z. E., Wampold, B. E., & Rodolfa, E. (2014). Addressing racial and 

ethnic microaggressions in therapy. Professional Psychology: Research and Practice, 45, 

283-290. doi:10.1037/a0037420 



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 34 

 

Pinheiro, J., Bates, D., DebRoy, S., Sarkar, D., & R Development Core Team (2013). nlme: 

Linear and Nonlinear Mixed Effects Models [Computer software manual]. Retrieved from 

https://CRAN.R-project.org/package=nlme  

R Development Core Team. (2014). R: A language and environment for statistical computing. 

Vienna: R Foundation for Statistical Computing. Retrieved from http://www.R-

project.org/  

Rachlin, K. (2002). Transgendered individuals’ experiences of psychotherapy. International 

Journal of Transgenderism, 6(1), http://www.symposion.com/ijt/ijtvo06no01_03.htm  

Raudenbush, S. W., & Bryk, A. S. (2002). Hierarchical linear models: Applications and data 

analysis methods (Vol. 1). Thousand Oaks, CA: Sage.  

Reisner, S. L., Katz-Wise, S. L., Gordon, A. R., Corliss, H. L., & Austin, S. B. (2016). Social 

epidemiology of depression and anxiety by gender identity. Journal of Adolescent Health, 

59, 203-208. doi: 10.1016/j.jadohealth.2016.04.006 

Schraufnagel, T. J., Wagner, A. W., Miranda, J., & Roy-Byrne, P. P. (2008). Treating minority 

patients with depression and anxiety: what does the evidence tell us?. Focus, 6, 517-527. 

doi:10.1016/j.genhosppsych.2005.07.002 

Singh, A. A. (2013). Transgender youth of color and resilience: Negotiating oppression and 

finding support. Sex Roles, 68, 690–702. doi: 10.1007/s11199-012-0149-z 

Singh, A., & McKleroy, V. (2011). “Just getting out of bed is a revolutionary act: the resilience of 

transgender people of color who have survived traumatic life events. Traumatology, 17, 

34-44. doi:10.1177/1534765610369261 

Sun, C. J., Ma, A., Tanner, A. E., Mann, L., Reboussin, B. A., Garcia, M., . . . Rhodes, S. D. 

(2016). Depressive symptoms among Latino sexual minority men and Latina transgender 



 

 

TGNC PEOPLE OF COLOR THERAPEUTIC OUTCOMES 

 35 

 

women in a new settlement state: The role of perceived discrimination. Depression 

Research and Treatment, doi: 10.1155/2016/4972854 

Testa, R. J., Sciacca, L. M., Wang, F., Hendricks, M. L., Goldblum, P., Bradford, J., & Bongar, B. 

(2012). Effects of violence on transgender people. Professional Psychology: Research and 

Practice, 43, 452-459. doi:10.1037/a0029604 

Tseng, C., Elashoff, R., Li, N., & Li, G. (2016). Longitudinal data analysis with non-ignorable 

missing data. Statistical Methods in Medical Research, 25(1), 205–220. 

http://doi.org/10.1177/0962280212448721 

Wilson, E. C., Chen, Y., Arayasirikul, S., Fisher, M., Pomart, W. A., Le, V., & ... McFarland, W. 

(2015). Differential HIV risk for racial/ethnic minority transfemale youths and 

socioeconomic disparities in housing, residential stability, and education. American 

journal of public health, 105, e41-e47. 

Winkleby, M. A., Jatulis, D. E., Frank, E., & Fortmann, S. P. (1992). Socioeconomic status and 

health: how education, income, and occupation contribute to risk factors for 

cardiovascular disease. American Journal of Public Health, 82(6), 816-820 

Xavier, J., Bobbin, M., Singer, B., & Budd, E. (2005). A needs assessment of transgendered 

people of color living in Washington, D. C. International Journal of Transgenderism, 8, 

31–47. doi:10.1300/ J485v08n02_04 

 

 


