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Supplementary Table S1. RCT-specific Demographics and Treatment Condition Allocation
	Pretreatment   
characteristics

	Chorpita et al.,
2013
(N = 174)
	Weisz et al., 
2019
(N = 156)
	Weisz, Ugueto
et al., 2018
(N = 168)
	Weisz, Santucci
et al., 2018
(N = 200)
	Pooled sample

	
	
	
	
	
	

	
	
	
	
	
	

	Condition
	
	
	
	
	

	     Usual carea
	n = 53[0]
	n = 79[0]
	–
	–
	–

	     Standard ESTb
	n = 59[56]
	–
	–
	–
	56

	     Modular ESTc      
	n = 62[55]
	n = 77[73]
	n = 168[73]
	n = 200[175]
	376

	Mean age
	10.6
	10.5
	9.5
	10.7
	10.6

	Birth-assigned sex
	
	
	
	
	

	     Female
	30.5%
	51.9%
	40.5%
	46%
	44.7%

	     Male
	69.5%
	48.1%
	59.5%
	54%
	55.3%

	Race/ethnicity
	
	
	
	
	

	     White
	45%
	79.5%
	85.1%
	32.5%
	55.1%

	     Black
	9%
	4.5%
	2.4%
	27.5%
	14.6%

	     Latinx
	6%
	1.9%
	1.8%
	24.0%
	11.6%

	     Asian
	4%
	–
	0.6%
	1.0%
	1.2%

	     Multiracial
	32%
	12.8%
	10.1%
	13.5%
	15.9%

	     Other
	4%
	1.3%
	–
	1.5%
	1.6%


Note. Brackets include [n] of youth in pooled sample, based on whether they had both self- and caregiver-reported data from at least two assessments. aUsual care = everyday practices of therapists in real-world settings. bStandard EST = interventions effective in targeting a specific disorder. cModular EST = treatments employing elements of ESTs to address multiple disorders.

References
Chorpita, B. F., Weisz, J. R., Daleiden, E. L., Schoenwald, S. K., Palinkas, L. A., Miranda, J., 
Higa-McMillan, C. K., Nakamura, B. J., Austin, A. A., Borntrager, C. F., Ward, A., Wells, K. C., Gibbons, R. D., & the Research Network on Youth Mental Health. (2013). Long term outcomes for the Child STEPs randomized effectiveness trial: A comparison of modular and standard treatment designs with usual care. Journal of Consulting and Clinical Psychology, 81(6), 999–1009. https://doi.org/10.1037/a0034200
[bookmark: _Hlk48384017]Weisz, J. R., Bearman, S. K., Ugueto, A. M., Herren, J. A., Evans, S. C., Cheron, D. M., 
Alleyne, A. R., Weissman, A. S., Tweed, J. L., Pollack, A. A., Langer, D. A., Southam-Gerow, M. A., Wells, K. C., & Jensen-Doss, A. (2019). Testing robustness of Child STEPs effects with children and adolescents: A randomized controlled effectiveness trial. Journal of Clinical Child and Adolescent Psychology. Advance online publication. https://doi.org/10.1080/15374416.2019.1655757
Weisz, J. R., Santucci, L., & Evans, S. (2018). Transdiagnostic mental health care for 
Connecticut’s children and adolescents: A randomized controlled trial of MATCH-ADTC. Department of Psychology, Harvard University, Cambridge, MA.
Weisz, J. R., Ugueto, A. M., Herren, J., Marchette, L. K., Bearman, S. K., Lee, E. H., 
Thomassin, K., Alleyne, A., Cheron, D. M., Tweed, J. L., Hersh, J., Raftery-Helmer, J. N., Weissman, A. S., & Jensen-Doss, A. (2018). When the torch is passed, does the flame still burn? Testing a “train the supervisor” model for the Child STEPs treatment program. Journal of Consulting and Clinical Psychology, 86(9), 726–737. http://dx.doi.org/10.1037/ccp0000331

Supplemental Part I. Method, Validity, and Reliability of GM Classification
To establish the most valid method of GM classification, three measurement methods were considered: youth who endorsed a “wish to be the opposite sex” (Achenbach & Rescorla, 2001) (a) at least once across timepoints (n = 64), (b) at pretreatment (n = 42), and (c) on two or more occasions (n = 24). As GM youth who more strongly identify with the opposite sex in childhood have been shown to be more likely to socially transition (i.e., change their gender expression to align with their gender identity; Rae et al., 2019), the third grouping might better represent persistent GM identities. However, research indicates that youth who wish to be the opposite sex for a limited period, question their gender identity, and/or express gender nonconformity (e.g., birth-assigned boys who wear dresses but identify as CG) may also be considered GMs and face similar risks (e.g., suicidality) to youth with more persistent GM identities (Jackman et al., 2019; Toomey et al., 2018). To determine the most appropriate criteria for GM classification, outcomes were compared across these three GM groups, and primary analyses were conducted separately with each subsample. Results did not differ by classification method. Specifically, no significant differences in pretreatment and mean (i.e., aggregated across all timepoints) outcome scores were found across GM groups. Similarly, results of primary analyses (i.e., models comparing symptom improvement in CG and GM youth) did not differ by subsample. Thus, all 64 youth who positively endorsed YSR Item #110 at least once were included in the GM subsample to be inclusive of all youth who may be considered GMs and to maximize statistical power. 
To further asses the validity of this method, we examined responses on an idiographic measure of youth’s top problems (i.e., Top Problems Assessment; Weisz et al., 2011), which asked youth to identify the three most important behavioral or emotional problems they hoped to address in therapy. Examination of these data failed to produce any overt instances of gender-related concerns for GM youth (e.g., no mention of “gender” or “sex”). The absence of such concerns, however, may be partially attributable to the RCTs’ inclusion criteria (i.e., referral for a primary problem of anxiety, depression, conduct, or trauma) and is consistent with extant literature on GMs’ pursuit of therapy, which is often not explicitly related to gender (Shipherd et al., 2010). Additionally, the measure’s focus on emotional and behavioral problems may have discouraged youth from describing concerns related to gender (e.g., gender dysphoria, GM stressors) and instead captured their symptomatology. Finally, we compared the prevalence of GM youth in current study with past research. Research using this measurement method with clinically-referred samples has collected data at only one timepoint and found similar prevalence rates (4%–6.5%; Achenbach & Rescorla, 2001; Steensma et al., 2013; van der Miesen et al., 2018) compared to the current study (3.2%–9.7% at a given timepoint). 
Test-retest reliability of YSR #110 was examined, though interpretation of these results is limited due to inconsistent assessment completion (i.e., not all youth completed the YSR at each timepoint) and the complexity of GM identities and classification. For instance, GM youth referred to treatment in specialty gender clinics have exhibited variability in their response to this item in past research (e.g., birth-assigned girls reported a stronger wish to be the opposite sex compared to birth-assigned boys; de Graaf et al., 2018). Variability in gender expression and identification across GM youth, as well as across time, is increasingly supported in research (Becker et al., 2017; Steensma et al., 2011). Thus, in addition to assessing test-retest reliability from pretreatment to 6 months and again from 6 months to one year, we examined variation in responses to YSR #110 by conducting bivariate correlations across assessment periods. Responses were significantly correlated at all timepoints (rs = .11–.62, ps < .05; see Table S2 below), and evidence of test-retest reliability was fair to moderate (κ = .3–.5).
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Supplementary Table S2. GM-Classification Variable Correlations Over Time
	Timepoint
	0 months
	3 months
	6 months
	9 months
	12 months
	18 months

	0 months
	–
	
	
	
	
	

	3 months
	.257**
	–
	
	
	
	

	6 months
	.293**
	.603**
	–
	
	
	

	9 months
	.110*
	.345**
	.508**
	–
	
	

	12 months
	.159**
	.325**
	.478**
	.478**
	–
	

	18 months
	.146*
	.355**
	.492**
	.331**
	.618**
	–


Note. Youth’s responses to YSR Item #110 (“I wish I were of the opposite sex”; Achenbach & Rescorla, 2001), which were used for GM classification, were positively correlated at all timepoints.
*p < .05. **p < .01. 
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Supplementary Table S3. Correlations in Acceptability and Symptom Improvement 
	
	Pooled sample
Alliance
	CG youth
Alliance
	GM youth
Alliance

	Variable
	Satisfaction
	Alliance
	Satisfaction
	Alliance
	Satisfaction
	Alliance

	Alliance
	-.133
	–
	-.173*
	–
	-.085
	–

	YSRint
	-.015
	-.020
	-.047
	-.089
	.156
	.323*

	YSRext
	.065
	-.069
	.075
	-.097
	.012
	.213

	CBCLint
	.010
	-.066
	-.019
	-.056
	.345*
	-.075

	CBCLext
	.021
	-.034
	-.034
	-.020
	.468**
	-.058


Note. Satisfaction = Youth Satisfaction Questionnaire (YSQ-8; Hawley & Weisz, 2005). Alliance = Therapeutic Alliance Scale for Children (TASC; Shirk & Saiz, 1992). YSR/CBCL internalizing/externalizing problems (Achenbach & Rescorla, 2001) represent symptom improvement in youth- and caregiver-reported problems over treatment (i.e., MLM-predicted pre-post treatment change, with higher scores indicating more improvement).
*p < .05. **p < .01.
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Supplementary Table S4. Treatment Satisfaction by GM Classification
	ANCOVAs of Youth Satisfaction Controlling for Posttreatment Symptom Severity 
 

	Variable
	Type III Sum of Squares
	F(1,204)
	η2

	1. Covariate (YSRint)
	.06
	<.01
	<.001
 .000

	    Group (CG v. GM youth)
	131.2
	4.84*
	.023
  

	2. Covariate (YSRext)
	20.1
	.72
	<.01
 

	    Group (CG v. GM youth)
	163.8
	5.89*
	.028

	3. Covariate (CBCLint)
	20.7
	.74
	<.01

	    Group (CG v. GM youth)
	140.7
	5.06*
	.024

	4. Covariate (CBCLext)
	34.5
	1.24
	<.01

	    Group (CG v. GM youth)
	154.9
	5.58*
	.027
 

	Youth Satisfaction Questionnaire (YSQ-8; Hawley & Weisz, 2005) Item-Level Analysis
 
 

	
	CG youth
	GM youth
	

	Item
	M(SD)
	M(SD)
	t(205)

	1. Overall, how happy are you with the help you got?  
	3.36(.87)
	3.12(.95)
	1.47

	2. If you had a friend that needed help, would you tell your friend about the help you got?  
	3.24(.84) 
	2.97(.94)
	1.66

	3. Did you get the kind of help you wanted?
	3.32(.81)
	2.97(.94)
	2.27*

	4. If you had your choice, would you choose to do the same kinds of things you did here?
	3.19(.87)
	2.74(.93)
	2.72**

	5. Do you think the help you got here will make things  
better for you later on?
	3.41(.76)
	3.03(.97)
	2.57*

	6. How would you rate the help you got?
	3.43(.76)
	3.27(.84) 
	1.06

	7. How happy are you with how much help you got?
	3.39(.81)
	3.21(.95)
	1.16

	8. Would you come back to counseling if you need help   
again?
	3.39(.81)
	3.15(.82)
	1.59

	Total score
	26.7(5.16)
	24.5(5.80)
	2.29*


Note. ANCOVAs showed that GM youth reported lower satisfaction when controlling for MLM-predicted youth- and caregiver-reported posttreatment symptom severity. These lower satisfaction scores were most prominent on the three bolded items. Independent samples t-tests were used to examine item-level differences, as results did not differ from ANCOVAs.
*p < .05. **p < .01.
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Supplemental Part II. Treatment Duration as an Indicator of Acceptability
Treatment duration, in days and sessions attended, was examined as a potential indicator of acceptability. Though youth psychotherapy duration is perhaps most robustly related to pretreatment characteristics (e.g., initial symptom severity; Brookman-Frazee et al., 2008), it has also been associated with youth- and caregiver-reported satisfaction (Garland et al., 2000; Garland et al., 2007). Modular EST has been shown to be more efficient than standard ESTs in one study (i.e., requiring fewer days/sessions; Chorpita et al., 2017). However, duration did not vary across EST conditions in the present study, allowing for comparisons between GM and CG youth regardless of EST condition. 
Group differences in treatment duration were evaluated via ANCOVA, controlling for pretreatment symptom severity, as greater initial symptom severity might necessitate more sessions and span more days. Across the full sample, duration ranged from 8 to 589 days (M = 201.7, SD = 111.5) and did not significantly differ between CG (M = 202.7, SD = 112.0) and GM (M = 196.2, SD = 109.8) youth (see Table S5). Similarly, number of sessions attended, ranging from 1 to 87 sessions (M = 14.5, SD = 10.9), did not significantly vary across CG (M = 14.6, SD = 10.3) and GM (M = 14.2, SD = 14.1) groups (see Table S5).
Though treatment duration has been utilized as an indicator of youth satisfaction with mental health treatment previously (e.g., Garland et al., 2007), the course and length of treatment is highly variable within modular ESTs (the condition to which most youth were allocated in the present study), as therapists have flexibility in selecting and implementing the most appropriate modules (Weisz et al., 2019). Thus, similar duration across CG and GM youth is difficult to interpret. While this finding may suggest comparable levels of satisfaction, it may be confounded by other factors associated with treatment duration, such as case complexity (e.g., comorbidity). Instead, treatment retention (i.e., the proportion of youth retained though completion), which was not collected consistently across RCTs in the present study, might better reflect satisfaction and should be examined in future studies.     
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Supplementary Table S5. Treatment Duration by GM Classification
	ANCOVAs of Treatment Duration Controlling for Pretreatment Symptom Severity
 

	Treatment Duration in Days

	Variable
	Type III Sum of Squares
	F(1,402)
	η2

	1. Covariate (YSRint)
	95.5
	<.01
	<.001
 .000

	    Group (CG v. GM youth)
	2281.9
	.18
	<.001
  

	2. Covariate (YSRext)
	41547.4
	3.35
	<.01

	    Group (CG v. GM youth)
	4.14
	<.001
	<.001

	3. Covariate (CBCLint)
	92279.1
	7.52**
	.02

	    Group (CG v. GM youth)
	3.38
	<.001
	<.001

	4. Covariate (CBCLext)
	123.3
	.01
	<.001

	    Group (CG v. GM youth)
	2260.3
	.18
	<.001

	Treatment Duration in Number of Sessions

	Variable
	Type III Sum of Squares
	F(1,418)
	η2

	1. Covariate (YSRint)
	178.7
	1.50
	<.01

	    Group (CG v. GM youth)
	39.5
	.33
	<.01

	2. Covariate (YSRext)
	333.6
	2.81
	<.01

	    Group (CG v. GM youth)
	1.88
	.02
	<.001

	3. Covariate (CBCLint)
	2619.0
	23.1**
	.05

	    Group (CG v. GM youth)
	23.0
	.20
	<.001

	4. Covariate (CBCLext)
	23.4
	.20
	<.001

	    Group (CG v. GM youth)
	4.20
	.04
	<.001


Note. Treatment duration, in days and number of sessions, did not significantly differ across CG and GM youth when controlling for pretreatment symptom severity.
**p < .01.
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Supplementary Table S6. Symptom Severity and Improvement in CG Youth by Birth-assigned Sex
	Variable
	Birth-assigned boys
(n = 206)
	Birth-assigned girls
(n = 162)
	t(df)
	ES
	95% CI 

	Pretreatment symptom severity 

	     YSRint
	M(SD) = 56.9(10.8)
	M(SD) = 55.1(10.8)
	t(366) = 1.57
	.17
	[-.45, 4.01]

	     YSRext
	M(SD) = 52.9(11.0)
	M(SD) = 51.1(10.4)
	t(366) = 1.64
	.17
	[-.36, 4.09]

	     CBCLint
	M(SD) = 66.0(8.5)
	M(SD) = 67.0(7.8)
	t(366) = 1.15
	.12
	[-2.69, .71]

	     CBCLext
	M(SD) = 66.1(8.5)
	M(SD) = 63.1(10.2)
	t(311.4) = 2.98**
	.31
	[1.05, 4.87]

	MLM-predicted pre-post treatment symptom improvement

	     YSRint
	M(SD) = 13.8(6.2)
	M(SD) = 13.8(6.0)
	t(366) = .01
	.01
	[-1.25, 1.26]

	     YSRext
	M(SD) = 7.52(3.1)
	M(SD) = 7.92(2.8)
	t(366) = 1.30
	.13
	[-.21, 1.01]

	     CBCLint
	M(SD) = 12.1(6.6)
	M(SD) = 12.4(6.9)
	t(366) = .44
	.04
	[-1.08, 1.70]

	     CBCLext
	M(SD) = 9.05(6.1)
	M(SD) = 8.75(6.3)
	t(366) = .46
	.05
	[-1.57, .98]


Note. For CG youth, birth-assigned boys had significantly higher caregiver-reported pretreatment externalizing problems than birth-assigned girls, consistent with previous research (Nock et al., 2006). YSR/CBCL internalizing/externalizing problems (Achenbach & Rescorla, 2001) represent (a) pretreatment symptom severity and (b) improvement in youth- and caregiver-reported problems over treatment (i.e., MLM-predicted pre-post pretreatment change, with higher scores indicating more improvement), respectively. Effect sizes are reported as Cohen’s d.
**p < .01.
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Supplementary Table S7. Symptom Severity and Improvement in GM Youth by Birth-assigned Sex
	Variable
	Birth-assigned boys
(n = 33)
	Birth-assigned girls
(n = 31)
	t(df)
	ES
	95% CI 

	Pretreatment symptom severity

	     YSRint
	M(SD) = 65.3(10.4)
	M(SD) = 59.4(6.9)
	t(55.8) = 2.71**
	.67
	[1.55, 10.3]

	     YSRext
	M(SD) = 58.0(10.6)
	M(SD) = 55.8(9.6)
	t(62) = .89
	.22
	[-2.80, 7.31]

	     CBCLint
	M(SD) = 62.3(10.8)
	M(SD) = 65.0(10.1)
	t(62) = 1.03
	.26
	[-7.92, 2.53]

	     CBCLext
	M(SD) = 63.0(10.5)
	M(SD) = 60.9(9.8)
	t(62) = .84
	.21
	[-2.96, 7.21]

	MLM-predicted pre-post treatment symptom improvement

	     YSRint
	M(SD) = 14.7(7.2)
	M(SD) = 13.0(7.0)
	t(62) = .92
	.24
	[-5.20, 1.93]

	     YSRext
	M(SD) = 8.32(3.8)
	M(SD) = 7.83(3.1)
	t(62) = .56
	.14
	[-2.23, 1.25]

	     CBCLint
	M(SD) = 10.5(5.9)
	M(SD) = 8.60(6.6)
	t(62) = 1.19
	.30
	[-5.01, 1.27]

	     CBCLext
	M(SD) = 6.71(5.9)
	M(SD) = 5.13(6.2)
	t(62) = 1.04
	.26
	[-4.60, 1.44]


Note. In the GM subsample, birth-assigned boys had significantly higher youth-reported internalizing problems at pretreatment compared to birth-assigned girls. YSR/CBCL internalizing/externalizing problems (Achenbach & Rescorla, 2001) represent (a) pretreatment symptom severity and (b) improvement in youth- and caregiver-reported problems over treatment, respectively. Effect sizes are reported as Cohen’s d.
**p < .01.
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Supplemental Part III. Examining Higher-Level Models of Symptom Improvement
We examined whether higher-level models (e.g., 3-level models) of symptom improvement were necessary and found that the variance accounted for in outcomes by RCT, EST-condition, and study site was near zero (average intraclass correlation [ICC]RCT = .039, ICCEST-condition = .043, ICCsite = .035). Using the recommended cut-off (ICC > .1; Vajargah & Nikbakht, 2015), we determined that the more parsimonious 2-level model was well-supported.
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