Appendix S1: Description of Measures Used
Sexual Minority Stress Measure. Drawing from minority stress theory [1], several scales have been developed to explore stressors in LGBTQ+ people. Two of these measures appear to have good psychometric properties: The Daily Heterosexist Experiences Questionnaire [DHEQ; 2] and the Sexual Minority Adolescent Stress Inventory [SMASI; 3]. The DHEQ has items which do not relate to or are not appropriate for younger people (e.g., “Your children being rejected by other children because you are LGBT”), while the SMASI was developed with 14- to 17-year-olds and is therefore well-suited to adolescents [2, 3]. Additionally, the SMASI has excellent overall (α = .98), subscale (α range .75–.96), and test–retest (scale r > .99; subscale r range .89–.99) reliabilities, as well as face validity for use with diverse adolescents [3]. Therefore, the SMASI was selected for use in this survey. 
The authors of the SMASI define sexual minority adolescents as those who identify as “lesbian, gay, bisexual, pansexual, etc.” and explains that the central tenant of minority stress theory is that “discrimination, violence, and victimization due to a pervasive homophobic culture are the primary sources of stress and most probable driving mechanisms of mental health problems among sexual minorities” [3]. The SMASI contains lifetime and 30-day subscales, as well as additional subscales drawing from minority stress domains [1] exploring both proximal and distal stressors. Proximal stressor subscales are internalised homonegativity, identity management, intersectionality, and negative expectancies. Distal stressor subscales are social marginalisation, family rejection, homonegative climate, homonegative communication, negative disclosure experiences, religion and work. 
Example statements on the SMASI include, “Other students make fun of me for being LGBTQ” and, “I feel as though I don't fit in my racial/ethnic community because I am LGBTQ.” The work subscale is presented as a supplemental scale for adolescents with work experience. Example questions from this subscale include, “I have felt unsafe or threatened at work because I am LGBTQ” and, “People at work talk about me being LGBTQ behind my back.” All questions on this measure are answered ‘Yes’ or ‘No’, and ‘Yes’ answers are totalled on each subscale to determine final scores. There are 54 items on the main scale (not including the work subscale, which has 10 additional items). The largest possible total score on the main scale is 54, as ‘Yes’ responses are coded as 1, and ‘No’ responses are coded as 0. To keep the length of this survey manageable for participants, the 30-day subscale was removed from this measure, and only the total score on the main scale was used for the purposes of analysis. Additionally, participants during the pilot explained that the 30-day subscale was not applicable for some of the items, e.g., “I think it is wrong for me to be LGBTQ.”
Outness About Sexual Orientation. In terms of measuring outness about sexual orientation, there are several scales which have been developed [e.g., 4, 5-8]. The two measures with the largest evidence base are the Nebraska Outness Scale [NOS; 6] and the Outness Inventory [OI; 7]. The NOS is the most recent of the two, and the full-scale NOS demonstrates good internal reliability (α = .89) and good internal consistency [ranging from α = .87 to .92 across genders and sexual orientations; 6]. The authors of the NOS define outness as, “openness about one’s sexual orientation” [6]. Outness is conceptualised in the NOS in terms of both disclosure and concealment of one’s identity in relation to the different people in one’s life: immediate family, extended family, friends and acquaintances, people at work/school and strangers. 
The two NOS subscales, disclosure and concealment, were found to differentially predict variables such as social support and expectations of social rejection [9, 6]. Meidlinger and Hope [6] suggest that that people who score higher on the concealment subscale of the NOS might be more affected by minority stress than those who are less likely to conceal their sexual orientation from others. On the other hand, the OI conceptualises outness only in terms of disclosure and was developed with gay men and lesbian women alone, whilst the NOS conceptualises outness in terms of disclosure and concealment, and it includes people who identify as lesbian, gay, and bisexual. Therefore, due to its more comprehensive nature and close links with the minority stress model, the NOS was selected for use in this survey. 
The NOS is a 10-item scale with two subscales (five items in each subscale). The NOS subscale investigating outness disclosure (NOS-D) has an 11-point Likert response scale for each item ranging from 0% (‘None’, coded as 1) to 100% (‘All’, coded as 11) in increments of 10%. This subscale investigates disclosure by asking participants to determine the percentage of members of different groups (immediate family, extended family, friends and acquaintances, people at work/school, and strangers) that were aware of the respondent’s sexual orientation. The score for this subscale is then computed by determining the mean of the item responses, with 11 being the highest possible score and 1 being the lowest possible score. Greater scores on this subscale indicate greater disclosure about sexual orientation. 
The NOS subscale investigating outness concealment (NOS-C) also has an 11-point Likert response scale for each item ranging from ‘Never’ (1) to ‘Half of the Time’ (6) to ‘Always’ (11) in increments of 1. This subscale investigates concealment by asking participants how often they avoid talking about topics related to or otherwise indicating their sexual orientation when interacting with members of particular groups (immediate family, extended family, friends and acquaintances, people at work/school, and strangers). The score for this subscale is also computed by determining the mean of the item responses, with 11 being the highest possible score and 1 being the lowest possible score. Greater scores on this subscale indicate greater concealment about sexual orientation. Finally, the full scale NOS score (which was used for the purposes of this survey) is computed by reversing the items on the NOS-C and then computing the mean of all 10 items on the reversed NOS-C and the original NOS-D. Higher scores on the full scale NOS indicate greater outness, with 11 being the highest possible score and 1 being the lowest possible score [6].
Depression and Anxiety Measures. Two measures investigating depression and anxiety respectively were employed in this survey. In Chapter Four, participants discussed how the presence of an emotional problem, and the severity of that problem, could affect their perceived ability to self-manage [10]. Previous research has suggested that anxiety and depression have greater prevalence amongst LGBTQ+ adolescents in relation to their heterosexual peers [11, 12]. The minority stress model suggests that LGBTQ+ adolescents and other minoritised groups experience increased stress due to experiences of discrimination, which in turn leads to challenges in coping and poorer emotional health [1]. Therefore, it was important to measure LGBTQ+ adolescents’ anxiety and depression in this survey to investigate the hypothesis that these variables are related to self-management, as well as the hypotheses that self-management mediates the relationship between outness and emotional problems and that self-management moderates the relationship between minority stress and emotional problems.
The Generalized Anxiety Disorder 7-item scale [GAD-7; 13] has been validated with adolescents, has good internal consistency (α = .91), and has been found to accurately reflect symptom severity of adolescents with generalised anxiety disorder when compared with the Pediatric Anxiety Rating Scale [PARS; R = .65, p < .001; 14, 15]. The GAD-7 contains seven items which ask participants to rate how often over the last two weeks they have experienced seven symptoms of anxiety (not being able to stop or control worrying, worrying too much about different things, trouble relaxing, being so restless that it is hard to sit still, becoming easily annoyed or irritable, and feeling afraid as if something awful might happen). Example statements from this measure include, ‘Not being able to stop or control worrying’ and ‘Being so restless that it is hard to sit still’. Answers to these items are rated on a four-point scale ranging from 0 (not at all) to 3 (nearly every day). These item scores are summed to generate a total score ranging between 0 and 21, and a cut-off point for moderate generalised anxiety has been established at 10 points or above [15].
 The Short Mood and Feelings Questionnaire (SMFQ) for children, a 13-item scale, shows good to excellent internal reliability, with Angold et al. [16] reporting a Cronbach’s alpha of .85, and Thabrew et al. [17] reporting a range of Cronbach’s alphas from .88 to .89 across multiple timepoints. Additionally, this measure shows good content validity, with item-total correlations of at least .50 for all 13 items [17]. Each of the items on the SMFQ is rated ‘Not True’ (0), ‘Sometimes’ (1), or ‘True’ (2). Example items from this scale are ‘I was very restless’ and ‘I did everything wrong’. Item ratings are then summed to produce a total score ranging from 0 to 26. The clinical cut-off for the SMFQ total score is 11, with higher scores indicating greater depression [16].
Mental Health Self-Management Measure. 
The Mental Health Self-Management Questionnaire [MHSQ; 18], shows good psychometric properties (satisfactory consistency, adequate test-retest reliability, and good convergent, concurrent, and content validity), focuses on self-management in a general sense (rather than in relation to a specific physical or mental health problem or treatment regime), is written in laymen’s terms, and has been used with people in recovery from anxiety and depression, community populations, and international populations [18, 19]. The authors of this measure define self-management using the Lorig and Holman [20] definition: “Self-management encompasses all the actions a person takes on a daily basis to manage symptoms, avoid relapse and optimize well-being” [18]. This is similar to the single self-management definition identified in the scoping review in Chapter Three, which was, “Self-Management: Daily steps that individuals take to minimize the impact of a health condition on their health status (Clark et al., 1991)” [21, p. 18].
The MHSQ has been translated into multiple languages and addresses the lack of a validated questionnaire to measure self-management in the domain of mental health [18]. It separates capacity to self-manage into three subscales: clinical, vitality, and empowerment. Therefore, the MHSQ was used in this survey to quantitatively investigate participants’ capacity to self-manage their mental health. All participants in the current survey were asked to complete this measure regardless of a diagnosis of anxiety or depression, as most questions on this measure could be considered applicable to the general population, particularly those appearing on the subscales of ‘vitality’ and ‘empowerment’. 
The MHSQ contains 18 items on three subscales: Clinical (five items), Vitality (four items), and Empowerment (nine items). Cronbach’s alpha was found to be satisfactory across each subscale (Clinical: α = . 69; Vitality: α = .75; Empowerment: α = .81), although it was noted that the internal consistency of the Clinical subscale should be investigated in future research due to its lower Cronbach’s alpha [18]. Therefore, subscale totals were not tallied for the purposes of this survey, and only the scale total score was used. As this measure was originally written in French, the first author obtained the most up-to-date English language translation of this instrument from the authors, as well as permission to use it in this study. 
The MHSQ’s 18 items are statements related to the three sub-scales. For example, the Clinical subscale contains the following statement: ‘I look for available resources to help me with my difficulties (websites, organizations, healthcare professionals, books, etc.)’. The Empowerment subscale contains the following statement: ‘I congratulate myself on my successes, whether small or large’. Finally, the Vitality subscale contains statements such as the following: ‘I do exercises to relax (yoga, tai-chi, breathing techniques, etc.)’. Each statement is rated on a five-point Likert scale ranging from 0 (Never used) to 4 (Very often used). Item scores are summed for the total score which can range from 0 to 72, and larger scores indicate greater capacity to self-manage. 
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