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Abstract 

Previous research in Canada and internationally has consistently found that trans and 

gender-diverse (TGD) people face barriers to accessing the mental health care that they need. 

This dissertation presents findings from the qualitative, community-based project Transforming 

Support, which engaged with 34 TGD young people to understand TGD young people’s 

experiences with trauma-related mental health care and identify recommendations and priorities 

for improving this care for these communities. Utilizing two qualitative methods for data 

collection, in-person community consultation workshops with 15 participants, and online, semi-

structured interviews with 19 participants, this project focused on TGD young people’s 

experiences with: navigating barriers to accessing mental health care; experiences of safety with 

mental health care providers; and community goals and priorities for future research on 

improving mental health care for TGD communities. 

This dissertation is presented as three articles formatted for publication in peer-reviewed 

journals for academic and practitioner audiences. The first paper presents findings related to 

navigating barriers to care. Participants shared their experiences with seeking and accessing 

trauma-related mental health supports and spoke to the barriers they experienced in their 

navigation of mental health care services in their communities. This work provides insight into 

the ways that TGD young people are navigating barriers to care which can inform 

recommendations for improving access to trauma-related mental health care for these 

communities. 

The second paper provides insight into how TGD people are experiencing and navigating 

safety within these contexts and points to future areas of inquiry regarding enhancing available 
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training and building towards TGD-competency or -literacy training that encourages self-

reflexive practice.  

The third paper focuses on research priorities articulated by TGD young people. Findings 

suggest that future researchers be strategic in building projects that shift the focus from research 

on TGD people to research that focuses on mental health practitioners, practice approaches, and 

frameworks that acknowledge the multifaceted lived experiences of TGD people. This article 

calls for future research to pushback against deficit-focused narratives and an over-focus on 

harm experienced by TGD people.  
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Chapter 1: Introduction 

What does it mean to have safe and accessible mental health care? Despite prominent 

trans scholarship discussing experiences of trauma and violence for decades (Lev, 2004; 

Namaste, 2000; Westbrook, 2021), much of the currently available literature does not adequately 

provide recommendations for mental health practitioners supporting trans and gender-diverse1 

(TGD) survivors of trauma (Panchal, et al., 2022; Shipherd, et al., 2019). While there is a rash of 

devastating statistics that so often open papers focused on TGD needs and experiences, this 

framing paints a heavy and disheartening portrait of TGD lives. Trans and gender-diverse people 

represent diverse and resilient communities that despite decades of activism and advocacy, 

continue to face inequities and social barriers leading to increased incidences of mental health 

needs requiring care and services (Navarro et al., 2021; Scheim, et al., 2021; Veale et al., 2017). 

Research regarding the mental health of TGD individuals has consistently highlighted significant 

barriers to appropriate, safe, and effective services (Ferlatte et al., 2019; Mizock & Lewis, 2016). 

Despite ample evidence that TGD communities experience health inequities leading to increased 

mental health needs (e.g., Scheim et al., 2021; Veale, et al., 2017), TGD people continue to 

experience discrimination, lack of relevant practitioner training, and systemic biases within 

mental health settings (Ellis, 2020; Mizock & Lundquist, 2016; Navarro et al., 2022).  

This dissertation presents work conducted as a community-based research project, 

Transforming Supports, that aimed to explore and understand TGD young people’s experience of 

safety in trauma-related mental health care and how TGD people are accessing, navigating, and 

 
1 For the purpose of this project the terminology of trans and gender-diverse was chosen by myself with 
consultation and input from my academic and community advisory committees. While imperfect this offers an 
umbrella term where I hoped people who do not identify as cisgender may see themselves. This can include people 
with many different identities such as (but not limited to): transgender, nonbinary, Two-Spirit, genderfluid, 
genderqueer, or agender. Language is always changing. I wanted to use terminology that was easily recognizable in 
project materials, and while maybe not exact, that people who are not cisgender would feel they fit with.  
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experiencing mental health services. In the four years that this project has gone from idea to 

actuation, and a full decade from the “transgender tipping point” (Steinmetz, 2014), there has 

been a further rise in anti-trans attitudes internationally (e.g., Cole, 2025; Redfield, et al., 2023). 

Despite much progress, Canada is starting to see a backlash leading to policy changes that 

threaten TGD people’s safety and autonomy, such as recent changes in some provinces regarding 

schools requiring parental consent prior to using a youth’s chosen name and pronouns (e.g., 

Johnson, 2024). Within these contexts, more than ever, TGD young people need safe and 

accessible mental health care. 

Background 

Across much of the current academic literature, the two primary recommendations for 

mental health practice with transgender and gender-diverse (TGD) people are a need for further 

research and a need for education and training for mental health care practitioners. There is a 

consistent call for more research regarding TGD people’s mental health and well-being, the 

impacts of trauma on these populations, as well as further research and development of mental 

health and clinical frameworks for supporting these populations. Richmond et al. (2012) note 

that much of the literature at the time of their publication did not provide “adequate 

recommendations for intervention with transgender survivors of trauma” (p. 50) and over a 

decade later, this continues to be a gap articulated by authors (e.g., Ellis, 2020; Lange, 2020; 

Shipherd et al., 2019). There is, however, a growing body of literature advocating for affirming 

practices and incorporating trauma-informed perspectives in mental health care more broadly for 

TGD individuals (e.g., Austin et al., 2017; Brammer & Ginicola, 2017; dickey et al., 2020; 

DiFulvio, 2015; Ellis, 2020; Keating & Muller, 2020; Lange, 2020). Austin et al. (2017) state 

that, an “affirming and trauma-informed perspective recognizes that traumatic events and 
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experiences, including non-life-threatening forms of transphobic prejudice, may threaten 

transgender and gender nonconforming clients’ sense of safety, power, and control over their 

lives” (p. 1). dickey et al. (2020) argue that there is an urgent need to ensure that mental health 

care practitioners are not doing harm to trans and nonbinary clients, suggesting that affirmative 

and trauma-informed approaches are essential to decreasing this risk of harm. Service providers 

must be aware of the systemic and interpersonal factors that can lead to continuous re-

traumatization for some clients (Keating & Muller, 2020). Affirmative practice approaches may 

be a key element of mitigating these risks of re-traumatization (Applegarth & Nuttall, 2016; 

DiFulvio, 2015; Keating & Muller, 2020; Lange, 2020). 

A trauma-informed approach is a framework for engaging with clients, structuring a 

program, or delivering a service that recognizes the prevalence of trauma, and the potential 

impacts trauma may have on an individual and others. This approach recognizes that by using a 

few core principles, services can become safer, more accessible, and more effective for clients. 

Despite becoming an increasingly popular framework in mental health practice, there is a lack of 

consistency in how this approach is defined and applied in practice. Lange (2020) notes that 

while many evidence-based trauma-focused approaches are designed for addressing a single 

traumatic experience, less is known about the suitability of these modalities for treating complex 

trauma presentations and trauma stemming from minority stress experiences. As Livingston et al. 

(2020) suggest, trauma-focused therapies were not designed to target identity-related adaptations 

to trauma exposure and, with no studies including sexual or gender minorities in their 

randomized control trials, there is limited ability to draw conclusions about the relevance of 

current trauma treatments for specific populations such as TGD people. The authors emphasize 

the important need for research and development in this area, stating, it “is critical to providing 
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culturally appropriate patient-centred PTSD [post-traumatic stress disorder] treatment for 

LGBTQ [lesbian, gay, bisexual, trans, or queer] patients” (p. 62). Shipherd et al. (2019) 

underscore the need for researchers and clinicians to focus on best practices for TGD people in 

order to better understand trauma recovery amongst these populations. Wirtz et al. (2020) call for 

research and programming to address gender-based violence against transgender people, 

suggesting that interventions developed in partnership with trans communities and those that 

offer comprehensive approaches to addressing violence may be the most helpful. Many 

counsellors have little knowledge or awareness about gender diversity and this lack of education 

can contribute to bias, discrimination and mistreatment of TGD clients within mental healthcare 

settings (Hendricks & Testa, 2012; Matsuno, 2019). This can lead TGD individuals who are 

seeking support for experiences of violence and discrimination to actually then experience 

discrimination from service providers themselves, which leaves many TGD people feeling 

unseen and unserved by the current systems of mental health care. 

When communities and identities are not seen or recognized by the systems that provide 

services, there remains a stark and glaring gap in what is available. This moves a step further 

when communities are not seen because of intentional erasure by the systems themselves. 

“Erasure is the most significant social relation in which transsexuals and transgendered people 

are situated” (Namaste, 2000, p. 265). As Spade (2015) argues, systematic erasure and pervasive 

marginalization through policy make life “administratively impossible” (p. 12).  Furthermore, 

this connects to naming and supporting trauma experiences for TGD people: if the experiences, 

symptoms, and needs of these communities are unseen or unrecognized, the issue becomes 

erased. Appropriate and specific trauma supports for TGD people are not available because the 
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issues and the people experiencing it have been and continue to be systematically erased by the 

systems that purportedly provide care and support.  

Within Canadian contexts, the ongoing impacts of colonization continue to perpetuate 

this kind of systemic erasure and marginalization of gender nonconforming identities, 

particularly for Indigenous peoples. Hunt (2018) argues that the erasure of Two-Spirit2 and TGD 

people was accomplished through the combined “ideological, socio-legal, and spatialized 

enforcement of colonial gender norms” (p. 25), particularly through the institutionalization of 

Indigenous children through the residential school system. “Categorization has been central to 

colonialism in Canada” (Hunt, 2018, p. 28), and when that categorization is forcefully gendered 

along a binary, people that fall outside of the available categories are erased. This continues to be 

significant in trauma-related health research, as TGD experiences, particularly TGD and Two-

Spirit people, “fail to be accounted for in gendered analyses of health” (Hunt, 2018, p. 28). This 

serves as an exemplary of the powerful ways systems can and do erase trans and gender-diverse 

people. Further, in literature focused on TGD mental health needs, discussion about Indigenous 

TGD people and Two-Spirit TGD people are almost entirely missing. Instead, these discussions 

are siloed into Indigenous-specific literature, emphasizing the need for intersectional approaches 

to TGD mental health that can account for the multifaceted experiences TGD people represent 

and the differing interactions TGD people may have with structures and systems responsible for 

mental health care and research based on their positionality.  

One of the most salient ways this erasure presents itself in the field of trauma work is the 

lack of research and the paucity of any trauma approaches specifically made for TGD 

experiences and a lack of intersectionality (Clark, 2016; Collins, 2015; Crenshaw, 1989; 1991) in 

 
2 For definitions and discussion of 2-Spirit or Two-Spirit see: Lezard et al. (2021). 
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the analysis of current gaps and barriers to service for TGD people. This erasure not only leaves 

a gap in available services and adequate approaches to treating trauma, it can and does directly 

lead to further experiences of trauma for TGD people (Barr, 2018). As Clark (2016) offers, 

trauma theory and practice “simultaneously erase the naming of structural acts of violence, while 

creating and exacerbating the psychological symptoms” (p. 6). This creates a cycle of violence 

and trauma that current approaches to supporting individuals with trauma not only do not always 

address but can also actively perpetuate.   

Intersecting experiences place TGD people at unique gaps within structures and systems 

of care which create barriers to needed care that are not often discussed in the existing literature 

(LeBlanc, 2022; Ross et al., 2021). For example, in British Columbia, Canada, where this study 

took place, much of publicly accessible mental health care is managed through health authorities 

which are provincially and regionally managed; however, Indigenous First Nations people may 

access health and mental health care through the First Nations Health Authority, which has 

differing jurisdiction, pathways to care and eligibility criteria than other regional health 

authorities. These health authority services also have differing relationships to funding programs 

for individuals to access private-paid services and differing partnerships and collaborations with 

community organizations and trans health initiatives such as Trans Care BC 

(www.transcarebc.ca).  Further, provincially and regionally mandated health programs have 

various eligibility requirements for services, based on age, specific need, or geographic location, 

and many programs do not offer longer-term (e.g. more than 3-5 sessions), individual, no-cost 

therapy for individuals over 19. This leads many individuals seeking individual therapy for 

concerns such as trauma to seek support through community agencies or private-paid therapy.  
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A critical intersection to name in the work of this project is the intersection of age and 

TGD identity experience. Young people are uniquely positioned within systems of care as their 

ability to consent and have autonomy in decision-making varies greatly across services and 

contexts based on age. In order to understand and address gaps to services, it is crucial to 

understand the context within which individuals and communities are seeking care and the ways 

in which the systems of care may not be seeing them or serving them effectively due to a 

misrecognition or systemic erasure of intersecting identities and experiences.  

Within these contexts, despite calls for improvements in mental health care provision, 

there remains a critical lack of research that actively incorporates TGD voices and prioritizes 

community-driven goals for improving mental health services (LeBlanc et al., 2022; Ross et al., 

2021). When, for over 10 years, the primary recommendation arising from academic research for 

practice for supporting TGD people with trauma has been a need for research and improving 

education and training for practitioners there is a clear need for work that improves mental health 

services for TGD communities (Alessi & Martin, 2017; Brammer & Ginicola, 2017; DiFulvio, 

2015; Ellis, 2020). However, even with ongoing calls for additional research (e.g., Ellis, 2020; 

Mizock & Lewis, 2008; Wirtz, et al., 2020), there remains a paucity of literature and research 

addressing these concerns and a clear gap in knowledge and research regarding trauma support 

for TGD communities. To address these gaps, this dissertation presents research that offers 

insight not only on the need for services and barriers faced by TGD people seeking trauma-

related mental health care, but also on what feels helpful and supportive from mental health 

practitioners. Further, this work presents research priorities articulated by TGD participants to 

build on the recommendations and research gaps articulated in the literature to date and offer 
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direction for future research in this area from a specifically community-based and intersectional 

perspective.  

The Project: Transforming Supports 

This project idea came out of my work as a clinical counsellor. After working in 

community organizations focused on anti-violence and gender-based violence for many years I 

moved into a private practice as a counsellor. As a queer and nonbinary practitioner working in 

community organizations and nonprofit settings in an urban context in Victoria, Canada, I had 

witnessed countless instances of typical practice that were not affirming to 2S/LGBTQ (Two-

Spirit, Lesbian, Gay, Bisexual, Transgender, and Queer) people and had several experiences of 

seeing other practitioners engage in hostile, discriminatory, and harmful discussion and direct 

practice with TGD young people. When I started working in my private counselling practice, 

these experiences were echoed by the clients I was seeing who shared many stories about their 

negative, harmful, and even traumatizing experiences with mental health care services and 

providers. Unfortunately, these stories were not surprising to me; however, it was discouraging 

to hear 1) how often TGD people were having negative and harmful experiences when seeking 

help for their mental health and 2) how hard it was to find useful and accurate information to 

direct other practitioners to that offer recommendations for improving services based on TGD 

people’s perspectives.  

I was also noticing a pattern of challenges shared by the TGD young people I worked 

with. The youth were encountering multiple barriers to the care they needed and were often left 

compromising their care needs to get any level of support, often at the expense of not feeling 

seen and understood in their gender and identity experiences. Much of my practice work is with 

young people, particularly individuals around ages 15-30. This age range is when young people 
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are navigating many intersecting experiences in their lives and face unique barriers to care 

(MacLeod & Brownlie, 2014). Young people in this age range can consent to their own services 

without parental/caregiver involvement; however, they still are often much younger than the 

practitioners they encounter which creates unique power dynamics when seeking mental health 

care. They also may be seeking services on their own for the first time and may be new to 

knowing how and where to find services that can help them. These young people face age 

limitations on services with many youth-focused services having varying upper age cut-offs for 

services ranging from 18, 19, or 25. Many young people need to navigate transitioning between 

youth-focused and adult services during this time or locate services that can offer a continuity of 

care for their needs. These young people are also traversing major life milestones such as 

transitioning from high school to the workforce or postsecondary education and training 

programs, newly living independently, and for many TGD young people they may be seeking 

gender-affirming care and may be at the early stages of their gender-affirming medical care 

journeys (Arnett, 2000). This age demographic accessing mental health services faces unique 

barriers and have unique perspectives and experiences with gender that vary from adults over 30 

and from children and younger teenagers (Arnett, 2000; MacLeod & Brownlie, 2014).  

The young people I was working with also shared that many approaches to therapy that 

they had tried did not feel helpful, often sharing that therapeutic approaches that centred the idea 

of ‘safety’ felt hard to understand as they did not often feel safe in their bodies or in their current 

life contexts. In one particularly poignant conversation, a client was sharing the lengths they 

went to avoid perceiving their own body due to gender dysphoria, the client stated, “my body is 

not a safe place to be right now.” This statement sparked my reflection on the idea of safety in 

trauma work with TGD people, particularly given that many current approaches to working with 
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trauma focus on the body as the site of healing. Within current approaches to trauma therapy, 

there are two central themes posited as necessary for supporting healing: bearing witness to a 

survivor’s story (Briere & Scott, 2015; Herman, 1997) and re-establishing a sense of safety 

within the body for the individual who has experienced trauma (Herman, 1997; van der Kolk, 

2014). Both of these central tenets to trauma practice require specific attention when considering 

the unique experiences of TGD populations. As Barr (2018) notes, determining what is defined 

as traumatic has been a contentious aspect of the field of trauma research and theory. This has 

often led to the invalidations of survivors and dismissal of experiences that are considered 

outside the bounds of what is defined as traumatic (Barr, 2018). Further, what safety is and how 

embodied safety is felt for TGD people who have experienced trauma is an important 

consideration when the current approaches to trauma support emphasize safety within one’s body 

as a starting point for healing.  

For my doctoral work, I decided to bring these questions and challenges I was hearing 

from my practice work into my research and develop a community-based project that could 

begin to address these questions and challenges. This dissertation presents some of the findings 

from this project, focused on three main topics: navigating barriers to care; experiencing safety 

with mental health practitioners; and community priorities for research on mental health.  

This project started with four research questions:  

1. How do TGD people describe their experience of safety when accessing trauma services 

and supports? 

2. What does safety in trauma service provision mean for TGD people who have 

experienced trauma? 

3. What hinders or prevents access to trauma-related support services for TGD people? 
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4. How can trauma services and supports be improved to better serve the needs of TGD 

communities? 

Following the engagement with the community advisory and initial community consultations 

with participants, a fifth research question was identified:  

5. What are TGD community members priorities for research related to improving mental 

health care?  

The Transforming Supports project was started from this practice experience and from there I 

established and worked with a community advisory group of four trans and nonbinary 

individuals with different experiences of mental health services, some as service users and some 

as both service users and practitioners themselves. Community advisors were recruited through 

word-of-mouth through my professional connections and sharing digital posters through 

community organizations and practitioner and mental health services listservs. In a statement 

written for the project website (see: www.transformingsupports.com/team), the advisors share 

that their experiences and contributions represent perspectives of “trans, nonbinary, BIPOC, 

working-class, disabled, and neurodivergent” people as well as, “middle-class, white and settler” 

communities. The represented a range of ages including youth under 25 and adults over 25.  

Advisors met together with me online for a total of six meetings (2 hours each) over the 

course of 1 year of the project from September 2022 – September 2023 and assisted with 

additional document review and written input in between meetings. Following the first year of 

their engagement, some of the advisors continued to be available for document review and input 

as I analyzed the data and prepared the research outputs. Each advisor was compensated at a rate 

of $50 an hour for their time during the online meetings. At the start of their work with the 

project, we created a shared group agreement for how to run meetings and how the advisors 

http://www.transformingsupports.com/team
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wanted to share their perspectives and input on the project. The advisors chose to remain 

anonymous throughout their engagement with the project and they developed a statement for the 

project website to share a bit about themselves and their role in the project (see: 

https://www.transformingsupports.com/team). As noted in their statement, through our work 

together we identified that some key perspectives were missing from the advisory committee, 

most notably, there were no members representing Indigenous and/or Two-Spirit perspectives. 

Despite targeted efforts in the recruitment process, we were unable to find someone who could 

represent these perspectives on the committee who was available to take this role on at the time 

the project started. Because of this, I made the decision, with the input of the advisory 

committee, to partner with an Indigenous community organization to ensure that the project 

could intentionally invite engagement and collaboration with TGD Indigenous young people so 

that their perspectives were included in this project.  

The name of the project was created by the community advisors to emphasize the trans 

perspectives leading the project and the voices of the participants during this project. During 

meetings with the advisory committee, I brought my plans for participant engagement for input 

and direction from the committee. I planned to use two methods of data collection, one through 

in-person community consultation workshops, and one through semi-structured online qualitative 

interviews (further details about data collection methods are included in subsequent chapters). 

The advisors helped to shape the questions asked to participants in both data collection methods, 

including order of the questions, wording of the questions, and focus on specific topics. We also 

discussed planning to have mental health support available for all participants in the project if 

needed for debriefing following their engagement with the project. Centring the participant 

experience in the project, I recruited a network of trans and gender-diverse mental health 

https://www.transformingsupports.com/team


  13 

professionals that we available to participants to have one individual debriefing session (paid for 

with project funding) with the practitioner of their choice if needed following their involvement 

in the project.  

To make this project possible, I’ve worked with community partners at the Community-

Based Research Centre (www.cbrc.net) and an Indigenous Youth organization in Vancouver, the 

2Spirit Collective at the Urban Native Youth Association (https://unya.bc.ca) to develop 

community research events and connect with TGD young people to hear their perspectives and 

goals for research on mental health care for their communities. I aimed to understand how TGD 

people experience safety in mental health and trauma support contexts in order to improve 

services that provide trauma support to these communities. By engaging with TGD community 

members as community consultants as well as research participants, my project focuses on 

understanding the lived experiences of TGD young people who have accessed, or wanted to 

access, trauma-related mental health supports and other community resources. The project is a 

starting place for more work that can improve mental health care for TGD young people.  

Situating Myself and the Project 

I come to this research work as a queer and nonbinary person with lived experience of 

mental health services and systems and professional experience working in the anti-violence 

sector for over 15 years. I have worked in a variety of mental health and social services contexts, 

including sexual assault response; domestic violence; child and youth trauma counselling; child 

and youth advocacy and victim services; and private clinical counselling practice specializing in 

trauma. At the core of my research work is a commitment to understanding and listening to the 

lived experience of gender-diverse people regarding our needs and access for mental health 

support. 

http://www.cbrc.net/
https://unya.bc.ca/
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My counselling practice and my research work for this project is based in Victoria, 

British Columbia (BC), Canada, on the unceded territories of the lək̓ʷəŋən (Lekwungen)3 and 

W̱SÁNEĆ peoples. I have spent the majority of my life here and continue to live and work on 

these territories. I am a non-Indigenous scholar of Irish and Scottish ancestry. The territories in 

which I live and work and where this research work was completed are intentionally named here 

to bring attention to the ways in which Indigenous knowledges, experience, and presence 

continue to be erased in much of the academic literature written by non-Indigenous scholars and 

to make present the tension of doing research work in colonial systems. I take this practice up as 

part of my relational responsibility as a non-Indigenous scholar working with Indigenous 

community partners and project participants. It is intentional that the nations and places which 

are named are the ones related to the lands around the cities of Victoria and Vancouver. This is 

where I was physically present during the research process and participant engagement. 

Throughout the project, I worked with community advisors, community partners and participants 

throughout southwestern part of the province of BC, throughout the unceded territories of Coast 

and Interior Salish First Nations. The project work was based in Victoria on the unceded 

territories of the lək̓ʷəŋən (Lekwungen) and W̱SÁNEĆ peoples and the in-person workshops 

were held in Vancouver on the unceded territories of the Sḵwx̱wú7mesh (Squamish), səl̓ilw̓ətaʔɬ 

(Tsleil Waututh) and xʷməθkʷəy̓əm (Musqueam) peoples.  

 
3 The Indigenous territories and nations are named here as part of the practice of land acknowledgement which 
acknowledges the Indigenous Peoples, the land, and place as a way of recognizing the intersections of both the 
historical and present-day Indigenous peoples’ presence, land rights, ways of knowing, and the ongoing impacts of 
colonialism. Land acknowledgements are connected to Indigenous cultural practices and to calls for Truth and 
Reconciliation in Canada.  
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Method and Approach  

The legacy of pathologizing and stigmatizing trans identities within the medical and 

mental health fields has led to a significant wariness among TGD people towards both 

researchers and mental health professionals (Gill-Peterson, 2018; Ross et al., 2021). Moreover, 

the continued presence of gatekeeping in mental health contexts, alongside instances of harm and 

negative experiences, underscores the need for ethical research practices that prioritize 

community engagement and participation (Acker, 2017; Blodgett et al., 2017; Brown et al., 

2018; James et al., 2016; Navarro et al., 2022). Within contexts where systems of care have often 

failed to meet the needs of marginalized communities, such as TGD people, community-based 

research (CBR) can offer a pathway to understanding and addressing community priorities for 

change (Israel et al., 1998). Through active involvement in research processes, community-based 

research seeks to align research activities with the needs and goals of the community of focus 

(Katz-Wise, et al., 2019; Travers et al., 2013). By engaging directly with TGD people, CBR can 

not only align approaches to community goals and needs, rather than imposing externally 

determined goals that may not address community priorities but can also offer mental health 

practitioners and policy-makers actionable insights into systemic changes needed for equitable 

and appropriate mental health care for TGD communities. As Boilevin et al. (2019) offer, 

research can be oriented for the community through nuanced and reflective engagement in 

ethical practices with community members throughout the process. I have chosen this approach 

for several reasons. Grounded in community-based participatory research principles of 

reciprocity and collaboration (Boilevin, et al., 2019; Israel et al., 1998; Katz-Wise et al., 2019), 

this project was built to be in service to TGD communities, to generate knowledge that is useful 

for pushing for change in response to these concerns. Further, the work was designed to offer 
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something back to each person involved and have their engagement in the project feel helpful 

and useful not only as part of the larger goals of the project, but on an individual level as well, 

such as having opportunities to share their stories and feel part of collective change efforts.   

My approach to this work was informed by three theoretical perspectives: Lived 

Experience as Knowledge; Intersectionality; and Trauma-Informed Research Principles. For this 

project, I centred the lived and living experience of TGD people and consider lived experience as 

legitimate forms of knowing (Ahmed, 2006; Aultman, 2018; Million, 2008). This approach 

emphasizes that individual and community experience can provide real insight and elucidate 

understandings of complex topics from the perspective of the individuals effected by the topic of 

concern (Aultman, 2018; Million, 2008; Salamon, 2014). As Namaste (2000) and Thom (2024) 

remind researchers and practitioners, the theorizing about gendered experience must be grounded 

in the lives of actual TGD people in the world.  

As Thom (2019) states, “safety is . . .  an inherently classed, raced, and gendered 

experience” (p. 22). The context and diverse experiences and identities of TGD community 

needed to be centred as an essential perspective from which to think about safety and mental 

health care experiences. Building on lived experience as knowledge, intersectionality provides an 

analytical framework (Cho et al., 2013; Clark, 2016; Collins, 2015; Crenshaw, 1989; 1991) from 

which to pay specific attention to the multidimensionality of TGD communities and to specific 

ways in which systems of power operate to impact the experiences of the participants. Applying 

intersectionality as a framework brings attention to the structural and systemic barriers that TGD 

people experience and how this informs their experiences of mental health care. It was important 

to ensure that the participants engaging in the project could represent a diversity of experiences 

and identities reflective of the multi-faceted subjecthoods present in TGD communities.  
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Finally, this project was informed by trauma-informed research principles. Through 

several decades of research on trauma, researchers and service providers have raised their 

awareness about the needs of victimized individuals leading to the “trauma-informed practice 

movement” (Campbell, et al., 2019, p. 4767). This movement asks service providers supporting 

individuals impacted by trauma to realize the impact of trauma, recognize the signs and 

symptoms of trauma, respond by integrating an understanding of trauma into their approaches, 

and resist instances of possible re-traumatization for individuals (SAMSHA, 2014; Elliot et al., 

2005). Informed by trauma research, the trauma-informed practice movement has been taken up 

in some mental health service, health care, criminal justice systems, and other social services. 

Within the field of sexual violence research, Campbell et al. (2019) present an application of 

trauma-informed principles in the research context. Adapting Elliot et al.’s (2005) article 

outlining trauma-informed practice principles, Campbell et al. (2019) provided recommendations 

to researchers for how to take-up the ideas of trauma-informed practice to foster a research 

approach with participants that takes the impacts of trauma into account. I utilized this 

framework for this research as the community members engaging in the project had experience 

with trauma-related mental health services and, of course, also experience with trauma. While 

participants were not asked to discuss their traumatic experiences that led them to seek trauma-

related mental health care, each participant did have their own history of trauma. As Legerski et 

al. (2010) found, the evidence does not suggest that participating in trauma research itself can be 

retraumatizing; however, in order to support a safer and trauma-informed approach to research 

activities, I adapted recommendations from Campbell et al. (2019) to apply to the current project 

(see Appendix A).  
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Outline for the Dissertation  

The primary aim of this project was to provide data and recommendations that can have 

practical applications to improve trauma-related mental health care for TGD people. With this 

aim in mind, this dissertation presents three articles written for publication in peer-reviewed 

journals for academic and practitioner audiences. These articles present findings related to three 

of the areas of focus of the project: navigating barriers to accessing trauma-related mental health 

care; experiences of safety with mental health care providers; and community goals and priorities 

for future research on improving trauma-related mental health care for TGD communities. The 

papers are presented in this order to reflect the experiences shared by the participants of the 

process of finding care, experiencing care, and hoping for change. Each paper is presented as a 

stand-alone piece that articulates the methods and participants associated with the findings 

shared within each piece. Each paper is situated within the larger body of the project work and 

this dissertation aiming to not only understand TGD young people’s experience with trauma-

related mental health care but to also identify recommendations and priorities for improving this 

care for these communities.  

Article 1: “It’s Not a Very Clear Path Forward”: Responding to Barriers to Finding 

Trauma-Related Mental Health Support for Trans and Gender-Diverse Young People 

This article will be submitted to the Canadian Journal of Community Mental Health and 

aimed for an audience of public health and mental health research and practitioners. This chapter 

presents findings from the qualitative interviews conducted with 19 TGD participants from 

March to August of 2023. Following previous research in Canada and internationally (Ellis, 

2020; Ferlatte et al., 2019; James et al., 2016; Lange, 2020; Trans Pulse, 2020) the article 

examines the significant barriers that TGD young people encounter when trying to find and 
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access trauma-related mental health services and the strategies participants engaged in to 

navigate these barriers. Barriers identified include availability of information; time; cost; anti-

trans bias; and the prevalence of identity-focused services.  

This article provides unique insight by focusing on TGD young people within Canada 

and articulating barriers specific to finding trauma-related mental health care. Further, it 

additionally offers insight into the ways in which TGD young people navigate the barriers they 

encounter which can in turn provide direction to addressing these barriers and improving access 

to needed mental health services. Drawing on the data collected through the semi-structured 

interviews with participants, this paper identifies the systemic issues faced by TGD people such 

as lack of information, high costs and lack of affordable options, long wait times, and 

encountering anti-trans bias in service provision. Participants navigate these barriers through 

building their own mental health literacy; drawing on community knowledge; and relying on 

individual and community persistence and self-advocacy.  

Locating this article as the first piece in the dissertation offers insight into the challenges 

faced by TGD young people when they start their journey to locating mental health services. As 

with previous research identifying barriers to care (e.g., Anzani et al., 2019; Blodgett et al.; 

Ferlatte et al., 2019), in addition to common barriers such as high cost, long wait-times, lack of 

services, and restrictive eligibility requirements, a prevalent issue for TGD young people seeking 

trauma-related mental health services was experiencing anti-trans bias from the practitioners they 

encountered. By participants articulating how they manage these barriers while finding care, this 

paper offers insight into the strategies young TGD people adopt to navigate these obstacles and 

underscores the need for more inclusive and accessible mental health support.  
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Article 2: Trust, Recognition, and Safety in Trauma-Related Mental Health Services with 

Trans and Gender-Diverse Young People 

This article will be submitted to Psychotherapy Research. This chapter presents an article 

aimed for an audience of practitioners, specifically psychologists, counsellors, and therapists, as 

well as practice-focused mental health researchers. Presenting findings from the qualitative 

interviews conducted with 19 TGD participants from March to August of 2023, this paper 

examines TGD young people’s experiences of safety with practitioners in trauma-related mental 

health care settings. Demonstrating the importance of feeling seen, understood, and recognized, 

this piece offers insight into the ways in which practitioners can approach the therapeutic 

relationship with TGD clients that prioritize safety, recognition, and respect for TGD individuals 

and communities. 

The therapeutic relationship between a counsellor/therapist and a client has been found to 

be one of the most important factors predicting positive outcomes in psychotherapy (Norcross & 

Lambert, 2019). However, for TGD people, interactions with mental health care providers are 

often sites of challenging experiences, and mental health care more broadly is a historically 

complex context (Blodgett et al., 2017; Brown, et al., 2018; Gill-Peterson, 2018; Navarro, et al., 

2022). While there is growing awareness of the need for affirmative approaches to mental health 

care with TGD people (e.g., Ellis, et al., 2020; Mizock & Lundquist, 2016; Richmond et al., 

2017; Singh & dickey, 2016; 2017), there is a lack of research that examines the specific 

experiences of TGD young people in psychotherapy (Hall & Delaney, 2021).  

Participants were asked to describe their understanding of safety and definitions of what 

safety is meant to be both generally and specifically within the context of mental health care. 

Definitions of safety focused on the experience of being able to be myself, being understood and 
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seen, an absence of vigilance, and safety as an action. The key themes emphasize the importance 

of TGD participants feeling able to express themselves and be seen and understood by 

practitioners. A common experience shared by participants was a sense of vigilance in their lives, 

so much so that when this vigilance was not needed, it was a noticeable and a key indicator of 

feeling safe. Further, safety was described as an active process and not a passive feeling by 

participants. Several participants emphasized the importance of practitioners demonstrating 

safety through repairing miscommunication and moments of disconnect.  

Participants were also asked to describe their experiences with trauma-related mental 

health care focusing on what experiences felt helpful, what helped them feel safe, what 

experiences felt unhelpful and unsafe, and what impacted their feelings of safety and the 

helpfulness of the services. From this, key themes were trust and risk and signals of safety. 

Finding a practitioner that could demonstrate understanding and recognition for participants 

often felt like a risk and participants often took measures to mitigate this risk by engaging in 

what they described as looking for “signals of safety.” By reflecting on how TGD young people 

navigate risk and trust within the therapeutic relationship, practitioners can incorporate 

approaches to their practice that better signal safety to clients and foster understanding and 

recognition within the therapeutic work.  

This second paper offers areas for reflection and consideration for practitioners as well as 

queries the utility of basic trans competency models for practitioners. While research has shown 

that training that focuses on TGD experiences and identities for practitioners is effective for 

shifting practitioner attitudes towards TGD clients (e.g., Boot-Haury, 2023), there continues to 

be gaps in a felt sense of safety with practitioners for TGD people. This paper provides insight 

into how TGD people are experiencing and navigating safety within these contexts and points to 
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future areas of inquiry regarding enhancing available training and building towards TGD-

competency or -literacy training that encourage self-reflexive practice.  

Article 3: Mental Health Research Priorities for Trans and Gender-Diverse Young People: 

Findings from Community Consultations on Improving Mental Health Care for Trans and 

Gender-Diverse Communities 

The third and final paper presented as part of this dissertation is an article intended for an 

audience of public health, health and mental health researchers, and health and mental health 

practitioners to be submitted to the International Journal of Transgender Health. This chapter 

presents findings from the community consultation portion of the Transforming Supports project 

which consisted of two in-person workshops held in March 2023 and consultation questions 

related to research priorities asked of interview participants during their qualitative interviews 

held March to August of 2023. Sharing findings from 34 participants, this paper focuses on the 

research priorities articulated by participants related to improving mental health care for their 

communities. Participants were asked: “What would you like to see researched in the future 

related to mental health care and trauma supports for trans and gender-diverse people?” and: 

“How do you think these topics should be researched? What types of research would you like to 

be involved in or could see as helpful for future research on this topic area for trans and gender-

diverse people?” Research priorities were group into topic themes and included: Practitioner 

Education and Training; Indigenous Perspectives on Anti-Racism, Cultural Safety, and 

Reconciliation; Addressing Racism and Cultural Differences; Impact of Geography; Co-

occurring Needs; Understanding Trauma; Disability, Autism, and Neurodivergence; Pathways 

to Care; and Approaches to Therapy. Participants also emphasized the importance of research 

being led by TGD community members and conducting research that shifted the focus from 



  23 

research on TGD people to research led by TGD people on services and service providers. The 

findings from this paper parallel previous community recommendations (LeBlanc et al., 2022; 

Veale et al., 2022) that have urged researchers to move away from research that replicates 

harmful narratives. There was a strong call for research to move away from deficit and harm foci 

for TGD people and instead focus on mental health care workers and medical professionals, such 

as doctors, nurses, counsellors, and psychologists to understand their knowledge about TGD 

people, where their knowledge gaps were, what biases they have, and what they need to know to 

be able to provide more helpful and accessible care. These findings can provide direction for 

future research on mental health care for TGD people and offers insight into the specific 

priorities of young TGD people. Building on these recommendations, future research can 

continue to centre community voices and aim in new directions for addressing the gaps needed in 

mental health care for TGD communities that moves away from a focus on TGD people 

themselves and shifts the attention to the systems and services TGD people are navigating care.  

Significance and Contribution 

There is a distinct need for changes to trauma-related mental health care for TGD 

populations (Lange, 2020; Shipherd et al., 2019; Wirtz et al., 2020). Research that can provide 

specific suggestions for practice improvements will help support training and education for 

future practitioners. Without reliable, culturally competent care, mental health and health care 

settings can become sites for traumatization for transgender individuals (Mizock & Lewis, 2008). 

There is a crucial and well-documented need for better education and training for mental health 

practitioners working with TGD people. dickey et al. (2020) call practitioners to move from an 

affirming to a liberating approach to mental health. A key place to start is research that can 

address the glaring gaps in the literature in order to offer direction for appropriate, respectful, 
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and supportive trauma care for TGD young people and communities. This is of particular 

importance when addressing the intersection of TGD experience and age. Research that 

acknowledges and upholds TGD young people’s agency in response to systems of care that often 

deny youth their agency and autonomy over their own care is vitally needed. 

This project started from my work with TGD young people and the challenges I was 

hearing from my clients regarding finding helpful and safe trauma care. While the initial 

question was sparked from a client’s comment about safety and the body, as the project 

developed and grew over the course of the community participation and engagement, what 

became clear is that the site of change for improving mental health care is not within the 

individual but within the larger the social structures that continue to place TGD people at 

intersections of systems that do not see and serve them. The findings of this project demonstrate 

the ongoing challenges with feeling safe in a society that seeks to vilify and erase trans 

experiences. This project seeks to address a well-identified gap in service provision and make 

needed changes to a mental health system that is not serving the needs of TGD people. By 

understanding what safety is and how it is experienced in mental health care settings for TGD 

young people, it may be possible to begin to make change within the mental health care systems 

so that care can be helpful, safe, and useful for TGD young people.  
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Chapter 2: “It’s Not a Very Clear Path Forward”: Responding to Barriers to Finding 

Trauma-Related Mental Health Support for Trans and Gender-Diverse Young People 

 Authors: Mattie Walker, Aaron Devor, and Nathan Lachowsky 

Formatted for submission to the Canadian Journal of Community Mental Health 

Abstract  

Previous research in Canada and internationally has consistently found that trans and 

gender-diverse people face barriers to accessing the mental health care that they need. This paper 

presents findings from qualitative interviews conducted with TGD young people from March 

2023 - August 2023 as part of a community-based research project. Participants shared their 

experiences with seeking and accessing trauma-related mental health supports and spoke to the 

barriers they experienced in their navigation of mental health care services in their communities. 

The strategies utilized by TGD young people to navigate these barriers can inform 

recommendations for improving access to trauma-related mental health care for these 

communities. 

Keywords: Trans; transgender; gender-diverse; young people; trauma; mental health care; access 

to care; barriers to care; intersectionality 

Introduction 

Previous research in Canada and internationally has consistently found that trans and 

gender-diverse people face barriers to accessing the mental health care that they need (Ellis 

2020; Ferlatte et al., 2019; James et al., 2016; Lange 2020; Trans Pulse, 2020). Utilizing an 

intersectional lens (Clark, 2016; Crenshaw, 1989; 1991), this article provides novel insight into 

the specific, structural barriers faced by young trans and gender-diverse (TGD) people when 

starting the process of finding mental health care in British Columbia, Canada. This paper 
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presents findings from qualitative individual interviews conducted with TGD participants aged 

19-33 between March to August 2023 as part of a community-based research project. 

Participants shared their experiences with seeking and accessing trauma-related mental health 

supports and spoke to the barriers they experienced in their navigation of mental health care 

services in their communities. The strategies utilized by TGD young people to navigate these 

barriers can inform recommendations for improving access to trauma-related mental health care 

for these communities. 

Background 

Minority stress theory has been used to understand how stressors resulting from 

experiences related to membership in a minority group, such as overarching societal attitudes, 

prejudice, and discrimination, can negatively impact mental health (Meyer, 1995; Hendricks & 

Testa, 2012). Applying this theory with TGD communities (Hendricks & Testa, 2012; Shipherd 

et al., 2019) demonstrates how, within systems and societies that are heteronormative and cis-

normative, TGD individuals can experience conditions that are chronically stressful and even 

traumatizing (Ellis, 2020; Shipherd et al., 2011; 2019; Tishelman & Neumann-Mascis, 2018). 

These experiences are associated with a higher need for mental health support related to trauma 

and violence recovery (Veale, et al., 2017). However, there continue to be problems with general 

and reliable access to healthcare for TGD people (Mizock & Lewis, 2008; Ellis, 2020; Lange, 

2020). 

With disparities in mental health experiences between gender minority youth and their 

heterosexual and cisgender counterparts (Navarro et al., 2021; Scheim et al., 2021; Trans PULSE 

Canada Team, 2020; Veale et al., 2015; 2017), TGD young people may be more likely to access 

mental health services than their cisgender peers (Simeonov et al., 2015; Wells et al., 2024). This 
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paper identifies specific barriers faced by participants when seeking trauma-related mental health 

care and highlights some of the ways in which current systems of care result in gaps in access to 

needed mental health care. This builds on previous research related to mental health care access 

in Canada (e.g., Ferlatte et al., 2019; Moroz et al., 2020) to offer recommendations for how 

trauma-related mental health services can improve access to needed supports for TGD 

communities. 

Methodology and Methods 

Community-Based Research 

Following community-based research principles, this project was led with TGD 

community members and structured to be in service to the communities impacted by the research 

topic and outcomes (Bauer et al., 2013; Boilevin, et al., 2019; Israel, et al., 1998; 2005; Katz-

Wise et al., 2019). The project activities were informed by a community advisory committee and 

community consultations with trans, Two-Spirit4, and gender-diverse young people. The 

advisory committee was comprised of four trans and nonbinary individuals who represented a 

range of experiences including: youth <25 and adults >25, white, BIPOC, working-class, 

disabled, and neurodivergent. The advisors had experience being clients in mental health care 

services and three of the members were also a service provider themselves. The community 

consultations were held with the support of an Indigenous youth Two-Spirit collective where 

TGD young people shared their perspectives and questions for research on this topic area, which 

informed the focus of the qualitative interviews, priorities for sharing project findings, and 

directions for future work. All community advisors, community consultation participants, and 

interview participants were compensated for their time and work with the project. All the 

 
4 For definitions and discussion of 2Spirit or Two-Spirit see: Lezard et al (2021) 
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community advisors and participants were given the option to receive updates about research 

project and be invited to knowledge sharing events and have access to publications and 

knowledge sharing resources resulting from the project. The project work was based in Victoria 

on the unceded territories of the lək̓ʷəŋən (Lekwungen) and W̱SÁNEĆ peoples and the 

community consultations were held in Vancouver on the unceded territories of the 

Sḵwx̱wú7mesh (Squamish), səl̓ilw̓ətaʔɬ (Tsleil Waututh) and xʷməθkʷəy̓əm (Musqueam) 

peoples. 

Intersectionality 

TGD communities are not homogenous; diverse aspects of identity can and will impact 

experiences of mental health care. Intersectionality as an analytical framework (Cho et al., 2013; 

Clark, 2016; Collins, 2015; Crenshaw, 1989; 1991) was employed throughout the project design 

as well as in analysis of the data in order to pay specific attention to the multidimensionality of 

TGD communities and to specific ways in which systems of power operate to impact the 

experiences of the participants. Using intersectionality as a framework elucidates some of the 

structural barriers that TGD people experience. It does this by facilitating an examination of the 

ways in which systems of care present intersecting experiences of power and privilege, which 

limit choice, control, and autonomy in seeking care. 

Interview Participant Recruitment 

Participants were invited to participate in the project through digital and physical posters 

shared with the support of community partners: Community-Based Research Centre 

(https://www.cbrc.net) and an Indigenous youth organization, Urban Native Youth Association 

(https://unya.bc.ca). Recruitment materials were shared on social media and listservs through 

various community organizations, mutual aid groups, and university 2S/LGBTQ+ Pride 

https://www.cbrc.net/
https://unya.bc.ca/
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organizations throughout southwestern British Columbia. Physical posters were shared in 

community locations in Victoria and Vancouver at local coffee shops, queer/2S/LGBTQ+ open 

stage events, community centres, and on university campuses. Eligibility criteria included: being 

aged 19-30 and having experience accessing, attending, or wanting to access or attend, trauma-

related mental health supports in British Columbia. Participants had to identify as trans or 

gender-diverse. To sign-up for the project, participants completed a brief online survey asking 

them to describe demographic information and their experiences with trauma-related mental 

health care. The first author contacted all participants who signed up for the project to inform 

them if they fit the eligibility criteria and confirm consent to participate. Thirty-two surveys were 

completed, and a total of 19 participants were eligible and consented to participate. If 

participants were eligible and consented to participation, the information from the eligibility 

screening was used as their demographic information. All study protocols were approved by the 

Human Research Ethics Board at the University of Victoria (22-0210) and all participants 

provided verbal informed consent prior to participating. 

Data Collection and Analysis 

Data were collected through semi-structured individual interviews. Interviews occurred 

between March to August 2023. Based on participant preference, interviews were conducted 

online by the first author over Zoom video or phone and ranged from 1 hour to 2 hours. 

Interviews were recorded using Zoom and transcribed verbatim professionally. Interview 

participants were given the option to review their transcript and had the option of adding 

additional clarity or changing or correcting any information that they shared. Two participants 

chose the option to review their transcripts and provided additional details in their answers and 

edited some of their previously given answers. The first author coded the final transcriptions 



  30 

using NVivo software (Lumivero, 2024) and conducted reflexive thematic analysis (Braun & 

Clarke, 2006; 2014). The first author analyzed the data using an inductive approach to generate 

initial codes. Following this, the first author identified patterns in the initial codes and identified 

key themes, paying specific attention to the systemic and structural context overlaying the 

participants’ experiences, utilizing intersectionality as an analytical framework (Cho et al., 2013; 

Clark, 2016; Collins, 2015; Crenshaw, 1989; 1991). After reviewing the themes, the first author 

named and defined the themes to present the findings, identifying exemplar participant quotes 

and key words to be quoted in the presentation of the findings. Participants were given the choice 

of using a pseudonym, their own name, or an anonymized participant number; they also chose 

which identifying information they wanted to connect with any direct quotations used throughout 

this article. All identity information connected to a participant’s direct quote uses their own 

wording.  

Trauma-Informed Approach 

Recruitment and data collection methods incorporated a trauma-informed approach, 

adapted from Campbell et al. (2019) and Elliot et al. (2005) to allow participants to have more 

choice and control in their engagement. Participants were not asked directly about their traumatic 

experiences that led them to seek trauma-related mental health support, nor were they required to 

disclose details about their symptoms and trauma-related mental health needs. Interview 

questions focused on processes and experiences accessing services, types of services, and 

experience with seeking services. Participants were also given the option to attend a single 

debriefing session for support, if needed, with their choice of a trans or gender-diverse mental 

health worker from a list of professionals hired with the project. 
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Findings 

Participants 

 Most participants (n=11/19) were aged 19-25 and 8 participants were over 25 at the time 

of the interviews. Participants used a variety of terminology to describe their genders: trans 

(n=6), trans woman (n=1), trans man/guy (n=2), trans masculine (n=1), Two-Spirit (n=1), 

transsexual (n=1), nonbinary (n=12), agender (n=1), gender fluid (n=2), and androgyne (n=1). 

Participants represented a range of cultural, racial, and ethnic identities and heritages, that they 

described using the terms (presented in alphabetical order): Indigenous (n=3), Jewish (n=2), 

Métis (n=1), mixed race (n=3), person of colour (n=2), Peruvian (n=1), settler (n=1), Sudanese 

(n=1), Taiwanese (n=1), Vietnamese (n=1), and white (n=1), 3 participants did not share any 

information about their cultural, racial, or ethnic identity. Participants shared a range of lived 

experiences that they indicated shaped their perspectives on mental health care and their 

experiences with mental health providers and services, including experiences related to 

ability/disability; neurodivergence; immigration; income and socioeconomic status; education 

level; transition experience; physical health; and body size.  

Participants were from a range of locations throughout southwestern British Columbia, 

residing in locations on Vancouver Island, the lower mainland, and the southern gulf islands, 

within the traditional unceded territories of Coast and Interior Salish First Nations. Participants 

lived in large urban centres (n=11), smaller cities (n=3) and small towns (n=5). Participants 

noted how their location impacted their ability to access resources, what resources were 

available, and the presence and connection to 2S/LGBTQ+ community within their area. Almost 

all participants noted a lack of options and diversity of services and practitioners from which to 

choose when they were seeking services; however, the participants living in places outside of 
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Victoria and Vancouver, especially emphasized how limited resources impacted their access to 

help when they needed it, and several participants noted plans to move to larger urban centres to 

be able to connect with 2S/LGBTQ+ communities. 

Types of Services Sought 

Participants spoke to a range of experiences with mental health services and noted that 

while some were trauma-specific many that were not specifically trauma-focused were chosen or 

needed due to trauma-related mental health needs. Services accessed were grouped into five 

categories: health authority programs and services; school-based supports; community 

organizations or services; private paid services; and peer support. Health Authority programs 

and services included hospitals or community programming. These programs were free to 

access; however, many participants noted long wait-times to access services outside of 

emergency care and the need for a referral from a physician to access many needed services. 

School-based supports included counsellors participants accessed through their secondary or 

postsecondary school; typically, these services did not require that participants pay for services 

or were low-cost. Community organizations and services included mental health support related 

to specific concerns such as sexual assault or violence or suicide. Services in this category varied 

in terms of cost to access from no to low-cost, sliding scale or paid services and were not 

associated with a health authority. Private paid services included individual and group support 

through counsellors, registered social workers, psychiatrists, and psychologists as well as online 

programs and mental health apps. Peer supports included community organized support groups 

that were not connected to a specific organization or program. All participants spoke to 

experiences with formal or professional services. While participants did share experiences 

related to peer supports, these experiences were in addition to experiences with professional or 
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formal services. Barriers included in the following section relate to participant experiences with 

services provided by professionals and/or organizations.  

Barriers To Finding Mental Health Support 

Not a Clear Path Forward 

For many participants, the limited availability of information about services and how to 

connect to services posed a major barrier to finding mental health care that they needed. One 

participant articulated this as “not a very clear path forward when you have a mental health 

problem” (Participant 4, transgender male, age < 25). Many participants shared that they 

struggled to know where to find information about available services, how to know how services 

were delivered or where they were provided, and often struggled to understand what specific 

services would meet their needs. They were often unsure where to start and many participants 

would start their pathway to care at the hospital emergency services as a means to connecting to 

a professional who may be able to assess and direct them where to go.  

Participants shared that a challenge with starting with hospital emergency services was 

that they felt they needed to be in a crisis to be allowed to connect with this service. This often 

meant that they would wait until they felt their mental health symptoms were severe enough to 

attend emergency services, meaning that their first contact with mental health care providers was 

often during a mental health crisis or related to suicidality. A common sentiment throughout all 

the participants’ stories was a desire to be able to find services that were available before a crisis 

happened, but being unsure how to find services that would take their needs seriously if they 

were not in crisis. Many participants shared that even after connecting with emergency services 

there was no clear pathway forward for support, often leaving participants continually searching 

for support without an understanding of how to find what they needed.  
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Many participants shared that it was difficult to know where to start when searching for 

community organizations that offered low-cost or funded services, or even for private 

practitioners. This was further complicated for participants when they were seeking practitioners 

or services that were trans-friendly or 2S/LGBTQ-knowledgeable. For example, one participant 

(Two-Spirit, nonbinary, age < 25) noted, “the information isn’t there… even if you Google trans-

friendly counsellor and stuff, LGBT friendly counselors, it just doesn’t show up . . . it’s hard to 

find that information when you’re someone seeking resources and don’t know where to start.” 

Participants also identified how medical systems did not overlap with community-based 

services. First contact with emergency mental health care often directed participants to services 

within the medical system or within health authorities. This was often without recommendation 

to connect with private or community-based services while waiting for funded services. With 

long waitlists and limited availability of practitioners within the medical system and an 

uncertainty how to connect to community services, participants often were left unsure of how to 

find the support they needed, and where to find the correct information to help them locate 

services. 

The Burden of Time 

Due to the lack of available information, participants shared that they had to spend a lot 

of time researching what services do/offer, what could be helpful for their needs, and what 

services may be trans-friendly and/or suitable for working with trauma. Time spent seeking 

services also included attending trial appointments to try out services as well as waiting on 

waitlists for months before being able to see a practitioner. As one participant shared (Participant 

6, anonymous), “it’s just kind of discouraging . . . I don’t want to keep going, and to make the 
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time for it as well, it’s like I need to work, I need to do all these other things, I don’t want to just 

make myself a full-time job off of just looking for services.” 

An additional barrier was failed referrals that added to the frustration of the time it takes 

to find appropriate services. Participants shared experiences of waiting months for a referral only 

to find out that their previous practitioner had not completed the referral process, and they would 

have to continue to wait, or wait for a new appointment to initiate the referral again. One 

participant even shared that a medical practitioner chose not to even make a referral for a mental 

health care program because the waitlist was too long to be helpful for the individual; however, 

there was no alternative offered. Participants noted that this was further complicated by trying to 

locate practitioners who were both knowledgeable regarding their trauma needs and their gender 

identity and expression, or other lived experiences and identities (such as: cultural and racial 

identities; Indigenous-specific experiences of trauma; or their socio-economic class), rarely 

finding services or practitioners that felt competent supporting them in their full experience. 

Cost and Choice  

Cost was the most frequently mentioned barrier by all participants. Participant 13 

(transmasculine, age > 25) shared, “I’m gonna say it repeatedly, but poverty, you can't access 

much help if you don’t have the funds to do it.” When looking for no-cost or low-cost options 

choices were limited to services that had long-waitlists where there was no choice of practitioner. 

Waitlist time experiences varied for participants, ranging from several months to more than a 

year, which inhibited participants from being able to get the care they needed when they needed 

it. Many participants shared that in order to access low-cost services sooner or to have their 

symptoms seen as serious enough to be prioritized, it seemed like they were required to be in 

crisis or amplify their symptoms to appear more severe. For example, Participant 4 (transgender 
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man, age < 25) shared “the only time I really got services was when I was in crisis and after I had 

made an attempt, and so I really don’t want people to have to be in crisis and have a severe 

mental health problem before they’re able to access services.”  

Cost was also a major factor in participants’ ability to choose a service provider who felt 

like a good fit for them. In order to have a choice in practitioners or to find a practitioner who 

could meet all their needs, participants were often required to seek support through private paid 

services. Speaking to their experience trying to find a counsellor with shared racial and cultural 

experiences, Participant 9 (Taiwanese, nonbinary, age >25) shared,  

I couldn’t afford to go to practitioners that looked like me. They were generally 

private practices or paid and I couldn’t afford it, so I had to go the public route 

which was, I can't choose my practitioners, I can't be picky about my 

practitioners. I just have to see whoever I get, and there wasn’t a fit, so I 

always ended up leaving.  

This lack of choice often left participants feeling like the services they could afford were not 

helpful or not what they needed, particularly in order to reflect their intersecting identities. 

The cost of services also exacerbated other barriers mentioned by participants including 

availability of information, referral processes, and the time participants spent searching for 

services. Information and pathways to getting care vary considerably between no-cost services 

provided through Health Authority programs and community nonprofit organizations. For 

example, most Health Authority programs require a referral from a medical doctor or nurse 

practitioner to access services, while community organizations can vary from self-referral or 

professional referral required. When seeking mental health support through private practitioners 

or paid services through organizations, most services are self-referral but are dependent on the 
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practitioners’ own policies. There are also a variety of search tools and platforms for finding 

information about available services that do not always provide consistent information about 

referral processes, intake requirements, and service expectation or the expertise of the service 

providers.  

Fear, Risk Assessment, and Anti-Trans Bias 

The fear of, and the actual experience of, anti-trans bias was a major barrier to finding 

and receiving appropriate care for participants. Participants balanced the need to be seen in their 

gender experience with trying to find practitioners who would help them with their mental health 

needs, often finding that services understand these two needs as mutually exclusive. Participants 

would then try to find services while testing out the safety of presenting their gender experience 

and negotiate how much information about their gender they would share with practitioners 

during their first contact. This required complex decision-making and risk assessment for 

participants as they navigated different mental health supports and systems. The first contact 

with a service or care provider was often described as the “scariest” or hardest part for 

participants as they weighed the risk of sharing their gender with the impact of not being served 

or seen in the service. One participant emphasized this point by sharing, “the potential for 

experiencing homophobia or transphobia while trying to ask for help is one of the scariest things 

for me” (Participant 15, Two-Spirit, nonbinary, age < 25). The more practitioners and services 

individuals contacted, the more experiences they reported with disrespectful or harmful 

behaviour from practitioners, further exacerbating the stress of finding appropriate mental health 

care. A frequent experience was opting to not mention their gender identity or gender experience 

in order to find services that either could work with trauma or could be culturally relevant (see 
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next theme for more detail). However, this left participants feeling unseen by the practitioners 

and services they accessed and often would lead participants to discontinue support. 

Further, participants shared how experiences of anti-trans bias often compounded the 

mental health symptoms they were seeking support for in the first place. Participants shared 

stories where they felt traumatized or harmed from anti-trans bias during their contact with 

emergency mental health care, sharing that these felt like scary and difficult experiences 

compounding the mental health crisis they were experiencing. For example, one participant 

spoke about being involuntarily held in youth psychiatric care after a mental health crisis and not 

being allowed to wear their binder while in the hospital. The distress from this felt overwhelming 

and impacted the participant’s further contact with mental health care following this event. Not 

only was the service not helpful, it exposed the participant to systemic anti-trans discrimination 

which was itself a source of harm and caused them to not seek future services. 

Fragmented Services 

Participants found it difficult to know which services might fit best with their needs as 

well as for which services they would be eligible when services or programs were designed or 

targeted based on a single identity, their age, or particular experience. Many felt that they were 

only able to find either trans and queer focused services or race, ethnicity, or cultural focused 

services, but rarely did participants have experiences where programs were designed to offer 

support or programming that acknowledged their multidimensional identities. Participants often 

had to make decisions about what part of their identities felt most connected to the issue for 

which they were seeking support and which parts of their experience they wanted to leave out in 

order to be able to find something that had the potential to be helpful, even if this meant leaving 

out important parts of their identities. Participants shared that they felt they had to do this 
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because they perceived that their service providers were not knowledgeable in certain parts of 

their identities/experiences or that the services defaulted to centre a particular experience. As 

Participant 1 (trans, age < 25) shared, “a lot of the supports are aimed for white, cis women, and 

that doesn’t fit with your experience.” So, while the service may focus on the issue or type of 

support they need, the service often did not recognize experiences or identities outside of their 

perceived norms for their client-base. Participants expressed wanting services that were designed 

to see them in their full identity and support them with the needs they had. 

Age eligibility for programming was also a barrier for participants. Many participants had 

experiences accessing both youth and adult services. The age cut-off for services varied across 

different programs, with different services having an upper age limit for youth services ranging 

from 18, 19, 24, and even 30. Many participants were often unclear for which services they were 

eligible as young adults and noted discouraging experiences with having to wait for a service or 

particular practitioner for several years due to long waitlists, but then being required to transition 

into new adult services once they aged out of the program. 

Participants encountered ageist policies and attitudes both towards gender and regarding 

participants’ choices over their own care needs. Participant 14 (nonbinary, age < 25) shared,  

I think I was looked down upon a lot, just like very ageist policies, and I think that 

that tied into being misgendered because if these organizations are not respecting 

me as a youth, as a person, are they really gonna … I could feel it in my eyes, the 

way they looked at me they were like oh this person is just a mentally ill, oh this 

person is just a phase.  

While at times, youth-focused services could be more aware of TGD identities, practitioners 

could also be very dismissive of youths’ identities by using age as a way to dismiss or discount 
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their experiences. These examples highlight how the intersection of age and gender places 

participants in a gap of available, competent care. Services based solely on age without an 

appropriate understanding of gender create structural barriers to care for young TGD people. 

Responding to Barriers 

While participants identified many barriers to accessing support, they also shared their 

skills and strategies they had developed to respond to these barriers outlined through the themes: 

Mental health literacy; community knowledge and support; and persistence and self-advocacy. 

Mental Health Literacy 

In order to deal with the lack of information about how to find services and what services 

would fit their needs, participants became experts in mental health care provision, researching 

what services might be helpful, where to find them, and what to say to get the services that they 

needed. They also spent hours of their time researching mental health concerns and strategies 

they could implement on their own without the help of a practitioner. While this was helpful for 

many, it also was very labour-intensive and time-consuming. Participants shared that they 

wished that they did not have to do this, but also acknowledged that they had built skills and 

knowledge for themselves by having to take on these tasks. Participant 19 (disabled, trans-fem 

nonbinary queer, age < 25) shared: “I think part of being a trans person, for me at least, has been 

seeking out my own care a lot, and seeking out other people who can help me understand.” 

Community Knowledge and Support 

Connecting with community knowledge and support was a strategy employed by 

participants in order to find information about practitioners and services that might not otherwise 

be available. This was particularly relevant regarding locating services that would be welcoming 

of TGD people as well as services that other community members had found to have less bias, 
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discrimination, racism, or ableism. This strategy helped participants save time and potentially 

reduce negative or harmful experiences with services. However, this could, at times, lead 

participants to not seek professional support at all.  

Participants also connected with other TGD people citing that this felt more supportive 

and helpful than any professional services. Participant 19 (disabled, trans-fem nonbinary queer, 

age < 25) said, “a lot of my most positives when it comes to support in my transness, and my 

queerness, actually comes from members of my community and the people I met.” This 

connection and sense of belonging and support, helped participants feel seen and understood. 

Persistence and Self-Advocacy 

Many participants would try services repeatedly, determined to find one that felt helpful. 

This persistence took time and energy and often meant multiple experiences that felt harmful or 

dismissive. Participants would often first attend services with a clear goal in mind, questions for 

practitioners, and advocate for their needs. While this could lead to finding the services or 

practitioners they needed, it did not erase or reduce barriers related to cost of services, the time it 

takes to employ this strategy, or the potentially harmful situations participants would experience 

from practitioners. Further, this was not a strategy that felt available to all participants, leaving 

them with the difficult choice of having to tolerate bias and discrimination from practitioners or 

no longer attending a service that they required. 

Discussion and Recommendations 

All young TGD interview participants shared that their identities and lived experiences 

were complex and multifaceted. When trying to find trauma-related mental health supports, they 

brought the intersecting experiences in their lives with them to services and were often met with 

services and practitioners who could not recognize or work with these intersections of identity, 
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experiences, and needs. When the systems of care do not recognize people in their complexity, 

services are experienced as, at best, unhelpful and, at worst, unsafe. 

The intersections of age, gender, race, culture, ability/disability and poverty/class 

constituted the primary structural elements of the experiences shared by young TGD participants 

in their search for trauma-related mental health support. These converging intersections require 

intervention strategies that are responsive to these intersections (Crenshaw, 1991). However, 

what participants described were experiences with services that often left them in a gap of 

available, competent care for their needs. Participants found that when their experience did not 

neatly fit into the categories required by services or funding programs (e.g. age, sexual 

orientation, being racialized as non-white) they were left to compromise their needs or were left 

waiting for services that do not exist. The onus was then placed on the individual to navigate a 

system that was not built for them and does not see them or serve them. This takes enormous 

grit, resilience, and self-advocacy on the part of individuals seeking care.  

When considering that these individuals were navigating the search for trauma-related 

mental health care, these barriers are further amplified when comparing the identified barriers 

with recommendations for trauma-informed care (e.g. SAMHSA, 2014; Sweeney et al., 2018). 

Trauma-informed principles (e.g. SAMHSA, 2014) emphasize the need for services to consider 

the impacts of trauma, facilitate collaboration with service users, focus on individual 

empowerment, choice, and control, and centre safety and trustworthiness with service providers. 

Each of the barriers identified by the participants in this study highlight the ways in which the 

current mental health care systems are not centring empowerment, choice, or control and are 

actively limiting the choice and control individuals have in their care. While these are barriers 

that have been identified in previous studies related to barriers to mental health care more 
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broadly (e.g. Ferlatte et al., 2019), individuals managing the impacts of trauma are more likely to 

be acutely impacted by these barriers. This is further amplified when we consider the age of the 

TGD people sharing their stories in these interviews. When a young person is already dealing 

with the impacts of trauma that is leading them to seek mental health support in the first place, 

looking for new services that present multiple barriers can be overwhelming and daunting and on 

top of that having to vet practitioners for transphobia, racism, ableism, ageism, or other forms of 

bias and discrimination. 

The stress of navigating these systems can be seen as an expected reaction to a system 

that does not see or acknowledge the needs with which the system purportedly is designed to 

assist (Hendricks & Testa, 2012; Meyer, 1995). Currently, individuals are relying on strategies 

that require time, energy, and resources that are demanding for those already living with mental 

health needs requiring care and support. The barriers participants identified and the strategies 

they employed to respond to these barriers can direct future research and improvements for 

mental health care provision. Future research can work with TGD young people to develop 

strategies for mental health care access that better recognize diverse experiences as well as 

addresses structural gaps in service provision. Recommendations can focus on solutions that seek 

to make systems of care more accessible for all potential care seekers by providing clearer 

pathways to accessing care. 

With affordability being one of the most frequently mentioned barriers articulated by 

participants, a clear recommendation continues to be called for across the literature to address 

financial barriers (e.g., Ferlatte et al., 2019; Moroz et al., 2020). Cost is not a barrier that is 

unique to TGD communities. There is a well-documented need for mental health care services 

within Canada (Mental Health Commission of Canada, 2017; Moroz et al., 2020). In order to 
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address barriers to mental health care, the cost for services and the wait times for no-cost 

services must be addressed. Increasing the availability of no-cost services and reducing the 

eligibility requirements of funded programs would support individuals to get the care they need 

at no-cost. Strategies to address affordability must take into consideration the experiences of 

communities who are particularly impacted by poverty.  

Similar to calls to action in recent research (e.g. Canadian Mental Health Association, 

2025), findings from this work suggest that current services must increase the availability, 

accessibility, and clarity of information about what they offer, who the practitioners are, and how 

individuals can connect to their services. Providing information on websites in clear, lay-

language was named by participants as a way to reduce the amount of labour required by care 

seekers. Information and signage that can signal to individuals seeking care that services may be 

understanding of diverse experiences was seen as an important signal of safety for participants. 

In addition, practitioners sharing information about who they are, how they work, and relevant 

identity information such as race, culture, gender, sexuality, disability was felt as an important 

way that individuals could know more about their potential practitioners before attending 

services. 

The findings from this project highlight the ways that TGD young people continue to 

build strategies to find the supports they need. The young people who participated in this project 

have built extensive knowledge about accessing mental health support in their communities. 

Building community roles that took on this mental health literacy work would honor the current 

community-driven strategies of knowledge sharing being utilized while reducing the labour 

required of individual care seekers. Many approaches to 2S/LGBTQ health-focused community 

work honour community knowledge by building health care interventions that utilize models for 
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peer support, peer advocacy, and community knowledge sharing. Applying these models to 

mental health care access, such as through navigator roles (e.g. Canadian Mental Health 

Association, 2025), could offer strategies for responding to current barriers to care access. 

Building on community knowledge can support the development of strategies that take into 

consideration the current systemic gaps and the unique intersections of identity and experience 

that require responsive and diverse approaches to support.   

Limitations and Future Research 

As a qualitative project, the findings provide a snapshot into experiences shared amongst 

TGD young people within the context of southwestern BC, Canada. While these experiences 

may not be universal, findings align with other current research both in Canada and 

internationally regarding inequities in access to care and disparities in mental health for TGD 

populations (e.g. Canadian Mental Health Association, 2025; Ferlatte et al., 2019; Moroz et al., 

2020; Trans Pulse, 2020). 

The project sought to engage with a diversity of participants. Recruitment and data 

collection methods, including length of recruitment, locations where information was shared, 

time required for the project, and data collection through interviews, may have limited the 

participant pool. Recruitment and eligibility strategies also did not include engagement with 

incarcerated individuals or individuals located in rural and remote areas. Future research may 

consider specific engagement with these populations to understand better other context-specific 

barriers experienced and strategies used by TGD young people when accessing trauma-related 

mental health care. Further, future research can work with both practitioners and TGD young 

people to envision ways to increase clarity of information and develop new strategies to support 

pathways to care for TGD young people, such as piloting navigator roles.  
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Conclusion 

        Building on previous Canadian research regarding barriers to mental health supports 

(Ferlatte, et al., 2019; Trans Pulse, 2020), this project provides novel insight into some of the 

specific barriers faced by TGD young people and the strategies they utilized to navigate these 

barriers. Research continues to show the need for appropriate and accessible trauma-related 

mental health support for TGD communities. The findings from this study suggest that 

improvements to systems of care can build on the strategies TGD people are already relying on 

to find access to the care that they need. Future research can continue to explore ways that these 

gaps in access to care can be addressed through building on community knowledge and working 

with TGD communities and service providers to determine if these recommendations are 

effective in addressing the barriers to seeking care experienced by TGD young people. 
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Abstract 
 

The therapeutic relationship between a counsellor/therapist and a client has been found to 

be one of the most important factors predicting positive outcomes in psychotherapy. However, 

for TGD people, interactions with mental health care providers are often sites of challenging and 

even harmful experiences. While there is growing awareness of the need for affirmative 

approaches to mental health care with TGD people, there is lack of research that examines the 

specific experiences of TGD young people in psychotherapy. This paper provides insight into 

how TGD young people are experiencing and navigating safety within these contexts and points 

to future areas of inquiry regarding enhancing available training and building towards TGD-

competency or -literacy training that encourage self-reflexive practice. Presenting findings from 

19 qualitative interviews conducted with TGD participants from March to August of 2023, this 

paper offers insight into the ways in which practitioners can approach the therapeutic 

relationship with TGD clients that prioritize safety, recognition, and respect for TGD individuals 

and communities. By reflecting on how TGD young people navigate risk and trust within the 

therapeutic relationship, practitioners can incorporate approaches to their practice that better 

signal safety to clients and foster understanding and recognition within the therapeutic work.  
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Introduction 

The therapeutic relationship between a mental health practitioner and a client is the most 

consistent factor in predicting positive outcomes for clients (Norcross & Lambert, 2019). The 

safety, trust, and authenticity experienced in a counselling relationship can feel enormously 

helpful to individuals struggling with a range of challenges in their lives. While many authors 

have a range of perspectives on how the relationship can be important to the therapeutic work 

(e.g., Ellis et al., 2020; dickey & Singh, 2020; Norcross & Lambert, 2018; Norcross & 

Wampold, 2019), what remains consistent is an agreement is that the therapeutic relationship is a 

central part of supportive mental health practices. Counselling is grounded in the idea that the 

relationship or alliance between a client and their practitioner in and of itself can be healing. 

Especially in trauma-related counselling work, the idea of establishing safety is at the centre of 

trauma-informed approaches (e.g., Campbell et al., 2019; SAHMSA, 2014) and forms the 

foundation of processing traumatic experiences in a therapy setting (e.g., Brown, 1991; Herman, 

1997; van der Kolk, 2014). But what happens when the therapeutic relationship does not feel 

safe? How is the therapy impacted when a practitioner does not recognize or respond 

appropriately to a client’s identity and lived experience?  

For trans and gender-diverse (TGD) people, interactions with mental health care 

providers have historically been complex with mental health settings often experienced as sites 

of negative experiences (Blodgett et al., 2017; Brown, et al., 2018; Gill-Peterson, 2018; Navarro, 

et al., 2022). TGD people continue to report experiences with mental health practitioners (MHPs) 

where they were misgendered, experienced microaggressions, or experienced overt transphobia 

from services providers (Blodgett et al., 2017; James, et al., 2016; Navarro, et al., 2022). 

Unsurprisingly, transphobic attitudes and behaviours from MHPs reduce the effectiveness of the 
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therapy and impede a practitioner’s ability to understand the needs of a TGD client (Acker, 

2017).   

TGD mental health care continues to be an under-researched area (Panchal et al., 2022). 

While there is a growing body of research promoting trans-affirmative mental health care (e.g., 

(Austin & Craig, 2015; Burnes et al., 2010; Ellis, 2020; Ellis, et al., 2020; Mascis, 2011; Mizock 

& Lewis, 2008; Mizock & Lundquist, 2016; Richmond et al., 2017; Singh & dickey, 2016; 2017) 

there are very few qualitative studies available that focus on the actual experiences of TGD 

people with MHPs (Hall & Delaney, 2021). There is a particular gap in research that looks at this 

topic from the perspective of TGD young people and research that explores experiences in 

specifically trauma-related mental health services. This article begins to address this gap by 

offering an exploration of TGD young people’s experiences with trauma-related mental health 

care services and MHPs, with a specific focus on TGD young people’s experiences and 

conceptualizations of safety related to their mental health needs. By understanding how TGD 

young people experience mental health care services and perceive safety in these services, this 

article offers insight into how mental health practitioners can engage in practices that offer 

opportunities for building safety and trust with their TGD clients.   

Background  

While there is a growing body of practitioner resources that may support MHPs working 

with TGD people (e.g., Austin & Craig, 2015; Chang & Singh, 2016; dickey et al., 2020; Kauth 

& Shipherd, 2018; Singh & dickey, 2017) there is a critical gap between practice guidelines and 

the therapy room (Hope et al., 2023; Livingston et al., 2020; Shipherd et al., 2019). Interactions 

with MHPs are one of the most cited factors impacting whether mental health care is experienced 

as affirming and helpful for TGD people (Holt et al., 2023). TGD people consistently report 
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experiences of marginalization and negative experiences in mental health contexts (Anzani et al., 

2019; Compton & Morgan, 2022; Mizock & Lundquist, 2019). Unsurprisingly, Puckett et al. 

(2023) found that TGD adults were more satisfied with their therapy and therapist when their 

providers were more knowledgeable about working with TGD people.  

What is resoundingly present across the extant literature is that education on transgender 

topics is lacking across training programs for different health care practitioners, including 

doctors, nurses, and mental health professionals such as psychologists, psychiatrists, counsellors, 

and social workers (Brown et al., 2018). Many MHPs do not feel that they received adequate 

education in their graduate programs regarding 2S/LGBTQ (Two-Spirit5, Lesbian, Gay, 

Bisexual, Transgender, and Queer) topics with a particular gap in TGD topics and experiences 

(Acker, 2017). Studies that have looked at education and training for MHPs and other health 

professionals have consistently found that students feel unprepared to work with TGD clients 

after graduating from their programs (Banks, 2021; Brown et al., 2018; Stryker et al., 2022). 

There are major discrepancies in who is able to access MHPs who are respectful of their 

identities and experiences (Kattari, et al., 2020). While TGD people may seek mental health care 

to manage stress related to their gender or to navigate transition decisions and care, research 

demonstrates that TGD people often are seeking mental health care for the same reasons as 

cisgender people (Goldberg et al., 2019; Mizock & Lundquist, 2016). However, practitioners are 

often ill-prepared to provide adequate support and engage in behaviours that impede the 

therapeutic alliance (Mizock & Lundquist, 2016). Research over the past decade has found that 

TGD clients often experience negative treatment from medical professionals and mental health 

services leading to care not feeling safe or helpful to them, and in the worst-case services are 

 
5 For definitions and discussion of 2Spirit or Two-Spirit see: Lezard et al (2021) 
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experienced by TGD people as overtly harmful (Kattari, et al., 2020; Mizock & Lundquist, 

2016). Kattari et al. (2020) found that trans and nonbinary people experiencing depression and 

suicidal thoughts were significantly less likely to experience a provider treating them with 

respect. These disparities in mental health care experiences are particularly important when 

considering the young TGD people accessing these services. While studies continue to report 

that young trans people, particularly those ages 18-25 may experience the highest levels of 

severe trans-related distress (James et al., 2016; Navarro, et al., 2022), they also have fewer 

experiences of trans-affirmative care (Navarro, et al., 2022). TGD young people may be 

especially likely to be exploring their gender, navigating coming out, and beginning to access 

gender-affirming care as compared with adults over 30 (Goldberg et al., 2019). In a Canadian 

study on trans health care, Navarro et al. (2022) found that TGD youth (ages 14-24) reported fair 

or poor mental health at rates that were significantly higher than the older sample. In addition to 

reporting lower mental health, youth participants had more experiences of discrimination by their 

care providers and were more often repeatedly misgendered by their care providers than were 

older participants (Navarro et al., 2022).  

 With studies consistently finding that TGD people have negative experiences in mental 

health care settings (Compton & Morgan, 2022; Mizock & Lundquist, 2016), research is needed 

that offers insight into how to improve mental health care for these communities. As MHPs 

continue to report that they feel underprepared to support TGD clients (Acker, 2017; Banks, 

2021), research is needed that offers recommendations and insight into ways practitioners can 

shift their practices to be better address the needs of their TGD clients.   
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Current Study  

This article presents findings from a community-based qualitative research project 

exploring TGD young people’s experiences with trauma-related mental health care. The project 

worked with young people across a variety of locations on the traditional, unceded territories of 

many Coast Salish First Nations in what is now referred to as part of British Columbia (BC), 

Canada. This includes the unceded territories of the lək̓ʷəŋən (Lekwungen) and W̱SÁNEĆ 

peoples in Victoria, and lands of the Sḵwx̱wú7mesh (Squamish), səl̓ilw̓ətaʔɬ (Tsleil Waututh), 

and xʷməθkʷəy̓əm (Musqueam) peoples in Vancouver.  

Methods 

Community-Based Research  

Utilizing community-based participatory research principles (Boilevin et al., 2019; Israel, 

et al., 1998; 2005; Katz-Wise et al., 2019) and following recommendations for research with 

TGD people (Bauer et al., 2013) the project activities were informed by a community advisory 

committee and community consultations with trans, Two-Spirit, and gender-diverse young 

people. The advisory committee was comprised of four trans and nonbinary individuals who had 

experience being clients in mental health care services; three of the members were also service 

providers themselves. The community consultations were held with the support of an Indigenous 

youth Two-Spirit collective in Vancouver. These consultations engaged with TGD young people 

who shared their perspectives and questions for research on this topic area, which then informed 

the focus of the qualitative interviews, priorities for sharing project findings, and directions for 

future work. All community advisors, community consultation participants, and interview 

participants were compensated for their time and work with the project. All study protocols were 
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approved by the Human Research Ethics Board at the University of Victoria (22-0210) and all 

participants provided verbal informed consent prior to participating. 

Recruitment  

Participants were recruited to complete an online, semi-structured, qualitative interview 

sharing their experiences with and perspectives on trauma-related mental health care.  

Recruitment information was shared through digital and physical posters in community locations 

and events and through social media, listservs, and community organizations that offer mental 

health services and/or 2S/LGBTQ-focused services. Eligibility requirements included: being 

aged 19-30; having experience attending or wanting to attend trauma-related mental health 

supports in BC; and identifying as trans or gender-diverse.  

The term trauma and trauma-related mental health supports were used to identify 

experiences that individuals have identified in their life as feeling traumatic and mental health 

supports that individuals have sought to support them with these experiences. Participants were 

not asked to share what experiences led them to seek trauma-related mental health supports. To 

sign-up for the project, participants completed a short online survey to indicate if they had 

experience with trauma-related mental health care, and their accessibility needs for participation. 

The survey also included an open textbox where participants could share any demographic or 

relevant information, they wanted to share about themselves. All participants who completed the 

survey were contacted to inform them if they fit the eligibility criteria, confirm consent to 

participate, and to arrange interviews. Thirty-two screening surveys were completed, and a total 

of 19 participants were eligible and consented to participate in an interview.  
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Data Collection and Analysis 

Demographic information was collected using the short online screening survey. Semi-

structured, qualitative interviews were conducted by the first author, using trauma-informed 

principles for research (Campbell, et al., 2019). Following their interview, participants were 

offered the option to debrief their interview with a TGD mental health care provider from a list 

of practitioners hired by the project.  

Data was analyzed by the first author using reflexive, thematic analysis (Braun & Clarke, 

2006; 2014; 2019). Analysis was informed by the first author’s professional experience as a 

counsellor and positionality. Further, analysis was informed by approaches that emphasize lived 

experience as legitimate forms of knowing (Ahmed, 2006; Aultman, 2018; Million, 2008; 

Salamon, 2014) and intersectionality to pay specific attention to structural and systemic contexts 

in which participants are accessing trauma-related mental health support (Cho et al., 2013; Clark, 

2016; Collins, 2015; Crenshaw, 1989; 1991). This article presents findings from the interviews 

regarding participants experiences with and perception of safety in trauma-related mental health 

services. Participants were first asked to describe their definitions for and understandings of what 

safety is, what it feels like, and what helps them feel safe in a general sense. Following this, 

participants were asked about their experiences with trauma-related mental health supports, 

focusing on what experiences felt helpful and/or safe, what helped them feel safe as well as 

experiences that felt unhelpful and unsafe and what led them to feel unsafe while attending these 

services.  

Interviews were transcribed verbatim by a professional transcriber and analyzed by the 

first author using reflexive, inductive thematic analysis (Braun & Clarke, 2006; 2014; 2019). The 

following sections present the themes identified related to safety, starting with the descriptions of 
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safety (subthemes: being able to be myself; being understood and seen; absence of vigilance; and 

safety as an action); followed by: trust and risk; and signals of safety. Participants indicated 

what demographic information they wanted connected with any direct quotations used. They 

were given the option to use a pseudonym, their own name, or to use an anonymized participant 

number. All information included with quotations and used to described participants’ identities 

uses the participant’s own wording and choice of included information.  

Findings 

Most participants (n=11/19) were aged 19-25 and 8 participants were over 25 at the time 

of the interviews. Participants used a variety of terminology to describe their genders: trans 

(n=6), trans woman (n=1), trans man/guy (n=2), trans masculine (n=1), Two Spirit (n=1), 

transsexual (n=1), nonbinary (n=12), agender (n=1), gender fluid (n=2), and androgyne (n=1). 

Participants represented a range of cultural, racial, and ethnic identities and heritages, that they 

described using the terms (presented in alphabetical order): Indigenous (n=3), Jewish (n=2), 

Métis (n=1), mixed race (n=3), person of colour (n=2), Peruvian (n=1), settler (n=1), Sudanese 

(n=1), Taiwanese (n=1), Vietnamese (n=1), and white (n=1), 3 participants did not share any 

information about their cultural, racial, or ethnic identity.  

Several participants shared about their lived experience as disabled individuals/people 

living with disabilities as well as experiences of professionally diagnosed and self-diagnosed 

autism/being autistic, neurodivergence, and Attention-Deficit Hyperactivity Disorder (ADHD). 

Participants noted the importance of class and socio-economic status for their experiences with 

many participants sharing they were poor or working class and struggled to find services they 

could afford. Participants also noted the importance of location in relation to their experiences of 
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services, naming their experiences in large urban areas, small urban areas, rural, and remote 

locations.  

The participants described their experiences with a range of trauma-related mental health 

services, including: health authority services such as hospitals, emergency care, in-patient 

psychiatric care and community programming; school-based supports at their high schools or 

postsecondary institutions; community organizations and services such as sexual assault centres, 

domestic violence centres, Indigenous services, cultural groups, addictions supports, trauma 

counselling groups, youth outreach, and suicide prevention; and private paid services with 

counsellors, psychiatrists, psychologists, social workers, and online programs; and peer support 

groups. All participants shared about their experiences with professional or formal counselling 

and mental health services. The findings described below focus on the participant responses 

related to interactions with mental health professional and are not specific to peer supports.  

Descriptions of Safety  

Participants were asked to describe their understandings and definitions of what safety is 

meant to be and what safety means to them. The following section outlines the four sub-themes 

identified related to these descriptions of safety: Being able to be myself; being understood and 

seen; absence of vigilance; and safety as an action.  

Being Able to Be Myself  

One of the most commonly mentioned components of safety for participants was the idea 

of being able to be themselves. For participants, this included being able to show-up and express 

themselves as they would like and to feel that they would not be judged or that there would not 

be negative consequences for being themselves. For example, Participant 1 (trans, age < 25) 

shared, “When I feel safe, I very much feel like myself.” This feeling was echoed amongst many 
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participants, with others sharing things like safety feels like “I can exist as myself – where I can 

show up as me” (Participant, 5, nonbinary, age > 25); “Everyone is supposed to feel safe in 

society and be able to move through the world authentically and without fear” (Participant 13, 

transmasculine, age > 25); and “just be able to be who I am” (Participant 17, trans woman, age > 

25); and “can openly be myself and not have to hide myself for anything” (Participant 12, 

nonbinary, age < 25).  

 They described the importance of feeling like they can express themselves without 

judgement, not needing to hide parts of themselves or perform in particular ways to avoid harm 

and having a right to exist in a space. Several participants used the word “authentic” to describe 

this experience. Participants also described the importance of feeling that their practitioner was 

being authentic and showing up as themselves as well. Participant 12 (nonbinary, age < 25) 

articulated this as when people, including their practitioners are “bringing their own true selves.”  

Participants emphasized the importance of being able to be all of who they are related to 

the diversity and multiplicity of their identities. Many participants shared stories of not feeling 

safe when they felt they had to choose which parts of their identities they could acknowledge or 

mention to a mental health practitioner. For example, Participant 6 (anonymous) shared, 

“You either get treated as a trans person and you get accepted as that but you have to leave 

everything cultural at the door unless you’re the dominant culture. Or, you don’t get treated right 

as a trans person, but then you get to engage in culturally proper things.”  

 For many participants, being able to be themselves was a rare experience in their lives 

and particularly with services providers. The situations where they felt like they could be 

themselves in mental health care settings stood out as unique and participants often described 

these experiences as feeling really “lucky” or by contrasting them to times when they felt were 
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not able be authentically themselves. This desire to be able to be authentic in who they are was 

central to many participants’ definitions and understandings of safety both within mental health 

care settings and in their lives more generally.  

Being Understood and Seen  

 In addition to safety being connected to authenticity and feeling able to be themselves, 

participants emphasized the importance of being understood and seen in who they were. This 

builds on the idea of feeling able to be themselves but is distinct in that it shifts the focus to the 

perception that their practitioner actually understands and affirms who they are in addition to 

feeling that they can show up as they are. For one participant (Maveric, nonbinary, age < 25, 

disabled), this was described as “not only being seen but being respected . . . there’s a difference 

if someone is like ok yeah, you exist, versus like I see you.”  

Participants shared that when they felt recognized and respected by their practitioner, 

they felt safe. For example, Participant 6 (anonymous) described, “safety for me is being 

recognized and respected for myself.” This included not having to explain things to or educate 

practitioners about their identities and experiences. Having a shared sense of experience and 

understanding was very important to feeling safe and understood in the counselling or mental 

health setting. Safety was described as a feeling of being understood and seen in who they are, 

being recognized in their identities and their experiences. Participant 2 (POC, agender, age < 25) 

framed this as “understanding, it’s not just listening . . .  being able to sense recognition in 

somebody that I’m talking to about the things that I’m dealing with and knowing that their 

advice comes from a place of lived experience, or just of a genuine understanding of the things 

that I’m talking about.”  
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Participants described that being able to be in spaces with other people that looked like 

them or shared experiences with them was important for a sense of safety because they felt that it 

brought a shared understanding and mutual recognition. Participant 12 (nonbinary, age < 25) 

articulated this as “safety is community.” Participants said that recognizing that others were part 

of the communities where they felt like they belonged was an important signal of safety, for 

example seeing a counsellor that looked like them or shared identities or experiences with them. 

Again, this was a rare experience for participants in mental health settings, so specific moments 

stood out to the people who had experienced this, or it felt aspirational, or like an ideal that had 

yet to be experienced by most participants.  

Absence of Vigilance  

 For almost all participants, safety was described by contrasting it to what it is not. Most 

commonly, this was framed as safety feeling like an absence of anxiety, fear, and vigilance. 

Participants used phrases such as: “neutral,” “lack of anxiety,” “absence of fear,” “not feeling 

tense,” “without fear,” and “ability to relax.” The feeling of fear, vigilance, and anxiety was a 

common experience for all participants across multiple settings in their lives. They described 

their experiences with mental health services as feeling scary, feeling fear about how they would 

be treated, and feeling anxious about how to present themselves to their practitioners to get the 

support they wanted and needed. When sharing about being trans, Participant 13 

(transmasculine, age > 25) stated, “it adds another layer of difficulty, it adds to the amount of 

vigilance you have to have even just accessing a first-time support . . . you never know what 

you’re walking into, you never know if somebody’s going to be safe or not.” Many individuals 

shared needing to be vigilant about how they talked, how they looked, who they interacted with, 

what parts of their identities and experiences they shared, and how they described the challenges 
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and mental health experiences they were facing. Because of the common experience of fear and 

vigilance in various contexts for the participants, the felt sense of safety was noticeable when 

vigilance, anxiety and fear were not present.  

Safety as an Action  

 An important nuance in how participants described safety was that for many participants, 

safety was more than a feeling or an expectation; safety was seen as an action or a practice in 

which individuals can engage to support a sense of security, control, and absence of fear and 

vigilance in a particular context. Two participants (Participant 15, Two-Spirit, nonbinary, age < 

25; and Participant 18, transsexual, nonbinary trans guy, age >25) used the metaphor of safety as 

a “blanket” that can be laid over a situation to create a sense of security, being held, and being 

cared for. This was used to describe creating a feeling where the individual could know that they 

would be okay. This theme was articulated by other participants through describing safety as an 

“approach” that required “working to create spaces” that have the opportunity to feel safe and 

not replicate harm. Many participants mentioned the idea that accountability and having a plan to 

reduce harm or address harm if it occurred was essential to safety, emphasizing that safety is not 

always an absence of harm but a sense of trust that there is a way to address harm if harm occurs. 

This understanding of safety as an action was important to participants in how they viewed the 

services they attended and the practitioners with whom they interacted. Many participants 

recognized that safety is not a complete absence of risk or challenge, but instead a sense that 

difficult situations and experiences can be held and supported through a practice and intentional 

creation of safety and accountability within the relationship with their practitioners.  
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Trust and Risk  

Participants shared that they experienced risk and fear of being confronted with 

discrimination or anti-trans attitudes when connecting with mental health supports. Many 

participants shared that there was always a risk when starting with a new service or practitioner 

that they would experience some form of anti-trans behaviour, ranging from ignorance and 

microaggressions to blatant transphobic actions (e.g. refusing to use the individuals chosen name 

or pronouns; hateful comments; suggestion that mental health concerns or experiences of 

violence were the individual’s fault because the individual was trans). Stories from others in their 

communities and online built a sense of fear with the consensus being that mental health 

supports are generally not experienced as safe or accepting and that there will also be some form 

of risk. The regularity of these experiences was highlighted by the shared sentiment of feeling 

lucky when services were even a little accepting or when a practitioner was not overtly 

transphobic. Participants would identify that they had mental health needs with which they 

wanted support but that they would need to consider how to balance their need for support with 

the risk of meeting a new practitioner. Participants spoke to the experience of meeting new 

practitioners and being faced with experiences of anti-trans attitudes, lack of understanding of 

TGD experiences and identities, and facing racist or ableist attitudes. For participants, meeting a 

new mental health practitioner was a risk.  

 When thinking about their experiences with safety in the context of this risk, participants 

described a feeling of safety as a “feeling comfortable taking a risk to trust you” (Participant, 5, 

nonbinary, age > 25). Many of the participants described that this was a real risk, particularly 

when they faced multiple barriers when trying to locate and access the care that they needed. The 

risk to trust a practitioner with their needs and their experiences felt very present and was 
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something they consciously planned how to navigate when starting with new practitioners and 

services. For example, Participant 18 (transsexual, nonbinary trans guy, age > 25) described 

“testing” new practitioners out, “I might drop something that’s a little bit heavy, or a little bit 

strange, before going into the really deep stuff and then I kind of get a sense of: if you’re weird 

about this kind of minor thing you’re definitely not gonna be okay with something else.” This 

was a common strategy for how individuals brought up certain topics, particularly around 

identity or experiences of trauma. Many participants shared they would test out practitioners to 

see how they reacted to certain topics and then decide if they wanted to share further or seek 

different support based on the practitioner’s reaction.  

This risk of trusting practitioners was integrally connected to whether participants 

experienced a sense of safety with their MHPs, particularly related to each of the above-

mentioned descriptions of safety. Participants would test out if they could be themselves with 

their practitioner and gauge if this was possible based on the practitioner’s reactions and 

comments. Furthermore, participants would evaluate if they felt their practitioner would be able 

to support them with their needs by whether or not they perceived a sense of understanding and 

being seen.  

 Trust was also built for participants when MHPs demonstrated that they could navigate 

misunderstandings or situations that may have caused harm to the participant. This experience of 

‘safety as an action’ was seen as important for practitioners to demonstrate to the participants. It 

helped the participants feel like trust might be possible. For example, how a practitioner handled 

misgendering or using terminology that did not align with what the participant used was an 

important indicator to the participants that their practitioner might be worth the risk to trust. 

Many participants emphasized that they understood mistakes can and do happen, but having a 
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practitioner authentically address the missteps was key to a feeling of trust and safety in the 

therapeutic relationship for the participants.  

Signals of Safety  

 With risk being at the forefront of participants’ planning when starting with new 

practitioners, participants would develop strategies for navigating this risk. A primary strategy 

was looking for signals of safety with their practitioners and the services they were attending. 

Participants looked for clues that this practitioner might be safe enough to work with and safe 

enough to risk engaging with them as a client. This search for signals started before first contact 

with the mental health practitioner, when participants were searching online for providers. 

Signals included imagery on the website, wording in the provider biography, visual clues about 

how the practitioner looked and what others at the agency or organization looked like. 

Participants were looking for things that signalled to them that they might share experiences or 

community with the practitioners, be able to be themselves, be seen and understood, and be 

engaging with practitioners who understood building safety and trust over time. This could 

include, but was not limited to: race, ethnicity, Indigenous identity, gender presentation, 

perceived gender, clothing, style of photo, indicators in the biography regarding pronouns, 

belonging to 2S/LGBTQ communities, disability, educational background, and how the 

practitioner talked about what they could help the individual with.  

While starting to work with a MHP, this search for signals of safety continued. 

Participants named that visual signals, such as 2S/LGBTQ signage and pride stickers, posters, 

and imagery were a helpful clue within the physical environment of the service. Participant were 

also sometimes wary of visual clues, and they often waited to see follow-through from the 

services and practitioners to demonstrate that they also practiced in ways that were aligned with 
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what they were visually signalling. Other visual clues and environmental signals were an 

important signal of safety for participants. Participants named things such as the space and 

environment of the service, emphasizing that non-clinical settings felt safer and more 

comfortable. Participants also named visual clues about how their practitioners presented, such 

as clothing, gender presentation, and similar appearances racially or culturally as the participants. 

Participants named that practitioners and services felt potentially safer when there were people 

who looked similar to the participants there.  

Similarly, to navigating risk by testing out practitioners, participants shared that they 

would look for clues in how MHPs reacted when participants talked about particular topics 

related to their identities, the language the practitioner used, and the comfort with talking about 

things related to TGD experiences. Self-disclosure from the practitioner about their own identity 

was often a signal to the participant that their practitioner may be worth the risk to trust, 

particularly when this disclosure revealed some shared lived experiences or identities.  

Participants also described how they perceived practitioners’ attitudes towards them, their 

identities, and their experiences as a potential signal of safety or as a red flag identifying a 

practitioner who would not feel safe or trustworthy to them. Practitioner bias showed up in what 

was felt by participants as an over-interest in their TGD identity or other aspects of their 

experience that may be considered marginalized. Practitioners demonstrating this bias might 

present as approaching with good intentions; however, participants were left feeling 

uncomfortable. If a participant felt that their practitioner was too interested in them, or keen 

about their experiences, they felt a lack of trust and safety. As one participant (Participant 5, 

nonbinary, age > 25) described,  “I just kind of sensed from her keenness to take me on as her 

client, I kind of got this vibe of  like, ‘ooh, this is going to be an exciting and interesting client to 
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have because you know, they fit these identities, and would be such a good learning 

experience’ . . . it comes off the wrong way, or it just rubs you the wrong way.” Similarly, 

participants shared experienced where their practitioners were overly interested in them as young 

people. One participant identified this as “saviourism” (Participant 3, trans, age > 25) and noted 

that this was especially felt when they were in their teens, with adult professionals taking what 

felt like a special interest in them which was neither comfortable nor helpful to the participant.   

In contrast, participants shared the importance of being able to talk about their 

experiences and identities with practitioners and have it feel normal or straightforward. This 

experience of mutual understanding about experience, or that their experiences or identities were 

not remarkable but instead just their everyday lived experiences, signalled to participants that 

practitioners may be safe or worth the risk to trust.  

Discussion 

The relationship between a therapist and the client has been consistently demonstrated to 

be an essential element of predicting positive outcomes in psychotherapy (Fraser, 2018; Gnaulti, 

2019; Norcross & Lambert, 2019; Norcross & Wampold, 2011). It has been described as being 

central to the therapeutic work as it creates a sense of safety for the client. However, for TGD 

young people in this study, safety was often elusive within the therapeutic relationship with their 

MHPs, a rare experience that they described as feeling lucky to have encountered. When 

participants did experience a sense of safety with their practitioners, they described this as being 

able to be themselves, be recognized as who they are, and perceiving practitioners as being worth 

the risk to trust. For the participants, practitioners had to demonstrate through their actions that 

they are worth this risk and signal to their clients that they are potentially safe people for the 

young people to engage with. The following sections outline considerations for mental health 
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practitioners working with TGD young people through discussing practice implications 

regarding safety and recognition; power; authenticity; and competency training.  

Safety and Recognition  

Participants described that safety was the ability to be seen and recognized in who they 

are, what their lives are like, and what their needs are. It was important for them to be  

seen not only in their gender, but in all of who they are, and in their lived experience. This felt 

sense of recognition was linked to a sense of safety that supported the participants’ ability to 

engage with the mental health practitioners and have services feel helpful. The perceived 

experience of being recognized by their practitioner was either fostered or impeded by how the 

practitioner interacted with them as a client throughout their work together. The experience of 

these participants echoes findings in the literature (Mizock & Lundquist, 2016) that describe how 

the practitioner’s questions and attitudes about gender and trans identity can greatly impact how 

TGD clients experience the therapeutic relationship. When therapists do not recognize and 

validate that individuals bring a range of diverse experiences to the therapeutic space, this 

contributes to a feeling of alienation (Goldberg et al., 2019) and, therefore, impacts feelings of 

trust and safety, ultimately impeding the therapeutic relationship. This is particularly felt by 

TGD young people when the practitioner does not have an adequate knowledge base about TGD 

experiences and identities (McCullough et al., 2017; Mizock & Lundquist, 2016). Jarring 

questions and experiences where clients do not feel recognized or understood by their 

practitioners directly impacts the therapeutic relationship. When practitioners pose what are felt 

as out of place or inappropriate questions about TGD experiences and identities, this impacts a 

client’s ability to have a felt sense of recognition.  
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Practitioners should reflect on the ways they demonstrate recognition to their clients 

through actions such as micro-affirmations (Anzani, et al., 2019) and focusing on the issue the 

client was bringing to therapy without an undue focus on gender or other marginalized realities. 

As Chang and Singh (2016) suggested, recognition also must include practitioners paying 

attention to the ways in which intersections of identity, such as age, race, ethnicity, gender, and 

culture, class, and ability, shape their clients’ experiences.  

Power  

As Panchal et al. (2022) note, the historical positioning of MHPs within psychology and 

psychiatry has not been conducive to the development of supportive and effective care because 

training has often framed TGD experience as a pathology to be fixed. The legacy of this history 

is still felt because many TGD people continue to have fearful relationships with mental health 

services, and stigma and pathologizing continues to be a regular experience for TGD people. 

Those working in mental health services may be coming to this work from a variety of training 

backgrounds, including counselling psychology, social work, nursing, or other helping 

professions. Nevertheless, they must contend with this history of mental health fields 

pathologizing TGD identities and the current context of MHPs as gatekeepers to gender-

affirming medical care for TGD individuals (Anzani, et al., 2019). This history and context 

enters the therapeutic space, even when a client is seeking support for something unrelated to 

gender-affirming care, such as support for trauma-related mental health needs. With this 

historical legacy of the mental health field, how power shows up in the therapeutic relationship is 

a crucial consideration for practitioners working in mental health care settings and is especially 

necessary to reflect on and engage with for practitioners working with TGD young people.  
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Practitioners must be cautious of the ways that microaggressions can enter the therapeutic 

relationship and how they can be experienced as extremely harmful to the client and damaging to 

the therapeutic relationship (Mizock & Lundquist, 2016; Morris et al., 2020). These 

microaggressions can be especially present when a practitioner brings up gender-affirming care 

or an over-focus on gender into the therapy when a client has not identified that this is an 

important focus for them (Mizock & Lundquist, 2016). Microaggressions are experienced 

differently across identities and Morris et al. (2020) suggest that it is important to consider how 

this may be amplified when considering the substantial power differential that exists in a 

counselling relationship. This is further amplified when we consider the experience of young 

people working with practitioners who are almost always older than them while also holding 

positions of power as mental health professionals. The intersections of these systems of power 

have an enormous effect on the opportunity for a felt sense of safety for TGD young people 

accessing mental health supports.  

Young people and particularly young TGD people, continually have their experiences 

and ideas dismissed or infantilized (Gill-Peterson, 2018) based on their age. Young people have 

to contend with working with adults who are older than them and who often do not recognize 

young people’s experiences as valid or believable. Approaches to care that aim to ensure that a 

future self is protected or shielded from decisions made by a naïve or uninformed young person 

often ignore the current living experience of the young person. This often leads to deferring 

decision-making power to adults while dismissing and ignoring the opinions, ideas, and needs of 

the young person. As the participants in this study described recognition and being seen and 

understood as one’s self is centrally important to safety. Specifically in the context of mental 

health care and trauma-related mental health care for TGD young people, if recognition is crucial 
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for a felt sense of safety in the therapeutic relationship, than MHPs working with young people 

must actively reflect on the ways in which their practice approaches must create space for truly 

recognizing and seeing the young people they work with and their current living experiences.  

Authenticity  

Finding a MHP that that feels safe and supportive plays a crucial role in the therapeutic 

relationship. Similarly to the stories shared by participants in the present study, Hall and Delaney 

(2021) found that their transgender and gender-expansive adult participants often took measures 

to protect themselves against expected challenges of accessing health care, such as 

microaggressions, gate-keeping, and explicit challenges to their identities. Participants in this 

study practiced this through what they described as searching for “signals of safety” from their 

services and practitioners that could indicate to them that these practitioners may be potentially 

safe people or worth the risk of trusting. Further, participants engaged in strategies where they 

would compromise their care needs by choosing which part of their identities they felt they could 

present and be seen in, often opting to leave other parts of their identities silent or to hide these 

from practitioners in order to feel a sense of connection based on other shared identities. When 

practitioners were not demonstrating to clients that clients could show up as their full selves in 

the therapeutic space, clients chose to withhold parts of their identities and experiences from 

their practitioners as a self-preservation strategy. While this supported the client to feel a sense of 

control and choice for themselves, feeling that this is necessary impedes the client’s sense of 

safety and increases a feeling of vigilance towards the practitioner by having to decide which 

parts of their identities and experiences can be recognized and understood by their practitioners.  

As Rosati et al. (2022) found, who the therapist is, in terms of their gender and sexual 

orientation, can impact the therapeutic process even before it starts. Similarly to McCullough et 
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al. (2017), the participants in this study shared that practitioner identity is extremely important to 

young TGD people when looking for a therapist. As Erby and White (2022) explore, in spaces of 

“assumed safety” (p. 123) such as community spaces or shared-identity spaces, marginalization 

by race, gender or sexuality can feel more profound and isolating. Practitioners need to consider 

how they can demonstrate or signal safety to their clients, and the ways they may be 

unintentionally or unknowingly impeding the sense of recognition of the full self and space for 

authenticity so crucial to a sense of safety for TGD clients in the therapeutic relationship. 

Beyond individual practice, professional bodies must also consider ways that they can 

structurally support training, hiring, and sharing information on the availability of therapists of 

diverse identities, including TGD therapists and therapists from diverse racial, ethnic, cultural, 

backgrounds and therapists with experience of disability. Further, professional bodies can 

consider the ways they support communities of practice, where therapists of all identities can 

share referrals and connections in order to support clients to be better able to find a therapist that 

feels like a fit for them and their experiences. If recognition and being seen is an essential 

element to a felt sense of safety, but the systems that individuals navigate require them to edit 

their presentation of themselves in order to access care or to compromise their care needs, then 

how are they expected to find useful, helpful care? A key starting place for increasing 

appropriate useful mental health care is to foster ways that both practitioners and potential clients 

can show up authentically and be seen as themselves.  

Competency Training  

Recommendations across the literature emphasize the need for providers to demonstrate 

respect for their TGD clients, maintain flexibility, and follow the client’s needs (Goldberg et al., 

2019; Mizock & Lundquist, 2016; Morris, et al., 2020). Despite these often being the basic tenets 
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of an effective therapeutic approach regardless of the client’s identity, these foundational 

approaches seemingly become difficult for many providers to engage in when they encounter 

TGD clients, pointing to ongoing systemic and ubiquitous anti-trans attitudes and transphobia 

even within helping professions (Acker, 2019). Much of the literature regarding supporting TGD 

people calls for more training for practitioners. While real shifts to practitioners’ attitudes and 

approaches are possible through education and training (e.g., Boot-Haury, 2023), the findings 

from this study suggest that trainings should move beyond a basic ‘trans 101’ model and shift 

training to focus on the ways that practitioners can engage in ongoing, self-reflexive practices 

that consider how they signal safety to their clients, demonstrate recognition, and are engaging in 

the action or practice of building safety in the therapeutic relationship.  

Research has shown that approaches to training that focus specifically on TGD 

experiences and identities can be effective for shifting practitioner attitudes with TGD clients 

(Boot-Haury, 2023). However, practitioners should not assume that education of this type will 

offer them complete competency; MHPs require ongoing engagement and reflection on their 

own lived experiences and biases that they bring with them to their therapeutic work. 

Competency models present specific challenges when training practitioners in that they can lead 

to an over-focus on gender identity and move practitioners away from paying attention to what 

clients actually want to focus on in a therapeutic environment. Practitioners may miss or ignore 

the important complexity of the experiences clients are bringing with them. These trainings must 

also be wary of covering up practitioner bias by teaching “the right language” or the “correct 

words.”  Models for training practitioners may benefit TGD clients more by framing this through 

a literacy model, training practitioners to build an awareness of the structural and systemic 

barriers and build a practice approach that encourages them to reflect on the intersection of 
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experiences their clients may bring to the therapeutic relationship. Practitioners can and should 

develop literacy around diverse experiences their clients may experience as this offers MHPs a 

basic level of knowledge from which they can build relationships with their clients. This may 

help practitioners to recognize personal biases and build a self-reflexive practice that requires the 

practitioner to consider their own lived experiences, how they show up in their work and how 

they are signaling safety to their clients. Successful training should also support practitioners to 

consider how to navigate practice scenarios where they make mistakes, helping practitioners 

demonstrate to their clients that the concept of safety is an ongoing practice in which they are 

engaging and building with their clients.   

 Beyond individual practice, professional bodies may consider the ways that they can 

foster practitioner learning and sharing through reflexive communities of practice. For example, 

intentionally structuring networks of practitioners working with particularly communities. 

Structurally supporting practitioners to engage in a community of practice approach can differ 

from individual practitioner competency models by encouraging ongoing learning and 

connection with a community of diverse practitioners, as opposed to a one-time demonstration of 

competency through a single training model approach. Further, professional bodies may consider 

the ways they incorporate approaches to demonstrating safety and literacy in diversity to clients 

through educational and training requirements, professional practice standards, and professional 

codes of ethics.  

Conclusion 

The therapeutic relationship is a crucial element to effective and helpful mental health 

support. Moreover, this therapeutic relationship can offer clients a sense of safety, from which 

they can begin to process and heal from traumatic experiences in their lives. However, for TGD 



  73 

people, the therapeutic relationship remains a fraught context, where safety is often elusive and 

requires the TGD client to balance the risk of trusting new practitioners with the real risk to their 

safety. This is particularly present for TGD young people, who must also navigate the challenges 

that come with the intersection of marginalized age and gender when working with professionals 

who may dismiss or not recognize the TGD young person’s experiences as valid. If the 

therapeutic relationship is crucial to mental health support feeling helpful and safe, practitioners 

must consider the ways that they can demonstrate recognition and understanding to their clients, 

and signal safety to their clients to communicate that they may be worth the risk of trusting. 

Practitioners must consider how creating safety in the therapeutic relationship with TGD young 

clients is an ongoing active process of intention, accountability, and demonstration of authentic 

understanding and recognition.  

The current study presents findings from interviews with TGD young people regarding 

their understandings of safety within trauma-related mental health support with mental health 

practitioners. Because this is a qualitative study with a small number of participants from a 

specific geographic region, it is not possible to widely generalize findings. However, findings 

from this study do align with the current literature. This points to a shared experience of TGD 

people with mental health practitioners and can urge practitioners to consider the ways they are 

engaging in their practice with TGD clients.  

Future research can build on these findings by working with TGD people to explore 

training and competency models in this area. Training for MHPs must encourage an ongoing 

practice of self-reflection for practitioners from which recognition and understanding for their 

clients may be possible as they work across difference in their practices. Future research can 

explore ways to build training that emphasize the need for literacy on systemic issues facing 
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TGD people and to build practice approaches that centre reflexivity and foster therapeutic 

relationships that consider the ways that safety is structured and signaled.  
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Abstract  

Introduction  

Research on mental health care with trans and gender-diverse (TGD) people presents unique 

challenges as it brings together two historically complex contexts for TGD communities. While 

ethical standards and recommendations for research do exist (e.g. Bauer et al., 2019; Puckett et 

al., 2023, Veale et al., 2022), it is only recently that there has been a turn towards community-

engaged research, with communities calling for research led by TGD people and focused on 

community goals and needs. 

Method  

This article presents findings from a qualitative, community-based project on TGD young 

people’s priorities for future research related to improving mental health care. Thirty-four 

participants engaged across two data collection activities: in-person workshops; and online, 

semi-structured interviews. Eligibility criteria included: identifying as trans or gender-diverse; 

being aged 19-30 and having experience accessing, attending, or needing trauma-related mental 

health supports in British Columbia. Participants shared their experiences with trauma-related 

mental health care and their priorities for improving mental health care more broadly for TGD 

communities. 

 
6 Community partner at the Urban Native Youth Association   
7 Co-facilitator for community consultations and research assistant, University of Victoria 
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Results  

Research priorities included: Practitioner Education and Training; Indigenous Perspectives on 

Anti-Racism, Cultural Safety, and Reconciliation; Addressing Racism and Cultural Differences; 

Impact of Geography; Co-Occurring Needs; Understanding Trauma; Disability, Autism, and 

Neurodivergence; Pathways to Care; and Approaches to Therapy. Participants emphasized that 

research should be led by TGD communities who are impacted by the research and needs to be 

based on community priorities.   

Discussion  

These findings provide novel insight from young TGD people into community priorities that can 

guide future research on mental health care. Findings suggest that future researchers be strategic 

in building projects that shift the focus from research on TGD people to research that focuses on 

mental health practitioners, practice approaches, and frameworks that acknowledge the 

multifaceted lived experiences of TGD people. Future research should pushback against deficit-

focused narratives and an over-focus on harm experienced by TGD people.  
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Background 

Many trans and gender-diverse (TGD) people find that mental health services do not feel 

helpful, safe, or accessible (Ellis, 2020; James et al., 2016; Shipherd et al., 2019). When seeking 

mental health care for a variety of needs including anxiety, depression, and trauma-related 

mental health needs, barriers include challenges to finding and accessing care (Ferlatte et al., 

2019; Lange 2020; Mizock & Lewis, 2008; Scheim, et al., 2021), experiences of harm when 

attending or accessing care (Blodgett et al., 2017; Brown, et al., 2018; Navarro, et al., 2022), and 

care that is unhelpful or irrelevant due to lack of practitioner training and education (dickey et 

al., 2016; Mizock & Lundquist, 2016; Puckett et al., 2017; Ross et al., 2021). Further, TGD 

people can be required or forced into mental health care services when seeking gender-affirming 

medical care (Coleman, et la., 2022; Puckett et al., 2017). Despite an identified need for 

appropriate and safe care, there is a lack of research that works with TGD people to understand 

their needs and priorities for improving mental health care and more specifically, trauma-related 

mental health care. While there is a growing body of literature offering recommendations for 

practitioners regarding affirming approaches to practice (e.g., Austin et al., 2017; Burnes et al., 

2010; Ellis, 2020; Ellis, et al., 2020; Mascis, 2011; Mizock & Lewis, 2008; Mizock & Lundquist, 

2016; Richmond et al., 2017; Singh & dickey, 2016; 2017), there is a gap in research that draws 

on TGD people’s perspectives and community-driven goals for research on improving trauma-

related mental health care for TGD communities (LeBlanc et al., 2022; Ross et al., 2021).  

Mental health care for TGD people continues to be an under-researched area (Panchal et 

al., 2022). Research on mental health care with TGD people presents unique challenges in that it 

brings together two historically complex contexts for this population: research and mental health 

care. With a complex history of having been pathologized, gatekept and stigmatized, many TGD 
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people are wary of both researchers and mental health professionals (Gill-Peterson, 2018; Ross et 

al., 2021). Many professionals, such as in psychology and psychiatry, continue to be gatekeepers 

to care. In some contexts, gender-affirming medical interventions require an assessment by a 

mental health care provider prior to an individual receiving medical care, placing mental health 

care service providers in a gatekeeper role to gender-affirming medical care, which can lead to 

TGD people distrusting providers in this position (Coleman, et al., 2022; Puckett, et al., 2017). 

Further, mental health care providers often work within contexts that have been responsible for 

pathologizing TGD identities and producing harmful research that does not support accurate 

understandings of the humanity of TGD individuals (Ansara & Hegarty, 2012; Gill-Peterson, 

2018). Mental health and medical contexts continue to often be sites of harm and negative 

experiences for many TGD people (Acker, 2017; Blodgett et al., 2017; Brown, et al., 2018; 

James, et al., 2016; Navarro, et al., 2022). While ethical standards and recommendations for 

research have been created to address these contexts of harm (e.g., Adams, et al., 2017; Bauer et 

al., 2019; Puckett et al., 2023; Vincent, 2018) , it is only recently that there has been a turn 

towards community-engaged research with TGD people, with communities calling for research 

led by TGD community members and focused on community goals and needs (Bauer et al., 

2019). Research has historically been conducted on TGD individuals and not designed to be in 

collaboration with or led by TGD people (Ansara & Hegarty, 2012; Veale et al., 2022). 

TGD people are often described as an over-researched group, with many community 

members sharing a sense of research fatigue (Bauer et al., 2019). With an abundance of literature 

noting the pervasive experience of marginalization, victimization, violence, and anti-trans 

violence experienced by TGD people, many TGD people share an exhaustion with research that 

is problem-focused or that lists devastating statistics as a way of proving the harm that TGD 
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communities are facing within our current political and social climates. With a growing 

awareness of the importance of research driven by TGD communities’ priorities (Bauer, et al., 

2019; dickey et al., 2016; Veale, et al., 2022), community researchers have shared research goals 

and priorities based on TGD community members’ perspectives (LeBlanc, et al., 2022; Ross et 

al., 2021; Veale, et al., 2022). These publications have emphasized the importance of research 

being based on TGD communities’ priorities and building projects that engage with TGD people 

at all steps of research project designs. Veale (2017) called for continued research by trans 

researchers, stating that “having a greater voice in what is written and spoken about transgender 

people in the academic and health professional domains” (p. 121) will enhance not only a sense 

of empowerment for trans people and communities, but also will “enhance the health, research, 

education, respect, dignity, and equality regarding transgender people” (WPATH vision, para 3 

cited in Veale, 2017).  

LeBlanc et al. (2022) state that conducting research without the involvement of TGD 

community input can “contribute to disenfranchising the population, ignoring community needs, 

and causing investigators to miss key topics most influential to TGD population health” (p.2). 

TGD health research topics and priorities are rarely explicitly named as being directed by TGD 

patient or service user voices (LeBlanc, et al., 2022). Bauer et al. (2019) call for ethical research 

with trans people to include engagement with communities, suggesting that researchers 

“meaningfully engage trans communities at all stages of the research process” (p. 2) including 

engaging trans communities in the identification of research questions. By centring TGD voices 

in identifying TGD health research priorities, researchers can determine whether research goals 

and findings actually align with the needs TGD people (Bauer et al., 2019). Basing research on 
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questions suggested directly from TGD communities is one step towards the attentiveness that 

Bauer et al. (2019) encourage.  

The Current Study 

This article presents the findings from a community-based research project that worked 

with TGD young people to identify their priorities and questions for future mental health care 

research for TGD people. The project seeks to improve mental health services that provide 

trauma support to TGD people by identifying areas of improvement, barriers to access, and 

directions for future research that are centred on community needs and priorities. The current 

article outlines the findings related to the research goals shared by participants, identifying topic 

areas of interest and perspectives on research approaches from TGD communities. These 

findings are presented with the intent to broadly share the research topics of interest coming 

directly from TGD young people in order to support researchers to design future projects based 

on recommendations and perspectives from TGD community members. Previous publications 

that have offered priorities for research with TGD people have had a medical or gender-affirming 

health care focus (e.g., Feldman, et al., 2007; Ross et al., 2021); this article aims to offer a 

different perspective on research priorities by focusing specifically on the mental health research 

priorities of young TGD people who sought out mental health care for trauma-related concerns.  

Methods  

Community-Based Research  

This project utilized community-based participatory research principles (Boilevin et al., 

2019; Israel, et al., 1998; 2005; Katz-Wise et al., 2019) and followed recommendations for 

research with TGD people (Bauer et al., 2019) with the main goal of designing and 

implementing a project that was led by and centred TGD people’s perspectives at all stages of 
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the project. The project activities were informed by a community advisory committee. The 

advisory committee was composed of four trans and nonbinary individuals who had experience 

being clients in mental health care services; three of the members were also service providers 

themselves at various stages in their mental health careers (i.e., recently graduated and starting to 

practice as a counsellor; experienced counsellor offering training and mentorship to other 

practitioners; working in community healthcare organizations). Advisors were recruited through 

local listservs for trans-serving organizations and mental health care workers; digital poster 

recruitment; and by word-of-mouth. Eligibility for joining the advisory committee included: 

being trans or gender-diverse and having experience attending/accessing trauma-related mental 

health care services within British Columbia. Being a service provider was not an exclusion 

criterion. All community advisors were compensated for their time and work with the project. 

Recruitment  

Participants were recruited through digital and physical posters in community locations 

and events and through social media, listservs, and community organizations that offer mental 

health services and/or 2S/LGBTQ-focused services and through partnerships with the 

Community-Based Research Centre (cbrc.net) and with a Two-Spirit Collective at an Indigenous 

Youth organization, Urban Native Youth Association (unya.bc.ca) in Vancouver, British 

Columbia (BC), Canada. Participants were recruited from the southwestern part of the province 

of BC, Canada in Victoria, Vancouver and surrounding communities on the south coast, 

Vancouver Island, southern gulf islands, and towards the interior region of the province. 

Eligibility goals included: being aged 19-30; having experience attending or wanting to attend 

trauma-related mental health supports in BC; and identifying as trans or gender-diverse.  

Eligibility criteria was determined to invite participants who both had experiences with 

http://cbrc.net/
https://unya.bc.ca/
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professional services and to not exclude individuals who had wanted services but could not 

attend services due to barriers. The description of services was intentionally broad and offered 

examples to participants such as: individual counselling or facilitated group support.  

To sign-up for the project, participants completed a short online screener survey to 

indicate if they had experience with trauma-related mental health care, and their accessibility 

needs for their participation. Trauma-related mental health care was selected for inclusion 

criteria because these community consultations were done within the scope of a project 

specifically focusing on trauma-related mental health care. Trauma-related mental health care 

was chosen as the focus of the larger project because much of the available literature does not 

provide recommendations for providing trauma support for TGD communities with the most 

common recommendations being a need for more research and need for more training for mental 

health practitioners. There continues to be gaps in the available literature that address trauma-

focused approaches for TGD people, understanding and definitions of trauma for TGD 

populations, and training and education for practitioners supporting TGD people with traumatic 

experiences (Ellis, 2020; Hendricks & Testa, 2012; Lange, 2020; Shipherd et al. 2019) 

For the community consultations, participants were asked for their priorities on 

improving mental health care generally; however, this question was asked in the context of a 

larger study focusing on improving trauma-related mental health care. For the purpose of the 

study and recruitment, trauma was not defined by the study, instead the term was left open for 

participant interpretation so as to not limit what would be defined or included within a given 

definition of trauma. Participants were not required to share their experiences with trauma that 

had led them to seek trauma-related mental health care services. Participants were eligible if they 

identified that they had sought out mental health care services related to trauma. Service 
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examples given in recruitment materials included: individual counselling for trauma or trauma-

related concerns; crisis support; group counselling; mental health assessment; psychiatric care; 

psychological services; and community support groups for trauma-related concerns, such as 

domestic violence support groups; and intimate partner violence support groups. 

The survey also included an open textbox where participants could share any 

demographic or relevant information they wanted to share about themselves. All participants 

who completed the screening survey were contacted to inform them if they fit the eligibility 

criteria and to confirm their consent to participate. Participants self-selected to participate in an 

in-person workshop or an online interview. A total of 34 TGD participants participated in the 

project activities: 15 people participated in the in-person workshops and 19 people participated 

in an online interview. All study protocols were approved by the Human Research Ethics Board 

at the University of Victoria (22-0210) and all participants provided verbal informed consent 

prior to participating. 

Data Collection and Analysis  

Data were collected from March 2023-August 2023. Demographic information was 

collected using the short online screening survey for both participant groups. All engagement 

with participants was done using trauma-informed principles for research (Campbell, et al., 

2019).  

The in-person community workshops were facilitated as interactive workshops and were 

hosted in collaboration with the Urban Native Youth Association’s Two-Spirit collective. The 

first author co-facilitated with a white, non-Indigenous, queer and trans co-facilitator (third 

author) and with the support of two of the Two-Spirit Indigenous staff members from the 
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community organization (second author). Cultural safety8 was centrally important for these 

events (Curtis et al., 2019; Pruden, 2021). In recognition of the partnership with UNYA and in 

collaboration with the Indigenous co-facilitators, the workshops were designed to be culturally 

safe for Indigenous participants while being welcoming to all participants from diverse cultural 

backgrounds. Both a Two-Spirit elder and a trans community mental health worker were present 

and provided support for the workshop participants as needed, and the Two-Spirit elder opened 

the events with a welcome. The event also had a community artist facilitating art-making 

activities. For these workshops, we also wanted to support community-building and connection 

for the participants through sharing food and having nonstructured time for socializing. 

Participants engaged in small group discussion and activities, written activities, and larger group 

discussion. Data were collected through individual and group written activities and note-taking 

by the co-facilitators during the discussion activities. 

Interviews were conducted by online video conferencing or by phone depending on the 

participant’s preference. The interviews were semi-structured and conducted by the first author 

(white, queer, and nonbinary mental health practitioner and researcher). Interview data were 

collected through audio recordings that were transcribed verbatim. 

In both the community workshops and the interviews, the first author asked participants 

what mental health services they had experience accessing and which services they wanted to 

access but were not able to due to barriers, what barriers they faced when seeking services, and 

what they felt would help or improve mental health services for their communities. Following 

these questions, participants were asked by the first author (lead facilitator of the workshop and 

interviewer for the interviews) and third author (co-facilitator for the workshops): “What would 

 
8 For definition of cultural safety see: Native Youth Sexual Health Network 
(https://www.nativeyouthsexualhealth.com/what-we-believe-in)  

https://www.nativeyouthsexualhealth.com/what-we-believe-in
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you like to see researched in the future related to mental health care and trauma supports for 

trans and gender-diverse people?” and: “How do you think these topics should be researched? 

What types of research would you like to be involved in or could see as helpful for future 

research on this topic area for trans and gender-diverse people?”  

All participants in the community workshops and the interviews were compensated for 

their time with an honorarium. Following participation in the project, participants were offered 

the option to debrief their participation with a TGD mental health care provider from a list of 

practitioners hired by the research project. Participants were also given the option to stay 

connected with the project and receive updates over email and be invited to participate in 

community knowledge sharing events for the project.  

Data were analyzed using reflexive thematic analysis (Braun & Clarke, 2006; 2014; 

2019). Following the workshops, the first author and third author met to discuss initial patterns in 

the data. After the interviews were complete, the first author reviewed the transcripts and 

generated initial codes and themes. After this, the first author combined the themes and codes 

from the workshop and interview data and reviewed the patterns. From this the research 

priorities shared by the participants were grouped into topic themes. The first author engaged in a 

reflexive research process through the analysis of the data, considering how their positionality 

influenced participant engagement, data collection, and analysis.  

The identities and experiences that participants shared about themselves are outlined 

below to contextualize the research priorities they identified. Participants were given the choice 

to share as much or as little about themselves as they wanted through an open text box on the 

online survey and through an open-ended question during the workshops and interviews. The 
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goal of this method was to place more control and choice with participants to name the salient 

aspects of their identities and experiences that they thought about when joining the project.  

Results 

Participants  

The majority of participants (n=25, 75%) had experience both accessing and attending 

mental health care services and wanting to access care but could not get the care they needed 

because of barriers. This is notable, in that while having one of these experiences was an 

eligibility criterion, the majority of participants reported both negative experiences with mental 

health services and facing barriers to the care they needed. The majority of participants spoke to 

their experience with professional counselling services and mental health services accessed 

through hospitals and public community organizations. Participants lived mostly in large urban 

areas, with the majority of participants living in Vancouver (n=13) and Victoria (n=5), while 

others were located in smaller communities with populations between 14,000 – 120,000.  

Gender Identities  

Participants were asked what words they used to describe their gender and were invited to 

use as many terms as they wished. Participants used a variety of terminology and represented a 

range of gender identities. The most commonly used terms were trans (n=18), nonbinary (n=17), 

Two-Spirit (n=5), and gender fluid (n=3). Participants also used the terms agender, male, female, 

androgyne, and transsexual faggot.9  

 
9 All terminology used to describe gender identity, sexual orientation, and other identity categories use the 
participants own terminology and phrasing. 
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Race, Culture, Ethnicity, and Indigeneity   

 Participants represented a range of cultural, racial, and ethnic identities. They described 

these identities (listed in alphabetical order) as: African, Algerian, Arab, Black, European 

ancestry, Filipinx-Canadian, Indigenous (specific nations were mentioned but not listed here to 

protect anonymity), Japanese, Jewish, Latin American, mixed race, Palestinian, Peruvian, POC 

(person of colour), Russian, Taiwanese, Vietnamese, and white. Many participants emphasized 

that these aspects of their identities were important to their experience of mental health services, 

with many participants experiencing racism and specifically anti-Indigenous bias from service 

providers and organizations.  

Other Lived Experiences  

Participants shared a range of lived experiences that they indicated shaped their 

perspectives on mental health care and their experiences with mental health providers and 

services. They shared that their sexual orientation was an important aspect of their identity and 

their experience with service providers. They described these aspects of their identities as queer, 

Indigiqueer, bisexual, and polyamorous. Participants also represented a range of experiences 

with mental health diagnoses, sharing having experiences with bipolar disorder, depression, 

anxiety, post-traumatic stress disorder, borderline personality disorder, and eating disorders. 

Participants also shared experiences with being neurodivergent, Attention Deficit Hyperactivity 

Disorder (ADHD), and/or autistic. They shared that their experiences with living with disabilities 

and chronic illness shaped their experiences with mental health care, as well as experiences with 

being able-bodied, having mobility challenges, or being a fat person.  

Participants also emphasized that their perspectives on mental health care were shaped by 

other experiences and roles in their life such as being a child of immigrants, recently moving to a 
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city, being working class, being a sex worker, being low income, having experience in foster 

care, or being a community service worker while also seeking community health care.  

The participants described their experiences with a range of mental health services, 

including: health authority services such as hospitals, emergency care, in-patient psychiatric care 

and community programming; school-based supports at their high schools or postsecondary 

institutions; community organizations and services such as sexual assault centres, domestic 

violence centres, Indigenous services, cultural groups, addictions supports, trauma counselling 

groups, youth outreach, and suicide prevention; private paid services with counsellors, 

psychiatrists, psychologists, social workers, and online programs; and peer support groups.  

Research Priorities  

Participants were asked to share their research questions and priorities for topics related 

to improving mental health care for trans and gender-diverse people. They shared a range of 

topics that were grouped into the nine themes: Practitioner Education and Training; Indigenous 

Perspectives on Anti-Racism, Cultural Safety, and Reconciliation; Addressing Racism and 

Cultural Differences; Impact of Geography; Co-occurring Needs; Understanding Trauma; 

Disability, Autism, and Neurodivergence; Pathways to Care; and Approaches to Therapy.  

Practitioner Education and Training 

The most commonly mentioned research topic of interest was related to practitioner 

education and training. Participants wanted to see research that explores how practitioners are 

trained, where they are finding the information and training on TGD experiences and identities, 

and how many practitioners are actually trained and knowledgeable in TGD topics. Participants 

were particularly interested in research that put the focus on practitioners, exploring questions of 

practitioner bias, prejudice, and competency. Further, participants wanted to know “what defines 
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trans competency?” (workshop participant), noting that they often hear this term but are unaware 

of how this is defined, who gets to define it, and how people find and engage in trans-

competency education. “It kind of goes back to the whole, like, having people know more about 

the more diverse spectrum of the people who will come in and talk to them, right, stuff like that 

would be huge” (interview participant). 

Further, questions were identified related to diagnostic criteria across gender experiences. 

Participants wondered if sometimes individuals could be misdiagnosed, or symptoms could be 

missed, based on gendered expectations or biases present in diagnostic criteria for mental health 

disorders. They wanted sex-and-gender-based research that could explore this and identify 

clearer more accessible ways for individuals to receive a diagnosis if they wanted one for their 

mental health care.   

Indigenous Perspectives on Anti-Racism, Cultural Safety, and Reconciliation 

 A shared experience for Indigenous participants was facing anti-Indigenous bias, stigma, 

and racism when navigating mental health services. They noted that there are important 

differences for Indigenous TGD people, especially nonbinary Indigenous people and people with 

culturally-related gender identity experiences, who are rarely discussed or represented in 

research. One interview participant shared their interest in seeing “how a study like this 

[meaning the current study] that centres more around Indigenous, non-binary identities, might 

differ. . . how does a culturally related gender identity add another dynamic”   

Many participants shared challenges with finding services that felt culturally safe and appropriate 

while also understanding their TGD identities and experiences. These participants wanted 

research to address these specific experiences as well as research about how to train practitioners 

to build knowledge and cultural competency for their Indigenous service users and to build 
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services that were not only free of anti-Indigenous bias but felt culturally safe. Participants called 

for “integrating Truth and Reconciliation”10 (workshop participant) (Truth and Reconciliation 

Commission of Canada, 2015) into mental health services and hoped that research might be able 

to begin to ask how these principles can be brought into mental health services. However, it is 

important to note that currently the Truth and Reconciliation Commission calls to action exclude 

Two-Spirit and TGD people entirely. Future research may address this gap by addressing how 

these calls to action may be brought into mental health services and account for and recognize 

Two-Spirit and TGD people’s experiences and specific needs.   

Addressing Racism and Culture Differences 

Participants emphasized the necessity for research to look at mental health care needs and 

access to care for marginalized communities, with many participants sharing experiences of 

racism, cultural bias, and stigma in mental health services. One interview participant shared:  

I would love more intersectional research, also have folks have a better 

understanding of here’s all the things that go into being someone that 

exists at the intersections of something, that also have experienced 

trauma, and here are the different ways you can work with people, it’s 

not prescriptive but here’s an exploration of all of the different stories 

that have come out so that you understand that there is a lot of nuance 

and diversity in the stories. 

 
10 Truth and Reconciliation in Canada refers to the ongoing process of addressing the historical and ongoing harms 
caused by the colonization, colonial policies, and the residential school system (Truth and Reconciliation 
Commission of Canada, 2015). The Truth and Reconciliation Commission (TRC) released 94 calls to action 
outlining steps to address the legacy of harm and to advance reconciliation between Indigenous and non-Indigenous 
Canadians. 
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Participants wanted research that addressed the unique intersecting experiences of non-

Indigenous racialized TGD people and wanted changes to mental health services and practitioner 

training that acknowledge cultural differences, practitioner bias, and stigma. Many participants 

noted how the practitioners with whom they were interacting seldom shared their cultural, ethnic, 

or racial identities and that many mental health services seemed to be dominated by white 

practitioners. Participants shared how 2S/LGBTQ+ (Two-Spirit, Lesbian, Gay, Bisexual, 

Transgender, and Queer) spaces and services also need to consider the intersections of race, 

culture, and ethnicity with TGD experiences, naming that often these spaces did not feel 

culturally safe or felt largely white, leaving many participants feeling like outsiders in 

purportedly “safe” or trans-affirming spaces. They wanted research that could address these gaps 

and offer recommendations and improvements to services that take cultural, racial, and ethnic 

diversity into account.  

Impact of Geography 

Participants emphasized the importance of research that looked at mental health needs 

and improvements both for diverse experiences and for TGD people living in diverse contexts. 

Participants wanted to see research that addresses mental health care access and needs for TGD 

people in both large urban centres but also in rural and remote areas, noting the many Canadian 

TGD people live in remote places which drastically effects how people access community 

support, mental health care, and connection to 2S/LGBTQ+ communities. They shared that they 

wanted to see research that explores not only the differences in needs across diverse location, but 

also the difference in accessing support, availability of supports (either in-person, tele-health, or 

online), and training in TGD issues for mental health services in different locations. 



  92 

Participants wanted to see national data. They shared that regional or location-specific 

data are helpful, but that larger data sets from national studies may have more political weight 

when using research findings to advocate for health care access and TGD community needs.  

Co-Occurring Needs 

Many participants shared that they struggled with co-occurring needs in their mental 

health journeys and faced barriers to finding mental health care that could address multiple 

needs. They wanted to know what research was available on the intersections of co-occurring 

needs and mental health needs for TGD people. For example, several participants noted that 

eating disorders are often common experiences for TGD people; participants wanted to know 

more about this, how TGD people could be better supported with eating disorders, how eating 

disorder support can move away from gendered services and gender-specific models of care, and 

how eating disorder support can better understand and support care-seekers who are also dealing 

with trauma.  

Understanding Trauma 

 Understanding and defining trauma for TGD people was identified as a key research 

question for many participants. One interview participant shared,  

I am really curious, especially with all of the conversations around trans 

kids these days, really thinking through what does trauma actually look like 

for our community. Because thinking through my own childhood I’m like, 

oh a lot of the shit I dealt with from my family was actually abusive but 

wouldn’t be considered emotional abuse or neglect because it’s around 

gender specifically. 
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They wanted to know what was missing from current understandings and definitions of trauma 

and how these definitions might change or be different for TGD people. This was particularly 

connected to experiences for young TGD people who wanted research to explore what trauma is 

for a TGD child, especially for children who are not affirmed or supported in their gender or are 

living in situations with caregivers who are transphobic or have anti-trans bias. The 

understanding that trauma can look and feel different for TGD people was a shared experience, 

but participants had yet to see or be involved in research that explored this.  

Disability, Autism, and Neurodivergence 

Experiences of ableism in mental health care was a common experience for many 

participants. Participants stated that they wanted more research that addressed ableism within 

mental health services and research that explored how mental health services can be made more 

accessible for people with a variety of experiences with disability. When speaking about their 

experience with “disability and transness,” one interview participant urged that what is needed is 

“healthcare that starts to be able to adapt to and be sensitive to the multiple axis that are affecting 

people.”  

Further, a common question for participants was about the intersection of autism and 

TGD experience. Workshop participants emphasized that they wanted research “across the whole 

spectrum” that understands different needs for people across the autism spectrum. Participants 

wanted research that can respectfully address questions related to this intersection. They 

particularly wanted research that can identify and better understand how mental health needs, 

such as trauma, may present differently for autistic people and for autistic TGD people. They 

emphasized that they wanted research that can improve counselling and mental health services 

for autistic people and address differences in needs and treatment approaches.  
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Pathways to Mental Health Care 

Research that addressed pathways to care was identified as a priority. Participants want to 

know how TGD people are actually finding mental health care, how these pathways can be 

improved, and more understanding of the role and importance of preventative mental health care. 

Further, participants noted wanting research that could provide in-depth discussion of the 

positive impacts of gender-affirming care on mental health, the intersections of mental health 

needs and gender-affirming care, and specific research that can offer TGD people clearer 

information about health care needs. Participants also wanted more research on the need for 

accessible mental health care, noting the importance of research that can explore options for 

delivering mental health care services remotely, such as telehealth and video appointments. They 

wanted to understand how these approaches support a variety of accessibility needs including 

increasing availability of services to rural and remotely located TGD people and reducing 

barriers to attending in-person services. 

Participants also highlighted how age was a major factor in barriers to care, highlighting 

how the intersection of youth and gender can place participants in a gap of available, competent 

care. One participant shared how understanding how to reach and educate trans youth about 

gender may be a way to address this gap by: 

. . . finding ways to give young people the tools they need to 

express and understand gender, I think that that needs more backing from 

research to prop up and be able to have it in schools and community 

spaces, and open the conversation up a little bit more so people 

understand, yeah, people can express that before they turn 18. . .  
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They wanted to see research that addressed how young people can better access the care 

they need, navigate age barriers to services, and how to manage moving from youth services to 

adult services and to support improved continuity of care.  

Approaches to Therapy 

Last, participants wanted more information and research on what types of therapy are 

effective and helpful for TGD people, particularly related to trauma. They shared that, in their 

experiences, not all modalities felt helpful and some felt harmful. They wanted more research 

that could explore this in-depth and research that can provide an evidence-base for approaches to 

therapy for which it currently may be harder to find funding or low-cost options (for example: 

Eye-Movement Desensitization and Reprocessing, Somatic Experiencing therapy, Dialectical 

Behavioural Therapy). They also noted the importance of approaches to mental health care that 

went outside of talk-based group therapy or one-on-one talk-based psychotherapy, such as 

movement-based or arts-based approaches, emphasizing a need for research that looks at 

community-based mental health supports, peer supports, and cultural supports.  

Approaches to Research  

Participants shared their perspectives related to how they believed research on the above-

mentioned topics should be conducted. Central to all participant suggestions was that research 

needed to be led by TGD communities or by the more specific sub-communities who are 

impacted by the research and should be based on community priorities. For example, one 

participant shared, “I would like to see community-based research where the community 

determines what they want to be researched, how they want to research it, and what they want to 

explore” (interview participant). Participants emphasized that lived experience should define the 

goals of research and that research needs to be community-driven. Further, they shared that 



  96 

academics should be serving community, thinking of research as a service to community 

members.  

Many participants shared wanting to shift the focus of research about TGD topics from 

TGD people themselves to the providers, for example, having surveys and projects where the 

participants are the service providers as opposed to the service users. For example, “definitely 

talking to other people who are accessing these services I think would be huge, but also talking 

to the people who are providing the service would be really good . . . That would be a really 

good idea to get both perspectives” (interview participant). The participants wanted research that 

worked with mental health care workers and medical professionals, such as doctors, nurses, 

counsellors, social workers, and psychologists to understand their knowledge about TGD people, 

where their knowledge gaps were, what biases they have, and what they need to know to be able 

to provide more helpful and accessible care.  

The method of the research was also important to participants. They suggested that 

research that focuses on practitioners could take both quantitative and qualitative approaches, 

through surveys, interviews, and community events. When research projects have TGD 

participants, they wanted to see research approaches that showed their humanity. So that the 

research could offer service providers an understanding of the whole person, they suggested 

methods such as documentaries, videos, interviews, and storytelling. Further, they recommended 

that research with TGD people, particularly TGD young people, use lower barrier methods of 

data collection such as texting, verbal conversations, and art-based methods and involve young 

people under 18. “I would love to see more forms of non-traditional research, so like art-based, 

story-telling based, or group approaches would be nice” (interview participant).  Participants 

wanted to see research methods that felt helpful and useful to the people involved. Participation 
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in a research project should offers participants something (reciprocity) and not leave them 

feeling like they have had their information taken without being a part of the project or being 

able to benefit from their involvement.  

Discussion  

Trans and gender-diverse (TGD) communities have had historically complex 

relationships with both research and with the field of mental health care (Brown, et al., 2018; 

Gill-Peterson, 2018). Given this history, when considering engaging in research focusing on 

mental health for TGD people, it is essential that community perspectives be at the centre of the 

research and drive research goals, methodologies, and outputs. Despite this complex relationship 

to research, what our participants shared is that they have research topics they want addressed by 

researchers. They want to see research that is TGD community-led and that answers the 

questions they have about mental health care for their communities and that addresses gaps in 

appropriate and useful mental health care for TGD people. In this discussion, we will suggest 

ways in which researchers can take these priorities into account when engaging in research 

related to TGD people and their mental health care. While each topic area mentioned by the 

participants warrants its own discussion, for the purposes of this article, the focus is to 

summarize considerations for building projects that centre the priorities of the communities with 

whom researchers work.  

Previous recommendations from TGD community-based research (LeBlanc et al., 2022) 

have urged researchers to combat harmful narratives, arguing that researchers need to focus on 

strengths, what is helpful, what supports resiliency, and strategies of resistance, and not just 

disparities. Deficit-focused research can perpetuate disempowering victim narratives 

(Westbrook, 2021) and unintentionally reinforce discourses that pathologize and stigmatize 
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marginalized groups by focusing on defining groups by their oppression (Veale et al., 2022). 

Many researchers and community members are calling for future research to move away from 

(solely) harm-focused research (e.g., Bauer et al., 2019; Ross et al., 2021; Veale, et al., 2022; 

Westbrook, 2021). Further, researchers are being urged to examine community strategies for care 

(Bauer at al., 2019) that can not only be led by TGD people but can centre resilience and 

empowerment. Research would do well to shift to a focus on what is helpful and what strategies 

TGD communities are building to support resistance to ongoing systemic oppression. The 

participants in this study echo these calls for a move away from research on TGD people that 

only focuses on harms and deficits. The findings also push this call further by asking for future 

research to shift the focus from research on TGD people and their experiences to research that 

specifically looks at the practitioners and service providers working with these communities. 

Research that looks at the structures, systems, and organizations is also needed. A vital detail of 

this is that the youth felt that research must still be led by, and directed by, TGD people’s voices 

and priorities. They wanted to see the focus of the research move from the research participants 

being TGD people themselves to placing practitioners, services, and systems as the focus of the 

research. The calls for research from the participants in this project ask that future researchers be 

creative in building projects that shift the focus to improving service provision and continue to 

centre the needs and priorities of TGD people. By calling for research that shifts the focus from 

TGD people accessing mental health care to a focus on providers, participants are pushing back 

against deficit-focused narratives and an over-focus on harm experienced by TGD people. 

Some topics identified by participants, such as the intersection of autism and TGD 

experience, are areas of research that participants wanted more than ever to be driven by TGD 

people’s priorities and direction. Misinformation (e.g., Rowling, 2020), misleading research 
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(e.g., Littman, 2018), and misrepresentative expertise (e.g., see Montpetit & Gilchrist, 2023) can 

be used in the public sphere to fuel anti-trans discourse that can lead to revoking access to 

gender-affirming care for youth (e.g., Redfield, et al., 2023) and policies in schools that threaten 

the safety of TGD youth (e.g., Johnson, 2024 ). While there is continually effort to address 

harmful and misrepresentative research (e.g., Skinner et al., 2014; Restar, 2020), for future 

research on these topics, participants felt that it is essential that TGD people are engaged at all 

steps of the research process to avoid biased results or misrepresented findings.  

Much of the available literature on TGD people, healthcare and mental health care 

focuses on gender-affirming medical care, such as hormone replacement therapy and gender-

affirming affirming surgical procedures. Veale et al. (2022) call for researchers to look at trans 

health beyond medical and surgical transition. Throughout the conversations with participants in 

this project, when considering mental health research, very few of their research questions 

related directly to gender-affirming medical care. What the participants wanted was research that 

addresses barriers to accessing care and that addresses the multifaceted lived experiences of 

diverse TGD people. TGD people are more than just their medical care, and research needs to 

reflect the whole humanity of this population. It is important that research not conflate all mental 

health needs and experiences of TGD people with needs related to gender-affirming medical care 

(Veale et al, 2022). While gender-affirming medical care continues to be an important aspect of 

many TGD people’s experiences, for the participants in this project, it did not surface 

prominently when discussing mental health research priorities, even within the context of 

ongoing debates regarding access to medical care for TGD young people internationally (e.g. 

Redfield et al., 2023). As Veale and colleagues (2022) suggest, future health research for TGD 

people can and should look at health beyond medical and surgical care. It is important that future 
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research not replicate narrow understandings of trans lived experiences by limiting research to 

solely focusing on gender-affirming medical care and associated barriers and challenges. 

Findings from this study parallel similar research on TGD priorities for future research 

(e.g., LeBlanc, 2022; Ross et al., 2021; Veale et al., 2022) but, importantly, this study 

particularly examines priorities related to mental health care and the perspectives of young TGD 

people. Representation of diverse, multifaceted experiences was echoed throughout participants’ 

questions and the experiences they shared in the project. Future research could approach these 

topic areas by considering how intersecting experiences place TGD people at unique gaps with 

structures and systems of care and create barriers that are often not discussed or given attention 

in the extant literature. In an article recounting research priorities from TGD community health 

centre patients, LeBlanc et al. (2022) report that the first priority for TGD community members 

is “understanding the complexity of identities,” (p. 4) directing future researchers to consider 

intersectionality (Clark, 2016; Collins, 2015; Crenshaw, 1989; 1991) and diversifying 

demographics through intentional recruitment strategies. Future research that takes up 

intersectionality must be intentional about utilizing this framework to analyze power and avoid 

pitfalls of mis-applying intersectionality by only focusing on diversity in their participant 

sample. Ross et al. (2021) wrote that participants noted a need for research that explored topics 

such as trans people with disabilities/chronic illness and the impact of childhood trauma. These 

findings parallel priorities outlined by the participants in this project, emphasizing a need for 

research that explores trans people’s experiences across intersections of experiences and identity, 

such as disability and gender. Further, Ross et al.’s (2021) findings related to childhood trauma 

speak to the participants’ desire to understand and define the specific experiences in TGD 

people’s childhoods that are felt as traumatic by the individual but currently would not be 
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understood as such under typical definitions of trauma (e.g. childhood verbal abuse or gender-

based child abuse). Advancing research about these unique experiences could help define new 

understandings of trauma specific to TGD young people’s experiences.   

Research priorities shared by the participants focusing on nonbinary identities and 

experiences echo previous priorities shared by Ross et al. (2021). Nonbinary experiences are 

often included under the umbrella of trans men and trans women; however, as many participants 

and other researchers (Goldberg et al, 2019; dickey et al., 2016; Matsuno, 2019; Matsuno & 

Budge, 2017) have noted, nonbinary people have unique experiences of gender and face unique 

experiences of stigma, discrimination, and erasure. Further, as Ross et al. (2021) found, many 

nonbinary people are frustrated by the lack of attention to nonbinary concerns in the research 

literature, despite a growing awareness of nonbinary identities. This was particularly important 

for Indigenous nonbinary participants in this project, who noted that nonbinary gender 

experiences that are connected to cultural identity, such as their experiences as Two-Spirit, 

nonbinary people, often are completely missing from discussions about trans and gender-diverse 

people.  

The participants called for future research to centre Indigenous experiences and 

perspectives, particularly Two-Spirit experiences. Future research on these specific topics should 

be led by Indigenous Two-Spirit and TGD people and can follow the lead of work already being 

done by Indigenous scholars working in health and mental health related contexts (e.g., Clark, 

2016; Laing, 2021; Pruden, et al., 2023). Attention to the importance of cultural and Indigenous 

identity is crucial in discussions about mental health and mental health services for Indigenous 

Two-Spirit and TGD people. Further, research in these areas must include attention to how the 

systemic context of colonialism and intergenerational trauma stemming from enforcement of 
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colonial gender norms through institutions such as the residential school system (Hunt, 2016) 

continues to create gendered gaps in Indigenous health research. Currently, these discussions are 

often siloed, and future work should explore intersections of Indigenous scholarship and TGD 

mental health research while maintaining an analysis of the systemic and structural context.  

Much previous research has identified that there is a crucial knowledge gap that TGD 

individuals are experiencing when they access services (Ellis, 2020; Lange, 2020; Mizock & 

Lewis, 2008; Morris et al., 2020; Richmond, Burnes, & Carroll, 2012; Shipherd et al., 2011). 

Future research can move beyond identifying this gap and actively work to offer practical and 

applicable recommendations for improving practice. The field of mental health care, across 

different professions such as psychology, psychiatry, psychotherapy, counselling, social work 

and youth work fields such as child and youth care, have relationships with TGD communities 

that are “deeply complex” (Kia, et al., 2022; p. 3173).). Mental health care settings can be sites 

of violence and harm for TGD people (Blodgett et al., 2017; Brown, et al., 2018; Navarro, et al., 

2022). Research focused on providing evidence to inform these practices need to take into 

account this historical and contemporary complexity and actively work to center the perspectives 

and priorities of TGD communities. As Veale et al. (2022) note, there are guides and training 

programs that have been designed to make health care more inclusive, affirming and accessible 

for TGD people; however, there is limited research on whether or not these are effective (e.g., 

Boot-Haury, 2023) and how they can be more effective, while TGD people continue to 

experience harms in healthcare settings.  

Similarly to findings in this study, Veale et al. (2022) also call for future research to look 

at how psychotherapy approaches can be better adapted to meet the needs of TGD clients. While 

there are some such studies (e.g., Hendricks & Testa, 2012; Matsuno, 2019), there remains a gap 
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in evidence-based practice approaches specific to trauma that have been researched with TGD 

clients (Lange, 2020; Livingston, et al., 2020). As Veale et al. (2022) suggest, future research 

needs to evaluate the usefulness of adaptations from clients’ and providers’ perspectives.  

Some of the topics of interest identified by the participants in this study are already being 

explored in research, for example, TGD young people’s experiences of eating disorders (e.g., 

Hartman-Munick et al., 2021; Simone et al., 2022) and mental health care experiences of TGD 

people of colour (Erby & White, 2022; Sadika et al., 2020; Singh, 2017; Singh et al., 2023). This 

points to possible weaknesses and opportunities in knowledge mobilization/translation from the 

available literature to practice approaches and to the TGD community. While research may exist 

or be in progress on topics that are important to TGD communities, the practitioners and services 

with which TGD people are interacting and the programs training new practitioners are not 

always taking up this research into their approaches. This speaks to an ongoing challenge in 

health-related fields. Practitioners staying up to date on current research and practice approaches 

is a matter of individual motivation and availability to do so, among other barriers (e.g. Peters-

Corbett et al., 2023; Rapp et al., 2009). This in turn, speaks to a larger systemic issue that 

practitioners do not always have the time to engage in continuing education or professional 

development that incorporates the most recent research and practice innovations into their work.  

In order to facilitate future research on these priority areas, funders can target funding 

calls based on priorities articulated by community members. Funders who have already created 

mandates for sex-and-gender based research (for example, within Canada: Canadian Institutes of 

Health Research, 2021) can target funding calls based these findings and other evidence that 

centres community perspectives on research priorities (e.g. LeBlanc et al., 2022; Ross et al., 

Veale et al., 2022). Funders who are responsive to community-based priorities can better support 
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researchers to be able to engage in research that addresses topics and utilizes methods that 

communities are calling for. Within contexts where federal or regional policies have been 

developed for advancing and protecting the rights of 2S/LGBTQ people, for example within 

Canada the Federal 2SLGBTQI Action Plan (Women and Gender Equality Canada, 2022), 

funders can draw on findings such as the ones from this project, to inform calls for funding and 

funding initiatives. Particularly when key funding bodies have mandates in place focused on sex- 

and gender-based research (e.g. Canadian Institutes of Health Research, 2021), funders can 

address these calls to action from community-based research to facilitate that future research can 

ensure a focus on community-driven perspectives and priorities.  

Limitations 

 Findings presented represent the perspectives of this unique group of participants and 

cannot be generalized to TGD people as a whole nor to TGD people of all ages. While many of 

the findings parallel results in other studies focused on TGD priorities (LeBlanc et al., 2022; 

Ross et al., Veale et al., 2022), the participants were mostly young adults and represented a 

diverse range of gender, racial, and ethnic identities as well as a range of socio-economic 

backgrounds. Further, this was a qualitative study that engaged with a limited number of 

participants, while the findings align with other similar studies, future projects may consider how 

to reach broader audiences through the use of surveys or other quantitative approaches to 

incorporate more perspectives and direction from TGD communities. Additionally, future 

research may consider other methodologies that can synthesize existing data from community-

based projects calling for similar changes to mental health care systems and structural barriers.  

Participants were asked for their priorities for improving mental health care within the 

context of a study that was focused on trauma-related mental health care. Because participants 
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were asked about their experience needed or wanting trauma-related mental health care, 

participant responses focused on voluntary experiences with mental health services. Experiences 

focused on involuntary mental health care is a critical area for future research to address.  

 The first author and three of the community advisors all have experience as mental health 

service providers. This speaks to the complexity of researching with our communities and with 

multiple roles and lived experiences, intersections of which can influence research processes and 

participant findings. While all of these contributors also have lived experience of mental health 

services and are trans and gender-diverse, participant engagement and responses, as well as 

analysis may have been influenced from the perspectives of services providers working on this 

topic area. Future research design may consider a community advisory committee that does not 

include any service providers or a design that has two advisory committees, one consisting of 

service providers, and one made up of service users.  

This project engaged with participants who were recruited through online recruitment 

methods and community organizations. This limited the sample to individuals who had access to 

internet and social media and to young TGD people who were connected to community 

organizations. The project recruitment did not reach individuals who were incarcerated, which is 

more common among TGD people (Jacobsen et al., 2023). This limitation was identified by the 

community advisory committee and requested to be named in the dissemination of the results. 

Future research can seek to engage with TGD people who have experience with incarceration 

because their perspectives on mental health care research priorities and needs are important to 

include in the discourse. This project identified broad topic areas of interest based on the 

participants’ experiences and perspectives, future research projects should work with TGD 
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people to identify and refine specific questions and to finalize the appropriate methodological 

approach.  

Conclusion 

The goal of sharing these findings is to offer research funders and future researchers 

insight into what community goals and priorities are for TGD young people related to improving 

mental health. Throughout the discussions with the participants in this project, there was a 

resounding call for mental health care services for young TGD people to improve. They 

identified a dire need for better education so that practitioners and service providers that can 

offer all young TGD people competent care that is culturally appropriate and relevant, 

understands diverse experiences of people with TGD identities, and takes into consideration the 

multifaceted experiences people bring with them when attending mental health care services.  

This article provides novel insights into the specific priorities of TGD young people 

related to mental health research. Building on the work of others who have outlined research 

priorities for TGD health through literature reviews (e.g., dickey et al., 2016), trans community 

perspectives (e.g., LeBlanc et al., 2022; Ross et al, 2021) and trans researcher and lived-

experienced perspectives (Veale et al., 2022), this article adds to the literature by offering the 

perspectives of young TGD people on mental health research priorities outside of priorities 

related to medical or surgical care. Participants urged future researchers to consider how research 

can be led by TGD young people. By building research projects that centre TGD youth priorities, 

mental health services and interventions can be better prepared for and relevant to TGD young 

people.  
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Chapter 5: Conclusion 

Returning to the question that opened this dissertation: what does it mean to have safe 

and accessible mental health care? For the participants in this project, it means having care that 

feels like it cares about you, that the service providers delivering that care recognize you and 

demonstrate an understanding and respect of your lived and living experiences. It means having 

care that is available when you need it, that listens to what you need, and prioritizes your voice 

and experience. It means having this sense of care reflected in the practitioners and systems 

within which the care occurs. And while obvious as it may seem to state that in order for care to 

feel safe and accessible, it needs to feel like it cares about you; it is apparent that this is not the 

perception that TGD young people have of the care with which they are currently interacting. 

Despite decades of research demonstrating the need for appropriate mental health for TGD 

communities (e.g., Shipherd et al., 2011; 2019; Mizock & Lewis, 2008; Scheim et al., 2021; 

Veale et al., 2015; 2017), existing systems of care still often fail to provide adequate, accessible, 

and affirming mental health care for TGD people (Ellis, 2020; Mizock & Lundquist, 2016; 

Navarro et al., 2022). As the current findings have offered, mental health therapeutic 

environments that foster trust, recognition, and safety for TGD young people are too few and far 

between.  

This dissertation presented three empirical articles focused on the how TGD young 

people respond to the barriers they encounter when finding trauma-related mental health care, 

their experiences with mental health practitioners, and their priorities for future research on 

improving mental health care. The findings emphasize the need for structural changes that 

support TGD young people in finding and accessing equitable health care and underscores the 

importance of intersectional perspectives on delivering mental health care for TGD young 
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people. These findings reveal a persistent lack of trust in mental health systems but also the 

perseverance of TGD young people to access the care they need. Despite repeated experiences of 

unhelpful and sometimes even harmful care, the participants demonstrated that they still were 

pushing to get the help they believed they needed and deserved despite interacting with a system 

that they felt was not seeing them or offering them support that was appropriate or felt safe.  

The challenges outlined in the first article demonstrate how specific barriers to care, such 

as eligibility requirements and the time it takes a young individual to locate an appropriate 

service, are compounded by health system issues such as high service costs and extensive wait 

times, which can further isolate young TGD individuals from accessing the care that they need. 

Even when services are available, they often fail to address the intersecting identities and unique 

lived experiences of young TGD individuals, such as their race, cultural background, 

socioeconomic status, and co-occurring mental health needs. Consequently, young TGD people 

frequently find that the (lack of) available mental health care does not adequately meet their 

needs or can even exacerbates their distress. TGD young people are navigating these barriers by 

developing their own mental health literacy through individual research and connection to 

community knowledge to help them understand what services they need and available pathways 

to care. Further, they are relying on their own persistence and self-advocacy to access the care 

they need. All of these strategies take time and energy that further burdens young TGD 

individuals seeking support for trauma-related needs. Together, the findings emphasize the need 

for structural and systemic changes that support young TGD individuals in achieving equitable 

mental health care, underscoring the importance of intersectional approaches within mental 

health services. While health systems change takes time, the immediate needs of TGD young 

people may be addressed by looking for ways to support and facilitate community-responses to 
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mental health needs that are already taking place. For example, directing funding to community 

and peer organizations that are providing mental health interventions outside of the health 

system, building on community peer knowledge by funding and training peer navigators, and 

developing peer training programs that can support the peer-to-peer support that many TGD 

young people may be already relying on in the absence of being able to access professional 

services.  

A common barrier articulated by participants was the experience of fragmented identity-

focused services (e.g. single gender-based services, single culture-based services) which created 

dilemmas for choosing which part of themselves they should place as most relevant to the 

support they need. This speaks to the ways in which TGD young people are not feeling fully seen 

or recognized by the services and practitioners with whom they interact. Addressing this 

challenge means that services and systems of care must not further silo services based on identity 

nor focus on superficial models of diversity and inclusion when addressing barriers to care. 

Instead, systems of care must be built to respond to individuals in all the complexity that their 

experiences may hold.  

Changes in access to care can look at a range of ways to address the gaps in service 

provision. Larger systemic issues such as under-funding and low prioritization of mental health 

lead to barriers in getting care such as long wait-times, lack of practitioners, and high costs for 

services. Changes that address these barriers must happen at multiple levels of the mental health 

care system, including at the individual practitioner level, organizational level, and larger policy, 

political, and social level. 

While organizations may be able to address certain barriers such as availability of 

information about their programs, intake and eligibility requirements, or training for their staff, 
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these changes will always fail to fully offer the scope of care needed when funding streams and 

political and social attitudes do not prioritize funding for mental health care services (or for TGD 

communities). TGD young people are seeking mental health services for trauma-related needs 

across a range of settings, including health authorities (hospitals, clinics, and community 

programming), community organizations, school-based services, private practice counselling, 

psychology, and psychiatry, and online programs. This means that changes to mental health care 

and shifts in practice need to be taken up across this range of settings, and that service providers 

working in a range of capacities can consider shifts in the ways that why show up and 

demonstrate safety to their young TGD clients and patients.  

The second paper explored the idea of trust and recognition in the therapeutic relationship 

as a foundation to safety. While the safety and trust built in a therapeutic relationship can feel 

hugely helpful to individuals across a range of challenges, this felt sense of trust and recognition 

was few and far between for young TGD participants. Through describing what safety felt like 

within these contexts, they identified that feelings of being able to be seen, understood, and 

recognized within their own experience by their practitioner was critical to building trust and a 

sense of safety. Further, safety was not a passive feeling but rather an active engagement in 

building relationships and spaces where there were plans to address harm when harm occurred. 

Participants shared that there was always a risk when working with a practitioner, and that safety 

started from feeling able to take this risk to trust their practitioners. From this, practice 

recommendations were developed that include considerations for how practitioners can engage 

in intentional acts of accountability and recognition and demonstrate authentic understanding and 

recognition of their clients’ experiences and perspectives.  
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The third paper presented findings from the community consultation portion of the 

Transforming Supports project, focusing on the participants’ priorities for future research related 

to improving trauma-related mental health care for TGD youth communities. While much of the 

available literature suggests more research is needed in this topic area (e.g., Ellis, 2020; Lange, 

2020; Shipherd et al., 2019), this paper offers direct examples of research topics TGD young 

people wanted researchers to explore. By having specific topics articulated by community 

members, future research can ensure that it is focused on the topics that are a priority to TGD 

young people seeking mental health care services. The research priorities articulated by 

participants echo the calls to be seen and recognized in their mental health care experiences and 

urges future researchers to work with TGD communities to develop research projects that reflect 

the real lived experience of TGD people.  

The findings from this study share an overarching theme: TGD young people do not feel 

seen, witnessed, or reflected by the mental health care systems with which they interact. This 

lack of witnessing within the mental health care system and from mental health care practitioners 

is creating a critical gap in services not currently feeling helpful or safe. The following section 

offer three perspectives on the role of witnessing: witnessing as the work of trauma recovery 

(Herman, 1997; Meyer, 2012), witnessing as integral to gender identity (Devor, 2004), and 

witnessing as methodology (Hunt, 2018). Bringing these perspectives together offers insight into 

the ways in which the current mental health care system is not witnessing TGD young people in 

their experiences and is creating a critical gap in the experience of safety within this system of 

care for TGD people. Following this, I offer some considerations for future directions for 

improving mental health care for TGD young people.  
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Witnessing 

In my experience as a counsellor, the foundation of the therapeutic relationship is truly 

witnessing someone and their experience. Witnessing who they are, their emotions, their 

experiences, and who they see themselves to be and reflecting this back to them in a way to 

demonstrate seeing, understanding, and recognizing them. Witnessing is a key missing element 

from the mental health care experiences of TGD young people. This lack of witnessing impacts 

TGD people’s ability to feel safe and to feel recognized and respected within mental health care 

contexts. When their experiences and their selves are not witnessed by those with whom they 

interact people feel unseen and unrecognized. Without feeling seen and without feeling 

recognized, safety is not possible in a therapeutic context. When we consider what it means to 

have safe and accessible mental health care, feeling seen and understood appears to be central to 

the possibility of safety. The participants articulated that being seen, recognized and understood 

was the crux of feeling safe with a practitioner. When practitioners could demonstrate to their 

clients that they understood them and saw them in their whole selves, clients experienced safety. 

What this tells the larger mental health system is that systems and services need to shift to be 

able to see and recognize and witness diverse experiences.  

Witnessing as the Work of Trauma Recovery  

 A critical element of working with trauma is the act of witnessing (Herman, 1997; Meyer, 

2012). “Witnessing is a powerful force that allows massively traumatic experiences to become 

known and communicated” (Goodman, 2012, p. 3). Part of the role of the mental health 

practitioner in this is to be the witness to the client’s experience and their story. While the work 

of trauma recovery is in part being able to “speak the unspeakable” (Herman, 1997, p. 183), the 

role of the therapist is to hear the unheard and to be a witness to an individual’s experience that 



  113 

has gone unwitnessed (Herman, 1997). What the findings from this project demonstrate is that 

TGD young people are not experiencing this with their mental health practitioners. When TGD 

young people have to choose which parts of their selves and their experiences they must hold 

back in order to get some services, they are not able to be witnessed in their full experience 

because the systems of care are not structured to see or recognize these experiences. 

 Practitioners have not been trained adequately to be able to demonstrate recognition and 

to fully witness TGD young people’s experiences. The trauma industry has been built around a 

recognition of certain types of experiences as traumatic and has yet to respond effectively and 

appropriately to more complex and multifaceted experiences where trauma has affected a person. 

A system needs to recognize that something is traumatic in order to be able to provide trauma 

services or incorporate considerations for this into trauma-informed approaches. Practitioners 

need to be educated not just in TGD young people’s identities but explicitly educated about TGD 

young people’s experiences and the impacts of living in a society that does not see or recognize 

them. The mental health care field is (and foreseeably will be) contending with a complex history 

of negative experiences for young TGD people, including pathologization and stigmatization of 

trans identities (Gill-Peterson, 2018; Navarro, et al., 2022). Practitioners working in mental 

health care settings with young TGD people must contend with this complex history that often 

failed to witness and recognize TGD young people’s experiences and perspectives. There is a 

long way to go for this system to truly be able to see and witness TGD young people’s 

experiences in ways that feel safe and supportive. While practitioners can work to change their 

own individual approaches and attitudes with young TGD clients, this cannot combat a system 

that is not designed to see and respond to the needs of diverse populations. The mental health 

care systems need to address the structural barriers that do not see or recognize diverse 
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experiences. A starting place may be to address the ways in which current training does not 

adequately train practitioners to see and witness TGD young people’s experiences; however, 

larger scale changes related to policy and structural access must also address the ways in which 

the system as a whole does not recognize and witness TGD people’s experiences and needs.   

Witnessing as Integral to Gender Identity  

Devor (2004) offers that two overarching themes present throughout trans identity 

formation are witnessing and mirroring. Being witnessed as oneself by others is integral to one’s 

sense of gender and one’s sense of self: “each of us has a deep need to be witnessed by others for 

whom we are” (Devor, 2004, p. 46). Existing in a world that does not want to see and recognize 

your experience is vastly isolating and can be profoundly traumatic. 

Devor (2004) suggests that the effectiveness of witnessing is due in part to feeling seen 

by others outside an individual’s own categories of self-definition, to be seen as valid by 

someone who is different from you. Incorporating this application of the role of witnessing to the 

therapeutic context, the practitioner as a witness with TGD clients is doubly important, not only 

do they serve as a witness to experiences and stories that have been unspeakable, but also as a 

witness as an outsider, that can witness and see as valid the TGD client’s TGD identity and self. 

In the mental health context, the practitioner may be seen as an outsider to the young TGD client 

for several reason, for example: being the role of practitioner and not client, the practitioner may 

be older than the client, and the practitioner may also not share a TGD identity. When 

practitioners do not witness a TGD individual or do not demonstrate recognition, not only do 

they disrupt their role as a witness to the client’s story in a therapeutic capacity, but also fail to 

act as a witness to the TGD person as the TGD person sees themself, failing to act as a witness to 

their identity and their sense of self.  
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Mirroring, as Devor (2004) uses it, suggests that seeing oneself in the eyes of others like 

oneself is a deep need integrally connected with developing one’s self-identity and sense of self. 

What the participants shared in this project was that they felt safety and recognition from others 

like themselves, and this was often an easy starting point for seeking safety. What this can tell us 

about improving mental health care is that diverse experiences need to be welcomed and 

encouraged in training programs for mental health practitioners. Addressing systemic barriers 

that impede individuals accessing training and working in these fields can offer a wider range of 

practitioners with whom individuals can work, offer more opportunities to feel safety, 

recognition and feel mirrored by their practitioners. Mirroring is not something that can be 

taught, it is about thinking about who is being invited into the field and who is available to work 

in roles with which TGD young people interact.  

 Alongside this, witnessing may be the area of practice that can be taught. When a 

fundamental lack in the health care system is a sense of being witnessed, developing ways of 

training practitioners to not only see but to recognize and witness TGD people’s experiences and 

own self-definitions is essential. A starting place may be to focus on the ways that practitioners 

can demonstrate their recognition and witnessing through signals of safety to their clients. This is 

an area of practice that must be explored further with TGD young people to develop training 

approaches and specific practice recommendations for practitioners. Further, systems of care 

need to be restructured to offer opportunities of recognition and witnessing. This focus of 

systems-level change is one where continued work and thinking needs to occur. Future research 

working with TGD young people, TGD communities more broadly, service providers can 

explore how to envision changes to the current health systems that can address the barriers TGD 

young people are currently facing.  
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One pathway towards this may be to structure access to care in ways that expect diverse 

experiences instead of placing intersectional experiences as the exception, creating pathways into 

care that do not rely on single categories of experience for eligibility or singular definitions of 

trauma and mental health needs. Systems of care must shift to bring to the centre the experiences 

that have been pushed to the periphery by society.  

Witnessing as Methodology  

Looking to the knowledge of Indigenous communities and scholars, witnessing can be 

seen as a deeply important relational responsibility. As Hunt (2018) describes, speaking of 

witnessing as methodology in Indigenous cultural contexts, “witnessing is about the persistent 

reintegration of voices of people who have been pushed to the periphery in processes of 

knowledge creation. It is about making visible and audible those members of our communities 

who are being silenced, forgotten, erased, and spoken over” (p. 293). Here, Hunt (2018) offers 

that witnessing is not only about witnessing the speaker’s story but can offer a methodological 

approach to that is not just “simply hearing, seeing, or being told something. Witnessing here is 

taking up a specific role in maintaining the integrity of Indigenous knowledge and community. It 

entails not just an obligation to recall but to act” (p. 292). This approach to witnessing calls the 

witness to not only hold and uplift the stories that are witnessed but to take action to address the 

ways in which the witnessed story is being made invisible or silenced. Practitioners may look to 

this approach to as a means to understand the importance of witnessing their clients’ experiences. 

This may be of particular importance for non-Indigenous practitioners to consider their role in 

the act of witnessing silenced stories. As Hunt (2018) suggests, self-reflection is vital to fulfilling 

responsibilities as a witness. Changes require that practitioners engage in deep reflection, 
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thinking through the way in which practitioners and services currently approach care may not be 

seeing, understanding, recognizing, and responding to TGD young people’s lived experiences.  

These three theories of witnessing can overlap in the context of TGD young people’s 

experiences of mental health and trauma services to offer a framework for understanding what is 

missing from this care right now. When being witnessed is not only crucial to a sense of being 

seen in one’s gender but also fundamental to trauma work, when the mental health care system is 

not able to witness TGD young people and their experience, there is a fundamental flaw. The 

mental health care system is failing to witness TGD young people in their experience and their 

traumas, it is not witnessing them in their gender experience, and by not witnessing them it is 

failing relational responsibilities crucial to the therapeutic work and the work of maintaining the 

integrity of TGD peoples’ knowledge, experience, and community.  

Considerations for Practice and Future Directions  

One of the primary goals of this project when I started this work was to be able to provide 

practical recommendations to practitioners working with young TGD people. Throughout all of 

this work, and shared throughout the participants’ stories, the most prevalent and pressing 

recommendation is for practitioners to recognize and witness the humanity and complexity of 

young TGD people demonstrated through the actions and responsiveness of the practitioners. 

While this seems frustratingly obvious to name as the key finding from this project, what rings 

true is that this is resoundingly missing from current experiences of TGD young people 

searching for and experiencing trauma-related mental health care. While one of the primary goals 

was to provide practical recommendations to practitioners, there is not a clear answer on how to 

train practitioners to be able to witness and demonstrate recognition to their young TGD clients. 

This is an area that needs specific attention in future research, working with young TGD people 
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to define research approaches and questions and shift the focus on how teaching witnessing can 

happen. Drawing on community knowledge and existing community-driven peer supports (e.g. 

Native Youth Sexual Health Network, 2021), training for professionals can complement the 

mirroring (Devor, 2004) work that is being done in peer community contexts. A future direction 

for this work can be understanding how we can teach recognition and witnessing of TGD 

experiences to current and aspiring practitioners. This is a step further than developing models 

that speak to trans competency, but a move towards developing practitioners’ intersectional 

literacy to be able to respond to diverse experiences in ways that demonstrate recognition and 

foster a sense of being understood and seen across a range of experiences, not tied to specific 

identities or cultural competencies. Intersectional trauma support needs to acknowledge how 

current approaches to trauma-related mental health care are leaving a gap in appropriate 

responses and not acknowledging the diversity of experiences that may enter a therapeutic 

environment. A critical future direction for this work is exploring how these skills can be taught 

and what methods of training and education can truly teach and train practitioners to adequately 

and appropriate respond to the needs of their young TGD clients seeking support for trauma. 

This project started from community experience, working with and hearing from TGD 

young people who were struggling to find mental health care that felt useful, safe, and accessible. 

As Hunt (2018) offers, “as witnesses, our role is not to take up the voice or story we have 

witnessed, not to change the story, but to ensure the truths of the acts can be comprehended, 

honored and validated” (Hunt, 2018, p. 292.) At the end of the project, what I realize is that this 

project serves as witness for the experiences of TGD young people and their mental health 

journeys. Looking at the work I completed in collaboration with the community advisors and 

community partners, I see that this can be considered an act of witnessing, an attempt to ensure 
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that the truths of the participants experiences can be comprehended, and a call to mental health 

practitioners to act with this knowledge. It is my hope that by representing the stories and 

perspectives of the individuals that participated in this project and for others with similar 

experiences to read and see these stories that the work of witnessing can be offered as a means 

for this work, while difficult, to also add to healing and recovery, and resilience for TGD people 

and communities. TGD young people know these things already, their stories and experiences 

are being mirrored (Devor, 2004) within TGD communities. This information needs to reach the 

services and practitioners who are not seeing these issues. The experience of TGD young people 

need to be witnessed by the systems and the practitioners with whom they interact. When safety 

means being seen, then systems of care need to shift to be able to see and respond to TGD 

experiences. In all of this, a remarkable thing to witness is that TGD young people keep pushing 

for the care they know they deserve.  
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Appendix A: Trauma-Informed Research Approach 
 
Adapted from: Campbell, R., Goodman-Williams, R., & Javorka, M. (2019). A trauma-informed approach to sexual violence research 

ethics and open science. Journal of Interpersonal Violence, 34(23–24), 4765–4793. https://doi.org/10.1177/0886260519871530 
 
Trauma-Informed Principle Brief Description Application in Current Project  
1. Recognize the impact of 
violence and victimization 
on development and 
coping strategies 

Be aware that interpersonal 
violence and child abuse 
have ongoing negative 
impacts 
 
Trauma affects many aspects 
of a person’s identity, 
relationships, worldview, 
and coping behaviors 

Overall: Researchers in this project bring an understanding that 
trauma can impact many aspects of an individual’s life and 
impacts individuals in different ways. People develop a wide range 
of coping strategies to support themselves and this can show up in 
behaviours, communication, priorities, etc.  
Recruitment: Recruitment strategies will focus on respecting that 
potential participants may have a range of experiences and 
perspectives regarding research.  
Data Collection: Data collection processes will bring an 
understanding to how people engage, and answer questions may 
vary, including how they understand the questions or what their 
priorities are in talking about their own experiences.  
Researchers will be prepared to hear a wide variety of experiences 
and continued impacts of traumatic events.  
Researchers will be prepared to listen to and respect what 
participants are sharing as their own experience and not assume 
that because the researcher may not understand the situation as 
challenging or confusing, it may feel differently for the participant.  
Dissemination: Sharing findings from the study will ensure that 
participants behaviours, attitudes, and perspectives are not 
pathologized in the results. The goal of this study is to provide 
insight into trans and gender-diverse people’s experiences with 
mental health care services in order to improve services for these 
communities. Dissemination of findings will avoid 
sensationalizing participants experiences with trauma and instead 

https://doi.org/10.1177/0886260519871530
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centre dignity and respect for participants throughout the process 
and in the dissemination of the findings.  

2. Identify recovery from 
trauma as a primary goal 

Provide trauma-specific 
resources to aide in 
survivors’ recovery 

Overall: A list of community resources will be provided to 
participants to support with connection to supportive, trauma-
specific and relevant community supports. Mental health support 
will be available during and after the research activities for 
participants.  

3. Employ an empowerment 
model 

Give participants choice and 
control over their actions 
As a researcher, engage in 
a partnership with the 
participant in which each 
person’s knowledge is 
valued 

Overall: Participants choice and control will be prioritized 
throughout the project 
Recruitment: Recruitment materials will use transparent language 
that is clear about what the project is about and what participants 
will be asked to do so that participants can make an informed 
choice about joining the project.  
Data Collection: Participants will be informed that they can 
choose to skip any questions they would like and that they may 
withdraw at any time. Participants will be informed that what they 
share is up to them and they can decide what they feel comfortable 
sharing.  
Dissemination: Participants will be asked for their input on who 
findings are shared with and how. 

4. Frame the researcher– 
participant relationship as 
a relational collaboration 

Recognize and aim to 
reduce power imbalances 
in the researcher participant 
relationship 

Overall: Participants choice and control will be prioritized 
throughout the project. Researchers will take a collaborative 
approach to the study employing community-based research 
principles that centre community knowledge and experience.  
Recruitment: Recruitment information will inform participants that 
they participation is completely voluntary and that they can opt out 
at any time with no loss of compensation.  
Recruitment information will include information about the 
community-based research approach.  
Data Collection: Interview and consultations will be framed as a 
collaborative process. Participants can add additional information 
or choose to not answer questions. Participants can offer different 
ideas for topics related to the research project that they want to 
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share. Participants will have the option to review their own 
transcripts for accuracy and to ensure that the information they 
shared is information they would like included in the study.  
Dissemination: Participants will be asked for their input on who 
findings are shared with and how. 

5. Create an atmosphere 
that is respectful of 
individuals’ need for 
safety, respect, and 
acceptance 

Strive for comfort, privacy, 
and psychological and 
physical safety in the 
research space 
 
Protect participant 
confidentiality and provide 
clear information about 
roles and expectations 

Overall: Researchers will strive to create a research environment 
that is comfortable, private, and safe for participants. This includes 
giving participants the information they need to feel safe 
participating in the project.   
Recruitment: Recruitment information will be an invitation and 
strive to present all the needed information for participants to feel 
comfortable reaching out if they have further questions or do not 
understand something about the project.  
Data Collection: Interview and consultations will centre 
participants’ comfort and safety as a priority. Researchers will 
spend time introducing themselves and the project before starting 
the interviews or consultations. Expectations will be reviewed at 
the beginning of the research activities, including consent 
processes. Participants will be provided with food and beverages 
and accommodations for different needs to make the interviews or 
consultation process feel accessible and safe for them.  
Analysis: Analysis of the data will respect the humanity and 
dignity of all participants.  
Dissemination: No identifying information or information that 
participants indicated they did not want shared will be included in 
the dissemination of the findings. Dissemination will prioritize 
knowledge translation methods that benefit the participants and 
trans and gender-diverse communities more broadly. All findings 
will be presented in a way that respects the dignity and humanity 
of all research participants.  

6. Emphasize individuals’ 
strengths, highlighting 
adaptations over 

Validate individuals’ 
resilience, recognizing 
that trauma symptoms 

Overall: This project focuses on participants sharing their 
knowledge and experiences about mental health services. The 
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symptoms and resilience 
over pathology 

may come from survivors’ 
efforts to cope with the 
trauma 

researcher will prioritize valuing participants strengths and 
respecting the knowledge that they share with the project.   
Recruitment: Recruitment will focus on inviting participants who 
have experience with mental health services and does not focus on 
a diagnosis criteria for inclusion.  
Data Collection: Interview and consultations will ask questions 
about experiences, including participants adaptions when services 
did not meet their needs. Questions will also ask about participants 
experiences of safety and joy more generally to offer time to talk 
about resilience and strength.  
Analysis: Analysis of the data will focus on valuing participants 
strengths and respecting the knowledge that they share with the 
project. Analysis will be reflexive and challenge understandings of 
the data that pathologize or are disrespectful to the participants.  
Dissemination: Dissemination will prioritize knowledge 
translation methods that benefit the participants and trans and 
gender-diverse communities more broadly. All findings will be 
presented in a way that respects the dignity and humanity of all 
research participants. This includes highlighting the strengths that 
participants share.  

7. Minimize the possibilities 
of re-traumatization 

Recognize ways in which 
the research may be 
retraumatizing 
Avoid intrusive or 
insensitive research 
procedures that could 
trigger trauma-related 
symptoms 

Overall: The project does not ask participants to share information 
about what led them to seek mental health supports.  
Data collection: Researchers will not ask specific questions about 
traumatic events that led to participants seeking mental health 
support. If participants share experiences with mental health 
supports that were traumatic to participants, researchers will ask 
participants what they feel comfortable sharing and inform 
participants that they do not need to share any information that 
feels too upsetting or difficult to talk about.  
Participants will be given all questions before they engage in the 
research activities so they can decide beforehand what they would 
like to share and review the questions to see if there are any they 
do not want to the researcher to ask.  
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8. Strive to be culturally 
competent and to 
understand individuals in 
the context of their life 
experiences and cultural 
backgrounds 

Develop the knowledge 
and skills needed to 
understand participants’ 
cultural contexts 
Consider how participants’ 
identities and backgrounds 
intersect with their 
trauma 
Recognize that different 
cultures have different 
ways of conceptualizing 
and healing from trauma 

Overall: This project takes an intersectional perspective to this 
topic area, emphasizing that trans and gender-diverse communities 
are not homogenous and that diverse aspects of identity can and 
will impact experiences of mental health care. Understanding that 
participants will be coming from diverse cultural backgrounds will 
be a priority for the researchers. Project materials including 
recruitment materials will include land acknowledgements to 
acknowledge the ancestral Indigenous territories on which the 
research activities are possible. Specific attention will be paid to 
ensure that research processes are made to feel relevant and 
inclusive of Indigenous individuals. 
Data collection:  
Participants will be asked about what accommodations or supports 
will be helpful to them to facilitate their participation in the 
project. This will include informing participants (from group 1) 
that they can bring a support person with them to interview.  
Diverse perspectives about trauma and healing from trauma will 
be respected, including asking participants about their own 
experiences with safety and what feels helpful to them.  
Participants will be provided with a list of community resources, 
including a variety of resources that may be culturally-relevant. 
Analysis:  
Data analysis will take an intersectional lens, taking into account 
structural and systemic factors that impact mental health care 
experience. Analysis will take into consideration different ways of 
knowing that participants bring to the project.  
Dissemination: Dissemination will prioritize knowledge 
translation methods that benefit the participants and trans and 
gender-diverse communities more broadly. All findings will be 
presented in a way that respects the dignity and humanity of all 
research participants. Participants will have input into how 
findings are shared and with what audiences. 

9. Solicit participant input Consider ways that Overall:  
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on the research process 
and involve participants 
in various stages of 
research 

participants can be 
involved in the research 
process, such as using 
participatory research 
methods or forming 
research advisory 
boards 

This project uses community-based research principles and 
prioritizes participants’ input in the research process. This project 
will also engage with a community advisory committee comprised 
of trans and gender-diverse community members with experience 
accessing/attending mental health services and/or working in 
mental health care. This community advisory committee will 
provide feedback and recommendations throughout the process.  
Participants will be asked for their input about how findings will 
be shared and with who as well as future directions for research.  
Participants will be asked how their experience was answering the 
questions in the interview or the consultation to provide immediate 
feedback and input to the researcher as well as reflect on their own 
experience.  

Adapted from Campbell et al. (2019) pp. 4769-4770.  
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Appendix B: Research Ethics Board Protocol 
 
 

 

 
  


