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Abstract 

International literature has demonstrated that trans and gender diverse (trans) young people have 

poorer mental health outcomes compared to their peers, but there has been little prior exploration of 

this issue in Australia. There has also been limited research into the experiences of trans young 

people accessing medical and mental health services. This thesis examines three interrelated topics: 

the mental health status of trans young people in Australia, the extent and perceptions of support 

currently available for trans young people within medical and mental health services, and potential 

alternative or complementary approaches to mental health care to traditional clinical options. 

 

Using data from a large cross-sectional study (N=859), current rates of mental health difficulties in 

trans young Australians aged 14-25 are reported. These higher rates are explored by using 

regression models to assess associations between negative life events and mental health outcomes. 

Barriers to medical and mental health services are discussed in detail, with quantitative analyses 

enhanced through rich qualitative descriptions of experiences. Recommendations for inclusive 

practice within medical services are reviewed in detail, with an emphasis on general practice as a 

common entry point into the healthcare system. Alternate approaches to improving the mental health 

of trans young people are explored in two studies on the use of digital interventions and peer support 

groups. 

 

The concluding sections within this thesis explore areas of healthcare delivery that could be modified 

to better address the mental health needs of trans young people. A key finding is that further training 

is needed for service providers working with trans young people to raise awareness of the high rates 

of mental health issues and to improve access to medical and mental health support.  
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Language, positioning and theoretical context of the thesis 

It is necessary in beginning this thesis to define the justification for use of language in the thesis, the 

positioning of myself as a research in this context, and the theoretical context behind the research 

presented in this thesis. My research perspective is one of a gender-affirming view, where I believe 

that all people have a right to define their own gender and have a right to equitable access and 

provision of healthcare. 

 

As a cisgender woman, I recognise that I can never truly understand how trans young people feel, 

and that I have cisgender privilege that cannot be ignored. I have learned an immense amount 

throughout my postgraduate degrees from trans people and their families about the experiences of 

being trans, and through reading academic and non-academic literature, but the more I learn the 

more I realise there is still so much that I do not know, and can never know, due to not having the 

lived experience of being trans.  

 

I have strong relationships with the clinical team at the Gender Diversity Service at Perth Children’s 

Hospital, providing me insight into what is involved in the day-to-day clinical work in supporting trans 

young people. I also have had conversations with US clinicians and spent a day shadowing Diane 

Ehrensaft at the University of California San Francisco paediatric gender clinic, witnessing firsthand 

(albeit briefly) how the models of care in the United States and Australia differ. These experiences 

have provided me with an understanding of the difficulties experienced by trans young people and 

their families trying to access gender-affirming care.  

 

Throughout all of my research I have approached data collection and analysis with an open mind, 

recognising my positioning as a cisgender researcher and always reflecting on this consciously in 

analysing and reporting research data. The Trans Pathways research team included a trans 

researcher and a clinician who specialises in working with trans young people, bringing insight to the 
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research discussions in planning and designing the research presented in this thesis. Further to this, 

I have engaged in advocacy work for WPATH and AusPATH, and been involved in many activities 

working to improve the mental health of trans young people beyond my research throughout my 

PhD.  

 

Terminology used to describe people whose gender identity does not align with the sex assigned at 

birth is constantly shifting and evolving. Within this thesis I use “trans and gender diverse” (TGD) 

and “trans” to be inclusive of all individuals whose gender identity does not align with the sex 

assigned to them, or gender presumed for them, at birth. I recognise that the language used in any 

context carries meaning and weight that has the potential to offend and exclude. Indeed, the 

language used within this thesis may soon be outdated as language evolves. I hope that the use of 

language within this thesis does not offend or deter anyone from reading this thesis. I would like the 

reader to know that this language has been chosen based on the feedback received from trans 

young people and parents of trans young people prior to the launch of the Trans Pathways survey. 

There were over 30 unique terms that young people used to describe their gender in Trans 

Pathways, which is reflective of the diversity of language used. This also highlights why any 

overarching term used to encompass such a diverse range of gender identities is going to be 

problematic for at least some people.  

 

The research I do is always guided by consultation with community, and one of the prime questions 

within any community consultation “what language should be used for that specific study?” As 

language is constantly evolving, especially with young people, I believe the most appropriate method 

for deciding on terminology to use is to ask the people who are being described by that language. 

The Trans Pathways survey launched and was advertised using “trans* and gender diverse” using 

an asterisk after “trans”. Despite the use of the asterisk being in line with the desires noted during 

our community consultation, the feedback the Trans Pathways research team has received since 

launching the survey – including within the survey responses – has encouraged us to exclude the 
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asterisk from any reporting of Trans Pathways results. There has been no such negative feedback 

on the overall term of “trans and gender diverse” or “trans” – in fact, in the years since the launch of 

the Trans Pathways report, both “trans and gender diverse” and “trans” have become mainstream 

and commonly within Australian research and practice, with more recent usage evolving to use 

“trans” instead of “trans and gender diverse”. Accordingly, the more recent publications included in 

this thesis use “trans” instead of “trans and gender diverse; TGD”. In addition, as my awareness has 

been drawn to use “gender differs from that presumed at birth” rather than “gender different to sex 

assigned at birth” I have endeavoured to tailor my language in this manner, to not offend or be 

cisgenderist within the write-up of my research.  

 

As I continue with my career, I will endeavour to ensure that the language I use to describe any 

population is respectful of, and inclusive to, the individuals I am conducting research with, and 

recognise that this language is constantly evolving. No researcher in this field will ever be using 

language that will still be relevant as time passes; what is necessary is to recognise the evolving 

nature of language preferences and understandings of identities, and adapt research questions, 

practices and discussions accordingly.  
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Chapter 1: Introduction 

Trans individuals have a gender that differs from that which was presumed for them at birth (as 

marked on their original birth certificate). There are many variations of appropriate terminology used 

to describe individuals whose gender identity differs from sex assigned at birth that varies within 

different cultural contexts, including trans, transgender, gender minority, gender diverse and other 

terms. These terms are continuously changing and evolving over time, for example, the Australian 

Professional Association for Trans Health (AusPATH) has recently adopted “trans, including gender 

diverse and non-binary (TGDNB)”. Within this thesis both “trans” and “trans and gender diverse 

(TGD)” have been used in an inclusive manner to describe all such diverse gender identities that 

differ from an individual’s assigned sex (presumed gender) at birth.  

 

It is difficult to accurately determine the percentage of the general population that is trans in part 

because of such fluctuating terminology and data collection procedures not being inclusive or up to 

date with accepted terminology. In addition, Australia currently does not routinely collect information 

on trans status from the general population, and therefore it is unknown and difficult to determine 

exactly how many individuals in Australia are trans. International estimates from the United States 

indicate that approximately 2.7% of high school aged young people are transgender or gender 

nonconforming,
1
 and a recent survey with Australian high school students found that 2.3% of 

adolescents are trans or gender diverse.
2
 These are the most reliable current estimates that exist, 

are likely underestimates, and demonstrate that the population of trans young people is larger than 

previous estimates of the overall trans population.
3
 

 

The mental health of trans young people: an overview  

Internationally, especially in the United States, there has been significantly more research conducted 

on the mental health of trans young people than has occurred in Australia. Overall, these findings 

consistently report that trans young people experience poorer mental health than their cisgender 
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peers – that is, both peers who are non-heterosexual and those are heterosexual.
1,4-6

 For example, 

trans young people have two to three times the risk of experiencing anxiety and depression relative 

to their cisgender peers.
7
 A US study found that, compared to matched cisgender controls, trans 

adults are at almost three times the risk of having a probable anxiety disorder (based on an anxiety 

screener), with trans males more likely than trans females to score within this range.
6
 Within the 

same study population, low self-esteem and interpersonal functioning were predictors of anxiety 

symptomatology, and participants who were currently taking gender-affirming hormones had lower 

levels of anxiety.
6
 In a sample of adults in the US (mean age of 26 years), trans individuals had a 

higher prevalence of anxiety symptoms within clinical cut-off ranges – 38% compared to 30% in 

cisgender females and 14% in cisgender males.
8
 Similar patterns of elevated rates of depression 

have been reported in trans young people: a US survey found that depressive symptoms are 

common in trans people, with 50.6% of the sample scoring in the moderate to severe range.
9
 Another 

study reported that 52% of trans young people scored in clinically significant ranges based on a 

depression screening tool compared to 27% of cisgender females and 25% of cisgender males.
8
 

There is no information on the rates of these mental health difficulties within a large sample of trans 

young Australians.  

 

In the general population, mental health difficulties commonly emerge during adolescence.
10-12

 For 

trans young people, adolescence can be a particularly turbulent time, in part because schools and 

other social environments are not always inclusive and/or supportive (e.g. being restricted from using 

the bathroom that best corresponds to their gender identity). Conflict can emerge with others 

regarding acceptance, acknowledgement and understanding of their gender identity.
13,14

 For some, 

adolescence is a time when many young people are discovering and coming to terms with their true 

(experienced) gender, often around the onset of puberty. This potentially means that for trans young 

people who are already at risk of additional psychosocial stressors in adolescence and young 

adulthood, this period may be associated with higher rates of mental health concerns compared to 

the general population.  



CHAPTER 1: INTRODUCTION 
 
 

 

27 

Little is known about the mental health status of trans young people in Australia. There have been 

some investigations on the mental health of trans adults in Australia.
15-18

 Much of the existing 

research with trans young people in Australia has been focused on broader LGBTIQA+ 

populations,
5,19

 with a subset of findings reported on the trans participants, often limited by small 

samples of individuals identifying as trans. The From Blues to Rainbows report was published in 

2014
20

 and was the first national survey conducted with trans young people in Australia that provided 

limited, albeit valuable, information on the mental health of this population. The survey contained 

minimal questions on mental health and suicidality, but reported that 47% had been diagnosed with 

depression and 45% with anxiety.
20

 The study focused more on the positive aspects of being trans, 

including protective factors and activities that young people engaged in. In addition, importantly the 

authors reported that 66% of trans young people had seen a mental health professional within the 

preceding year.
20

   

 

Suicidality 

In addition to the increased rates of mental health difficulties described above, trans young people 

also report higher rates of suicidal thoughts and behaviours compared to their LGB and cisgender 

peers.
7,20-23

 For example, rates of suicide attempts in Canada and the UK are high, where 37.8% 

and 45% respectively of trans young people report ever having attempted to end their life by 

suicide.
4,24

 When matched with cisgender controls in a retrospective chart review, trans young people 

were more likely to have experienced suicidal thoughts (31% compared to 11%) and suicide attempts 

(17.2% compared to 6.1%).
7
 From Blues to Rainbows reported that 38% of participants (n=188) had 

suicidal thoughts, but did not ask all participants about suicide attempts.
20

 Little is known about 

whether the rates reported in international contexts are similar for trans young people in Australia, 

and comparable rates cannot necessarily be assumed because of differing political, cultural and 

medical contexts. 
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The co-occurrence of gender diversity and autism  

Following a series of preliminary case reports, there has been  growing recent research into the 

perceived co-occurrence of gender diversity and autism.
25-27

 Individuals on the autism spectrum are 

increasingly being seen within gender-specific clinical settings. A 2010 study from the Netherlands 

found autism to be prevalent in 7.8% of the patients attending a paediatric gender clinic – a rate 

approximately ten times higher than the reported rate of autism in the general population at the time 

(0.6-1%).
28

 The estimates were even higher in a survey from a paediatric gender clinic in the UK, 

where approximately 35% of young people presenting to the service displayed moderate to severe 

traits of autism. A recent Australian study which found that 22.1% of clients attending a paediatric 

gender clinic scored within the ‘severe’ range of an autism screening measure.
29,30

   

 

Much of the research that has been conducted into this overlap has been within clinical contexts as 

opposed to wider community-based research. There is little existing research on the mental health 

experiences of trans young people who also have autism or high levels of autism traits. Young people 

with autism in the general population already experience substantial barriers to medical and mental 

health care, and these are likely to be further amplified amongst individuals who are also trans.
31

 

Thus, further investigation is needed into the specific experiences of young people who are trans 

and have autism. 

 

Contributing factors to poor mental health in trans young people 

The reasons behind elevated rates of mental health issues and suicidality in trans young people are 

complex and also usually multifactorial. Trans young people are more likely to experience 

harassment, bullying and discrimination than the general population, and more commonly face 

negative reactions to their gender identity from others around them.
32,33

 Previous research has also 

demonstrated that the more “non-conforming” a young person’s gender is, the more likely they are 

to be bullied.
34

 An Australian study found that 21% of trans young people have been physically 
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abused specifically in relation to their gender identity.
20

 In terms of patterns of abuse, much of the 

previous research has been conducted in trans adult populations. In a study population of trans 

adults in the US, 78% of participants recalled harassment and 35% recalled physical assault during 

school years.
35

 Almost three in four trans adults have ever experienced an incidence of violence 

perpetrated by an intimate partner – 32% sexual violence, 71% psychological, 42% physical, and 

29% assault and injury – throughout their life.
36

  

 

There is limited research on the mental health outcomes of trans people exposed to abuse and/or 

violence (in any age group). The increased risk of experiencing trauma and abuse amongst trans 

people compared to their cisgender peers increases the risk of post-traumatic stress disorder, 

suicidality and high-risk behaviours.
37,38

 For trans adults, those who have experienced physical 

and/or sexual violence were more likely to attempt suicide in comparison to trans adults who had not 

experienced such violence.
39

 In addition, recall of victimization or trauma experienced in 

adolescence, and into early adulthood, has been associated with later major depression and 

suicidality.
40

  

 

Minority stress theory  

Many scholars have posited that the elevated rates of poor mental health experienced by trans young 

people, and LGBTIQA+ young people more broadly, can be explained by Meyer’s minority stress 

theory.
41

 Recent adaptations of the theory have been applied specifically to trans populations.
21,42,43

 

Minority stress theory was initially developed to explain distress in gay, presumably cisgender, 

men.
41,44

 The theory is based on three pillars: 1) internalised homophobia/transphobia; 2) perceived 

stigma; and 3) identity-based discrimination and violence. Negative events experienced by the 

individual are internalised, and result in the expectation that future rejection will occur.
44

 Stigma is 

an important facet to consider in discussions of minority stress, as both perceived and felt stigma 

can impact a trans young person’s wellbeing. Overall, minority stress theory proposes that because 
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of the expectation of rejection, the individual is constantly at a heightened state which is internalised 

and impacts an individual’s mental health and ability to cope with additional negative events.  

 

Parental support 

Trans young people who are supported by their parents generally experience better mental health 

than those who do not feel supported.
45

 Apart from the repercussions on mental health and wellbeing 

for trans young people who are not supported by the parents, this cohort also experience barriers to 

gender-affirming care. Young people under the age of 18 usually still require parental or guardian 

consent for any medical intervention in Australia. This is especially pertinent considering that puberty 

blockers ideally are initiated within the early stages of puberty;
46

 puberty blocking hormones prevent 

the development of bodily characteristics that are difficult or impossible to alter later in life (e.g. broad 

shoulders, hips widening). Many trans young people may also begin gender-affirming hormones 

(e.g. testosterone, oestrogen) before the age of 18; this too requires parental consent, except in 

exceptional circumstances. Cost is another issue for young people who are not supported by their 

parents, or who are of low socioeconomic status. The financial costs associated with gender-

affirming care may be prohibitively expensive for those who cannot access or are not eligible for 

publicly funded services and cannot afford to pay for private services.  

 

Options for care and major barriers to access for trans young people 

Standards of care 

Internationally recognised standards of care – both those specific to young people and others 

targeting all ages – have been developed and ideally would be universally used clinically to guide 

service providers in supporting trans people. These guidelines include two key documents; the World 

Professional Association of Transgender Health Standards of Care for the Health of Transsexual, 

Transgender, and Gender-Nonconforming People, Version 747 and the Australian standards of care 

and treatment guidelines for transgender and gender diverse children and adolescents.46 A new 

iteration of the WPATH Standards of Care is currently in development, due to be released in the 
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near future. There are other more specific standards of care guidelines that have been developed 

for hormonal management
48

 and for trans individuals who are on the autism spectrum.
49

  

 

Gender affirmative model  

The gender affirmative model in clinical practice means applying a practice (e.g. medical or 

therapeutic) that affirms the young person’s gender identity. This thesis is written in accordance with 

currently accepted best practice which is a gender affirmative model of care.
46,47,50,51

 This approach 

varies according to the individual’s age and desires for gender-affirming medical intervention. For 

example, pre-pubertal children can be supported in affirming their gender through changing their 

name, pronouns, hairstyle, and manner of dress if desired. Clinical support is not always necessary 

for trans children, and gender-affirming medical intervention is not commenced prior to the start of 

puberty. However, if the child is distressed, or if family therapy may help family members accept and 

celebrate their child’s identity, clinical support should be considered. For young people who are going 

through puberty, hormones that pause puberty may be desired for the purpose of preventing the 

development of secondary sex characteristics (e.g. facial hair, widening hips) because these 

characteristics are difficult, expensive and sometimes impossible to change once developed. From 

approximately age 16 (in Australia), gender-affirming hormones (e.g. oestrogen and testosterone) 

can be prescribed to develop desired bodily characteristics. Gender-affirming hormones in trans 

young people increase measures of wellbeing, decrease psychopathology and decrease 

suicidality.
52,53

 Gender-affirming care is also an approach taken in mental health and social work 

contexts
51,54-56

 with trans populations through affirming the person’s gender identity and 

acknowledging aspects of the social context in which the trans person lives that may have an impact 

on their wellbeing, e.g. potential exposure to discrimination.  

 

In the context of care for trans young people, there has been a history of the pathologisation of 

gender, whereby having a gender identity that differs from the individual’s sex assigned at birth has 

been classified as a mental disorder.
57

 Although diagnostic manuals ideally would not contain 
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diagnoses that pathologise gender diversity, sometimes having a diagnosis is necessary to obtain 

access to gender-affirming medical intervention.
57

 Some services are moving towards an informed 

consent model rather than a gatekeeping approach, and Australian guidelines for such an approach 

have been developed for initiating hormonal interventions.
58

  

 

Service pathways in the Australian context 

The medical service pathways for trans young people vary worldwide. In Australia, access to 

specialised gender clinics, endocrinologists and surgeons is usually facilitated through a referral from 

a GP. Specialised paediatric and adult gender clinics exist in some Australian capital cities, but not 

all. These clinics are overwhelmed by increasing referral numbers, and generally do not have 

capacity to offer ongoing psychological support to their clients. To obtain mental health support, a 

young person can access a GP for a mental health care plan in order to have a limited number of 

sessions at a subsidised cost. If a young person is able to initiate a mental health care plan, they 

then need to locate a mental health provider who is skilled in trans mental health – a process which 

can be burdensome. If a trans young person also wants to begin gender-affirming medical 

intervention – hormones and/or surgery/ies – there are additional hurdles, including the cost of such 

services (depending if the individual is able to access a publicly funded gender clinic, or is accessing 

private clinicians) and the limited availability of trans-friendly service providers.  

 

Accessing mental health services  

Considering the high rates of mental health issues that have been reported in trans young people, it 

is necessary to consider their experiences of accessing mental health services. The survey From 

Blues to Rainbows showed that Australian trans young people who had a negative experience with 

a mental health provider were likely to avoid future interactions with such services.
20

 This is also 

supported by other research.
59

 It has been reported by trans young people that providers within 

clinical mental health services often tend to either avoid or overly focus on gender, act as 

gatekeepers to gender-affirming medical interventions, and lack sufficient knowledge and 
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understanding of gender diversity.
60,61

 There is also a perception that service providers are frequently 

uninformed about the experiences and concerns of trans individuals.
62

  

 

Trans young people may experience barriers to accessing inclusive mental health care, regardless 

of whether the appointment or reason for seeking support is directly related to their gender identity 

or to gender-affirming medical interventions.
63

 Trans young people face long waiting periods to be 

assessed by service providers specialising in trans mental health care.
64

 Living in rural areas limits 

access to both mainstream mental health services, and is a particular barrier for access to that are 

tailored to trans young people
46

 (e.g. paediatric gender clinics tend to be situated in capital cities in 

Australia). Furthermore, trans young people may be reluctant to seek mental health support because 

of anticipated discrimination by service providers
46,65

 and the cost of services.
66

 These barriers to 

accessing mental health support are known to be detrimental to the wellbeing and resilience of trans 

young people.
67

 Currently there is limited research on the experiences of trans young people 

accessing mental health care in Australia. It is not known whether these experiences differ across 

clinical contexts, e.g. within inpatient services compared to the care received by private 

psychologists. Considering what is known about the high rates of poor mental health amongst trans 

young people, it is vital that the scope and quality of available care is investigated to inform clinical 

practice.  

 

Barriers to access of medical services  

There have been increasing numbers of trans young people seeking medical services in Australia 

and internationally.
68,69

 This trend is likely reflective of an increased demand for gender-affirming 

medical interventions such as hormones and/or surgery/ies. As a result, services need to be able to 

accommodate these expanding support needs. Historically trans young people have experienced 

barriers in accessing medical care that is inclusive of gender diversity,
70

 including clinicians that are 

insufficiently knowledgeable and/or supportive of gender-affirming medical interventions.  
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Findings from a study conducted in the Netherlands demonstrated that young people who began 

gender-affirming medical interventions as a child, adolescent or young adult exhibit levels of 

psychopathology similar to that of the general population.
71

 Research from the US has demonstrated 

that access to gender-affirming medical care improves mental health and decreases suicidality in 

trans young people.
52,72

 Recent reviews
73,74

 have found that puberty blocking hormones, gender-

affirming hormones and surgery/ies improve the mental health of trans children and adolescents. 

Studies with trans young people in the US report increased wellbeing, decreased psychopathology 

and decreased suicidality after gender-affirming hormones.
52,53

 Although this preliminary evidence 

suggests the importance of gender-affirming medical interventions to alleviate mental health 

concerns, further research is needed on how accessible such interventions are to trans young 

Australians, as well as longitudinal research to measure the changes in psychopathology and 

physical health outcomes over time.  

 

Aside from barriers to accessing gender-affirming interventions, trans populations have reported 

problems with other forms of medical care. In a Canadian study, 43.9% of trans people did not feel 

that their general health care needs were being met.
75

 A US study found that trans young people are 

less likely than their cisgender peers to attend routine health assessments and were more likely than 

cisgender peers to rate their overall health as poor.
1
 In Australia and New Zealand, trans people 

report uncertainty about accessing services because of a personally traumatic experience, or upon 

hearing about poor health care experiences from other trans individuals.
76

 This is also true of 

emergency care, where trans individuals may avoid seeking care even during a crisis because of 

anticipated discrimination and non-inclusive care.
77

 

 

Although there is growing research on trans young people accessing gender-affirming medical care, 

there has been a limited focus on engagement with primary care providers (general practitioners; 

GPs). This research gap persists even though GPs are often the first port of call for trans young 

people who are seeking gender-affirming medical intervention (e.g. to obtain a referral to a paediatric 
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gender clinic) and for young people seeking mental health support (e.g. for a mental health care plan 

and/or a referral to a psychologist or other mental health professional).  

 

Alternatives to traditional mental health services 

Alternatives to traditional mental health services 1: peer support 

In addition to examining the range of barriers to care experienced by trans young people, there is a 

demonstrated need for mental health interventions that are tailored to their specific needs. In 

populations of young people more generally, it is also known that individuals often turn to their peers 

for mental health support rather than seeking professional help.
78

 There is some preliminary research 

into the factors other than formal health services that improve the mental health of trans young 

people. One such element is connection with a trans-affirming community,
67

 and as such peers are 

also valuable as sources of information for trans young people (e.g. for locating trans-friendly health 

care providers).
20

 Within trans adult populations in the US, it has been demonstrated that peer 

support can act to mitigate psychological distress.
79

 Given these potential benefits, peer mentoring 

programs have been proposed for LGBT (lesbian, gay, bisexual and trans) and trans populations 

specifically. For trans young people, it has been proposed that peer mentoring may assist with 

navigating the path to gender-affirming intervention by providing information that is hard to access 

from other sources. This might include input from individuals who are older and have recently 

overcome the hurdles in obtaining gender-affirming medical interventions.
80

 Similarly, LGBT peer 

mentoring programs have been proposed as a way of establishing social connections and drawing 

on knowledge that older LGBT people have as they are already “out”.
81

 There is a need for further 

research into how peer mentoring programs could be formalised, including specific aspects of such 

programs that might be useful, and how peer mentoring programs could be used to improve the 

mental health of trans young people.  
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Alternatives to traditional mental health services 2: digital interventions 

Another avenue for obtaining support is through online and virtual means. Digital mental health 

interventions may provide a practical solution to address some of the shortcomings in mental health 

service availability.
82

 This is especially pertinent given that some literature has shown that many 

LGBT young people prefer to seek support through online platforms as opposed to face-to-face 

services.
13

 Digital mental health interventions could be an effective solution because of their low cost 

and convenient delivery. Trans young people may favour online options because of past experiences 

of stigma and a desire to avoid traditional mental health services.
32,83-85

 Recent research has 

explored the utility of gaming interventions to support mental health – that is, use of ‘serious games’ 

to promote health improvements and/or learning.
86

 Recent systematic reviews and a meta-analysis 

of ‘serious games’ in general populations (not trans-specific) of children and adults found that such 

platforms can help to alleviate psychopathology, but further research is required on whether the 

positive impact on mental health is long-lasting.
87,88

 Whether serious games, or digital interventions 

more broadly, have a wide appeal to trans young people has not been explored.   

 

Research gaps 

The majority of research in trans health, especially with young people, has been conducted outside 

of Australia, although in recent years there has been a growing number of studies within Australia. 

Prior Australian research has often drawn on LGBTIQA+ (lesbian, gay, bisexual, trans, intersex, 

question, asexual and other diverse genders and sexualities) samples of young people,
5,19

 and then 

analysed the subset of data specific to trans young people. The key problems with this approach are 

that not all trans people feel they fall under the LGBTIQA+ umbrella, so may be missed during study 

recruitment, and the research questions are not tailored to trans individuals, often focused on 

sexuality rather than gender.  

 

From the limited Australian research conducted to date it is apparent that trans adults experience 

poorer mental health outcomes than the general population in Australia.
15

 As previously mentioned, 
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there has been one national study involving trans young people (prior to this PhD research); From 

Blues to Rainbows.20 This survey, which recruited 198 participants, was primarily focused on 

protective factors used by trans young people to improve their mental health. Although the study was 

the first of its kind in Australia and provided valuable information on the experiences of trans young 

people, the sample size was relatively limited and there were no extensive questions on broader 

mental health concerns and experiences of medical and mental health services.  

 

As outlined above, there is minimal research on the mental health of trans young people in Australia. 

Given what is known from the international literature about mental health issues and the experiences 

of discrimination, bullying, and impact of other adverse events, there are strong justifications to 

further investigate the mental health of trans young people growing up in Australia. There is a need 

to investigate the rates of these negative and traumatic events in Australia, and the associations 

between such exposures and poor mental health, including suicidality. To improve the mental health 

and decrease suicidality in trans young people, it is clear that a holistic approach, taking into account 

the complex factors contributing to poor mental health, must be adopted. A greater degree of clarity 

is also required on barriers to medical and mental health services and the potential role of additional 

forms of mental health support that could complement formal services. 

 

Purpose of the PhD research  

To address some of the major gaps in the current literature on trans mental health and service 

accessibility, the particular areas that will form the focus of this PhD are as follows: the mental health 

status of trans Australian young people, specifically associations between poor mental health and 

negative life events; barriers to medical and mental health services faced by trans young people; 

and alternative supports could potentially be useful for alleviating psychological and social distress 

in this population. Two of the major objectives of this PhD are to clarify the context of mental health 

issues amongst trans young Australians by exploring influential risk and protective factors, and to 
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explore how and why trans young people seek medical and mental health support. Specific research 

questions investigated in this thesis are:  

1. What mental health issues do trans young Australians experience and how are negative life 

events associated with these mental health issues?  

2. What are the barriers to medical and mental services experienced by trans young people in 

Australia?  

3. What are possible alternative pathways of support that could be considered for trans young 

people?  

 

Thesis outline 

In this thesis the principal findings from three discrete projects with trans young people in Australia 

are presented. Chapter 2 is a brief methods chapter providing an overview of these three projects. 

Following Chapter 2, each chapter is an academic publication that has been published, accepted for 

publication, or is under review at the time of thesis submission aside from Chapter 10 which is a 

standalone chapter. There are eight manuscripts and one additional chapter included in this thesis. 

The preface to each of these chapters specifies the publication status of each of these manuscripts. 

The publications are included using the same structure, text and figures as they have been accepted 

for publication, or in the form that they are currently under review in a peer-reviewed journal, 

formatted to align with the thesis. To minimise repetition, references for all chapters are included in 

one consolidated list at the end of the thesis. The figure below illustrates how each of these chapters 

fit within the three main thematic areas of the thesis. 
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Figure 1: Thesis chapters by thematic topic areas 

 

Chapters 3 and 4 focus on the mental health difficulties experienced by trans young people in 

Australia, and the potential associations between negative experiences and adverse mental health 

outcomes. Chapter 5 discusses the mental health outcomes of trans young people who have an 

autism spectrum diagnosis. Chapter 6 discuss the barriers to medical services that trans young 

people experience, followed by two discussion chapters specific to GPs on misgendering structural 

stigma, and how the care of trans young people could be enhanced within general practice settings. 

Finally, Chapters 10 and 11 examines the feasibility of alternate pathways of support outside the 

Mental health of TGD 

young people in Australia 

Chapter 3: Negative life 
experiences and the mental 
health of trans and gender 

diverse young people

Chapter 4: Mental health 
issues and complex 

experiences of abuse in 
trans and gender diverse 

young people

Chapter 5: Mental health 
difficulties among trans and 

gender diverse young people 
with an autism spectrum 

disorder (ASD)

Support from medical and 

mental health services

Chapter 6: Perspectives of 
trans and gender diverse 
young people accessing 
primary care and gender-
affirming medical services

Chapter 7: Misgendering and 
experiences of stigma within 

health care settings for 
transgender individuals

Chapter 8: Supporting the 
health of trans patients in the 
context of Australian general 

practice

Chapter 9: Options and 
realities for trans and gender 

diverse young people 
receiving care in Australia’s 

mental health system

Alternatives and 

complements to 

traditional clinical support

Chapter 10: Peer mentoring 
as a tool for social support 

and connectedness for both 
trans young people and 
parents of trans young 

people 

Chapter 11: Trans and 
gender diverse young 

people's attitudes towards 
game-based digital mental 

health interventions: a 
qualitative investigation 



CHAPTER 1: INTRODUCTION 
 
 

 

40 

traditional health system available to trans young people. These chapters are then integrated in the 

final discussion to provide a picture of the mental health of trans young people and potential means 

to improve their mental health, both within and outside the healthcare system.   
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Chapter 2: Methods 

Data from three empirical projects is presented and discussed in this PhD thesis. The methods of 

each of these three projects are described in brief below. The manuscripts included in each chapter 

describe the methods and statistical methods for each chapter in further detail.  

 

Trans Pathways 

The first of the empirical projects was the Trans Pathways study which was an online questionnaire 

conducted with trans and gender diverse young people (aged 14-25) and parents of trans and gender 

diverse young people (aged 25 or younger) nationally across Australia. In 2016 I launched this 

survey for my Master of Public Health (MPH) dissertation at The University of Western Australia. 

The survey was larger than initially anticipated. Because of this I only conducted a preliminary 

analysis of the initial respondents my MPH dissertation, and began analyses on the full dataset for 

the Trans Pathways consumer report and this PhD thesis.  

 

The Trans Pathways research team consulted with trans young people and parents of trans young 

people to inform the questions included on the survey. The survey included items on mental health, 

drivers and protective factors of mental health, and experiences with accessing medical and mental 

health services. The mental health measures included in the young person version of the survey 

were: the Patient Health Questionnaire for Adolescents (PHQ-A) to measure symptoms of 

depression;
89,90

 the Autism Quotient 10-item (AQ-10) as a brief screener of traits of autism;
91

 the 

Generalised Anxiety Disorder (GAD-7) to measure symptoms of anxiety;
92

 the combined short form 

of the Social Interaction Anxiety Scale (SIAS) and Social Phobia Scale (SPS)
93

 to measure social 

anxiety and social phobia; and the Brief Fear of Negative Evaluation (BFNE) scale.
94,95

 Some of 

these psychometric measures are included in analyses in this thesis as specified in each chapter. 

Overall scores from these scales are included in the Trans Pathways report.
96

 The questionnaire 

also included items on psychiatric diagnoses (lifetime and current), self-harm and suicidality, 
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protective factors and drivers of poor mental health, and experiences with accessing medical and 

mental health services. The recruitment materials, participant information and consent forms, and 

full questionnaire for this project are included in Appendices A, B and C. Only data from the young 

person questionnaire of Trans Pathways are included in this thesis. The parent data from Trans 

Pathways participants will be published separately but is outside the scope of this thesis.           

 

For approximately the first year of my PhD I worked on producing, publishing and disseminating the 

Trans Pathways consumer report.
96

 Publishing the report prior to academic publications may have 

delayed the publication of the academic publications, however, along with the Trans Pathways 

research team, I felt it was imperative to have the overall findings released in a format that the 

general public could easily access and understand. The report has had a huge impact in Australia 

for trans young people and their families. This impact to date is summarised briefly in the Impact 

Statement at the conclusion of this thesis. The consumer report provides an overview of the results, 

using descriptive statistics and layperson summaries. This is included in Appendix D of this thesis, 

while the thesis itself contains the results of a more detailed analysis of the data collected. Five 

chapters in this PhD discuss the findings of Trans Pathways specific to young person participants 

(Chapters 3, 4, 5, 6 and 9) that have either been accepted or are currently under review with peer-

reviewed journals. 

 

Peer mentoring project 

The second empirical project was a series of peer mentoring programs with trans young people and 

parents of trans young people. These programs were co-designed with a local LGBTIQA+ 

community service. The aim of these projects was to understand factors involved in peer mentoring 

that enhance and encourage involvement and explore what participants view are the benefits of such 

programs. These projects were funded by two Mental Health Commission Suicide Prevention 

Grants. The first phase was a series of art workshops for trans young people aged 12-25. These 

were led by a local trans artist. The second phase was a trial of peer-to-peer mentoring with trans 
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young people and parents of trans young people that was facilitated by staff at the local LGBTIQA+ 

community service. The recruitment materials, participant information and consent forms, and 

interview guides for this project are included in Appendix E, F and G.  

 

SPARX-T intervention 

The third empirical project discussed in this thesis is the first phase of the SPARX-T project (the 

broader research project was outside of the scope of this thesis and not part of my PhD studies). 

The SPARX-T project involved the adaptation of a serious game (SPARX) to prevent depression in 

trans young people. It has previously been argued that online interventions may be especially 

appropriate for use with trans young people due to the barriers they face in accessing traditional 

mental health services.
82

 Results from Trans Pathways highlighted the utility of gaming for mental 

health.
96

 The first phase of SPARX-T involved analysing the attitudes of trans young people towards 

game-based digital mental health interventions to inform future digital mental health interventions 

and the SPARX-T intervention itself through a series of focus groups. Data from the first phase focus 

groups on the overall feasibility of digital mental health interventions, as well as aspects of such 

interventions necessary to be included are presented in Chapter 11. These findings are not only 

relevant for the SPARX-T adaptation, but also for any serious games or digital mental health 

programs for trans young people. The recruitment materials, participant information and consent 

forms, and focus group interview guide for this project are included in Appendix I, J and K. 

 

Qualitative methodologies used 

Processes of qualitative research outlined by Braun and Clarke
97-101

 were used as a guide for all 

qualitative analyses presented in this thesis. All qualitative data reported on in this thesis were 

approached in an inductive manner, meaning that the themes that are reported are directly from the 

data itself, rather than from a pre-existing set of themes.
102

 This inductive approach was taken to 

ensure that the lived experience of the research participants was able to be conveyed, rather than 
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beginning the research with an assumed framework that may not have been appropriate or accurate 

to the realities of trans young people in Australia. Another reason for the inductive approach was 

due to the limited research available in this field. The interpretation of the data was informed by 

Ansara’s cisgenderism theoretical framework,
103-105

 acknowledging that the healthcare system (as 

well as broader Australian society) is inherently cisgenderist, and these experiences impact on a 

trans young person’s identity and validation of self. The qualitative data from Trans Pathways and 

the SPARX-T intervention were analysed in a general inductive approach to thematic analysis with 

the resulting developed themes and subthemes presented. The analysis of the peer mentoring study 

evaluation data was slightly different in that the data were analysed using an inductive grounded 

theory approach to the thematic analysis. The resulting themes of this inductive grounded theory 

analysis have been used to create a framework for peer mentoring programs, and the main themes 

and subthemes that informed the framework are presented and discussed. There are limitations in 

the qualitative data collected in the Trans Pathways study due to the online, survey nature of the 

questionnaire, whereby the data collected is reliant on the amount of detail participants wished to 

share in their responses without prompting. In addition, member checking was not possible due to 

the anonymous nature of the questionnaire. For all qualitative analyses, the text was read and reread 

to immerse myself in the raw data. Initial codes were assigned using NVivo software,
106

 and then 

these codes were grouped into themes and subthemes. Where possible, these themes were verified 

with another researcher, and discussed with members of the research team to ensure rigour in the 

reporting of qualitative data.  

 

Methodological approaches to the research   

Minority stress theory
41

 has been applied in international contexts to explain the effects of 

psychological stressors on the mental health of LGBTIQA+ young people. This theory has since 

been adapted to trans populations.
21

 The research questions in this thesis are in accordance with 

this theory that states that trans young people are exposed to high rates of stressors that affect the 

individual’s mental health. The investigations in this thesis sought to answer what these stressors in 
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Australia are for trans young people, and to what extent these stressors are associated with adverse 

mental health outcomes. Because of the exploratory nature of these research questions, I 

approached the research and the analysis of data in all chapters including qualitative data with a 

realist perspective. This was done to ensure that the conclusions presented are drawn directly from 

the experiences of the participants, rather than imposing a non-realist theoretical lens on the data 

collection or data analysis. For this reason, quotes are included where qualitative data is presented 

to ensure that the themes presented are represented by the voices of participants.  

 

Historically, trans people have been excluded from research in large part due to cisgenderism. 

Through my research I have made conscious efforts to move beyond cisgenderism through 

provisions in our research to allow participants to describe their gender and experiences in their own 

words (with the belief that only the individual themself knows and can describe their gender),
104

 and 

not describing the trans population in Australia as one community – a critique raised by Ansara about 

cisgenderism in psychology research.
105

 Further to this, the Trans Pathways survey did not include 

any forced response options beyond the study eligibility criteria, allowing participants to only share 

the information that they were comfortable with sharing. While our research has included 

demographics of “assigned sex at birth”, all projects enabled participants to describe their gender in 

their own words. The inclusion of gender presumed at birth (labelled assigned sex at birth within the 

questionnaire) was to report demographic characteristics of the sample, to analyse the diversity of 

participants within the research, and was not used as the sole variable to describe responses. The 

three empirical studies presented in this thesis were all informed and shaped by community 

consultation and all empirical studies presented in this thesis included a trans researcher on the 

research team.  

 

Discussion articles 

In addition to the original data presented in this thesis, there are also two discussion articles in 

Chapters 7 and 8; both highlight how the medical care of trans people in primary practice can be 
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improved. In the first article (Chapter 7), discusses misgendering, structural stigma and the 

repercussions of such experiences on trans populations in Australia. The second article addresses 

ways in which general practitioners can make their care more inclusive of trans young people. These 

are both focused on the primary care setting as this is the entry point to the health care system for 

trans young people in Australia.  

 

Outputs 

The findings from each study have been either been published or are under review at journals at the 

time of PhD submission, aside from Chapter 10 which is a standalone chapter. The manuscripts 

included in the thesis have been reformatted to align with the formatting and referencing style in this 

thesis. The spelling has been retained as appropriate for each journal (i.e., American English versus 

Australian English). The preface to each chapter specifies whether the manuscript is currently under 

review, has been accepted, or is published. The manuscripts that have been published are included 

as Appendices at the end of this thesis as they appear in the respective journals.  
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Chapter 3: Negative life experiences and the mental health of trans and 

gender diverse young people 
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PREFACE  

This chapter provides an overview of the mental health issues experienced by trans and gender 

diverse (TGD) young people in Australia and evaluates possible associations between negative life 

events and mental health outcomes, including suicidality. This chapter draws on the findings from 

the Trans Pathways Study (full background and methods outlined earlier and in the consumer report 

provided in Appendix D). The associations between negative life events and mental health outcomes 

identified in this Australian study population are supported by other research from international 

contexts. Results presented here cannot be used to infer causality because of the cross-sectional 

study design. These results may in future help to inform targeted interventions to improve the mental 

health and reduce suicidality of TGD young people.   

 

The full published manuscript as it appears in Psychological Medicine is provided in Appendix L, and 

the full citation is as follows:  

• Strauss P, Cook A, Winter S, Watson V, Wright Toussaint D, Lin A. Associations between 

negative life experiences and the mental health of trans and gender diverse young people in 

Australia: findings from Trans Pathways. Psychological Medicine. 2020;50(5):808-17. 

Published Online July 2019. 
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Associations between negative life experiences and the mental health of trans and 

gender diverse young people in Australia: findings from Trans Pathways 

 

Abstract 

Background: Trans and gender diverse young people worldwide experience high rates of poor 

mental health; however these rates were unknown in Australia. In addition, how negative life events 

affect the mental health of trans and gender diverse young people has been largely unexplored.  

 

Methods: This paper reports on novel mental health findings of Trans Pathways, the largest study 

ever conducted in Australia with trans (transgender) and gender diverse young people (N=859; aged 

14-25 years). The study was an anonymous online cross-sectional survey undertaken in 2016. 

Logistic and linear regression models were used to test associations between mental health 

outcomes and negative life experiences. 

 

Results: Trans and gender diverse (TGD) young people in Australia experience high levels of mental 

distress, including self-harming (79.7%), suicidal thoughts (82.4%), and attempting suicide (48.1%). 

Three in four participants had been diagnosed with depression and/or anxiety (74.6% and 72.2% 

respectively). Many TGD young people had been exposed to negative experiences such as peer 

rejection (89.0%), precarious accommodation (22.0%), bullying (74.0%), and discrimination (68.9%). 

Most poor mental health outcomes were associated with negative experiences. The strongest 

associations were found for precarious accommodation and issues within educational settings. For 

example, participants with a prior suicide attempt were almost 6 times more likely to have 

experienced issues with accommodation, including homelessness. 

 

Conclusions: The current results highlight the urgent need for better mental health care and provide 

insight into areas for targeted mental health interventions. These findings are pertinent for clinicians 

working with trans young people and wider society.  
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Introduction 

People who are trans (transgender) or gender diverse have a gender incongruent with the sex 

assigned to them at birth. In recent years, there has been an increase in the prevalence of trans and 

gender diverse (TGD) young people, evidenced through population-based studies and the higher 

number of young people seeking gender-affirming interventions at gender clinics worldwide.
68,69

 The 

number of trans and gender non-conforming young people in the population is currently estimated 

to be almost 2.7% of adolescents,
1
 higher than previous population estimates of 0.5-1.2%.

3,68,107
 

 

Research on the mental health of TGD populations tends to be conflated with research into LGBTIQ 

(lesbian, gay, bisexual, trans, intersex and queer) groups broadly. However, gender and sexuality 

are two very distinct aspects of a person’s identity. LGBT (lesbian, gay, bisexual and trans) young 

people do experience poorer mental health than the general population, but these rates of poor 

mental health are even higher rates for trans youth compared to their lesbian, gay and bisexual 

peers.
4,5

 It has been established that trans populations experience higher rates of poor mental health 

than their cisgender peers – those whose gender identity matches the sex assigned to them at 

birth.
1,4,6

 Previous research shows that children who are gender nonconforming in childhood are 

more likely to experience depression through adolescence and young adulthood compared to those 

who are gender conforming, in part attributable to adverse life events such as increased exposure 

to bullying and child abuse.
108

 Reisner et al.
7
 found that, in comparison to cisgender controls, trans 

young people experienced a two to three-fold greater risk of anxiety disorders and depression.  

 

Suicide attempts are relatively common in young trans populations – 37.8% of trans young people 

(aged 19-25) in Canada and 45% of trans adolescents in the UK have attempted suicide.
4,24

 TGD 

young people are significantly more likely than cisgender youth (regardless of sexuality) to self-harm 

and attempt suicide.
7,20-22

 For example, trans young people are more likely to experience suicidal 

thoughts (31% compared to 11%) and to attempt suicide (17.2% compared to 6.1%) in comparison 

to matched cisgender controls.
7
 Causes of suicidal ideation and risk in TGD populations are likely to 
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be multifactorial, including being attributable to minority stress, transphobia, and life crises.
21,109

 A 

previous national study of the mental health of TGD young people in Australia (n=189) reported that, 

of the participants who had been exposed to abuse or discrimination, 70% had self-harmed and 37% 

had attempted suicide.
20

 A history of physical and/or sexual violence has been associated with 

suicidal thoughts and attempts in adult trans populations.
39

 

 

There are multiple and interacting factors contributing to mental health difficulties in this population. 

Previous research has indicated that trans populations may experience additional stress in a variety 

of situations (such as bathrooms and identification documents not matching gender expression) 

stemming from the expectation of rejection.
110

 LGBT youth who experience peer victimisation 

experience higher levels of depressive symptoms, and have a lower sense of belonging within 

schools.
111

 As a young person’s gender nonconformity increases, so too does their likelihood of 

being bullied.
34

 

 

There has been limited research on the mental health of TGD young people within Australia. In 

particular, the impact of negative and/or traumatic events on mental wellbeing in this population has 

not been extensively examined.
112

 The only previous national study of Australian TGD young people 

reported on some aspects of mental health but did not investigate the associations between potential 

drivers of poor mental health, such as discrimination and bullying, and adverse health outcomes; 

e.g., self-harm, suicidality and psychiatric diagnoses.
20

 The earlier study focussed on suicide and 

self-harm after exposure to violence, but not wider patterns and predictors. This limits our 

understanding of why TGD young people experience elevated rates of mental health difficulties and 

constrains our ability to develop and implement appropriate intervention strategies.
112

 This study 

aims to characterise mental health issues affecting TGD Australian young people, and to investigate 

the potential relationships between negative life events and adverse mental health outcomes.  
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Methods  

Study population 

The survey sample comprised 859 young people aged 14-25 years who self-identified as trans or 

gender diverse (TGD) and were currently residing in Australia between February and August, 2016.  

 

Study design 

An online cross-sectional survey was undertaken. TGD young people and parents of TGD young 

people were consulted to determine their preferences for questions to be included in the survey, and 

to ensure that the questions were relevant and asked in a respectful manner. We held a focus group 

with TGD young people and a separate focus group with parents of TGD young people. These 

groups were provided with an initial draft of the questionnaire and the final version was shaped by 

their feedback from these sessions. The focus group members identified drivers and protective 

factors of mental health based on their own experiences and awareness of concerns raised within 

the community. Qualtrics online survey software was used to construct and host the questionnaire 

which utilised branch, display and skip logic based on participant responses. All questions were 

optional, except those used to determine eligibility (i.e. TGD identification, age, place of residence).  

 

Recruitment and consent procedures 

An anonymous online, self-report questionnaire was conducted between February and August, 

2016. Participants were largely recruited using social media (i.e., Twitter, Facebook and Tumblr), 

gender clinics, youth mental health services, support groups, parent and youth groups, and word of 

mouth. Participants were provided with an online participant information sheet and were instructed 

that by entering the online survey they were consenting to taking part in the study. Parental consent 

was not required. The study was approved by the University of Western Australia ethics committee 

(RA/4/1/7958). 
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Outcomes and risk factors of interest 

The questionnaire included both quantitative and qualitative components. Primary outcomes of 

interest were self-reported psychiatric diagnoses, adverse health outcomes, and current anxiety and 

depressive symptomatology. Exposures to a range of negative life events and stressors were also 

assessed.  

 

Gender and demographics 

Participants were asked for both their sex assigned at birth (male/female) and gender identity (open 

text box). Asking about gender in this way allowed participants to describe their gender in their own 

words. The study was advertised as a study for TGD young people. Participants were asked for their 

year of birth and whether they were living in Australia at the time of the survey to determine their 

eligibility. Participants were also asked about their current living situation.  

 

Current psychopathology  

Depressive symptoms were indexed on the Patient Health Questionnaire (PHQ-A).
90

 The PHQ-A is 

a 9-item scale that is scored from 0-27 and can be categorised into no depressive disorder (0-4); 

possible mild depressive disorder (5-9); possible moderate depressive disorder (10-14); possible 

moderately severe depressive disorder (15-19); and possible severe depressive disorder (20-27).
90

 

Anxiety was measured using the Generalised Anxiety Disorder 7-item Scale (GAD-7).
92

 The 

categories for the GAD-7 are based on scores suggestive of generalised anxiety disorder (≥5); 

moderate to severe anxiety (≥10); and severe anxiety (≥15).
92

 

 

Self-reported psychiatric diagnoses 

Psychiatric diagnoses (depression, anxiety disorders, post-traumatic stress disorder, eating 

disorders, autism spectrum disorder, personality disorders, psychosis, and substance use disorders) 

were listed and participants were asked whether a health professional had ever diagnosed the 

individual with the specific psychiatric conditions.  
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Self-reported adverse health outcomes 

The five self-reported adverse health outcomes measured were: wanting to self-harm, self-harming, 

reckless behaviour that purposely puts one’s life at risk, suicidal thoughts, and suicide attempts. 

These were measured by asking participants whether they had engaged in the outcome within the 

last 12 months, prior to the last 12 months, or never. Here we report a lifetime prevalence of these 

adverse health outcomes. 

 

Exposure to negative experiences  

Participants were asked about a range of negative experiences that are potentially associated with 

poor mental health. Participants were asked to select all the factors that they had experienced from 

list provided. These items included: issues with accommodation (including homelessness), body 

dysphoria, bullying, discrimination, employment issues, experiencing a significant loss, feeling 

isolated from not knowing other TGD people, feeling isolated from services, helping others with their 

issues with mental health, a lack of family support, peer rejection, and issues with school, university 

or technical college (henceforth education settings). 

 

Statistical analysis 

IBM SPSS Statistics, version 24, and Stata, version 15, were used to obtain descriptive statistics 

(frequencies, means, standard deviations), and to develop regression models. Logistic regression 

models were used to evaluate associations between potential drivers and adverse health outcomes, 

psychiatric diagnoses, and current psychopathology using known cut off-scores on the PHQ-A and 

the GAD-7. Linear regression models were used to evaluate potential drivers of poor mental health 

and current psychopathology measured by the GAD-7 and the PHQ-A. All reported regressions are 

adjusted for age and sex assigned at birth. All regression models were evaluated using diagnostic 

testing and no major deviations in distributional assumptions were detected.  
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Results 

Demographics 

The majority of participants were assigned female at birth (74.4%). Aboriginal and/or Torres Strait 

Islander people comprised 3.7% of this sample, a proportion that is representative of Australian 

population demographics.
113

 The mean age of participants was 19.37 years (SD=3.15). A total of 

29.7% (n=255) of participants self-identified as trans male or male, 15% (n=129) identified as trans 

female or female, and 48.6% (n=417) identified as various non-binary identities including non-binary 

transmasculine, non-binary femme, agender, bigender, pangender and other non-binary identities.  

 

Most participants were living with parents (60.3%), 18.7% were in shared accommodation, 4.7% 

were living with other family members, 4.3% were living with a partner, 3.7% were living alone, 3.4% 

were in a residential college, 2.3% in supported accommodation, and 1.4% had no fixed 

accommodation. One quarter of participants lived in Victoria (25.2%), 20.0% in New South Wales, 

17.2% in Queensland, 15.9% in Western Australia, 12.0% in South Australia, 6.5% in the Australian 

Capital Territory, 2.7% in Tasmania and 0.5% in the Northern Territory. There was slight 

overrepresentation in the Australian Capital Territory, South Australia, Tasmania, Victoria and 

Western Australia while New South Wales, the Northern Territory, Queensland were 

underrepresented compared to 2015 population estimates by the Australian Bureau of Statistics.
114

 

 

Self-harm and suicidality 

Table 1 reports the lifetime prevalence rates of adverse health outcomes among our sample. Self-

harm was commonly reported, with 91.3% ever wanting to self-harm and 79.7% self-harming at 

some point during their life. A majority of participants had engaged in reckless behaviour to risk their 

life (62.8%). Over three quarters (82.4%) of participants reported ever having suicidal thoughts and 

48.1% had ever attempted suicide. There were no statistically significant differences in the 

prevalence of all lifetime adverse health outcomes between TGD young people under the age of 18 

compared to those aged 18 or older. However, there were significant differences between TGD 
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young people who were birth-assigned female compared to those birth-assigned male as tested with 

a Pearson chi-square test. Participants assigned female at birth reported higher rates of wanting to 

self-harm (F=13.724, p<0.001), self-harming (F=31.633, p<0.001), reckless behaviour to purposely 

put one’s life at risk (F=6.323, p=0.012) and suicidal thoughts (F=4.139, p=0.042). There was no 

statistically significant difference between these groups for suicide attempts.  

 

Self-reported psychiatric diagnoses 

Figure 2 summarises the prevalence of self-reported psychiatric diagnoses ever received by a health 

professional. The most prevalent diagnoses were depression (74.6%) followed by anxiety (72.2%) 

and post-traumatic stress disorder (25.1%). There were no statistically significant differences in 

prevalence between participants assigned female at birth and those assigned male at birth across 

all diagnoses.  

 

Current psychopathology 

More participants scored in the moderate to severe anxiety range with 11.8% of participants reporting 

minimal anxiety, 26.0% reporting mild anxiety, 30.5% reporting moderate anxiety and 31.6% 

reporting severe anxiety during the prior two weeks (n=845). The mean GAD-7 score was 11.53 

(SD=5.65, n=845). Based on the GAD-7 functional impairment scale, only 7.6% of the sample (n=65) 

had no functional impairment, while 52.2% (n=443) had some difficulties, 28.0% (n=238) found it 

very difficult to carry out everyday tasks, and 12.3% (n=105) reported extreme difficulties.  

Depressive symptoms similarly increased in severity with 7.5% of participants reporting no 

depressive symptoms, 16.2% with mild depressive symptoms, 21.6% with moderate depressive 

symptoms, 24.6% with moderately severe depressive symptoms and 30.2% with severe depressive 

symptoms during the two weeks prior to completing the survey (n=736). The mean PHQ-A score 

was 15.26 (SD=7.04, n=736). 
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Figure 2: Prevalence of self-reported psychiatric diagnoses among trans young people (n=756)  
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Table 1: Lifetime prevalence of self-harm, suicidal thoughts and suicide attempts among trans young people 

SELF-REPORTED ADVERSE 
HEALTH OUTCOME GROUP IDENTIFICATION 

 Overall sample: n (%) Assigned female at 
birth: n (%) 

Assigned male at 
birth: n (%) Aged <18: n (%) Aged ≥18: n (%) 

Desire to self-harm  639 (91.3) 493 (93.5)** 146 (84.4)** 174 (91.1) 465 (91.4) 

Self-harming 561 (79.7) 446 (84.6)** 115 (65.0)** 149 (78.0) 412 (80.3) 
Reckless behaviour to 
purposely put life at risk  432 (62.8) 336 (65.5)* 96 (54.9)* 104 (59.8) 328 (63.8) 

Suicidal thoughts  568 (82.4) 435 (84.1)* 133 (77.3)* 147 (83.1) 421 (82.2) 

Suicide attempt  333 (48.1) 258 (49.8) 75 (43.1) 77 (42.1) 256 (50.3) 
*Chi-square test significant difference between the two comparative groups (p<0.05) 
**Chi-square test significant difference between the two comparative groups (p<0.01) 
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Exposure to negative experiences  

Young people in this population were commonly exposed to negative experiences, including peer 

rejection (89.0%), issues within educational settings (78.9%) and bullying (74.0%). Body dysphoria 

was commonly experienced (93.8%). These patterns of exposure are summarised in Tables 2,3 and 

4. 

 

Associations between negative experiences and self-harm and suicidality  

Table 2 reports the associations between potential drivers of poor mental health and the five adverse 

health outcomes of self-harm and suicide measured. The majority were associated with an adverse 

outcome. For example, participants with a history of self-harm had significantly elevated odds ratios 

for exposure to issues with accommodation (including homelessness) (OR=4.099, 95% CI=2.131, 

7.883) and within educational settings (OR=3.539, 95% CI=2.301, 5.442). Participants with a prior 

suicide attempt had significantly elevated odds ratios for exposure to issues with accommodation 

(OR=5.716, 95% CI=3.617, 9.031) and within educational settings (OR=3.892, 95% CI=2.528, 

5.992).  

 

Associations between negative experiences and psychiatric diagnoses 

Table 3 summarises the associations between potential drivers of poor mental health and psychiatric 

diagnoses. Participants who had been diagnosed with depression reported a greater than three-fold 

increase in their likelihood of experiencing issues within educational settings (OR=3.604, 95% 

CI=2.424, 5.359) and accommodation issues (OR=3.214, 95% CI=1.796, 5.752). For participants 

who had been diagnosed with an anxiety disorder, odds ratios of 3.2 (95% CI=2.149, 4.654) were 

estimated for educational settings and 2.7 for accommodation issues (95% CI=1.586, 4.439). 

Participants who had ever been diagnosed with PTSD were more than three times as likely to have 

experienced accommodation issues (OR=3.285, 95% CI=2.173, 4.965) and twice as likely to have 

experienced discrimination (OR=2.003, 95% CI=1.318, 3.045). 
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Table 2: Potential predictors of self-harming and suicidal behaviours 

 LIFETIME DESIRE TO SELF-HARM LIFETIME SELF-HARMING 

LIFETIME ENGAGING IN 

RECKLESS BEHAVIOUR (TO 

PURPOSELY PUT LIFE AT RISK) 

LIFETIME SUICIDAL THOUGHTS LIFETIME SUICIDE ATTEMPT 

Personal 

event/experiences 

reported 

Overall 

sample 

reported: 

n (%) 

Outcome 

Y/N 

(total) 

Adjusted 

odds 

ratio 

p value 

Outcome 

Y/N 

(total) 

Adjusted 

odds ratio 
p value 

Outcome 

Y/N 

(total) 

Adjusted 

odds 

ratio 
p value 

Outcome 

Y/N 

(total) 

Adjusted 

odds 

ratio 
p value 

Outcome 

Y/N 

(total) 

Adjusted 

odds 

ratio 
p value 

Accommodation 

issues 

22.0%, 

n=147 
137/4 

(n=634) 

5.101 
(1.780, 
14.618) 

p=0.002** 132/12 
(n=637) 

4.099 
(2.131, 
7.883) 

p<0.001** 116/25 
(n=622) 

4.103 
(2.514, 
6.695) 

p<0.001** 139/4 
(n=625) 

11.279 
(4.030, 
31.563) 

p<0.001** 108/32 
(n=626) 

5.716 
(3.617, 
9.031) 

p<0.001** 

Body dysphoria  
93.8%, 

n=648 
561/55 
(n=656) 

0.751 
(0.222, 
2.542) 

p=0.645 497/121 
(n=659) 

1.784 
(0.878, 
3.625) 

p=0.109 385/217 
(n=642) 

3.262 
(1.657, 
6.432) 

p=0.001** 507/11 
(n=645) 

2.634 
(1.297, 
5.350) 

p=0.007** 296/309 
(n=646) 

1.842 
(0.941, 
3.605) 

p=0.074 

Bullying  
74.0%, 

n=497 
450/25 
(n=639) 

5.048 
(2.805, 
9.085) 

p<0.001** 404/74 
(n=640) 

3.036 
(1.978, 
4.662) 

p<0.001** 320/146 
(n=626) 

2.932 
(2.015, 
4.266) 

p<0.001** 413/53 
(n=630) 

4.081 
(2.628, 
6.338) 

p<0.001** 262/208 
(n=631) 

3.664 
(2.447, 
5.486) 

p<0.001** 

Discrimination  
68.9%, 

n=454 
402/25 
(n=625) 

2.778 
(1.573, 
4.906) 

p<0.001** 367/69 
(n=628) 

2.111 
(1.393, 
3.200) 

p<0.001** 301/119 
(n=614) 

3.288 
(2.298, 
4.703) 

p<0.001** 374/51 
(n=615) 

2.847 
(1.846, 
4.392) 

p<0.001** 238/187 
(n=617) 

2.735 
(1.905, 
3.927) 

p<0.001** 

Employment 

issues  

41.9%, 

n=281 
249/22 
(n=639) 

1.571 
(0.848, 
2.912) 

p=0.151 229/40 
(n=642) 

2.235 
(1.394, 
3.583) 

p=0.001** 198/70 
(n=625) 

2.856 
(1.943, 
4.199) 

p<0.001** 235/30 
(n=627) 

2.515 
(1.528, 
4.139) 

p<0.001** 163/105 
(n=635) 

2.849 
(1.972, 
4.118) 

p<0.001** 

Experiencing a 

significant loss  

53.3%, 

n=359 
328/14 
(n=639) 

3.835 
(2.023, 
7.271) 

p<0.001** 290/51 
(n=644) 

1.836 
(1.222, 
2.757) 

p=0.003** 240/99 
(n=627) 

2.154 
(1.543, 
3.007) 

p<0.001** 299/42 
(n=630) 

2.119 
(1.381, 
3.250) 

p=0.001** 185/147 
(n=633) 

1.830 
(1.327, 
2.524) 

p<0.001** 

Feeling isolated 

from not knowing 

other trans people  

66.1%, 

n=455 
403/31 
(n=652) 

1.700 
(0.975, 
2.965) 

p=0.062 354/79 
(n=654) 

1.331 
(0.884, 
2.004) 

p=0.171 278/146 
(n=639) 

1.439 
(1.022, 
2.026) 

p=0.037* 357/69 
(n=641) 

1.271 
(0.828, 
1.950) 

p=0.272 210/210 
(n=641) 

1.275 
(0.915, 
1.775) 

p=0.151 

Feeling isolated 

from services  

60.1%, 

n=404 
360/28 
(n=640) 

1.684 
(0.971, 
2.919) 

p=0.064 327/62 
(n=644) 

1.870 
(1.253, 
2.792) 

p=0.002** 255/121 
(n=625) 

1.887 
(1.354, 
2.631) 

p<0.001** 329/54 
(n=629) 

1.804 
(1.191, 
2.734) 

p=0.005** 197/181 
(n=628) 

1.586 
(1.146, 
2.196) 

p=0.005** 

Helping others 

with their issues 

with mental health  

70.2%, 

n=473 
430/23 
(n=642) 

3.249 
(1.818, 
5.806) 

p<0.001** 387/70 
(n=645) 

2.264 
(1.495, 
3.428) 

p<0.001** 285/152 
(n=628) 

1.465 
(1.029, 
2.086) 

p=0.034* 381/61 
(n=630) 

2.140 
(1.391, 
3.293) 

p=0.001** 217/224 
(n=633) 

1.130 
(0.800, 
1.595) 

p=0.488 

Lack of family 

support  

65.8%, 

n=431 
382/26 
(n=620) 

2.353 
(1.340, 
4.132) 

p=0.003** 344/70 
(n=624) 

1.899 
(1.263, 
2.856) 

p=0.002** 269/132 
(n=610) 

1.979 
(1.401, 
2.795) 

p<0.001** 354/52 
(n=610) 

2.547 
(1.662, 
3.902) 

p<0.001** 216/190 
(n=616) 

1.913 
(1.358, 
2.696) 

p<0.001** 

Peer rejection  
89.0%, 

n=613 
534/44 
(n=651)  

2.731 
(1.378, 
5.413) 

p=0.004** 478/108 
(n=656) 

2.602 
(1.502, 
4.507) 

p=0.001** 367/202 
(n=638) 

2.282 
(1.371, 
3.798) 

p=0.001** 482/88 
(n=639) 

2.610 
(1.494, 
4.560) 

p=0.001** 285/289 
(n=643) 

2.124 
(1.242, 
3.630) 

p=0.006** 

School, University 

or TAFE issues  

78.9%, 

n=542 
486/28 
(n=651) 

4.505 
(2.550, 
7.959) 

p<0.001** 437/78 
(n=654) 

3.539 
(2.301, 
5.442) 

p<0.001** 345/156 
(n=637) 

3.592 
(2.414, 
5.347) 

p<0.001** 439/63 
(n=640) 

3.488 
(2.240, 
5.431) 

p<0.001** 275/230 
(n=644) 

3.892 
(2.528, 
5.992) 

p<0.001** 

Odds ratios adjusted for sex assigned at birth and age (by year of birth).  *p<0.05; **p<0.01   
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Table 3: Psychiatric diagnoses and associations with negative experiences 

Personal 
event/experiences 
reported 

Overall sample 
reported: n (%) 

Lifetime 
diagnosis of 
depression  

Lifetime 
diagnosis of 
anxiety 

Lifetime 
diagnosis of 
PTSD 

Lifetime 
diagnosis of a 
personality 
disorder 

Lifetime 
diagnosis of 
psychosis 

Lifetime 
diagnosis of an 
eating disorder 

Lifetime 
diagnosis of 
ASD 

Lifetime 
diagnosis of a 
substance use 
disorder 

Accommodation 
issues 22.0%, n=147 3.214 (1.796, 

5.752) p<0.001** 
2.653 (1.586, 
4.439) p<0.001** 

3.285 (2.173, 
4.965) p<0.001** 

2.309 (1.481, 
3.600) p<0.001** 

2.641 (1.655, 
4.214) p<0.001** 

2.487 (1.612, 
3.837) p<0.001** 

1.883 (1.216, 
2.916) p=0.005** 

1.755 (1.055, 
2.921) p=0.030** 

Body dysphoria  93.8%, n=648 1.465 (0.745, 
2.882) p=0.268 

1.109 (0.562, 
2.188) p=0.766 

1.482 (0.668, 
3.285) p=0.333 

1.946 (0.750, 
5.044) p=0.171 

2.002 (0.700, 
5.724) p=0.195 

1.915 (0.791, 
4.633) p=0.150 

0.841 (0.413, 
1.714) p=0.633 

1.287 (0.492, 
3.362) p=0.607 

Bullying  74.0%, n=497 2.678 (1.827, 
3.924) p<0.001** 

1.880 (1.292, 
2.737) p=0.001** 

1.904 (1.215, 
2.984) p=0.005** 

2.106 (1.279, 
3.468) p=0.003** 

1.834 (1.077, 
3.123) p=0.026* 

2.154 (1.348, 
3.442) p=0.001** 

1.236 (0.800, 
1.908) p=0.340 

1.166 (0.688, 
1.975) p=0.569 

Discrimination  68.9%, n=454 1.476 (1.013, 
2.151) p=0.043* 

1.485 (1.031, 
2.138) p=0.034* 

2.003 (1.318, 
3.045) p=0.001** 

2.298 (1.436, 
3.679) p=0.001** 

1.757 (1.080, 
2.858) p=0.023* 

2.436 (1.554, 
3.817) p<0.001** 

1.405 (0.926, 
2.132) p=0.110 

1.744 (1.031, 
2.952) p=0.038* 

Employment issues  41.9%, n=281 1.923 (1.265, 
2.925) p=0.002** 

1.759 (1.181, 
2.621) p=0.005** 

1.401 (0.941, 
2.086) p=0.097 

1.621 (1.054, 
2.492) p=0.028* 

1.622 (1.017, 
2.587) p=0.042* 

1.767 (1.168, 
2.671) p=0.007** 

1.068 (0.702, 
1.623) p=0.759 

1.435 (0.875, 
2.352) p=0.153 

Experiencing a 
significant loss  53.3%, n=359 2.245 (1.555, 

3.242) p<0.001** 
1.569 (1.104, 
2.229) p=0.012* 

1.200 (0.840, 
1.714) p=0.315 

1.175 (0.802, 
1.722) p=0.409 

1.495 (0.981, 
2.276) p=0.061 

1.712 (1.177, 
2.491) p=0.005** 

1.203 (0.827, 
1.750) p=0.333 

1.286 (0.815, 
2.029) p=0.280 

Feeling isolated from 
not knowing other 
trans people  

66.1%, n=455 1.497 (1.040, 
2.155) p=0.030* 

1.192 (0.837, 
1.698) p=0.330 

1.597 (1.086, 
2.348) p=0.017* 

1.154 (0.774, 
1.721) p=0.483 

1.400 (0.897, 
2.185) p=0.139 

1.488 (1.007, 
2.200) p=0.046* 

1.564 (1.044, 
2.341) p=0.030** 

1.056 (0.667, 
1.672) p=0.817 

Feeling isolated from 
services  60.1%, n=404 1.423 (0.993, 

2.037) p=0.054 
1.591 (1.125, 
2.250) p=0.009** 

1.767 (1.213, 
2.574) p=0.003** 

0.970 (0.658, 
1.432) p=0.880 

1.230 (0.803, 
1.884) p=0.342 

1.252 (0.863, 
1.817) p=0.237 

1.144 (0.784, 
1.667) p=0.486 

0.776 (0.499, 
1.207) p=0.261 

Helping others with 
their issues with 
mental health  

70.2%, n=473 1.387 (0.945, 
2.035) p=0.095 

1.261 (0.872, 
1.825) p=0.218 

1.044 (0.707, 
1.540) p=0.830 

1.187 (0.774, 
1.820) p=0.432 

0.942 (0.602, 
1.473) p=0.792 

1.020 (0.685, 
1.519) p=0.923 

0.896 (0.600, 
1.337) p=0.590 

0.740 (0.464, 
1.180) p=0.206 

Lack of family support  65.8%, n=431 1.844 (1.275, 
2.666) p=0.001** 

1.900 (1.329, 
2.717) p<0.001** 

1.674 (1.126, 
2.489) p=0.011* 

1.529 (0.998, 
2.343) p=0.051 

1.202 (0.769, 
1.879) p=0.419 

1.956 (1.285, 
2.978) p=0.002** 

0.906 (0.615, 
1.333) p=0.616 

1.114 (0.688, 
1.804) p=0.662 

Peer rejection  89.0%, n=613 1.629 (0.970, 
2.735) p=0.065 

1.641 (0.991, 
2.717) p=0.054 

1.089 (0.619, 
1.916) p=0.767 

1.248 (0.665, 
2.342) p=0.489 

1.042 (0.542, 
2.003) p=0.901 

1.561 (0.834, 
2.921) p=0.163 

1.194 (0.658, 
2.168) p=0.560 

0.796 (0.411, 
1.540) p=0.796 

School, University or 
TAFE issues  78.9%, n=542 3.604 (2.424, 

5.359) p<0.001** 
3.162 (2.149, 
4.654) p<0.001** 

1.416 (0.900, 
2.228) p=0.133 

1.393 (0.852, 
2.278) p=0.186 

1.478 (0.860, 
2.541) p=0.157 

1.576 (0.981, 
2.532) p=0.060 

1.396 (0.873, 
2.233) p=0.163 

1.067 (0.621, 
1.834) p=0.814 

Odds ratios adjusted for sex assigned at birth and age (by year of birth). * *p<0.05; **p<0.01  
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Table 4: Self-reported current psychopathology and associations with negative experiences 

Negative experiences 

reported 

Overall sample 

reported: n (%) 

Current severe anxiety 

(GAD-7 score= ≥15 vs <15) 

OR (95% CI) p-value 

Current anxiety – linear 

regression β coefficient (95% 

CI) p-value 

Current depression 

(PHQ-A score= ≥15 vs <15) 

 OR (95% CI) p-value 

Current depression – linear 

regression β coefficient (95% 

CI) p-value 

Accommodation issues 22.0%, n=147 2.379 (1.567, 3.613) p<0.001** 2.704 (1.677, 3.731) p<0.001** 3.374 (2.206, 5.160) p<0.001** 4.512 (3.253, 5.771) p<0.001** 

Body dysphoria  93.8%, n=648 1.206 (0.588, 2.475) p=0.610 1.417 (-0.304, 3.139) p=0.106 2.372 (1.210, 4.649) p=0.012* 1.880 (-0.278, 4.037) p=0.088 

Bullying  74.0%, n=497 1.988 (1.317, 3.001) p=0.001** 1.869 (0.912, 2.823) p<0.001** 2.454 (1.703, 3.535) p<0.001** 2.871 (1.692, 4.050) p<0.001** 

Discrimination  68.9%, n=454 1.566 (1.074, 2.282) p=0.020* 1.337 (0.424, 2.250) p=0.004** 1.896 (1.349, 2.665) p<0.001** 2.072 (0.956, 3.188) p<0.001** 

Employment issues  41.9%, n=281 1.785 (1.212, 2.629) p=0.003** 2.020 (1.086, 2.954) p<0.001** 2.353 (1.629, 3.399) p<0.001** 3.155 (2.000, 4.310) p<0.001** 

Experiencing a significant 

loss  

53.3%, n=359 1.481 (1.054, 2.082) p=0.024* 1.376 (0.534, 2.219) p=0.001** 1.921 (1.395, 2.647) p<0.001** 2.545 (1.509, 3.581) p<0.001** 

Feeling isolated from not 

knowing other trans people  

66.1%, n=455 1.526 (1.061, 2.193) p=0.023* 1.675 (0.810, 2.539) p<0.001** 2.161 (1.560, 2.994) p<0.001** 2.593 (1.530, 3.656) p<0.001** 

Feeling isolated from 

services  

60.1%, n=404 1.684 (1.188, 2.389) p=0.003** 2.031 (1.190, 2.872) p<0.001** 2.428 (1.760, 3.350) p<0.001** 3.456 (2.426, 4.486) p<0.001** 

Helping others with their 

issues with mental health  

70.2%, n=473 2.323 (1.549, 3.484) p<0.001** 2.319 (1.415, 3.223) p<0.001** 1.885 (1.339, 2.654) p<0.001** 2.732 (1.607, 3.857) p<0.001** 

Lack of family support  65.8%, n=431 1.683 (1.166, 2.429) p=0.005** 1.773 (0.879, 2.667) p<0.001** 1.692 (1.216, 2.355) p=0.002** 2.380 (1.281, 3.480) p<0.001** 

Peer rejection  89.0%, n=613 2.143 (1.162, 3.954) p=0.015* 2.606 (1.287, 3.926) p<0.001** 2.766 (1.655, 4.622) p<0.001** 3.629 (2.0141, 5.243)  p<0.001** 

School, University or TAFE 

issues  

78.9%, n=542 2.639 (1.633, 4.266) p<0.001** 2.779 (1.785, 3.774) p<0.001** 3.265 (2.197, 4.851) p<0.001** 4.618 (3.412, 5.823) p<0.001** 

Odds ratios adjusted for sex assigned at birth and age (by year of birth). Current severe anxiety defined as scoring a 15 or above on the GAD-7 and current moderately severe to severe 
depressive symptoms defined as scoring 15 or above on the PHQ-A. *p<0.05; **p<0.01
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Associations between negative experiences and current psychopathology  

Both issues with accommodation and issues within educational settings had the largest effect on all 

associations between life experiences and current psychopathology. Participants with severe current 

anxiety (scoring 15 or higher on the GAD-7) had more than a two-fold increase of odds of exposure 

to accommodation issues (OR=2.379, 95% CI=1.567, 3.613) and issues within educational settings 

(OR=2.639, 95% CI=1.633, 4.266). The results were similar for participants with more severe current 

depressive symptoms (scoring 15 or higher on the PHQ-A) for exposure to accommodation issues 

(OR=3.374, 95% CI=2.206, 5.160) and issues within educational settings (OR=3.265, 95% 

CI=2.197, 4.851). These results are reflected in the linear regression modelling of the GAD-7 and 

PHQ-A instruments, as seen in Table 4. 

 

Discussion 

In the current study, we present the findings from a large sample of TGD young people and the 

indicators of their mental health. Results demonstrated high rates of current depressive and anxiety 

symptoms, and of self-reported psychiatric diagnoses. Rates of self-harm and suicidality were 

exceptionally high, with almost four in every five participants having a history of self-harm and nearly 

one in two having attempted suicide. Negative experiences, including experiencing unstable 

accommodation, discrimination, bullying, feeling unsupported from family, and issues in education 

and employment, were associated with most poor mental health outcomes in this sample. The 

largest associations between life experiences and self-harming and suicide attempts related to 

issues with housing and education. These are two areas that can be improved through interventions 

with families and educational environments to make them more supportive of TGD young people.  

 

Self-harm and suicidality 

The lifetime percentages of reported self-harm and suicide attempts were 79.7% and 48.1% 

respectively. This suicide attempt rate is over 14 times greater than the general Australian adult 

population rate.115 These rates are strikingly similar to those recently reported in the United Kingdom, 
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where 84% of trans adolescents report self-harming and 45% report attempted suicide.24 The lack 

of statistical difference between the rates of self-harm and suicidality between the under-18 and 

over-18 participants implies that self-harming and suicidal behaviours may tend to begin early and 

continue into young adulthood. Rates of suicidal ideation and suicide attempts are higher than rates 

seen internationally for trans adults, where a meta-synthesis averaged reported rates of suicidal 

ideation and attempts to be 55% and 29% respectively.116 

 

Mental health  

Over three quarters of participants reported exhibiting moderate to severe depressive symptoms 

during the previous two weeks (76.4%) and more than half of the participants reported moderate to 

severe anxiety during the previous two weeks (62.1%). These are consistent with the self-reported 

rates of diagnosed depression and anxiety. Current findings of depressive and anxiety 

symptomatology are higher than would be expected in the general population. Specifically, in 

comparison with the general Australian adolescent population, the rates of depressive symptoms 

are seven times higher and anxiety-related symptoms are over four times higher.117 Our results 

similar to other literature that shows rates of depression, anxiety and emotional distress in trans 

young people to be higher than both the general population and same-gender attracted youth.5,15 

 

Co-occurring psychiatric disorders in gender diverse populations are unlikely to be simply related to 

the person's gender identity, and may instead reflect the response of the individual’s familial and 

social environment to that identity and its expression.118 It has been suggested that cisgender 

populations under the same incessant exposure to psychological stressors would in all likelihood 

experience comparable of rates of depression and anxiety as trans populations.57 Higher rates of 

anxiety among transgender adult populations have also been reported, and have been attributed to 

low self-esteem and poor interpersonal functioning.6 
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Exposure to negative experiences as potential drivers of poor mental health  

Mental distress experienced by gender diverse populations does not intrinsically arise from the 

experience of an incongruent gender identity, but is more likely due to exposures to negative external 

events. Many of our participants were exposed to negative experiences known to be associated with 

poor mental health from other research,108,119,120 such as discrimination (68.9%), issues with 

accommodation (22.0%), and feeling isolated from other TGD people and services (66.1% and 

60.1% respectively). Notably, every potential driver of poor mental health was associated with 

participants reporting depressive symptoms at the more severe end of the spectrum. These risk 

factors are external (with the exception of body dysphoria) and are therefore potentially preventable. 

Previous research has indicated that prepubescent trans young people who are able to socially 

transition exhibit psychopathology similar to the general population. This suggests that if gender 

diverse children are supported to explore and affirm their gender identity they are more mentally 

healthy.121 

 

Accommodation issues and family support: The high rates of precarious accommodation in this 

population implies there is a need for better family support for TGD young people. We inferred that, 

because of the age range of our participants, family support will often form a vital component of 

stable accommodation. A high proportion of participants (65.8%) reported that they lacked family 

support, and this was associated with poor mental health outcomes. Research has shown that trans 

young people who are supported in their identity by their parents have fewer difficulties with mental 

health, are less likely to report suicidal ideation, and are much more likely to have a secure/stable 

home to live in.45 

 

Educational environments (school, university and technical college): Most participants in this study 

reported negative experiences within education environments, and these were significantly 

associated with all adverse health outcomes measured. This is in line with previous research that 

has established that LGBTIQ young people are not adequately supported in school settings, and 
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that this lack of support is associated with negative health outcomes.24,122 TGD young people in 

schools who are not supported by teachers are more likely to experience abuse at school and are 

more likely to have worse educational outcomes than gender diverse young people who do feel 

supported by their teachers; e.g. through the use of correct language.123 Programs that proactively 

and equitably support TGD young people in educational settings are necessary to mitigate these 

transphobic experiences.  

 

Bullying and discrimination: The high rates of bullying (74%) and discrimination (68.9%) reported by 

participants underscore the need for broader interventions that target public perceptions through 

promoting acceptance and understanding of gender diversity. Gender diverse young people in 

Australia are more likely to be exposed to homophobic and/or transphobic abuse, including physical 

abuse, than their same-gender attracted (LGB) peers.22 These findings highlight the need for anti-

discrimination and anti-bullying programs that are specific to gender diverse young people. 

 

Implications 

These results show that TGD young people are a marginalised group that urgently needs 

interventions specifically targeted to improve their mental health. The findings show the need for 

improved protections for TGD young people to reduce many of the factors that are associated with 

poor mental health, including policies to decrease discrimination, bullying, abuse, and other negative 

experiences that TGD young people are exposed to. These policies should be considered for 

implementation in educational, clinical, and support settings. There is also a need to improve general 

understanding and acceptance in the general public. Given these high rates of mental health 

difficulties it is also vital that TGD young people are able to access effective, safe and TGD-friendly 

mental health care providers. 
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Study limitations  

The study design was cross-sectional, and therefore causal pathways cannot be inferred. 

Longitudinal data is necessary to more fully investigate the temporal relationships between adverse 

life events and mental health outcomes. In addition, we surveyed only Australian TGD young people, 

and results may not be generalisable to other countries, although our findings are remarkably 

consistent with international literature. There is potential for self-selection bias due to the survey’s 

online nature. In addition, people without internet access were automatically excluded from the 

survey. The majority of participants were assigned female at birth, and therefore this data may not 

be representative of the wider TGD population. Further research specific to Aboriginal and Torres 

Strait Islander TGD young person populations should be developed in collaboration with Aboriginal 

and Torres Strait Islander communities. 

 

Conclusion 

These findings support previous international research indicating that TGD populations experience 

mental health issues at higher rates than cisgender populations. It is significant that these rates of 

mental health issues are being reported in a community-based sample of young people, rather than 

a clinical sample. This study also demonstrates that TGD young people report alarmingly high rates 

of negative experiences, including discrimination and bullying. These negative and transphobic 

experiences are associated with poor mental health of TGD young people. Young people need to 

be supported by their peers, families, school and work peers to achieve optimal levels of mental 

wellbeing. Furthermore, services – including schools – need to ensure that they are gender inclusive 

to respond effectively and appropriately to the mental health needs of TGD young people outlined in 

this paper. These measures should be taken proactively as preventative measures, rather than as 

reactive measures, to create equitable spaces for all young people where they can thrive. This would 

help to prevent poor mental health in this population. As more TGD young people seek support from 

medical and mental health services in Australia and worldwide, it is crucial that clinical service 
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providers are aware of the mental health issues faced by gender diverse young people and that they 

can offer TGD competent health care. 
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PREFACE  

This chapter provides an overview of the effects of six forms of abuse on the mental health and 

suicidality of TGD young people using data from Trans Pathways. There has been limited previous 

research on the rates of abuse experienced by TGD young people in Australia. The types of abuse 

explored in the questionnaire were extra-familial physical abuse, familial physical abuse, extra-

familial sexual abuse, familial sexual abuse, abuse within an intimate relationship, and other familial 

abuse (including emotional or verbal abuse, and neglect). These specific forms of abuse were 

selected based on community feedback obtained in the development of the Trans Pathways 

questionnaire. This chapter uses statistical analyses to evaluate the impacts of abuse on the mental 

health of TGD young people, including associations with depression and suicidality. These results 

provide insight into the abuse that TGD young people in Australia have experienced and show the 

need for increased protections for TGD young people both in public and within the home.  

 

The full published manuscript as it appears in LGBT Health is provided in Appendix M, and the full 

citation is as follows:  

• Strauss P, Cook A, Winter S, Watson V, Wright Toussaint D, Lin A. Mental health issues and 

complex experiences of abuse among trans and gender diverse young people: findings from 

Trans Pathways. LGBT Health. 2020;7(3):128-36. Published Online March 2020. 
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Mental health issues and complex experiences of abuse among trans and gender 

diverse young people: findings from Trans Pathways  

 

Abstract 

Purpose: Trans and gender diverse (TGD) young people have reported high levels of mental 

distress in research, specifically depression, anxiety, self-harming, and suicidal behaviors. Rates of 

abuse are also high in TGD populations, but little is known about how this relates to mental health 

in populations of TGD young people. This study sought to examine associations between 

experiences of abuse and mental health outcomes. 

 

Methods: A cross-sectional study design was used. An anonymous online questionnaire was 

conducted to determine rates of abuse within Australian TGD young people (N=859), and the 

potential association with poor mental health. Primary outcomes of interest were self-reported 

psychiatric diagnoses, self-harm and suicidal behaviors, and current anxiety and depressive 

symptoms.  

 

Results: Exposures to six forms of abuse are reported in this article: extra-familial physical abuse, 

familial physical abuse, extra-familial sexual abuse, familial sexual abuse, abuse within an intimate 

relationship, and other familial abuse (including emotional or verbal abuse, and neglect). All six forms 

of abuse measured were associated with poor mental health overall; risk estimates for some forms 

of abuse were much stronger than others. 

 

Conclusion: The current findings have wide ranging implications for clinical practice. Those working 

in TGD healthcare need to be aware of the high prevalence of violence and abuse among TGD 

young people and the association with poor mental health outcomes. The findings also have 

implications for broader societal change, and interventions targeting increasing parental support to 

reduce familial violence against TGD young people.  
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Introduction 

Trans and gender diverse (TGD)a people have a gender that is incongruent with their sex assigned 

at birth. Between 1.2% and 2.7% of adolescents are estimated to identify as TGD.12 TGD young 

people experience mental health problems at a far higher rate than the general young person 

population.1,4,6 We have shown that TGD young people report high levels of mental distress, 

including self-harming (79.7%), suicidal thoughts (82.4%), and attempting suicide (48.1%).124 In 

addition, TGD young people are very likely to have been diagnosed with depression and/or anxiety 

at some stage in their lives (74.6% and 72.2%, respectively).124 

 

TGD people are more likely to experience personal trauma and abuse than their cisgender peers,6 

placing them at higher risk for developing post-traumatic stress disorder (PTSD), engaging in high-

risk behaviors, and suicidality.37,38 The 2015 U.S. transgender survey report indicates that 47% of 

transgender adults have been sexually assaulted, 10% have experienced family violence, and 54% 

have experienced intimate partner violence.125 A recent study showed that 72% of transgender and 

gender nonconforming adults have experienced at least one incident of violence from an intimate 

partner in their lifetime (32% reporting sexual violence, 71% psychological, 42% physical, and 29% 

assault and injury).36  

 

Comparatively less is known about the experience of abuse and violence in younger trans 

populations, with most of the literature focused on the experience of bullying, harassment, and 

victimization in the school setting. For example, Grant et al.35 found that 78% of transgender adults 

recalled harassment and 35% recalled physical assault during their school years. In Australia, 21% 

of TGD young people have reported physical abuse because of their gender,20 and 74% have 

reported being bullied.96 A large study of university students in the U.S. (mean age 22.22, standard 

 

a We primarily use the term trans and gender diverse (TGD) within this article, but when referring to other 
research we have reflected the terminology used within the specific article referenced, e.g. transgender, 
gender nonconforming.  
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deviation [SD]=6.08)6 showed that transgender students were more likely to experience all types of 

victimization compared to cisgender students. These include intimate partner violence, stalking, 

sexual violence, and other physical or verbal violence.  

 

There is surprisingly little exploration of exposure to abuse and violence and poor mental health 

outcomes in TGD people of any age. Testa et al.39 found that transgender adults exposed to physical 

and/or sexual violence were more likely to have attempted suicide than respondents without this 

exposure. In addition, physical and/or sexual violence was associated with increased alcohol and 

illicit drug use in transgender women.13 In a sample of college students, heavy drinking episodes 

were more likely among transgender individuals who had been verbally threated or sexually 

assaulted.126 Henry et al.36 demonstrated that all types of intimate partner violence (psychological, 

sexual, and physical) were associated with clinically significant anxiety in a sample of transgender 

and gender nonconforming adults, and all kinds of intimate partner violence (with the exception of 

physical violence) were associated with clinical depression. Other research has demonstrated that 

earlier gender-related victimization or trauma (recall of early and late adolescence, and to a lesser 

extent, early adulthood) was strongly associated with contemporary major depression and suicide.40  

 

Much of the previous literature has focused on the experiences of trans women, rarely including 

trans men and non-binary individuals; information is needed to explore the experiences of abuse 

across these different identities. Moreover, comprehensive information is needed on experiences of 

trauma and mental health outcomes in TGD young people. Using data from the Trans Pathways 

survey,96 the primary aims of this article were to: 1) ascertain the prevalence of physical and sexual 

abuse (both within and external to the family), abuse within intimate relationships, and any other 

forms of familial abuse experienced by TGD young people: 2) explore relationships of these 

experiences of abuse with gender identity, sex assigned at birth, and age; and, 3) determine the 

association between the various types of abuse and mental health outcomes. 
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Materials and methods 

Study design  

A cross-sectional study design was used. An anonymous, online, self-reported questionnaire was 

conducted in 2016. Eligible participants were  TGD young people aged 14-25 years who were 

residing in Australia at the time of the survey. Participants were recruited widely using social media, 

gender clinics, youth mental health services, support groups, and word of mouth.  

 

Development of the online questionnaire  

Focus groups were held prior to the study with TGD young people and parents of TGD young people 

to shape the survey design. The focus group members identified potential drivers of poor mental 

health (including deciding the specific six forms of abuse presented in this article) and protective 

factors for good mental health based on their own experiences and awareness of concerns raised 

within the community. Qualtrics online survey software127 was used to construct and host the 

questionnaire utilizing branch, display, and skip logic based on participant responses. Responses 

were collected using Qualtrics from February through August 2016. All survey questions were 

optional, except those used to determine eligibility (i.e., TGD identification, age, and place of 

residence). Participants received a participant information form and consented to the study online. 

Parental consent was waived for this study. The study was approved by the University of Western 

Australia ethics committee (RA/4/1/7958). 

 

Gender identity and sex assigned at birth  

Participants were asked for both their sex assigned at birth (male/female) and gender identity (open 

text box). Gender identities were collapsed into categories of male/trans male, female/trans female, 

non-binary, and other for the sake of succinctness in this article. Further details on the range of 

gender identities held by the participants is available in Strauss et al.96  
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Current psychopathology   

Depressive symptoms were indexed on the Patient Health Questionnaire for Adolescents (PHQ-A).90 

The PHQ-A is a 9-item scale that is scored from 0-27 and can be categorized into no depressive 

disorder (0-4); possible mild depressive disorder (5-9); possible moderate depressive disorder (10-

14); possible moderately severe depressive disorder (15-19); and possible severe depressive 

disorder (20-27).90 Anxiety was measured using the Generalized Anxiety Disorder 7-item Scale 

(GAD-7).92 The categories for the GAD-7 are based on scores suggestive of generalized anxiety 

disorder (≥5); moderate to severe anxiety (≥10); and severe anxiety (≥15).92  

 

Self-reported psychiatric diagnoses 

A range of psychiatric diagnoses (depression, anxiety disorders, PTSD, eating disorders, personality 

disorders, psychosis, and substance use disorders) were listed and participants were asked to 

indicate whether they had ever received a diagnosis of these from a health professional.  

 

Self-harm and suicidal behaviors  

The five self-harm and suicidal behaviors measured were: (i) wanting to self-harm; (ii) self-harming; 

(iii) reckless behavior that purposely puts one’s life at risk; (iv) suicidal thoughts; and (v) suicide 

attempts. Participants were asked for each of these items if they had engaged with the behavior in 

the prior 12 months, or ever in their life, i.e. “Have you tried to kill yourself or made a suicide attempt?” 

A lifetime prevalence of these self-harm and suicidal behaviors is reported in this article to capture 

a longer-time association between abuse and self-harm and suicidal behaviours as these may 

fluctuate over time.  

 

Exposure to abuse  

Participants were asked about a range of negative experiences that are potentially associated with 

poor mental health as described by the focus groups that informed our questionnaire design. Here 

we report on six of those items: physical abuse outside of the family (extra-familial physical abuse), 
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physical abuse within the family (familial physical abuse), sexual abuse outside of the family (extra-

familial sexual abuse), sexual abuse within the family (familial sexual abuse), abuse within an 

intimate relationship, and other familial abuse (including emotional or verbal abuse, and neglect). 

For each type of abuse participants were asked if they believed that it occurred because of their 

trans identity and these free text responses were categorically coded as “yes,” “no,” “partially, maybe, 

or sometimes,” and “unsure or unclear.” 

 

Statistical analysis 

IBM SPSS Statistics, Version 24128 was used to calculate frequencies and develop regression 

models. The prevalence of each abuse type was compared by sex assigned at birth, participant age 

(under 18 versus 18 and older), and gender categories (male/trans male, female/trans female, and 

non-binary). Comparisons were also made between participants with a binary gender identity (by 

grouping male/trans male and female/trans female) and those with a non-binary gender identity. 

Multiple logistic regression models were used to evaluate associations between abuse and self-harm 

and suicidal behaviors, psychiatric diagnoses, and current psychopathology using known cut off-

scores on the PHQ-A (moderately severe to severe depressive disorder) and GAD-7 (severe 

anxiety). Multiple linear regression models were also used to evaluate abuse and current 

psychopathology measured by the GAD-7 and the PHQ-A as continuous variables. All reported 

regression outputs are adjusted for age and sex assigned at birth. All statistical models were 

evaluated using diagnostic testing with no major deviations in distributional assumptions detected.  

 

Results 

Summary of study population 

The full survey sample comprised 859 TGD young people aged 14-25 years who were residing in 

Australia at the time of the survey. Demographic details of the sample are reported in Table 5. The 

majority of participants were assigned female at birth (74.4%). The mean age of participants was 

19.37 years (SD=3.15). A total of 29.7% (n=255) of participants identified as trans male or male, 
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15% (n=129) identified as trans female or female, and 48.5% (n=417) identified as various non-

binary identities including non-binary trans masculine, non-binary femme, agender, bigender, 

pangender and other non-binary identities. Further details on the gender identities of participants are 

reported in Strauss et al.96,124 Approximately representative of the population of Australia, 3.7% of 

participants who responded were of Aboriginal and/or Torres Strait Islander descent.113  

 

Table 5: Sample characteristics 

 Mean (SD) 
Age 19.37 (3.15) 
 N (%) 
Sex assigned at birth  
Male 220 (25.6) 
Female 639 (74.4) 
  
Gender identity  
Male/trans male 255 (29.7) 
Female/ trans female 129 (15.0) 
Non-binary 417 (48.5) 
Other 58 (6.8) 
  
Aboriginal and/or Torres Strait Islander Descent  
Respondents of total sample 652 (75.9) 
Yes 24 (3.7) 
No 628 (96.3) 
  
Psychiatric diagnoses received (lifetime prevalence)  
Depression 571 (74.6) 
An anxiety disorder 552 (72.2) 
Post-traumatic stress disorder 192 (25.1) 
Eating disorder 174 (22.7) 
A personality disorder 157 (20.5) 
Psychosis 124 (16.2) 
Substance use disorder 103 (13.5) 
  
Self-harm and suicidal behaviors (lifetime prevalence)  
Desire to self-harm  639 (91.3) 
Self-harming 561 (79.7) 
Reckless behavior to purposely put life at risk  432 (62.8) 
Suicidal thoughts  568 (82.4) 
Suicide attempt  333 (48.1) 
  
Current psychopathology  
Current severe anxiety (15+ GAD-7)  267 (31.6) 
Current moderately severe to severe depression (15+ PHQ-A) 403 (54.8) 

GAD-7, Generalized Anxiety Disorder 7-item; PHQ-A, Patient Health Questionnaire  
for Adolescents;  SD, standard deviation.  
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Prevalence of psychiatric diagnoses, self-harm and suicidal behaviors and current psychopathology 

The lifetime prevalence of psychiatric diagnoses, self-harm and suicidal behaviors, and current 

psychopathology are included in Table 5. Of note, 48.1% reported a suicide attempt, 62.8% reported 

engagement in reckless behavior to purposefully put life at risk, 74.6% had been diagnosed with 

depression, and 72.2% had been diagnosed with an anxiety disorder. Further details on the 

prevalence of all mental health outcomes in this sample  are reported in Strauss et al.96,124 

 

Prevalence of abuse 

The prevalence of abuse experienced by the study population is summarized in Table 6. Physical 

abuse was more commonly perpetrated by a family member than someone external to the family 

(24.8% compared to 16.2%). Conversely, sexual abuse was more common outside the family than 

within the family (24.3% compared to 7.5%). Almost a third of participants had experienced abuse 

within an intimate relationship (30.9%). Experiences of other familial abuse – including neglect, 

emotional or verbal abuse – were reported by 57.9% of participants. Sexual abuse within the family 

was significantly higher for those assigned female at birth (8.9%) compared to those assigned male 

at birth (3.0%). There were no other statistically significant differences between the prevalence of 

abuse for participants assigned male or female at birth. There were also no significant differences 

between prevalence when comparing by gender identity. In relation to age groups, abuse within an 

intimate relationship and extra-familial sexual abuse were significantly more likely to be reported by 

participants aged 18 or older (35.1% compared to 20.0%, and 27.0% compared to 17.3%, 

respectively). 

 

Table 6 reports on whether the participant thought that the abuse occurred because of their trans 

identity. A third of participants (32.2%) thought that extra-familial physical abuse was related to their 

trans identity. In contrast, sexual abuse (both within and outside of the family) was rarely attributed 

to an individual’s trans identity. For other familial abuse (including emotional or verbal abuse and 

neglect), the relationship with the respondent’s gender was more mixed, with 31.9% attributing such 
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abuse to their trans identity, and 19.6% stating that the abuse may have been partially or sometimes 

attributed to their trans identity. Regarding abuse within an intimate relationship, 20% of participants 

attributed this to their trans identity and 12.0% believed that it was at least partially attributed to their 

identity.  

 

Associations with self-harming and suicidal behaviors 

Table 7 reports on the associations between abuse and self-harm and suicidal behaviors. All forms 

of abuse were associated with all five self-harm and suicidal behaviors measured, with the exception 

of familial sexual abuse. Familial sexual abuse was only significantly associated with two outcomes: 

reckless behavior to purposely put one’s life at risk (odds ratio [OR]=2.680, 95% confidence interval 

[CI]=1.267-5.668) and suicide attempts (OR=3.009, 95% CI=1.511-5.995). The largest effect sizes 

for each of the self-harming and suicidal behaviors were as follows. Extra-familial physical abuse 

had the strongest effect on the lifetime desire to self-harm (OR=12.677, 95% CI=1.724-93.206); 

however this association had a broad confidence interval. Participants exposed to extra-familial 

sexual abuse had significantly elevated odds of lifetime self-harming (OR=4.577, 95% CI=2.314-

9.0353 compared to those without exposure. When looking at reckless behavior to purposely put life 

at risk, physical abuse within the family had the strongest effect (OR=4.048, 95% CI=2.563-6.396). 

A six-fold increase in the odds ratio was estimated for extra-familial physical abuse and reporting of 

suicidal thoughts (OR=6.365, 95% CI=2.281-17.761). For reported suicide attempts, the highest 

odds ratios were for the association with familial physical abuse (OR=4.095, 95% CI=2.760-6.077).   

 

Associations with psychiatric diagnoses 

Many forms of abuse were strongly associated with all psychiatric diagnoses (Table 8). The largest 

effect sizes for each of the psychiatric diagnoses received were as follows. A three-fold increase in 

the odds ratio was estimated for participants who stated that they had been diagnosed with 

depression and had experienced familial sexual abuse (OR=3.599; 95% CI=1.264-10.252). This type 

of abuse was also associated with the largest magnitude of effect for PTSD and substance use 
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disorder (OR=4.674, 95% CI=2.554-8.554 and OR=2.546, 95% CI=1.274-5.085, respectively).Extra-

familial physical abuse was most strongly associated with eating disorders (OR=3.015, 95% 

CI=1.923-4.726) and anxiety disorders (OR=2.679, 95% CI=1.502-4.778). Both personality 

disorders and psychosis were most highly associated with familial physical abuse (OR=2.240, 95% 

CI=1.486-3.375 and OR=2.575, 95% CI=1.669-3.974, respectively). 

 

Associations with current psychopathology  

Associations between the six forms of abuse and current psychopathology are reported in Table 9. 

Odds ratios were significantly elevated for many exposures to abuse, but the largest effect sizes 

were seen with familial sexual abuse and current severe anxiety (OR=1.985, 95% CI=1.075-3.666), 

as well as extra-familial physical abuse and current moderately severe to severe depression 

(OR=2.630, 95% CI=1.662-4.162). Linear regression models indicated that all forms of abuse were 

on average associated with higher symptom scores for anxiety and depression, especially familial 

sexual abuse and anxiety (B=2.506, 95%CI=0.909-4.103) and other familial abuse and extra-familial 

physical abuse and depression (B=3.517, 95%CI=2.474-4.560; B=3.476, 95% CI=2.086-4.867, 

respectively).  
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Table 6: Abuse prevalence by demographic characteristics 

 
Familial 
physical 
abuse, N (%) 

Extra-familial 
physical abuse, N (%) 

Familial sexual abuse, 
N (%) 

Extra-familial sexual 
abuse, N (%) 

Other familial 
abuse, N (%) 

Abuse within an 
intimate 
relationship, N 
(%) 

Count (%) of respondents 167 (24.8) 109 (16.2) 50 (7.5) 161 (24.3) 377 (57.9) 205 (30.9) 

       
Sex assigned at birth       
Male 48 (28.9) 30 (18.6) 5 (3.0)* 31 (19.3) 93 (58.5) 47 (28.5) 
Female 119 (23.5) 79 (15.4) 45 (8.9)* 130 (25.9) 284 (57.7) 158 (31.7) 
       
Gender identity^       
Male/trans male 48 (23.9) 35 (17.2) 18 (9.0) 47 (23.4) 111 (57.2) 63 (31.7) 
Female/trans female 30 (30.0) 18 (18.6) 3 (3.0) 19 (19.8) 60 (61.9) 31 (31.0) 
Non-binary 81 (24.6) 50 (15.3) 29 (8.8) 88 (27.3) 190 (59.0) 100 (31.4) 
       
Gender identity group       
Binary gender 78 (25.9) 53 (17.6) 21 (7.0) 66 (22.2) 171 (58.8) 94 (31.4) 
Non-binary gender 81 (24.6) 50 (15.3) 29 (8.9) 88 (27.3) 190 (59.0) 100 (31.4) 
       
Age group (at survey)       
Under 18 44 (22.7) 27 (13.9) 11 (5.7) 32 (17.3)** 106 (58.9) 37 (20.0)** 
18 and older 123 (25.7) 82 (17.1) 39 (8.2) 129 (27.0)** 271 (57.5) 168 (35.1)** 
       
Was the abuse attributed to 
trans identity?       

Total respondents 148 87 45 141 326 175 
Yes 21 (14.2) 28 (32.2) 3 (6.7) 21 (14.9) 104 (31.9) 35 (20.0) 
No 107 (72.3) 45 (51.7) 38 (84.4) 100 (70.9) 140 (42.9) 109 (62.3) 

Partially, maybe, or sometimes 11 (7.4) 9 (10.3) - 14 (9.9) 64 (19.6) 21 (12.0) 

Unsure or unclear 9 (6.1) 5 (5.7) 4 (8.9) 6 (4.3) 18 (5.5) 10 (5.7) 
*Chi-square test significant difference between the comparative sex assigned at birth groups (p<0.05). 
**Chi-square test significant difference between the comparative age groups (p<0.01). 
Abuse attributed to trans identity was not tested for significant differences.  
^Participants with a gender identity classified as “other” were excluded from this analysis.
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Table 7: Associations between abuse and self-harm and suicidal behaviors 

Personal event/experiences 
reported (% overall 
population, n) 

Lifetime desire to self-
harm, OR (95% CI)  
p-value 

Lifetime self-harming, 
OR (95% CI)  
p-value 

Lifetime reckless 
behavior, OR (95% CI) 
p-value 

Lifetime suicidal 
thoughts, OR (95% CI) 
p-value 

Lifetime suicide 
attempt, OR (95% CI)  
p-value 

Other familial abuse (57.9%, 
n=377) 

2.137 (1.211, 3.769) 
p=0.009* 

2.197 (1.460, 3.305) 
p<0.001* 

2.972 (2.108, 4.192) 
p<0.001* 

4.195 (2.662, 6.612) 
p<0.001* 

3.247 (2.308, 4.568) 
p<0.001* 

Familial physical abuse 
(24.8%, n=167) 

11.669 (2.792, 48.769) 
p=0.001* 

3.286 (1.833, 5.890) 
p<0.001* 

4.048 (2.563, 6.396) 
p<0.001* 

6.161 (2.790, 13.604) 
p<0.001* 

4.095 (2.760, 6.077) 
p<0.001* 

Familial sexual abuse (7.5%, 
n=50) 

2.065 (0.480, 8.890) 
p=0.330 

1.805 (0.690, 4.717) 
p=0.229 

2.680 (1.267, 5.668) 
p=0.010* 

3.190 (0.966, 10.530) 
p=0.057 

3.009 (1.511, 5.995) 
p=0.002* 

Abuse within an intimate 
relationship (30.9%, n=205) 

4.484 (1.876, 10.722) 
p=0.001* 

3.951 (2.213, 7.053) 
p<0.001* 

2.673 (1.811, 3.945) 
p<0.001* 

2.025 (1.217, 3.370) 
p=0.007* 

2.153 (1.510, 3.069) 
p<0.001* 

Extra-familial physical 
abuse 
(16.2%, n=109) 

12.677 (1.724, 93.206) 
p=0.013* 

3.198 (1.544, 6.623) 
p=0.002* 

3.419 (2.005, 5.830) 
p<0.001* 

6.365 (2.281, 17.761) 
p<0.001* 

3.221 (2.038, 5.091) 
p<0.001* 

Extra-familial sexual abuse 
(24.3%, n=161) 

6.681 (2.043, 21.852) 
p=0.002* 

4.577 (2.314, 9.053) 
p<0.001* 

3.271 (2.106, 5.079) 
p<0.001* 

4.066 (2.054, 8.051) 
p<0.001* 

3.795 (2.548, 5.651) 
p<0.001* 

Odds ratios adjusted for sex assigned at birth and age (by year of birth).  *p<0.05 
CI, confidence interval; OR, odds ratio. 
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Table 8: Associations between abuse and self-reported lifetime psychiatric diagnoses 

 Personal 
event/experiences reported 
(% overall population, n) 

Lifetime 
diagnosis of 
depression, OR 
(95% CI) p-value 

Lifetime 
diagnosis of 
anxiety, OR 
(95% CI) p-value 

Lifetime 
diagnosis of 
PTSD, OR (95% 
CI) p-value 

Lifetime 
diagnosis of a 
personality 
disorder, OR 
(95% CI) p-value 

Lifetime 
diagnosis of 
psychosis, OR 
(95% CI) p-value 

Lifetime 
diagnosis of an 
eating disorder, 
OR (95% CI) p-
value 

Lifetime 
diagnosis of a 
substance use 
disorder, OR 
(95% CI) p-value 

Other familial abuse (57.9%, 
n=377) 

1.953 (1.358, 
2.809) p<0.001* 

1.966 (1.380, 
2.800) p<0.001* 

2.728 (1.826, 
4.077) p<0.001* 

1.765 (1.172, 
2.657) p=0.007* 

1.753 (1.129, 
2.720) p=0.012* 

2.146 (1.446, 
3.185) p<0.001* 

1.334 (0.833, 
2.137) p=0.230 

Familial physical abuse 
(24.8%, n=167) 

2.059 (1.299, 
3.264) p=0.002* 

2.171 (1.389, 
3.392) p=0.001* 

3.562 (2.417, 
5.247) p<0.001* 

2.240 (1.486, 
3.375) p<0.001* 

2.575 (1.669, 
3.974) p<0.001* 

2.782 (1.879, 
4.120) p<0.001* 

2.128 (1.325, 
3.417) p=0.002* 

Familial sexual abuse 
(7.5%, n=50) 

3.599 (1.264, 
10.252) p=0.016* 

2.576 (1.070, 
6.201) p=0.035* 

4.674 (2.554, 
8.554) p<0.001* 

2.217 (1.179, 
4.167) p=0.013* 

2.284 (1.168, 
4.464) p=0.016* 

2.173 (1.164, 
4.053) p=0.015* 

2.546 (1.274, 
5.085) p=0.008* 

Abuse within an intimate 
relationship (30.9%, n=205) 

2.152 (1.387, 
3.339) p=0.001* 

1.536 (1.031, 
2.290) p=0.035* 

1.971 (1.344, 
2.889) p=0.001* 

1.102 (0.722, 
1.682) p=0.653 

1.706 (1.093, 
2.663) p=0.019* 

1.987 (1.340, 
2.948) p=0.001* 

1.673 (1.030, 
2.717) p=0.037* 

Extra-familial physical 
abuse 
(16.2%, n=109) 

3.065 (1.626, 
5.780) p=0.001* 

2.679 (1.502, 
4.778) p=0.001* 

4.096 (2.639, 
6.358) p<0.001* 

2.223 (1.393, 
3.548) p=0.001* 

2.222 (1.357, 
3.639) p=0.002* 

3.015 (1.923, 
4.726) p<0.001* 

1.411 (0.797, 
2.499) p=0.237 

Extra-familial sexual abuse 
(24.3%, n=161) 

2.135 (1.318, 
3.461) p=0.002* 

2.022 (1.281, 
3.191) p=0.003* 

3.970 (2.667, 
5.910) p<0.001* 

1.638 (1.061, 
2.529) p=0.026* 

1.943 (1.228, 
3.076) p=0.005* 

2.239 (1.485, 
3.377) p<0.001* 

1.364 (0.814, 
2.286) p=0.239 

Odds ratios adjusted for sex assigned at birth and age (by year of birth). *p<0.05 
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Table 9: Associations between abuse and self-reported current anxiety and depression 

Personal event/experiences 

reported (% overall population, 

n) 

Current anxiety 

(15+), OR (95% 

CI) p-value 

Current anxiety, 

linear 

regression B 

(95% CI) p-value 

Current 

depression 

(15+), OR (95% 

CI) p-value 

Current 

depression, 

linear 

regression B 

(95% CI) p-value 

Other familial abuse (57.9%, 

n=377) 
1.608 (1.135, 
2.277) p=0.008* 

1.961 (1.108, 
2.813) p<0.001* 

2.318 (1.676, 
3.206) p<0.001* 

3.517 (2.474, 
4.560) p<0.001* 

Familial physical abuse (24.8%, 

n=167) 
1.238 (0.846, 
1.811) p=0.272 

1.681 (0.719, 
2.642) p=0.001* 

1.937 (1.334, 
2.814) p=0.001* 

2.997 (1.806, 
4.180) p<0.001* 

Familial sexual abuse (7.5%, 

n=50) 
1.985 (1.075, 
3.666) p=0.028* 

2.506 (0.909, 
4.103) p=0.002* 

2.413 (1.266, 
4.600) p=0.007* 

2.752 (0.781, 
4.723) p=0.006* 

Abuse within an intimate 

relationship (30.9%, n=205) 
1.158 (0.798, 
1.681) p=0.439 

1.166 (0.247, 
2.084) p=0.013* 

1.560 (1.101, 
2.210) p=0.012* 

2.319 (1.185, 
3.453) p<0.001* 

Extra-familial physical abuse 
(16.2%, n=109) 

1.720 (1.105, 
2.678) p=0.016* 

1.770 (0.649, 
2.892) p=0.002* 

2.630 (1.662, 
4.162) p<0.001* 

3.476 (2.086, 
4.867) p<0.001*  

Extra-familial sexual abuse 
(24.3%, n=161) 

1.727 (1.161, 
2.567) p=0.007* 

1.770 (0.794, 
2.746) p<0.001* 

2.213 (1.504, 
3.257) p<0.001* 

2.917 (1.706, 
4.128) p<0.001* 

Odds ratios adjusted for sex assigned at birth and age (by year of birth). Current severe anxiety was defined 
as scoring 15 or above on the GAD-7 and current moderately severe to severe depressive symptoms was 
defined as scoring 15 or above on the PHQ-A. *p<0.05 
 

Discussion  

This article reports on six specific forms of abuse and their associations with mental health outcomes 

in TGD young people. The results show that all forms of abuse were associated with poor mental 

health overall, although there was considerable divergence in the magnitudes of the risk estimates. 

This research is novel in that it provides direction for interventions to improve the mental health of 

TGD young people – primarily through increasing societal support and bolstering acceptance within 

families – by examining the associations between these six forms of abuse and mental health 

outcomes.  Although we recognize the inherent limitations of interpreting cross-sectional data, the 

findings demonstrate high rates of abuse for TGD young people. The results show elevated rates of 

abuse occurring both within and outside of the family, as well as within intimate relationships. Almost 

a quarter of participants (24.3%) reported experiencing extra-familial sexual abuse in their lifetime. 

A significant difference for sexual abuse within the family was observed by sex assigned at birth, 

with participants assigned female at birth more likely to be exposed to this abuse, although these 

results should be approached with caution given the small sample size. Participants who were aged 
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18 or older were more likely to report sexual abuse from someone outside of their family, and more 

likely to report abuse within an intimate relationship, compared to those under the age of 18.  

 

The prevalence proportions for familial physical and sexual abuse (24.8% and 7.5%) are of 

considerable concern. We estimated a fourfold increase in the odds ratio for the association between 

familial physical abuse and lifetime suicide attempts. Although we acknowledge that many different 

experiences play a role in affecting the mental health of TGD young people,124 parental support (or 

lack thereof) is typically one of the vital dimensions of wellbeing. Research shows that TGD young 

people who are well-supported by their parents tend to have better mental health than young people 

who are not supported.45 Future interventions should target this area with a focus on increasing 

familial acceptance, and reducing violence and abuse against TGD young people within families. 

There are no existing evidence-based interventions specifically focused on increasing familial 

acceptance of TGD young people, however there has been an intervention developed for parents of 

TGD young people to increase their knowledge of gender diversity.20 Such interventions could be 

adapted, or used to inform future interventions, to specifically address acceptance and reduction of 

violence within the family.  

 

Comparisons with rates of abuse within the general Australian population are difficult due to 

inconsistent data collection methods as well as differing definitions of abuse. In the general 

Australian adult population, 48% of men and 34% of women have experienced physical violence, 

and 4.5% of men and 19% of women have experienced sexual violence since the age of 15.129 

Although not directly comparable, intimate partner abuse appears to be more common in this sample 

of TGD young people (30.9%) compared to the Australian general population aged 18 and older 

where 23% of women and 7.8% of men have experienced violence by an intimate partner, and 23% 

of women and 16% of men have experienced emotional abuse from an intimate partner since the 

age of 15.130 As noted, the results presented in this article indicate links between the six forms of 

abuse studied and self-harm, suicide, and psychiatric diagnoses. There is a well-established 
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literature on the association between trauma/abuse and psychiatric disorders in the general 

population.131,132 Similar associations have been shown in transgender adults, such as between 

various types of intimate partner violence (sexual, physical, and psychological) and clinically 

significant anxiety and depression.36  

 

It is difficult to compare our sample with young same-sex attracted and gender questioning (SSAGQ) 

young people because of incongruent measures of trauma. An Australian study found that 61% of 

SSAGQ young people had experienced verbal abuse due to their gender identity or sexuality; 18% 

had experienced physical abuse due to their gender identity or sexuality; and 24% had experienced 

verbal and physical abuse within their family.5 A national Australian survey with gay, lesbian, bisexual 

and transgender (GLBT) adults provides additional insight. GLBT adults most commonly reported 

being exposed to verbal abuse, with 25.5% of GLBT adults reporting experiencing this within the 

previous year.17 Harassment and physical violence were also reported within the prior twelve months 

at the time of the survey (15.5% and 8.7%, respectively). Additional research needs to be undertaken 

to clarify exposures to violence within the general population, including specific types of violence 

enacted against people with diverse genders and sexualities, to inform policy and practice to reduce 

trauma. More precise and consistent data collection methods will enable more accurate comparisons 

across and within specific population groups.  

 

In our study, the majority of participants did not attribute abuse to their TGD status, which is in 

contrast to other studies where transgender adults have commonly reported that the violence 

experienced was primarily because of their gender identity or expression.39,133 Despite constituting 

a minority in our study, participants who attributed abuse to their identity need to be considered, 

because if an individual believes that violence is perpetrated because of their identity, this can lead 

to internalized transphobia and the expectation of future traumatic events.39 Transgender people 

remain marginalized by society and face systematic discrimination.3 Violence may arise from a 

general lack of knowledge and understanding of transgender people as well as from fear and 
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stigma.125 Social marginalization can also lead to exposure to situations associated with an increased 

risk for violence, such as homelessness, familial rejection, and poverty.96  

 

Implications of the findings  

The current findings have wide ranging implications for clinical practice. Clinicians working with TGD 

young people need to be aware of the high prevalence of abuse in this population, and the 

associations with poor mental health outcomes. Rates of PTSD were also particularly high in this 

sample (25.1%), and PTSD was highly associated with many forms of abuse; therefore a trauma-

informed approach to intervention should be considered.37,134 It is also important to note that trans 

people may not seek help from law enforcement agencies or medical staff following sexual abuse 

because of unfavorable past experiences with these services.135 Improved education and sensitivity 

among health care providers is thus imperative.  

 

These findings also have implications for broader societal change. Violence against TGD and sexual 

minority populations continues to be perpetuated at a global level. A recent United Nations Human 

Rights Council Report136 argues that much of this violence and discrimination stems from structural 

policies and inequities that foster stigma against sexual and gender minority populations. The 

violence enacted against transgender populations in combination with difficulties faced accessing 

adequate health care has a detrimental effect on the wellbeing of TGD populations.137 Research 

from non-TGD specific populations provides strong evidence for the long-term effect of trauma and 

abuse during childhood and its impact on mental health later in life.132 The results presented in this 

article should be considered within that context, recognizing that while these data are cross-

sectional, the high rates of abuse reported are likely have long-term impacts on mental health. 

 

Limitations  

The study design was cross-sectional and, therefore, causal pathways cannot be formally inferred. 

Moreover, all data collected were self-reported and due to the anonymous nature of the survey they 
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could not be verified. Longitudinal studies of TGD young people are needed to more fully investigate 

the temporal relationships between traumatic experiences and mental health outcomes. The majority 

of participants were assigned female at birth; therefore, these data may not be representative of the 

wider TGD population. We were limited in our analyses by the six forms of abuse that were included 

in the survey; further research should look specifically at timing of abuse occurrence, further 

subtypes of abuse, and the long-term effects on mental health outcomes. These results are limited 

to Australian TGD young people and may not be generalizable to populations of TGD young people 

in other countries.  

 

Conclusion  

Our study explores an area of research into the wellbeing of TGD young people that has previously 

been neglected. These results add valuable insight into the mental health of TGD young people and 

the traumatic experiences to which they are exposed. The reported associations between traumatic 

experiences and adverse mental health outcomes suggest an urgent need for targeted prevention 

and intervention and, more broadly, enhanced societal support for TGD young people. 
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PREFACE  

This chapter explores the mental health of Trans Pathways participants who self-reported having a 

clinical diagnosis of an autism spectrum disorder. Previous research has typically focused on the 

prevalence of the overlaps between autism and gender diversity within clinical contexts, rather than 

the mental health issues experienced by such individuals. This chapter explores the mental health 

difficulties of TGD individuals on the autism spectrum, as well as experiences in accessing gender-

affirming medical intervention. The findings from this chapter indicate that a greater awareness of 

TGD young people with autism is needed in a professional context, including clinical education on 

recent standards of care.  

 

This manuscript is currently under review at the Journal of Psychiatric Research. The manuscript as 

it has been submitted is included here. The full citation is as follows: 

• Strauss P, Cook A, Watson V, Winter S, Whitehouse A, Albrecht N, Wright Toussaint D, Lin, 

A. Mental health difficulties among trans young people diagnosed with an autism spectrum 

disorder: findings from Trans Pathways. (Under review).   
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Mental health difficulties among trans young people diagnosed with an autism 

spectrum disorder: findings from Trans Pathways  

 

Abstract 

Recent research highlights an overlap of gender diversity and autism spectrum disorders (ASD); 

however, data on individuals who are trans and also on the autism spectrum are largely from clinical 

samples and may not be representative of individuals who are trans with ASD in the general 

population. In addition, there is scant literature on the mental health of these individuals and their 

experiences in accessing gender-affirming care. We investigated the prevalence of ASD in trans 

young people, their mental health (psychiatric diagnoses and self-harm and suicidal behaviors) and 

experiences in accessing gender-affirming care. This is an analysis of data collected in an Australian 

cross-sectional mixed methods survey (N=859) of trans young people aged 14-25 years. Overall, 

22.5% of participants had ever received a diagnosis of ASD from a health professional. This group 

was more likely to exhibit current psychopathology, have engaged in self-harming and suicidal 

behaviors, and was also more likely than the non-ASD diagnosed reference group to have received 

a psychiatric diagnosis. The ASD-diagnosed group were also more likely to experience barriers in 

accessing gender-affirming care. This is the first large population-based sample of trans individuals 

with ASD to report on mental health outcomes and experiences in accessing gender-affirming care. 

We highlight the necessity for clinicians working with either trans or ASD populations to have 

awareness of the co-occurrence, and to cultivate skills to work with individuals who are both trans 

and on the autism spectrum.  
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Introduction 

In Australia, 2.3% of high-school aged young people are trans and/or gender diverse (herein trans),2 

which is similar to estimates from the United States.1 In addition, it is estimated that 0.9-3.9% of 

Australian children have a diagnosis of ASD.138 There has been an emergence of literature in recent 

years highlighting the co-occurrence of autism spectrum disorder (ASD) and gender diversity.25,26,139 

Research to date has largely been focused on clinical contexts, examining the prevalence of autism 

(traits and/or diagnoses) within clinical cohorts of gender diverse individuals. To date, there has been 

scant research examining the co-occurrence of gender diversity and ASD in the broader community. 

Gaining a better understanding of the experiences and mental health of young people in the general 

community who are both trans and on the autism spectrum is imperative to ensure that these young 

people are understood and supported by health care providers.   

 

Individuals on the autism spectrumb are increasingly being seen within gender-specific clinical 

settings. A study in the Netherlands conducted within a pediatric gender clinic found that the co-

occurrence rate of gender dysphoria and ASD was 7.8%, which was ten times higher than the 

reported prevalence of ASD in the general population at that time (0.6-1%).28 There are also reports 

of elevated traits of autism seen in trans populations. At the pediatric Gender Identity Development 

Service in the UK, approximately 35% of young people presenting to the service display moderate 

to severe traits of autism.29 This is supported by recent data from an Australian pediatric gender 

service showing that 22.1% of clients attending the service scored within the ‘severe’ range using a 

screening measure for ASD.30 In a non-clinical sample of children (aged 6-12), a similar overlap of 

gender diversity and traits of autism were reported.140 In addition, in a recent analysis of a large 

cohort of autistic adults in the Netherlands (N=675), 15% of individuals in the sample reported a 

trans or non-binary identity.141 The mechanisms that may be accounting for this overlap of ASD and 

 

bIn this paper we use person-first language in line with current Australian research (Bury et al., 2020) which reported a 
preference for the term “person on the autism spectrum” over other terms. We acknowledge that many individuals 
prefer identity-first language. We also note the limitations of the language “autism spectrum disorder,” however this 
is the terminology used in the study questionnaire.   
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gender diversity are likely to be complex and there are large gaps in our understanding of why there 

appears to be a co-occurrence. A discussion of specific theories of the co-occurrence are beyond 

the scope of this paper, autistic transgender community members have advocated that investigations 

into the co-occurrence should involve the perspectives of, and be co-led by, transgender autistic 

people.142 

 

Trans individuals face significant barriers when attempting to access appropriate health care, and it 

is likely that trans individuals on the autism spectrum may face an even greater challenge.31 A recent 

qualitative investigation into the experience of being both gender diverse and on the autism spectrum 

highlighted the unique challenges: specifically, self-advocating and communicating needs in relation 

to gender was difficult.143 In addition, some individuals have reported that their autism was 

overlooked and not acknowledged due to behaviors not aligning with stereotypical autistic 

behaviors,143 which may be especially common in autistic people who show more of a "female" 

phenotype of ASD.144 Given that research and understandings in this field are rapidly advancing, it 

has been argued that both sex assigned at birth and gender should be included in future research 

to more precisely understand the experiences of trans individuals with autism (and understandings 

of autism more broadly) especially in regard to conceptualizations of gender.145  

 

Individuals with autism are also likely to have perceived (and in some instances actual) differences 

in their ability to make important decisions regarding their medical care.146 This is a significant 

consideration under the informed consent model for gender-affirming treatment especially in the 

individual’s understanding of any risks associated with medical interventions, but simultaneously 

ensuring that the individual obtains access to the medical care that they desire and not prohibiting 

such access. Additionally, typical approaches to treatments for gender dysphoria and comorbidities 

may not be sufficiently tailored to the needs of people on the autism spectrum regarding their 

distinctive neurodevelopmental trajectories and associated information processing skills. For 

example, for individuals whose understanding is enhanced through visual tools, intervention 
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timelines may need to be presented concretely and as simply as possible through visual means.28,49 

Furthermore, parents and/or clinicians may be reluctant to pursue a secondary diagnosis (e.g. if the 

individual is diagnosed with gender dysphoria they may be hesitant to pursue an ASD diagnosis) if 

they are seeing either the gender diversity or traits of autism through the lens of the primary 

diagnosis.49 This also could be due to fear around refusal of gender-affirming medical care if a 

diagnosis of ASD is obtained. 

 

The current World Professional Association of Transgender Health Standards of Care for the Health 

of Transsexual, Transgender, and Gender-Nonconforming People, Version 747 suggest 

psychological evaluation prior to commencement of gender-affirming medical intervention. The 

Australian Standards of Care and Treatment Guidelines for Transgender and Gender Diverse 

Children and Adolescents46 also recommend that a psychosocial assessment is completed and 

suggest that transition (both medical and social), and related decision-making, is guided by the 

individual. The Australian guidelines state that ongoing psychological support may not be necessary 

for all gender diverse children and adolescents, but especially in cases where there is co-occurring 

ASD, psychological assessment by a mental health clinician with appropriate expertise is 

recommended.46 The most comprehensive guidelines for the care of adolescents with co-occurring 

autism and gender diversity have been published by Strang et al.49 and argue for a bidirectional 

assessment approach where trans individuals are assessed for autism, and individuals with autism 

are screened for gender diversity. The guidelines also provide advice for ongoing treatment 

protocols.  

 

While trans individuals with ASD should have equal access to gender affirming medical intervention, 

it is suggested that clinicians are cognizant of the unique complexities that arise with the interplay of 

ASD and gender diversity, when exploring readiness to commence gender-affirming medical 

treatments.49 Importantly, clinicians should be aware of how these differences may impact on the 

informed decision-making process. Clinicians should seek expertise and professional development 
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to ensure that they have capacity to adequately evaluate readiness for medical treatment in these 

individuals without unreasonably restricting gender-affirming medical intervention. 

 

Given the complexities in diagnosis and management described above, the association between 

gender diversity and autism requires further investigation. In addition, there is minimal extant 

literature on the mental health of individuals who are both trans and on the autism spectrum, as most 

published literature focuses solely on the rate of co-occurrence.28,147 A recent retrospective pediatric 

gender clinic chart review examined mental health correlates of individuals scoring in the clinical 

range on an autism screener, and found that individuals with indicated ASD had clinically elevated 

scores for internalizing psychopathology,30 however, this is from a clinical sample and may not be 

representative of the wider population. It is known that trans young people can experience barriers 

to accessing care, so are not always included within research in clinical contexts, thus research 

within community samples is valuable for understanding the mental health of trans young people 

with ASD. 

 

In this paper we investigate the prevalence of self-reported ASD diagnoses within a sample of trans 

young people in Australia drawn from the community and clarify differences in the needs of trans 

young people who do and do not have a diagnosis of ASD. We aim to examine differences between 

trans young people with and without ASD in terms of demographic characteristics, mental health, 

the experience of negative events, and access to gender-affirming health care, in a large population-

based sample.  

 

Methods 

Participants 

We investigated the prevalence of ASD in trans young people, measured using self-reports of having 

ever received a formal clinical diagnosis of ASD. This is a sub-analysis of data collected in the Trans 

Pathways study,96 a cross-sectional mixed methods survey which collected online data nationwide 
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across Australia in 2016. The sample consisted of 859 trans and gender diverse young people aged 

14-25 who were recruited through social media, mental health services, medical services, parent 

and youth support groups, and word of mouth. The overall questionnaire included components on 

mental health, negative experiences, and experiences in accessing medical and mental health 

services. A more detailed description of Trans Pathways is available in Strauss et al.96  

 

Ethical considerations 

Participants were provided with an online participant information sheet and were instructed that by 

entering the online survey they were consenting to taking part in the study. Parental consent was 

not required. Ethics approval was obtained from the University of Western Australia ethics committee 

(RA/4/1/7958). 

 

Adverse mental health outcomes 

Participants were asked a series of questions about psychiatric diagnoses previously received from 

a health professional. The psychiatric diagnoses asked about were depression, anxiety disorders, 

post-traumatic stress disorder, eating disorders, autism spectrum disorder, personality disorders, 

psychosis, and substance use disorders. Participants indicated whether they had been diagnosed 

as having any of these conditions by a health professional. Depressive symptoms were indexed on 

the Patient Health Questionnaire-Adolescent version (PHQ-A).90,148 The PHQ-A is a 9-item scale that 

is scored from 0-27 and can be categorized into no depressive disorder (0-4); possible mild 

depressive disorder (5-9); possible moderate depressive disorder (10-14); possible moderately 

severe depressive disorder (15-19); and possible severe depressive disorder (20-27).90 Anxiety 

symptoms were measured using the Generalized Anxiety Disorder 7-item Scale (GAD-7).92 The 

categories for the GAD-7 are based on scores suggestive of mild generalized anxiety disorder (≥5); 

moderate to severe anxiety (≥10); and severe anxiety (≥15).92 Information was also requested on an 

additional five self-reported self-harm and suicidal behaviors: wanting to self-harm, self-harming, 
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reckless behavior that purposely puts one’s life at risk, suicidal thoughts, and suicide attempts. Here 

we report on the lifetime prevalence of these behaviors. 

 

Exposure to negative experiences  

Participants indicated whether they had ever been exposed to a range of negative experiences that 

could be potentially associated with poor mental health. These were: issues with accommodation 

(including homelessness), body dysphoria, bullying, discrimination, employment issues, 

experiencing a significant loss, feeling isolated from not knowing other trans people, feeling isolated 

from services, helping others with their issues with mental health, a lack of family support, peer 

rejection, and issues with school, university or technical college (henceforth issues within education 

settings). In addition, six forms of abuse were included: abuse within an intimate relationship, extra-

familial physical abuse, extra-familial sexual abuse, familial physical abuse, familial sexual abuse 

and other abuse from a family member (neglect, emotional or verbal abuse). 

 

Social and medical transition 

Social transition status was asked about using an open text box (Have you socially transitioned or 

began socially transitioning?), and these responses were coded into three categories, namely: 

socially transitioned (e.g. “Yes, I have socially transitioned”), not socially transitioned (“No, because 

I don't feel the need to”) and partially/somewhat socially transitioned (e.g., only within some social 

circles, “Only online and within peer groups”). We asked about gender-affirming medical 

interventions using three closed-ended questions (1) Have you ever used hormones (e.g. anti-

androgens such as Lucrin) for the purpose of blocking puberty when you were a child or adolescent? 

2) Have you ever used a hormone blocking medication (e.g. anti-androgens) as an adult? 3) Have 

you ever used hormones that have the effect of masculinizing or feminizing (e.g. testosterone 

oestrogen, progesterone)?). Possible response options reflected current use, past but not current 

use, lack of interest in using the specified hormone, inability to access desired hormone, and options 

of “I don’t know” and “none of these answers apply to me”.  Data on hormone use were combined 
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for this analysis, to reflect use of any hormones. Positive responses indicating current or past use of 

hormones were combined. Responses indicating being unable to access hormones but wanting to 

(e.g. “No, because I have not been able to access what I want”) were kept separate from negative 

responses (e.g. “No, I am not interested in using any kind of hormone therapy”). The same process 

was undertaken for analysis of survey questions on access to gender-affirming surgeries.  

 

Data analysis 

IBM SPSS Statistics, version 24, was used to determine frequencies and differences between 

participants who were non-ASD diagnosed and ASD-diagnosed using chi-square tests. Given that 

all questions were voluntary, response rates for each analysis differed. We developed and applied 

multiple logistic regression models adjusted for sex assigned at birth and age (by using year of birth) 

to assess potential associations between an ASD diagnosis and self-harm and suicidal behaviors, 

psychiatric diagnoses, and current psychopathology using known cut off-scores on the PHQ-A 

(moderately severe to severe depressive disorder) and GAD-7 (severe anxiety). Logistic regression 

models were also used to determine differences in exposures to negative experiences by 

participants in the ASD-diagnosed compared to non-ASD diagnosed groups. The level of statistical 

significance was set at p=0.05 for all analyses. Distributional assumptions were evaluated for all 

statistical testing and no major deviations were identified. 

 

Results  

In this sample 22.5% of respondents (n=172 ) reported that they had ever received a diagnosis of 

ASD from a health professional. There were no statistically significant differences between 

participants with and without an ASD diagnosis in terms of sex assigned at birth (25.1% of 

participants assigned male at birth reported an ASD-diagnosis compared to 21.6% of participants 

assigned female at birth, p=0.305), nor in terms of year of birth (p=0.397). Gender was asked about 

in an open text box, allowing participants to write in their own gender identity. Within the ASD-

diagnosed group, 38.8% identified as male or trans male, 19.4% as female or trans female, and 
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41.8% with a non-binary gender identity. Participants in the ASD-diagnosed group were more likely 

to describe their gender in binary terms than the non-diagnosed group (p=0.004); 58.2% described 

their gender in a binary way compared to 41.8% who described their gender in a non-binary way, 

while in the non-diagnosed group 45.4% described their gender in binary terms and 54.6% in a non-

binary way.  

 

Adverse mental health outcomes  

Comparisons of adverse mental health outcomes for ASD-diagnosed and non-diagnosed groups are 

reported in Table 10. All estimates presented are adjusted for sex assigned at birth and age of 

participants. Rates of psychiatric diagnoses reported by participants were all significantly higher in 

the ASD-diagnosed group. For the ASD-diagnosed group versus the reference group, the following 

associations with high effect sizes were reported: an odds ratio (OR) of 16.887 (95% CI=10.692, 

26.671) was estimated for the diagnosis of psychosis, an OR of 12.669 (95% CI=7.894, 20.334) for 

substance use disorder, an OR of 10.964 (95% CI=7.316, 16.431) for personality disorder, and an 

OR of 8.002 for anxiety disorder (95% CI=4.230, 15.138). The odds of being diagnosed with 

depression, post-traumatic stress disorder, or an eating disorder were also distinctly elevated in the 

ASD-diagnosed group compared to the referent group.  

 

For current symptomatology in the ASD-diagnosed group compared to non-ASD diagnosed 

participants, an OR of 2.184 (95% CI=1.498, 3.185) was estimated for current symptoms of severe 

anxiety and an OR of 1.473 (95% CI=1.023, 2.122) for moderate to moderately severe symptoms of 

depression. The ASD-diagnosed group was statistically significantly more likely to have engaged in 

self-harming, reckless behavior to purposely put life at risk, suicidal thoughts, and a previous suicide 

attempt than the non-ASD diagnosed group. There were no significant differences between groups 

regarding the desire to self-harm.  
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Table 10: Adverse mental health outcomes of participants with and without an ASD diagnosis 

 Total n^ 
ASD-
diagnosed, n 
(%) 

Non-ASD 
diagnosed, n 
(%) 

Adjusted OR (95% CI) p-value 

PREVIOUS PSYCHIATRIC DIAGNOSIS      

Depression 765 157 (91.3)** 414 (69.8)** 4.873 (2.773, 8.564) p<0.001** 

Anxiety disorder 765 161 (93.6)** 391 (65.9)** 8.002 (4.230, 15.138) p<0.001** 

Post-traumatic stress disorder 765 98 (57.0)** 94 (15.9)** 7.968 (5.398, 11.763) p<0.001** 

Personality disorder 765 95 (55.2)** 62 (10.5)** 10.964 (7.316, 16.431) p<0.001** 

Psychosis 765 88 (51.2)** 36 (6.1)** 16.887 (10.692, 26.671) p<0.001** 

Eating disorder 765 90 (52.3)** 84 (14.2)** 6.822 (4.656, 9.994) p<0.001** 

Substance use disorder 765 71 (41.3)** 32 (5.4)** 12.669 (7.894, 20.334) p<0.001** 

CURRENT PSYCHOPATHOLOGY     

Depression (PHQ-A 15+) 736 111 (68.9)** 292 (50.8)** 2.184 (1.498, 3.185) p<0.001** 

Anxiety (GAD-7 15+) 753 63 (37.7)* 172 (29.4)* 1.473 (1.023, 2.122) p=0.037* 

SELF-HARMING AND SUICIDAL BEHAVIOURS     

Lifetime wanting to self-harm 700 144 (92.9) 495 (90.8) 1.380 (0.695, 2.739) p=0.357 

Lifetime self-harming 704 131 (85.1) 430 (78.2) 1.741 (1.056, 2.870) p=0.030* 

Reckless behaviour to purposely put life at risk 688 111 (73.0)* 321 (59.9)* 1.894 (1.267, 2.830) p=0.002* 

Lifetime suicidal thoughts 689 135 (87.7) 433 (80.9) 1.721 (1.014, 2.921) p=0.044* 

Lifetime suicide attempt 692 87 (57.2)* 246 (45.6)* 1.661 (1.151, 2.397) p=0.007* 

^n differs due to missing data. 
GAD-7, Generalized Anxiety Disorder 7-item; PHQ-A, Patient Health Questionnaire for Adolescents.  
*Significant difference between the ASD-diagnosed and non-ASD diagnosed groups (p<0.05).  
**Significant difference between the ASD-diagnosed and non-ASD diagnosed groups (p<0.001).  
All odds ratios adjusted for year of birth and sex assigned at birth.  



CHAPTER 5: TGD YOUNG PEOPLE WITH ASD 
 

 

 

101 

Table 11: Prevalence of reported negative experiences by participants with and without an ASD diagnosis 

Negative Experiences Reported Total n^ ASD-diagnosed, n 
(%) 

Non-ASD diagnosed, 
n (%) Adjusted OR (95% CI) p-value 

Abuse within an intimate 
relationship 664 54 (37.5) 151 (29.0) 1.602 (1.076, 2.386) p=0.020* 

Body dysphoria  691 144 (92.9) 504 (94.0) 0.840 (0.413, 1.712) p-0.632 
Bullying  672 111 (76.6) 386 (73.2) 1.237 (0.801, 1.911) p=0.337 
Discrimination  659 107 (74.3) 347 (67.4) 1.406 (0.926, 2.133) p=0.110 
Employment issues  671 61 (42.1) 220 (41.8) 1.086 (0.715, 1.650) p=0.699 
Experiencing a significant loss  673 82 (56.2) 277 (52.6) 1.202 (0.826, 1.747) p=0.336 
Extra-familial physical abuse 673 33 (22.9)* 76 (14.4)* 1.896 (1.189, 3.022) p=0.007* 
Extra-familial sexual abuse 662 41 (28.7) 120 (23.1) 1.445 (0.944, 2.214) p=0.091 
Familial physical abuse 673 45 (30.6) 122 (23.2) 1.496 (0.995, 2.250) p=0.053 
Familial sexual abuse  670 13 (9.0) 37 (7.0) 1.525 (0.774, 3.003) p=0.223 
Feeling isolated from not knowing 
other trans people  688 112 (73.7)* 343 (64.0)* 1.563 (1.044, 2.341) p=0.030* 

Feeling isolated from services  672 92 (62.6) 312 (59.4) 1.143 (0.784, 1.667) p=0.486 
Helping others with their issues 
with mental health  674 101 (68.7) 372 (70.6) 0.895 (0.599, 1.336) p=0.586 

Lack of family support  655 93 (64.1) 338 (66.3) 0.905 (0.615, 1.333) p=0.614 
Other abuse from a family member 
(neglect, emotional or verbal 
abuse) 

651 93 (65.0) 284 (55.9) 1.481 (1.006, 2.180) p=0.047* 

Peer rejection  689 139 (90.3) 474 (88.6) 1.193 (0.657, 2.167) p=0.561 
School, University or TAFE issues  687 126 (82.9) 416 (77.8) 1.395 90.872, 2.231) p=0.164 
Unstable accommodation 668 44 (29.9)* 103 (19.8)* 1.902 (1.227, 2.946) p=0.004* 

^n differs due to missing data. 
*Significant difference between the ASD-diagnosed and non-ASD diagnosed groups (p<0.05).  
CI, confidence interval; OR, odds ratio. All odds ratios adjusted for year of birth and sex assigned at birth. 
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Exposure to negative experiences  

As with the overall sample of trans young people, the ASD-diagnosed cohort frequently indicated 

that they had been exposed to the range of negative experiences that were included in the 

questionnaire (Table 11). Statistically significant odds ratios were estimated for five negative 

experiences in the ASD-diagnosed compared to non-ASD diagnosed group: abuse within an intimate 

relationship, unstable accommodation, feeling isolated from not knowing other trans people, neglect, 

emotional or verbal abuse from a family member, and extra-familial physical abuse. 

 

Table 12: Frequency and desire for social and medical transition by participants by ASD-diagnosed 
groups 

Transition Pathway ASD-diagnosed, n (%) Non-ASD diagnosed, n 
(%) 

SOCIAL TRANSITION (total n=606) 
Socially transitioned 76 (56.7) 261 (55.3) 
Partially socially transitioned 37 (27.6) 135 (28.6) 
Not socially transitioned 21 (15.7) 76 (16.1) 

p-value^  0.958 

  

GENDER-AFFIRMING HORMONE USE (total n=579) 
Any hormone use 33 (26.2) 152 (33.6) 
No hormone use 7 (5.6) 88 (19.4) 

No, but hormones desired 86 (68.3) 213 (47.0) 

p-value^  <0.001** 
  
GENDER-AFFIRMING SURGERY (total n=412) 
Any gender affirming surgery/ies 6 (6.1) 35 (11.1) 

No gender affirming surgery/ies 20 (20.4) 111 (35.4) 
No, but gender affirming surgery/ies desired 72 (73.5) 168 (53.5) 
p-value^  0.002* 

^ Based on chi-square test 
*Significant difference between the ASD-diagnosed and non-ASD diagnosed groups (p<0.05) 
**Significant difference between the ASD-diagnosed and non-ASD diagnosed groups (p<0.001) 
 

 

Social and medical transition  

As reported in Table 12, there were no significant differences between the ASD-diagnosed and non-

ASD diagnosed groups for social transition rates (p=0.958). Approximately half of all participants 

indicated socially transitioning (56.7% in the ASD-diagnosed group and 55.3% in the non-diagnosed 
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group) and 27.6% of the ASD-diagnosed group had partially socially transitioned, compared to 

28.6% in the non-diagnosed group. There were significant differences between groups for both 

gender-affirming hormones (p<0.001) and for surgery/ies (p=0.002). Fewer of the ASD-diagnosed 

participants were currently using hormones (26.2% compared to 33.6% in the non-ASD diagnosed 

group) or had undergone gender-affirming surgery/ies (6.1% compared to 11.1% in the non-ASD 

diagnosed group). Participants with ASD more frequently indicated wanting to but not being able to 

access both hormones and gender-affirming surgery/ies– for hormones, 68.3% of ASD-diagnosed 

group compared to 47.0% of non-ASD diagnosed group, for surgery/ies, 73.5% of ASD-diagnosed 

group compared to 53.5% of non-ASD diagnosed group. 

 

Discussion 

In this sample of Australian trans young people, we identified a prevalence of self-reported 

diagnosed ASD of 22.5%, far higher than the rates of ASD in the general Australian population (0.9-

3.9%).138,149 This finding is in accordance with clinical reports that the co-occurrence of ASD amongst 

trans individuals is elevated compared with the general population,28,29 and is strikingly similar to a 

previous report of 22.1% of clients at an Australian specialized pediatric gender service falling into 

the severe range on an ASD screening tool.30 The results reported here demonstrate that individuals 

on the autism spectrum make up a significant proportion of the trans community, which is a critical 

consideration when designing clinical services and other supports. Within the ASD-diagnosed group 

of this sample a large proportion (41.8%) described their gender in a non-binary way, high 

proportions of individuals identifying in a non-binary way have also been reported other cohorts of 

trans individuals with ASD.141 Thus, there is a need to consider the diversity within trans populations 

for the delivery of services that are affirming of all genders.  

 

We also highlight the mental health complexities of young people who are both trans and on the 

autism spectrum. Participants with an ASD diagnosis reported higher rates of mental health 

difficulties than participants without an ASD diagnosis within this cohort of trans young people. At 
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present it is not clear whether the unique experiences of being on the autism spectrum, or the 

additive difficulties faced by trans individuals on the autism spectrum, underlies the additional 

psychological distress reported here. Regardless of the underlying drivers of the psychological 

distress, there is strong evidence from this sample that trans young people with autism are 

experiencing and reporting high levels of distress, which in turn warrants further investigation into 

how this cohort can best be supported. Such research should be community-based to ensure 

applicability and relevance.  

 

The higher rates of psychiatric diagnoses within the ASD-diagnosed group reported here could 

possibly be explained by their previous contact with the health system as a result of their autism, 

which has a tendency to increase an individual’s likelihood of receiving additional diagnoses. 

Alternatively, the proportion of participants with co-occurring psychiatric diagnoses could reflect a 

high level of psychological distress in this population, which has been reported in previous literature 

that noted most individuals with ASD experience high rates of mental health difficulties.150 Another 

possibility is that the extremely high odds ratios for co-occurring diagnoses with ASD could be 

explained through clinical misdiagnoses based on misunderstandings of expressions of ASD and/or 

gender diversity. This is unlikely for the majority of participants considering the high psychopathology 

reported independently in both populations of individuals who are trans and those with autism. These 

are all possible explanations that could have occurred independently; however, it is more likely that 

an interplay of these explanations contributes to the results presented here. For example, a young 

person experiencing distress or difficulties may have sought help from the health system which has 

then diagnosed conditions occurring for that young person (accurate diagnoses and/or 

misdiagnoses).  

 

The rates of substance use disorders seen in the ASD-diagnosed group were markedly elevated 

(41.3% compared to 5.4%). A Swedish study using register data found that individuals with ASD 

were more likely than matched controls to have a substance use-related problem.151 Individuals with 
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ASD without intellectual impairment may use alcohol to cope with anxiety related to social 

difficulties,152 and they may have a propensity to develop an alcohol use disorder once alcohol 

uptake begins.153 There could be an increased susceptibility within trans populations with ASD 

arising from the additional stigma, discrimination and negative experiences to which the trans 

population is exposed.  

 

The prevalence of psychosis was also higher in the ASD-diagnosed group (51.2% compared to 6.1% 

in the non-diagnosed group). Previous research has established a co-occurrence of ASD and 

psychosis.154,155 There are many theories for why ASD and psychosis co-occur,154 and the elevated 

rates we have reported within this population of trans young people may be reflective of the co-

occurrence within the general ASD-diagnosed population.  

 

There were also elevated rates of personality disorders reported in the ASD-diagnosed group (55.2% 

compared to 10.5% in the non-diagnosed group). Personality disorders may inherently overlap with 

ASD, as a previous study found that half of their participant group with an ASD diagnosis was found 

to have a co-occurring personality disorder.156 A study in the UK found that individuals with borderline 

personality disorder – especially (presumably cisgender) females – had undiagnosed autism, and 

that individuals with borderline personality disorder scored similarly highly on traits of autism as the 

comparative group with an ASD diagnosis.157 Our results also could be due to misdiagnoses, as has 

been theorized likely occurs with both personality disorders and ASD.157 In addition, some 

participants could have mistaken personality disorders for social difficulties or another similar 

concept, however as the question was worded as receiving a diagnosis received from a health 

professional this is unlikely to be the case for many of the participants.  

 

Prior research has indicated that people with ASD are at an increased risk for both suicidal ideation 

and attempts compared to the general population.158 This is mirrored in the results presented here, 

which suggest that trans young people diagnosed with ASD more frequently have a history of self-
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harming, suicidal thoughts, suicide attempts and reckless behavior to purposely put their life at risk. 

Notably there were no statistically significant differences in the desire to self-harm between the ASD-

diagnosed and non-ASD diagnosed populations. This could relate to an underlying inflexibility in 

thinking, and a propensity to act on behaviors,49 leading to suicidal and self-harming actions as 

opposed to thoughts of self-harming. It is however important to emphasize that the frequency rates 

for all self-harming and suicidal behaviors in the Trans Pathways cohort96,124 are elevated compared 

to the general population of Australian young people.117 This indicates that clinical and social support 

is necessary for trans young people irrespective of an ASD diagnosis, but that it is important to 

consider co-occurring diagnoses such as ASD to ensure that appropriate treatment options are 

provided to individuals who may be at risk.   

 

There are mixed reports over whether the co-occurrence of gender diversity and autism is more 

common in individuals assigned a specific sex at birth. Previous research has suggested that autistic 

traits appear to be more prevalent in trans people assigned female at birth compared to those 

assigned male at birth.28,159 In our study there was no significant difference in diagnostic rates based 

on sex assigned at birth. In line with our findings, a retrospective case review examining gender 

variance in a sample of individuals with ASD also showed no difference in participant’s birth assigned 

sex,160 and a recent chart review within a pediatric gender clinic also failed to find a link.30 It therefore 

remains largely inconclusive if there are any true differences in co-occurrence based on sex 

assigned at birth.   

 

Limitations 

All data reported here are self-reported anonymous data that cannot be independently verified (e.g. 

by clinical reports). We are thus unable to confirm the self-reported diagnoses of ASD. The study 

participants are also self-selected and not representative of the wider population. Because 

completion was voluntary for the majority of items on the questionnaire, there is missing data for 

some for the items presented here; this has been indicated where relevant throughout this article.  
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Implications 

The results presented here are drawn from a large community-based sample of trans young people, 

adding to the existing literature on clinical populations of young trans individuals. Young people who 

are both trans and on the autism spectrum report high rates of psychopathology, suggesting they 

are a high needs group. Clinicians working with trans and/or ASD populations should also be aware 

of this heightened risk for psychiatric conditions (depression, anxiety, and others outlined previously), 

and appropriately screen for and manage this risk. Current Australian guidelines for the assessment 

and diagnosis of ASD recommend that clinicians should be aware of the co-occurrence of autism 

and gender diversity,161 and be knowledgeable of how these identities intersect and the implications 

they have on the individual’s behaviors and needs. These Guidelines also suggest referral to 

appropriate services with expertise in gender diversity if necessary. Considering the high rates of 

co-occurring autism and gender diversity reported both here and in the broader literature, it is 

recommended clinicians specializing in each of these populations should be aware of the overlap 

and possibility of increased psychopathology and risk.  

 

Psychological guidelines for treating trans youth highlight the importance of using a patient-centered 

approach, and listening to and affirming the young person’s experience of gender.162 These 

guidelines should be adhered to regardless of the individual’s ASD status, but there are important 

additional clinical considerations for those trans young people with ASD. For example, previous 

research has highlighted that trans individuals with ASD have felt constrained in exploring their 

gender expression and taking steps to socially transition, and have felt concern that their gender 

identity will be dismissed as “part of their autism”.143 This again highlights the need for clinicians 

working in both of these fields to have sufficient knowledge of both autism and gender diversity, and 

the guidelines published by Strange et al.49 for adolescents with co-occurring ASD and gender 

diversity may provide some initial structure for this work. 
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These initial expert consensus guidelines created for treating trans individuals with ASD suggest that 

treatment pathways remain very similar to individuals without ASD, but that an extended assessment 

period may be necessary before commencing gender-affirming medical intervention.49 Ultimately, in 

determining the young person’s medical pathway, an individualized approach is necessary, 

especially to resolve any challenges that may arise related to ASD, e.g. difficulty in expressing inner 

experiences, concerns around rigidity and potential pressures to align with traditional gender roles.28 

The purpose of such an assessment process is to support self-determination in decisions related to 

the individual’s care by ensuring that they are informed about these choices and have capacity to 

understand the possible outcomes of their decision. It is important that neurotypical expectations are 

not imposed on individuals with ASD (e.g. difficulty to express their internal experience should not 

pose as a barrier to accessing care); rather, clinicians should develop more breadth of assessment 

skills to ensure that individuals with ASD are also receiving affirming care including psychosocial 

support outside of clinical care for both young people and parents of trans young people with ASD.142 

Specific aspects of affirmative care of trans young people with ASD have been discussed by Strang 

et al. at length; see 49,142,163. 

 

Our results show that trans young people diagnosed with ASD may have difficulty accessing gender-

affirming medical intervention, as noted by the differences in hormone and surgery access rates, as 

well as their unmet desire to undergo gender-affirming medical intervention. The specific reasons for 

this are unknown, but when this is considered within the context of their heightened 

psychopathology, the need to improve care and alleviate gender dysphoria-related mental health 

difficulties must be an important consideration. It is essential that further research investigates the 

specific issues related to accessing intervention, e.g. whether the delays in obtaining such 

interventions are due to issues of capacity, lacking parental support, issues with accessing services, 

or other reasons. Beyond the context of gender-affirming medical intervention, other aspects of 

clinical care should be evaluated for their inclusivity of trans individuals with ASD. Adaptations to 

existing clinical care or the creation of new programs may be co-designed with trans young people 
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with ASD, for example see 163. Further to this, future research should analyze mental health 

outcomes and barriers to medical and mental health services within young people with ASD, to 

compare outcomes of those who are trans to those who are cisgender.  

 

Conclusion 

The prevalence of ASD diagnoses in trans young people is higher than the rate seen within the 

general Australian population. This study is novel because it reports on a community sample of trans 

young people rather than a clinically based sample to examine ASD diagnoses and associated 

mental health difficulties. The high level of psychopathology in this group of young people indicates 

the need for improved support of trans individuals on the autism spectrum.  
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PREFACE  

Using data from Trans Pathways, the experiences of trans young people accessing primary care 

(GPs) and medical transition services are explored in this chapter. A mixed methods analysis was 

used to review service access for gender-related needs, and a general inductive approach was taken 

to analyse the qualitative responses related to the care received. In situations where trans young 

people received inclusive care, they reflected that it was helpful to have a medical care provider who 

could discuss different gender-affirming care options and pathways. Other participants shared 

experiences of feeling invalidated by the service provider. Service providers who are known to be 

inclusive of diverse genders have long waiting lists; increasing the availability of such providers 

would be beneficial. These findings indicate that there are many areas in which medical practice 

could potentially be improved, including through enhanced referral pathways and the upskilling of 

service providers on gender diversity. 

 

The full published manuscript as it appears in the International Journal of Transgender Health is 

provided in Appendix N. The full citation is as follows:   

• Strauss P, Winter S, Waters Z, Watson V, Wright Toussaint D, Lin A. Perspectives of trans 

and gender diverse young people accessing primary care and gender-affirming medical 

services: findings from Trans Pathways. International Journal of Transgender Health. 2021. 
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Perspectives of trans and gender diverse young people accessing primary care and 

gender-affirming medical services: findings from Trans Pathways  

 

Abstract 

Background: Increasing numbers of trans young people are seeking medical services worldwide, 

but there have been few qualitative investigations of the experiences of trans young people 

attempting to engage with these services to explore in-depth experiences of clinical interactions.  

 

Aims(s): We aimed to explore the experiences of trans young people accessing primary care and 

gender-affirming medical services in Australia for reasons related to their gender. 

 

Methods: Using data from a large mixed methods cross-sectional study, we explored the personal 

experiences of trans young people aged 14-25 (N=859) receiving care within primary care services 

and gender-affirming medical services. Qualitative data on these service experiences were 

thematically analyzed.  

 

Results: Trans young people in Australia reported experiencing difficulties when accessing medical 

services, especially in relation to gender-affirming medical intervention, referrals to specialist 

services, and obtaining clinical support in an affordable and timely manner. We found that trans 

young people were frequently confronted with negative experiences due to clinicians lacking 

expertise in providing gender-affirming care. Trans young people also reported many positive 

experiences, including feeling their gender identity was valued and respected by certain services. 

Although many practitioners attempted to assist their trans patients, they often did not provide 

satisfactory care and young people were often left to navigate the health care system unsupported. 

These interactions were often constrained by long waiting times and service cost.   
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Discussion: In general, clinicians require further training to be able to respectfully interact with trans 

patients and to adequately assist trans young people to obtain necessary medical care. The danger 

of providing such non-affirmative care to a trans young person is not only invalidating the young 

person’s identity, but also an elevated risk of ill-health due to later avoidance of health care.  

  



CHAPTER 6: ACCESSING MEDICAL SERVICES 
 

 

 

114 

Introduction 

The number of trans and gender diverse (herein trans)c young people in Australia seeking support 

from medical service providers has been significantly increasing in recent years,68 reflecting a trend 

that has been noted internationally.69 Recent estimates indicate that 2.3-2.7% of high-school aged 

adolescents are trans or gender nonconforming – young people whose gender differs to that 

presumed to them at birth.1,2 Research has shown that trans young people historically have had 

difficulty accessing health services that are clinically competent in regard to trans health.70 However, 

there have been few qualitative investigations from the perspective of trans people on navigating 

healthcare services.  

 

Within trans healthcare, the consensus is that primary care providers should ascertain the level of 

support that their trans patient needs, assess any mental health symptoms, plan for the future health 

desires of the patient, and update medical records with the patient’s name and pronouns.164 In 

addition, primary care providers working with trans clients should have expertise in monitoring and 

administering hormonal interventions for young people,164 and have awareness of appropriate 

referral pathways (e.g. to endocrinology). There are multiple current accepted standards of care for 

medical professionals working with trans young people,46-48 however medical practitioners commonly 

do not receive training on trans health,165 resulting in trans people experiencing difficulties in 

accessing medical care that affirms their identity and meets their needs.  

 

Globally, trans people report negative experiences when attempting to access medical services, 

which in turn contribute to poor mental health.3,59 It is known that trans young people experience 

barriers in accessing medical care that is inclusive of gender diversity,70 including attending 

appointments with clinicians who are insufficiently knowledgeable and/or supportive of gender-

affirming medical interventions, delays in receiving care due to difficulties in locating a practitioner 

 

c We use the term trans here to be inclusive of all genders differing from an individual’s presumed gender 
at birth, subsuming a range of identities, including ‘transgender,’ ‘gender diverse’ and ‘gender minority’. 
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with experience in trans health, and gatekeeping practices which delay access to gender-affirming 

medical care. Staff misgendering patients (referring to a person as the incorrect gender, commonly 

through incorrect pronoun usage) and making discriminatory comments promotes a negative, and 

sometimes traumatic, health care experience for trans patients.59,166 Feelings of isolation from 

services are associated with symptoms of depression and anxiety, as well as self-reported self-

harming behaviors and suicide attempts in trans young people.124 A recent Canadian study found 

that 43.9% of trans people felt their overall health care needs were not met.75 In addition, a recent 

study in the US reported that trans young people experiencing mental health difficulties were more 

likely to experience a clinical interaction where they felt they were not respected, and also were more 

likely to need to educate their care provider on gender diversity.167  

 

In Australia and New Zealand, trans people have expressed significant concerns over accessing 

services after either having a negative experience themselves or upon hearing of adverse 

experiences from others,76 and report difficulties in locating a practitioner who is trans-affirming.168 

In Australia,  42.1% of trans young people have experienced reaching out to a service provider who 

did not understand, respect or have any prior experience with gender diverse people.96 Trans young 

people are also less likely than their cisgender peers to access services for health needs, such as 

regular health check-ups.1 In addition, emergency care may be avoided even when in crisis because 

of a lack of provider competency and anticipation of discrimination including fearing for one’s safety, 

objectification in the emergency department, and negative reactions to disclosure of the individual’s 

gender history, e.g. misgendering and refusal to use the individual’s name and/or pronouns.77 

 

Trans young people in the Netherlands who have been able to access gender-affirming interventions 

as a child, adolescent or young adult have shown mental health outcomes similar to the general 

population.71 A recent review74 found that puberty suppression improved psychological health for 

pubertal trans children with marginal associated risk of poor health outcomes. In addition, a recent 

US study has demonstrated that access to pubertal suppression when desired is associated with 
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lower odds of suicidal ideation compared to trans people who wanted pubertal suppression but were 

unable to access it.72  For adult populations, it has been reported that hormonal interventions have 

a positive impact on psychological functioning and quality of life,169 but there are not yet sufficient 

data to fully explain the longer term effects of these interventions on mental health and quality of life. 

Nonetheless, some prospective cohort studies indicate that after hormone initiation, trans adults 

experience lower levels of anxiety, depression, and other adverse psychological indicators.169 

Recent studies in the US report increased wellbeing, decreased psychopathology and decreased 

suicidality in trans young people after receiving gender-affirming hormones.52,53 This evidence 

suggests the high rates of poor mental health among trans young people decrease when appropriate 

medical interventions are made accessible to those who need them. 

 

Gender-affirming surgery/ies have also been shown to improve the mental health and quality of life 

of trans young people, however there is little exploration of these outcomes in trans young people 

and a scarcity of longitudinal research.73 Research with trans adults in Australia indicates those who 

have accessed hormones and surgery/ies are less likely to experience clinically significant 

depressive symptoms,15 and gender-affirming surgery is important to improving trans individuals’ 

quality of life.170,171 Despite the benefits to mental health and quality of life, access to gender-affirming 

services is scarce: a recent study in Australia reported that only 39.8% of trans adults rated their 

access to gender-affirming care as “good/great,” 29.6% as “OK, can access some things” and 22.1% 

as “non-existent/poor”.172 Long-term longitudinal studies and more robust data are needed to 

determine the effects of gender-affirming medical interventions on mental health in trans people of 

all ages. 

 

There is currently a significant absence of literature on the experience of accessing Australian 

medical services for trans young people. It is known that feeling isolated from services is associated 

with mental health difficulties (including suicide attempts),124 but there has been little exploration of 

the clinical milieu in which trans young people access, or attempt to access, medical services. The 
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aim of this study was to understand the experiences of trans young people attempting to access and 

navigate primary care and gender-affirming medical services. 

 

Methods 

The Trans Pathways survey utilized an online questionnaire developed jointly through community 

consultation with trans young people and parents of trans young people to assess mental health and 

experiences of health services among trans young people. The survey was mixed methods 

(including both closed and open-ended questions) and encompassed topics of mental health, drivers 

of mental health difficulties, positive factors influencing mental health, and experiences in accessing 

medical and mental health services. Participants were recruited across Australia, primarily through 

social media, gender clinics, youth mental health services, support groups, and word of mouth. 

Qualtrics online survey software was used to construct and host the questionnaire which utilized 

branch, display and skip logic based on participant responses. Participants received an online 

participant information form upon clicking the study link which included information on contacting the 

researchers for additional study details, and consented to the study by proceeding to the 

questionnaire. Parental consent was waived for this study. All questions were optional, except those 

used to determine study eligibility (i.e. identifying as trans or gender diverse, age, residing in 

Australia at the time of the study). The study was approved by the University of Western Australia 

ethics committee (RA/4/1/7958).  

 

Measures 

In this paper we report on findings related to experiences in accessing primary care (primary care 

physicians/general practitioners) and gender-affirming medical care (included in the survey 

questionnaire as “medical transitioning services”) specifically in relation to their gender (e.g. not for 

general health reasons). For gender-affirming medical services, participants were asked whether 

they had accessed a children’s hospital, pediatrician, adult hospital, private endocrinologist, or 

private surgeon. For both primary care and gender-affirming medical services, open-ended 
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questions were used to elicit reasons for service access, age at first access attempt, wait-times until 

first appointment, and frequency of access attempts [asked as follows: “How many GPs did you need 

to visit until you received the help you were looking for (if you received it)?’]. Participants also rated 

their satisfaction with each service (once the service was accessed) using a 5-point Likert scale from 

1=very low to 5=very high satisfaction. In addition, participants were asked if staff at each service 

type were respectful of their gender identity. Participants were asked to elaborate on their experience 

with each service in more detail through open text boxes.  

 

Statistical methods 

Participant age at the time of service access was stratified into those under 18 years compared to 

18 or older. Access rates were also analyzed by gender identity categories (male, female and non-

binary) and by gender presumed at birth. IBM SPSS Version 25 was used to calculate descriptive 

statistics. A general inductive approach was used to analyze and categorize the qualitative data 102. 

A general inductive approach guided by a realist conceptual framework was used to guide the 

qualitative thematic analysis through understanding themes in the data without testing an a priori 

hypothesis, and without being restricted to a particular theoretical approach, e.g. grounded theory.97 

A realist conceptual framework was deemed appropriate due to the aim of the study to describe the 

experiences of participants from their own viewpoints.173 This methodological approach was chosen 

due to the nature of the survey being exploratory rather than testing a specific hypothesis, and the 

non-assumptive and open wording of the qualitative survey questions (e.g. “Please tell us about your 

experience”). The interpretation of the data was informed by Ansara’s cisgenderism theoretical 

framework,103-105 specifically around how experiences within clinical interactions impact a trans 

young person’s identity and validation of self, acknowledging that existing research on trans health 

reflects a historically ciscentrist health system. The qualitative data underwent detailed review 

involving reading of the full responses prior to analysis and coding by two researchers (PS and ZW) 

using NVivo software to determine common themes and to ensure rigor in the qualitative analysis. 

Two coders were used in the analysis process to ensure that bias in interpreting codes was 
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minimized. The two coders identified and discussed any discrepancies in the coding. The resulting 

codes were then examined for overarching patterns to draw together the central themes which are 

presented here.97,101 

 

Table 13: Primary care and medical transition service access details 

Type of service Primary care services Gender-affirming 
medical services 

Access frequency, n (%) 463 (65.2) 251 (35.4) 
Access frequency for both services combined, n 
(%) 240 (33.8) 

   
Age at first access attempt, n (%)   
Under 18 155 (42.5) 49 (24.6) 
18 or older 210 (57.5) 150 (75.4) 
   
Access rates by gender presumed at birth, n (%)   
Male: total sample n=178 135 (75.8) 80 (44.9) 
Female: total sample n=532 328 (61.7) 171 (32.1) 
   
Access rates by gender, n (%)   
Male 167 (79.5) 109 (51.9) 
Female 100 (92.6) 69 (19.9) 
Non-binary 179 (51.7) 69 (19.9) 
   
Number of times accessed to get help needed, n 
(%)   

Once 203 (56.9) - 
2-4 times 118 (33.1) - 
5-9 times 11 (3.1) - 
10 or more times 5 (1.4) - 
Still waiting or none 20 (5.6) - 
   
Length of wait for first appointment, n (%)   
1 month or less - 51 (27.4) 
2-3 months - 62 (33.3) 
4-6 months - 31 (16.7) 
7-9 months - 7 (3.8) 
10 months or more - 8 (4.3) 
Still waiting, or never got an appointment - 27 (14.5) 
   
Satisfaction with service n (%)   
Very Dissatisfied 27 (7.1) 16 (8.3) 
Somewhat Dissatisfied 48 (12.6) 15 (7.8) 
Neutral 87 (22.9) 33 (17.1) 
Moderately Satisfied 85 (22.4) 42 (21.8) 
Highly Satisfied 133 (35.0) 87 (45.1) 
   
Gender acceptance within service, n (%)   
Respectful or mostly respectful 195 (54.8) 161 (89.0) 
Sometimes respectful or mixed response 89 (25.0) 9 (5.0) 
Not at all respectful or mostly not respectful  55 (15.5) 10 (5.5) 
Did not disclose gender to service 17 (4.8) 1 (0.6) 
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Results  

A total of 859 trans young people aged 14-25 responded to the online survey. The majority of 

participants were non-binary including genderqueer and agender (48.5%, N=417), followed by male 

participants (29.7%, N=255) and female participants (15.0%, N=129). The overall sample had a 

mean age of 19.37 (SD=3.15), with 74.4% of participants presumed female at birth (N=639) and 

25.6% presumed male at birth (N=220). Participants described their gender identity in an open text 

box. Additional demographic details on this cohort have been described in detail elsewhere.96,124,174 

 

Of the total study population, 463 participants (65.2%) had accessed primary care services, 251 

(35.4%) had accessed gender-affirming medical services, and 240 (33.8%) had accessed both. 

Service access rates and characteristics are reported in Table 13. Of these participants, N=203 

provided qualitative data on their experiences in accessing primary care, and N=95 provided 

qualitative data on their experiences in accessing gender-affirming medical care. In general, there 

was a large variation in the experiences of trans young people attending primary care services and 

gender-affirming medical services, ranging from some favorable positive responses to very negative 

commentary where participants described discriminatory and non-affirming interactions with medical 

practitioners. We describe the specific experiences of primary care and gender-affirming medical 

services in detail below.  

 

Primary care services  

The age at initial access to primary care services varied, with 42.5% of young people first accessing 

the primary care physician under the age of 18 and 57.5% only accessing primary care as an adult. 

Just over half of the participants only saw one primary care physician to get the help they needed 

(56.9%), while 33.1% accessed several physicians and 10% saw more than four physicians before 

finding one that they felt could meet their needs. Staff at primary care services were not always 

respectful of the young person’s gender identity: 54.8% of participants reported that staff were 

respectful or mostly respectful while 25% stated staff were sometimes respectful). Over half of 
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participants found the overall experience to be either moderately or highly satisfactory (57.4%) and 

19.7% of participants felt somewhat or very dissatisfied with the experience at the service. The main 

reasons for access were seeking referrals, hormones, general help, support or advice, mental health 

concerns, transitioning, medication and prescriptions, gender dysphoria and obtaining a mental 

health care plan. The main themes developed from the qualitative responses on experiences within 

the service are reported in detail below.  

 

Self-advocacy in accessing primary care 

Participants needed to self-advocate to obtain the support, medical care and referrals from primary 

care providers that they sought. This included educating the practitioner on 1) what it means to be 

trans, and 2) how the practitioner could assist the young person, including with referrals to additional 

support services (e.g. psychologist, psychiatrist) or specific gender-affirming services (e.g. 

endocrinology, surgery).  

 

Complex pathways to accessing gender-affirmative primary care 

Trans young people often had complex pathways to accessing gender-affirmative primary care, 

where they saw multiple primary care providers before locating a practitioner who could help them.  

 

…the last and final GP I visited for my treatment still treats me and he has been very 

respectful and generally fantastic to deal with. Most doctors refuse treatment: my first doctor 

was respectful and refused treatment on the grounds of no experience, the rest were 

disrespectful and basically refused, one of them was particularly abusive and rude. 

 

Participants conveyed feeling “lucky” to find a primary care provider who was knowledgeable about 

gender diversity, trans healthcare needs, and with experience working with trans people. Oftentimes 

participants sought out a practitioner who was recommended by either trans or broadly LGBTIQA+ 
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groups, and these practitioners with experience working with trans people provided better medical 

care and help with transitioning.  

 

My first GP gave me the wrong information and told me no GP could ever provide HRT. She 

was very rude about my gender identity and I haven't seen her since. My new GP, who I got 

onto via a community LGBT group, has been absolutely perfect and educated, providing me 

with a script for HRT after blood tests and my second appointment with him. 

 

It was difficult to access a knowledgeable, affirming and supportive primary care provider, and the 

experience of going through multiple providers before finding an appropriate practitioner was not 

only harrowing to experience, but also delayed participants’ access to gender-affirming medical 

intervention and general health needs.  

 

Finding a good GP is very difficult and having a bad first experience set me back not only in 

my transition but in seeking unrelated medical services. 

 

Feeling valued and affirmed by the primary care provider  

Many of the study participants reported positive experiences with their clinician, feeling respected 

and that their gender was valued by the clinician. 

 

The fact that she was willing to believe me on my gender identity and respect my medical 

autonomy was just a godsend and I wouldn't be anywhere near as healthy and well-adjusted 

to transitioning without her support. 
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Enduring invalidating experiences to receive care 

Young people were frequently in situations where practitioners were not fully affirming, and due to 

the practitioner’s ability to be able to help with aspects of the young person’s care, participants 

endured these experiences.  

 

Misgenders me a fair bit but is helping me over all. 

 

Some participants reported that their primary care physician misunderstood aspects of gender, or 

had never knowingly interacted with a trans patient before, which resulted in the young person feeling 

discomfort during interactions with the practitioner.  

 

The [primary care physician] I saw tried really hard to be respectful and understanding but 

misunderstood a lot of the ways I thought about my body/my gender and generally 

misunderstood some of the concepts about being trans, and made me uncomfortable a few 

times by making assumptions about me.  

 

Other participants reflected needing to explain their gender identity to the practitioner, despite the 

practitioner already having some awareness of gender diversity. Some primary care physicians were 

reportedly disrespectful of the young person’s gender identity and invalidated the young person’s 

identity.  

 

Accessing services as a young trans person is harrowing, incredibly stressful, time and 

money consuming, and constantly brought me to tears with the invalidating and invasive 

questions that the transphobic/ignorant doctors and counsellors asked me. 
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Feeling isolated from services that would help 

Young people experienced difficulties in accessing services that would address their needs, and this 

led to feeling hopeless around whether they ever would be able to locate the support needed. 

 

I felt like I would never find the help I needed and became even more depressed than I was. 

I was angry that nobody knew where to point me, and that I had to go around in circles so 

much just to access a basic and simple service.  

 

Related to finding a primary care provider who could directly assist the young person, seeking 

referrals was another issue described by participants, as young people reported their clinician was 

unable to appropriately refer them onto other services.  

 

They gave me the referral, but I actually had to tell them what to write on the form because 

they had no clue what to call my gender identity medically. I didn't insist on any pronouns or 

my name, and they didn't ask. I felt unsafe asking for that. 

 

In the context of primary care, the practitioner was seen as a gatekeeper, acting as a barrier to 

hormonal medications, surgeries or other services that they needed, and some participants reflected 

that this hindrance had an effect on their mental health.  

 

I was forced to wait for medication I knew I needed… I hurt myself multiple times that year 

trying to cope with the hurt and the frustration. 

 

Primary care providers lacked knowledge of gender diversity  

Overall, responses from participants reflected experiences with primary care services during which 

it was evident that the practitioner lacked knowledge of gender diversity. Many participants reported 
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that they felt they had to educate their primary care physician on gender diversity, their own needs 

and help the practitioner know how to help them. 

 

Some [primary care physicians] are good, some are awful. It takes time to find a [primary 

care physician] who is respectful and knowledgeable around trans issues. It is often a matter 

of educating them, which is tiresome and also has a negative impact on one's healthcare.  

 

Further to this, some primary care physicians displayed a lack of knowledge about gender diversity, 

but young people reflected that the practitioner tried to help them as best they could.  

 

I have a lot of respect for my current [primary care physician], and he has always treated me 

with a lot of respect (despite not being 100% knowledgeable, he is always open to learning 

new things). 

 

Other practitioners sought out information on gender diversity to upskill themselves to help the young 

person.  

 

Doctor had little knowledge of trans issues/health but was willing to research it and was of 

great help in the end. 

 

They helped me get where I needed to be 

Despite many negative interactions and hurdles (including the young person advocating for 

themselves and their needs), young people reflected that the primary care provider helped them “get 

where they needed to be”. For many participants that meant commencing gender-affirming medical 

intervention.  
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I found a GP who was also specialized in trans related health care, after the first appointment 

I was set on a straight forward path towards medical transition. 

 

An additional positive experience with some primary care providers were regarding the practitioner’s 

experience with, and knowledge of, mental health, so that the care went beyond medical needs.  

 

The first GP I went to for my psych referral letter didn't know that much about trans issues 

but they were still understanding as they had dabbled in mental health.  

 

Gender-affirming medical services 

Most participants were aged 18 or older (75.4%) when they accessed gender-affirming medical 

services. The specific services most likely to be used were a private endocrinologist (57.3%) or a 

private surgeon (35.2%). The majority of young people (89%) reported that the staff at gender-

affirming medical services were respectful or mostly respectful, and 66.9% of participants found their 

experience with the care received to be highly or moderately satisfactory. Of note, 14.5% participants 

reported they were still waiting for an appointment. Participants primarily accessed gender-affirming 

medical services for access to hormones, surgery, unspecified transition needs, information on 

transitioning, and gender dysphoria.  

 

Practitioners were experienced and knowledgeable about gender diversity 

Many participants were satisfied with their experience of accessing gender-affirming medical 

services due to the service staff (reception as well as clinical) being knowledgeable about trans 

health.  

 

Saw [clinician] for top surgery. Him and his practice manager were perfect with handling my 

surgery and gender identity. 
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Positive experiences included young people feeling that their gender identity was respected and 

understood by the service.  

 

My surgeon was so good. Not at all fussed about the gender identity side of things, he only 

cared about making me the best chest I could have. 

 

The practitioner assisted beyond what was expected 

A common aspect in accounts of experiences of accessing gender-affirming medical services was 

that the practitioner was helpful to the young person in a manner that was supportive of their gender, 

and assisted with the young person’s care beyond what was expected. 

 

He was very kind and understanding. Did all he could to make everything easier and faster 

for me to transition, including personally organizing a psychiatrist appointment for months 

earlier than their next availability. He provided me with all the information I needed and even 

referred me to a top surgeon. 

 

Practitioners who devoted sufficient time with the young person to discuss their medical care were 

also viewed favorably.  

 

He was a lovely endo, understanding, listened and talked and assured me of things I doubted 

and feared. He was great, and bulk billed, and respectful of my identity. 

 

Frustrations due to barriers in accessing services  

Despite positive experiences reported, participants also felt that services providing gender-affirming 

medical care were disorganized, with referrals lost between services and miscommunication 

occurring between clinicians involved in the young person’s care. Many respondents conveyed 



CHAPTER 6: ACCESSING MEDICAL SERVICES 
 

 

 

128 

frustration at significant waiting times to be seen by the appropriate clinician, due to many lacking 

expertise in trans health.  

 

There are so few endocrinologists with the wish or expertise around treating trans people. It 

makes waiting lists longer and patient care sub-standard in many cases. 

 

The lengthy wait times led to frustrations around not knowing when an appointment would be 

scheduled, and in turn delays with the young person commencing gender-affirming medical 

intervention. 

 

The waiting list is out of their control, but I was kept in the dark about it and had no clue when 

I was going to see anyone. 

 

The wait times experienced were not only in regard to being referred to a service for the first time, 

but also once in the service participants conveyed that there were lengthy times between 

appointments, also postponing gender-affirming medical intervention. 

 

When I first arrived with blood test and recommendation, was told everything looked good 

but just to be safe to get another blood test and come back in 2 months. 2 months is a long 

time, ended up going on a 4-day drinking bender.  

 

Another issue with gender-affirming care expressed was the financial cost to access services (e.g. 

appointment and travel costs), as well as the costs of surgery.  

 

Surgery is cripplingly expensive and it makes me feel dysphoric because it feels like 

something that is so far off. 
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Other participants were disappointed with the gender-affirming medical services that exist in 

Australia and noted that the services that do exist are often not meeting the needs of trans young 

people, with some participants traveling interstate to receive care.  

 

I had to travel interstate to receive surgery, and it took five years to save the money. 

Receiving these treatments was necessary for my survival and has made me very happy, 

much healthier and my life has been easier. But getting access to these services was very 

difficult, expensive and I had to wait a long time and have many bad experiences. 

 

Practitioners lacking knowledge and understanding  

Not all participants were happy with the care they received, and did not feel confident in the 

knowledge that the practitioner had.  

 

I got hormones started, but was glad that I would never have to see that endocrinologist ever 

again. I didn't feel that he had understanding about what trans lives are like, or my values, or 

why I would seek treatment. Maybe he did, but he didn't give me that feeling.  

 

Similar to some experiences with primary care providers, young people explained to their treating 

clinician aspects of trans health. 

 

The endocrinologist had very little trans* experience and had to be told several basic things 

about transition and what it achieves. 

 

This extended to some services not being inclusive of non-binary identities, and participants not 

feeling welcome at the service.  
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Discussion 

Our findings have shown that trans young people in Australia report a mix of positive and negative 

clinical interactions with primary care physicians and gender-affirming medical services. The data 

presented are novel given the large sample size of participants in the study and the limited 

Australian-based literature examining the experiences of trans young people accessing medical care 

in relation to gender. In addition, this study focused on the experiences of trans young people 

accessing medical care specifically in relation to gender from the general medical workforce, not 

solely practitioners specializing in trans health. The main themes reported reflect that the Australian 

health system is insufficiently prepared to care for trans young people in a truly inclusive manner, 

and that trans health is seen as a specialist topic of medical knowledge rather than a fundamental 

aspect of care. Issues that were identified included participants seeing health providers who were 

prepared to be friendly towards the trans person with some aspects (e.g. using the correct pronouns) 

but were incapable of assisting the young person in a timely fashion to access gender-affirming 

medical intervention (e.g. delays due to not knowing where to refer the young person). Positive 

interactions with clinicians experienced in trans health were marred by long waiting lists to see such 

trans-friendly practitioners, expensive appointment costs and oftentimes the need to travel to see 

the provider. 

 

Primary care physicians (general practitioners) were often the first point of contact for trans young 

people and their families, but many participants in our study did not feel general practitioners were 

adequately knowledgeable of trans health. This inadequate provision of care is likely to have an 

impact on the wellbeing and mental health of the young person and make them feel invalidated. 

Participants reflected a tolerance of practitioners who displayed a lack of knowledge in gender 

diversity (e.g. feeling the practitioner did not understand their gender, but viewing the appointment 

as a positive experience due to obtaining a referral), but this could be due to the tumultuous journeys 

young people found themselves on in locating a primary care provider – almost half of the 

participants saw multiple primary care providers before finding one who could help them. Further to 
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this, considering the barriers to gender-affirming medical interventions, young people may have felt 

they did not have any other options than withstanding sub-optimal care in order to access the care 

they sought. 

 

Another finding was that some participants who expressed contentment with their primary care 

provider commonly also reflected that they were “lucky” to be receiving such care, reflecting a health 

system in which the norm is for a medical practitioner to lack knowledge of gender diversity. Positive 

experiences with practitioners were due to the clinician not only being knowledgeable of trans health 

– but also respecting the young person’s identity and expressing care for the young person’s wishes 

in terms of gender-affirming medical intervention. Respecting a patient’s gender identity should be 

the minimum requirement within a healthcare setting, and professional bodies should ensure that 

medical practitioners are trained in gender diversity.175 Such trainings should encourage all staff 

involved in delivering healthcare to reflect on their own beliefs about gender diversity, including any 

cisgenderism in their own practice. Environments that are truly inclusive and affirmative of trans 

people should be standard across Australia. 

 

Moreover, 34.8% of the study population had not accessed a primary care physician in relation to 

their gender, possibly indicating not knowing a trans-friendly provider, a lack of interest, a lack of 

family support, not being ready for medical affirmation, or a number of other reasons. Not having 

contact with a primary care physician is especially pertinent to consider as discomfort or anxiety felt 

by young people in accessing primary care for gender-related reasons could lead to avoidance of 

health care for a variety of other needs in the future.176 In addition, these barriers to care prevent 

trans young people accessing gender-affirming medical care when they need and desire it, which 

has a negative impact on their mental health and wellbeing and prevents trans young people from 

having autonomy over their bodies.  
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The study participants reported facing multiple barriers in their search for appropriate primary care 

and gender-affirming medical services. This included seeing multiple practitioners (often in directly 

offensive and invalidating environments) before locating a service provider who was able to help 

them. In addition, trans young people are confronted by long waiting periods for appointments with 

specialists in trans health, all of which are in high demand. Previous research has also noted that 

trans people in Australia have problems when accessing care because of geographical 

inaccessibility and sparse distribution of services.15 A substantial percentage of the Trans Pathways 

cohort (11.5%) had sought gender-affirming medical care interstate because of the unavailability of 

practitioners.96 The cost of accessing specialist services such as private surgeons and 

endocrinologists in Australia is also prohibitively high for a majority of young people, many of whom 

do not have parental support.124 Issues surrounding the cost of gender-affirming medical care could 

be alleviated for many trans people if the coverage for care was included in more private health care 

plans, and/or covered by Medicare in Australia.  

 

Many of the participants in our study were already adults when first accessing services for a reason 

related to their gender identity. Possible reasons for this include: 1) some young people may not 

want gender-affirming medical services until that age; 2) their parents may not have been supportive 

(or may not have yet been aware) of their child’s gender; 3) some young people may not have yet 

fully developed or embraced their gender identity until an older age; or 4) there are 

institutional/systemic reasons inhibiting access and barriers to access including a lack of gender-

affirming services in the young person’s geographical area and service cost. We speculate that 

systemic issues are especially relevant given the shortage of services catering to the needs of trans 

people in Australia, as well as research spotlighting access barriers in this area.15,20,168 

 

We note that our sample might include young people who were unable to access puberty 

suppression, as trans young people in Australia until 2017 needed court approval to initiate puberty 

blocking hormones.46 Puberty suppression prevents the development of bodily characteristics that 
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develop alongside puberty such as facial hair, broad shoulders, hips widening, and voice deepening. 

Absence of access to puberty suppression can have long-term implications in terms of later medical 

intervention to remove or alter these bodily characteristics, some of which are difficult or impossible 

to alter (e.g. wide hips). Further to this, the ability to access gender-affirming medical care at crucial 

developmental timepoints can have social repercussions due to not developing alongside peers. 

Emotionally, being able to access puberty suppression (and other gender-affirming medical 

intervention) allows individuals to feel affirmed and validated in their gender identity which in turn 

also benefits their psychological wellbeing.  

 

There was a discrepancy in satisfaction and respect received within gender-affirming medical 

services where participants largely felt that their gender was respected within the service, but 

rankings on satisfaction widely varied. This could be due to a variety of factors including delays in 

obtaining medical intervention (e.g. the medical practitioner may see a patient for a consult but may 

not be willing to provide access to hormones or surgery/ies as quickly as desired by the young 

person), the high cost associated with gender-affirming medical interventions, geographical barriers 

to accessing services in an ongoing manner, or a number of other factors. The access to such 

services vary based on the individual’s level of parental support (especially for those who were 

minors at the time of considering affirming their gender medically), geographical accessibility of 

services, and financial means to pay for service costs. How participants understood satisfaction 

within a clinical interaction may vary based on these factors, especially considering that the young 

person may or may not be accustomed to having their gender validated by others (e.g. by peers and 

family), so the threshold for what was satisfactory care for such an individual may differ. In addition, 

considering the high prevalence of non-binary participants in this sample (48.6%), another possibility 

could be that young people felt dissatisfied with their experience with the service due to the clinician 

lacking knowledge specifically around gender-affirming medical intervention options for non-binary 

young people. Non-binary individuals may have different needs in terms of medical care and medical 
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pathways should be flexible to incorporate these needs (e.g. not requiring an individual to be on 

hormones before undergoing surgery).177  

 

A number of participants noted that their primary care physicians and specialists recognized their 

own knowledge limits, and that over time these doctors sought information and developed their 

expertise in trans health care. Ideally clinicians should already have at minimum an understanding 

of gender diversity, rather than relying on their patients to prompt or provide their education.175,176 

Practitioners working with trans young people should be aware of the gender-affirming medical 

needs that a trans young person may present with and adhere to current guidelines for gender-

affirming medical care.46-48 If the practitioner feels they do not have the expertise to prescribe 

hormones, for example, there should be systemic structures in place that enable a practitioner to 

know where to refer the young person so that they can receive the desired gender-affirming medical 

care. The onus for understanding the specific needs of a trans young person should not be placed 

on that trans young person – the medical practitioner should instead be the source of knowledge in 

such a clinical interaction.  

 

Importantly, our findings suggest opportunities for addressing the suboptimal care reported by trans 

young people in Australia. While our results emphasize the need for individualized gender-affirming 

care based on the different desires of participants from what they were seeking from a clinical 

appointment (e.g. referrals for gender-affirming intervention versus information about gender 

diversity), they also highlight common issues faced by trans young people in medical settings. Some 

simple steps for services to follow to become more “trans-friendly” include: using gender-affirming 

names and pronouns (even if they are not reflected on legal documents);166 providing opportunities 

for young people to indicate their gender on intake forms, alongside gender presumed at birth,178 

ensuring the service is aware of  inclusive care for their trans patients. There are a number of widely 

used standards of care for trans people, to which clinicians can refer (e.g.46,47) which stress the 

importance of gender-affirming approaches in healthcare. It is evident from our findings that many 
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medical practitioners are not practicing the affirmative care outlined in such guidelines, which could 

be because they are not aware of the guidelines, or lack the training in how to apply the standards 

of care. Medical practitioners have demonstrated interest and significant increases in knowledge of 

trans health after undertaking training in trans health,179 thus professional and educational 

institutions should see the value in requiring trans health as a component of standard curricula.  

 

In view of the increasing number of trans young people approaching services, it is particularly 

important that more practicing clinicians are upskilled in trans health, and that initial medical training 

should incorporate trans health care modules that are inclusive of the diversity that exists within trans 

populations. Trans populations in Australia should be able to access medically necessary care, and 

clinicians should be trained to meet this need so that there are more options for care providers, 

thereby reducing waiting lists and travel requirements.  

 

Study limitations 

The current study was cross-sectional in design, thus, more longitudinal research is required focused 

on the experiences of trans people accessing the health system, the quality of care received and 

long-term health outcomes. In addition, this sample had more participants presumed female at birth 

than male, and it is unknown whether this is representative of the broader trans population. As the 

qualitative responses reported here were recorded through an online anonymous survey, we were 

unable to ask for elaboration or ask follow-up questions. Less than half of participants who indicated 

accessing primary care services and/or gender-affirming medical services provided qualitative 

elaboration on their experiences in accessing the care. Future research is needed in this area with 

in-depth qualitative interviews with participants of diverse backgrounds across Australia to 

understand the variety of experiences that trans individuals experience in accessing medical care. 

The participants in this survey needed to have access to a device to access the online survey, be at 

least minimally engaged with some support or health service due to the recruitment methods used, 

and also needed to be willing to tell their story through an online survey and feel safe in doing so. 
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Future research should explore how a broader sample of trans people may be reached and 

encouraged to participate in research, e.g. using paper-based surveys in complement to online 

surveys to not restrict access to those without means to access an online survey in a safe place 

(though an online survey may be considered safer in some contexts than a paper-based 

questionnaire). Such future research should be led by trans researchers and/or in equal partnership 

with trans individuals.  

 

Another limitation is that the respondents who accessed primary care and/or gender-affirming 

medical services would have had the financial means to do so, and for the younger participants some 

level of parent or guardian support. In addition, participants were asked to reflect on their 

experiences while receiving care, so the study does not comprehensively report on the experiences 

of individuals who were unable to locate a practitioner. The questions around service access 

specified that the young person was accessing the service in relation to their gender, and thus the 

results presented here are not inclusive of the experiences of accessing medical care for general 

health needs.  

 

There was a large proportion of non-binary participants in this study, and it is unknown whether this 

is representative of the population of trans individuals in Australia. Research in Canada reported a 

similar number on non-binary respondents to a national survey where 41% identified as non-

binary.180 We asked about gender using an open-text box, allowing for participants to describe their 

gender in their own words, which may have elicited a larger response of non-binary individuals than 

in studies where gender is asked about through pre-empted responses, or in binary clinical samples. 

Future research should consider asking about gender identity in an open-text box to allow for all 

identities and encourage young people to feel able to describe their gender in their own words, as 

has been suggested by other researchers, notably Ansara and Hegarty.104 
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Conclusion 

Our findings indicated that although some service providers delivered high quality and trans 

affirmative care to their trans patients, there were areas for improvement across medical services 

overall. Oftentimes young people were exposed to clinical interactions which invalidated their gender 

identity, including practitioners who were directly unsupportive of the young person’s trans identity. 

This is harmful and invalidating of trans identities and experiences. One additional risk of not 

providing gender-affirming care is that trans young people who have adverse clinical interactions 

may avoid contact with health care providers in the future, to the detriment of their future health and 

wellbeing. We therefore recommend that training in gender diversity and related healthcare needs 

should be recognized as a core element in all health profession curricula and clinical professional 

development. 
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PREFACE  

This chapter provides a discussion of the harms of misgendering TGD individuals within health care 

settings. Looking beyond the context of individual one-on-one patient interactions, this manuscript 

discusses broader issues with service provision that can be detrimental to the health and wellbeing 

of TGD people. This manuscript focuses on service provision and systemic barriers to care of TGD 

people, mostly within the context of Western Australia, to inform future service delivery.  

 

The full published manuscript as it appears in the Medical Journal of Australia is provided in Appendix 

O, and the full citation is as follows:  

• Dolan IJ, Strauss P, Winter S, Lin A. Misgendering and experiences of stigma within health 

care settings for transgender individuals. Medical Journal of Australia. 2020;12(4):150-1.e1. 
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Misgendering and experiences of stigma within health care settings for transgender 

individuals 

 

Abstract 

Misgendering occurs when a person is addressed or described using language that does not match 

their gender identity. Misgendering within the healthcare system can significantly affect both mental 

and physical health of trans individuals and can negatively impact engagement with the healthcare 

system. Policies and practices within the healthcare system create situations which increase the 

likelihood of misgendering and experience of stigma, affecting the delivery of healthcare to trans 

individuals. Structural policies often go against principles of non-maleficence by either directly or 

indirectly worsening the health of trans individuals. Significant change is required to improve health 

equity for trans individuals.  
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Background 

Misgendering occurs when a person is addressed or described using language that does not match 

their gender identity.181 Misgendering within the healthcare system can significantly affect both 

mental and physical health of trans individuals and can negatively impact future engagement with 

the healthcare system. Systemic policies and practices create situations which increase the 

likelihood of misgendering and experience of stigma, affecting the delivery of healthcare to trans 

individuals. 

 

Fundamental to a discussion of the impacts of misgendering is an understanding of the difference 

between sex and gender and of gender non-conformity. Sex is assigned at birth by chromosomal, 

gonadal and anatomical characteristics. Gender forms part of an individual’s personal and social 

identity,182 and may be fixed or fluid. Gender non-conformity describes individuals whose ‘gender 

identity, role or expression differs from what is normative for their assigned sex’.47 Transgender 

individuals (herein described as trans), frequently shortened to ‘trans’ includes trans women (identify 

as female but were assigned male at birth), trans men (identify as male but were assigned female at 

birth), and those who do not identify as male or female and may describe their identity using a 

number of terms including non-binary, bigender or agender.183  

 

Trans individuals have complex health needs and may interact with the healthcare system to access 

gender affirming treatment (hormonal and/or surgical treatment), or for other unrelated mental or 

physical health reasons. 

 

Language can and has been used to ‘discriminate, abuse, marginalise, disrupt and destabilise 

individuals and communities’.184 Language used by medical institutions can serve to further 

marginalise trans individuals and can infer pathology.184 Misgendering occurs when a person is 

addressed or described using language (name, pronouns or title) that does not match their gender 

identity.20  
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Trans individuals experience significant stigma which can be considered at three levels within society 

- structural, interpersonal and individual.185 Structural stigma can be defined as ‘intentional and 

unintentional policies and practices that result in restricted opportunities for stigmatised people’.185 

Structural stigma contributes to the lack of education provided on trans health within medical 

training.185 This leaves doctors ill-equipped to care for trans patients. Many lack knowledge of trans 

health, do not know how to refer to trans competent providers and many may also be uncertain how 

to respectfully address and refer to trans individuals. This uncertainty can lead to ambivalence 

around providing care and patient acceptance thereof.185 Trans patients are often left to educate 

healthcare providers and guide appropriate referral pathways.96 Nursing, allied health and 

administrative staff also rarely receive training in this area. 

 

Limited collection of gender identity data contributes to structural stigma. The Center of Excellence 

for Transgender Health at the University of California, San Francisco defines gender identity data as 

chosen name, chosen pronouns, current gender identity and sex listed on original birth certificate.186 

Incomplete collection of such data due to processes within medical institutions and clinical software 

limitations can render trans individuals invisible to policy makers.187 Within medical institutions, 

bathrooms and ward allocation based on sex assigned at birth can also contribute to stigma 

experienced within the healthcare system for trans individuals. Documentation policies and change 

in gender markers policies contribute to structural stigma. Trans individuals may be prevented from 

changing the gender marker within their medical record due to difficulties created by these policies 

and accessibility of the information. Interpersonal stigma is a direct or enacted form of stigma, 

experienced from one person to another.188 This can vary between healthcare settings. Individual 

stigma (or self-stigma) is the internalisation of interpersonal stigma and structural stigma and affects 

an individual’s psychological processes and perception of self. It can create anxious anticipation of 

stigma and avoidance of situations that may be stigmatising for the individual.188  
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Experiences of stigma can directly impact mental health, affecting the individual’s ability to cope with 

external stressors and reducing resilience.189 Negative experiences can affect engagement in 

treatment, with almost one third of young gender diverse Australians (aged 14-25) choosing not to 

see a mental health professional due to past negative experience.20 Experiences of stigma within 

healthcare settings can lead to a delay in seeking medical care and can increase the need for 

emergency treatment.190 Research in the USA has indicated that 25% of trans individuals postponed 

care due to discrimination.190 Similarly, in Australia, 29% of trans young people avoided medical 

services due to gender non-conformity.20 Fear of stigma can delay initial presentation and affect the 

likelihood of attending for follow up. 

 

Gender marker change within medical record systems  

Many medical record systems record sex and do not record gender.  It is recognised that sex as well 

as gender is relevant and are both often required information in a medical setting. A patient’s sex 

may affect differential diagnoses and investigations of a clinical presentation, population-based 

screening recommendations and the normal values for laboratory testing.  

 

Gender markers often appear on hospital records, patient stickers (used on notes and prescriptions 

in some settings) and on request forms, making them visible to patients, clinicians, administration 

staff and allied health practitioners. The gender marker recorded within a medical record may also 

be reflected in correspondence sent to the patient and affect the title used in the addressing of that 

letter. Correspondence from a medical institution with incorrect title or gender marker can 

inadvertently reveal an individual’s gender history to those who might otherwise not be aware of it, 

leading to an invasion of privacy and putting the trans individual at  ‘risk of discrimination and 

violence’.191  

 

Gender marker change policies within medical institutions can be considered from a legal and human 

rights perspective. In 2013, the Sex Discrimination Act 1984 was updated to include protection from 
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discrimination on the grounds of gender identity, sexual orientation and intersex status. In July 2013, 

the Australian Government released Guidelines on the Recognition of Sex and Gender to 

complement these legal protections, which apply to all Australian Government departments. The 

Guidelines recommend that one of the following be recognised as sufficient evidence to amend 

gender: a statement from a registered medical practitioner or registered psychologist which specifies 

identified gender, or a valid Australian travel document, or a state or territory birth certificate which 

specifies identified gender. Documentation from the Department of Births, Deaths and Marriages 

recognising a change of sex and/or gender is also considered sufficient evidence. The Guidelines 

state that ‘sex reassignment surgery and/or hormone therapy are not prerequisites for the recognition 

of a change in gender in Australian Government records’.182 It was recommended that attention 

should be placed on titles in forms and public records and that clear, accessible information on how 

sex and/or gender information can be changed on personal records be made available.182 Current 

legal recognition of sex and legal change in sex and gender differ between states and territories.  

 

The Yogyakarta Principles, initially written in 2006 (extended in 2017) clarify international human 

rights law in relation to gender identity.192 When sex or gender is registered, the principles 

recommend that states shall ‘i. Ensure a quick, transparent, and accessible mechanism that legally 

recognises and affirms each person’s self-defined gender identity; ii. Make available a multiplicity of 

gender marker options; iii. Ensure that no eligibility criteria such as medical or psychological 

interventions, a psycho-medical diagnosis….shall be a prerequisite to change one’s name, legal sex 

or gender’.192 

 

Conclusion 

Trans individuals face significant social disadvantage and stigma, adversely impacting on their 

health. Interactions with healthcare systems can perpetuate stigma, driving further disadvantage and 

vulnerability. Policies on gender marker change within medical record systems in children and adults 

should be developed in consultation with relevant stakeholders. Such policies should align with best 
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practice, and should be clearly visible to patients, hospital clinicians, hospital administration staff and 

General Practitioners. Limitations of electronic medical record systems, which display sex only and 

which are unable to collect, store and then display both sex assigned at birth and gender identity 

markers should be addressed. Healthcare providers should be educated on trans health and should 

have access to guidelines and referral pathways to ensure appropriate care and referrals are 

provided to all trans patients. Administration staff should be educated to ensure they appropriately 

communicate with and refer to trans individuals. Structural policies in healthcare settings regarding 

bathrooms and ward allocations should be considered to ensure that appropriate facilities for trans 

individuals are provided. The impact of stigma and misgendering on the physical and mental health 

of trans individuals is profound and lasting. Structural policies often go against principals of non-

maleficence by either directly or indirectly worsening the health of trans individuals. Significant 

change is required to improve health equity for trans individuals.  
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PREFACE  

This chapter includes a manuscript that was invited by the Australian Journal of General Practice. 

The article provides brief overview designed to support general practitioners (GPs) in their care of 

TGD people, with a focus on inclusivity of gender diversity. These practice-based strategies were 

suggested from the Trans Pathways research, as well as other Australian and international research 

on barriers to accessing primary care that are experienced by TGD people. Existing guidelines for 

best practice are also included. This chapter fits within this overall thesis in that it highlights practical 

approaches to care of TGD people in Australia within the general practice setting. 

 

The full published manuscript as it appears in the Australian Journal of General Practice is provided 

in Appendix P, and the full citation is as follows: 

• Strauss P, Winter S, Cook A, Lin A. Supporting the health of trans patients in the context of 

Australian general practice. Australian Journal of General Practice. 2020;49(7):401-5. 
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Supporting the health of trans patients in the context of Australian general practice  

 

Abstract  

Background: General practitioners do not typically receive education on gender diversity despite 

the number of trans (including gender diverse and non-binary; TGDNB) patients presenting to 

services increasing. General practitioners, as the first point of entry into the healthcare system, 

should provide a safe and affirming environment for TGDNB patients to reduce ill-health later in life.  

 

Objective: We seek to clarify how general practitioners can improve their care of TGDNB patients 

to be more inclusive to promote a positive relationship with the health system, assist in gender-

affirming care and reduce illness within this population through providing simple suggestions in 

clinical practice and encouraging clinicians to seek professional development in this rapidly 

developing field.   

 

Discussion: Care of TGDNB patients extends beyond gender-affirming care to include mental 

health and community supports to ensure the overall wellbeing of the patient. Central to this care is 

the respect of the patient’s gender identity and expression.  
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Introduction 

There is an increasing number of trans (including gender diverse and non-binary; TGDNB) people – 

people whose gender does not match the sex assigned to them at birth – seeking medical 

intervention worldwide. Approximately 2.7% of the high-school aged population in Australia are trans 

or gender diverse2 with a similar estimate of 2.3% in the United States.1 The estimated number of 

TGDNB adults ranges from 0.5% to 0.9%.3,107 However these are likely underestimates of the true 

population due to inconsistencies in data collection methods. TGDNB individuals frequently face 

barriers in accessing medical services Australia.15,193 It is important that primary care environments 

are supportive and inclusive of all gender identities and expressions because negative experiences 

within primary care can lead to future hesitation in accessing medical care.59 Appropriate healthcare 

options for TGDNB individuals plays a central role in overcoming the barriers to care and reducing 

the high rates of mental and physical health concerns in this population.  

 

There are a small number of well-established key principles that healthcare providers (including 

general practitioners) should adhere to when working with TGDNB patients. A number are listed in 

the World Professional Association for Transgender Health Standards of Care.47 Beyond these 

general principles, there are multiple best practice guidelines that medical practitioners can refer to 

when treating a patient who is TGDNB.46,48,58,186 Here we focus on guidelines that are particularly 

relevant to Australian general practitioners. Our aim is to clarify and emphasise factors that general 

practitioners should be aware of when treating a patient who is TGDNB. We highlight the importance 

of applying these factors in two areas of practice; first, the many ways in which primary care can be 

improved for TGDNB people regardless of their reason for accessing care, and second, the ways in 

which primary care can be improved for TGDNB people seeking gender-affirming care. Holistic and 

respectful care of TGDNB people includes using the individual’s preferred name and title, not making 

assumptions about the individual or their desires to pursue gender-affirming medical intervention 

and advocating for the patient in other settings when appropriate. General practitioners are able to 



CHAPTER 8: AUSTRALIAN GENERAL PRACTICE 
 

 

 

150 

support TGDNB people in their healthcare, and we suggest that general practitioners seek additional 

training if they do not feel they have the expertise to do so.  

 

Primary care of the TGDNB patient 

Information on gender diversity is not frequently offered in the education curricula that general 

practitioners receive.165,166 which can create difficulties for practitioners working with TGDNB 

patients.185 However, treating a patient for general medical needs while respecting their gender does 

not always require specific training; rather, it requires an openness to all forms of human diversity, 

which helps to reduce stigma around gender diversity. The risk of providing care that is not wholly 

supportive of the TGDNB person’s identity (e.g., misgendering the patient) is that they may be 

deterred from the health system later in life, leading to preventable illnesses occurring.59,166 This is 

an important consideration as medical issues often go undetected in TGDNB patients, due to lower 

screening rates within the population, and hesitation in accessing medical providers.176 

 

The importance of the physical environment 

A key aspect of care is to treat TGDNB patients with respect in regard to their gender, which means 

one must not “other” the patient, or pathologise the patient’s gender identity and/or gender 

expression. This begins with the physical environment of the service. Primary care services can 

signal to TGDNB patients that they are inclusive by displaying flags, posters, and other physical 

attributes expressing welcoming attitudes towards diverse genders and sexualities.194 Further to that, 

bathrooms available to patients should be inclusive of all genders, ideally by having facilities be 

marked as all-gender or unisex, or through providing a single bathroom that is non-gendered. 

Services can also indicate their inclusivity by displaying pride flags, health information leaflets 

specific to TGDNB people, inclusion statements, and other physical resources specific to TGDNB 

people. Local TGDNB community services are able to advise on relevant and up-to-date resources 

to display.  
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Collection of personal and clinical information about the patient 

Documentation used by health services should be inclusive of TGDNB identities as a signal that the 

service is a safe place to seek medical help. All staff working at the practice, including auxiliary staff, 

should maintain an awareness of the patient’s gender identity, noting that Medicare and private 

health insurance cards may not match how the person identifies themselves, e.g. their preferred 

name, form of address, or sex (or gender) marker. Clinic intake or registration forms should capture 

necessary legal information for the appointment, as well as the patient’s preferred information, to 

enable the service to operate within Australian medical law while simultaneously respecting the 

individual’s identity. By including a correctly worded question on gender identity as standard protocol, 

the number of TGDNB people within the practice will also be more accurately identified.178 

 

Pronouns, misgendering and respecting the patient 

TGDNB patients are more likely to develop successful relationships with the specific service 

providers and broader health system if clinicians ensure that intake or registration forms are inclusive 

of the person’s name that they use (regardless of legal documents), pronouns, and gender marker. 

TGDNB individuals have reported discrimination in accessing primary care, through being 

misgendered and being refused care.195 The “two-step” model of asking about gender on intake 

forms involves first inquiring about sex assigned at birth (what was on one’s original birth certificate) 

and then asking about gender identity,196 and should include an additional question on pronouns, 

e.g. see Box 1. This approach results in more patients being open about their gender identity, and 

in turn, ensures clinician awareness of their patient’s TGDNB status.178  

 

Box 1: Inclusive method of asking about demographic characteristics of the patient 

What sex were you assigned at birth (what 
was on your original birth certificate)? 

o Male 
o Female 

How do you describe your gender? [open text field] 

What are your pronouns? [open text field] 
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Services should also consider including questions on forms of address (e.g. Ms/Mrs/Mr/Mx), and 

preferred name, as the person’s name may not yet be changed on legal documents. Pronouns are 

important to ask about (e.g. he/him, she/her, they/them) so that the practitioner is aware of what 

language to use when addressing the patient.166 It is important to maintain accuracy within the 

patient’s records so that their name and pronouns reflect their true identity, and this means forms 

and electronic databases need to be updated so they have the capability to collect this information. 

Updating records with this information, and training staff to respect and use the correct information, 

means that there is less risk of misgendering the individual. It is important to ask which name and 

form of address should be used in contacting the individual or in referrals. For example, a different 

name and title may be preferred for physical mail because the individual may or may not use the 

same name in all circumstances, e.g. they may not be “out” in all environments. Furthermore, general 

practitioners could assist their patient (with permission) with referrals by calling ahead or providing 

an accompanying letter for the appointment to brief the service on the correct name, pronouns and 

title to use for the patient.  

 

Once the clinician is aware of the patient’s gender, name and pronouns, this information should be 

updated in the patient’s file and the proper terminology should be used when referring to the patient. 

Other authors have highlighted the significance of using the individual’s correct name and pronouns 

in medical settings irrespective of the information listed on legal documents.77 If there are 

circumstances under which it is necessary for the patient’s legal name and/or gender marker to be 

used, the clinician should explicitly explain why this is necessary and notify the patient that it will 

happen so they are prepared for the situation (e.g. when providing the patient with a blood test form 

that has their legal name and sex marker listed).  

 

Mental health risks 

TGDNB individuals experience mental health issues at rates higher than the general population. The 

risk is especially elevated for young people in this population where three in four have ever been 
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diagnosed with depression and/or anxiety.124 Transgender adults are also at risk of mental health 

issues: 57.2% have ever been diagnosed with depression and 39.9% with anxiety.15 The risk of 

suicide is also higher for TGDNB individuals where 48.1% of 14-25 year-olds in Australia have ever 

attempted suicide.124 Thirty five per cent of trans adults in the UK have ever attempted suicide, with 

25% of this cohort attempting to take their life more than once.197 Given that the risk of mental health 

concerns is elevated in this population, we recommend routine screening for mental health issues 

be considered, especially if the physician notices any significant changes in the individual’s 

demeanour.  

 

Provision of gender-affirming care 

A number of studies have indicated that gender-affirming medical intervention often improves the 

mental health and wellbeing of TGDNB patients who desire such care.15,197 If a patient is 

experiencing gender dysphoria (which not every TGDNB person experiences), it is important that 

this is addressed in a manner that is guided by the patient and their desires. TGDNB people in 

Australia commonly access their general practitioner to discuss gender-affirming care and to obtain 

necessary referrals to other specialist services. These include referrals to psychological support, 

and/or referrals to practitioners specialising in TGDNB specialists in gender-affirming care (namely 

endocrinologists, surgeons, or general practice colleagues with experience in providing gender-

affirming care). In areas where there are no practitioners specialising in TGDNB available, and as 

TGDNB care becomes more mainstream, increasingly general practitioners are being relied on for 

TGDNB health care.195 Using the informed consent model, general practitioners can prescribe 

gender-affirming hormones to patients.58 However, an awareness of where one’s limits lie is key to 

the provision of gender-affirming care. It is important to know when this limit is reached and refer the 

patient on to more knowledgeable colleagues so that the burden of obtaining the desired care does 

not fall on the patient. Further steps could then be taken by the GP to upskill themselves to be better 

able to help the next TGDNB patient that comes into their care.  
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Training and professional development  

It is beneficial for general practitioners to seek education in the health care needs of TGDNB 

individuals. Training is offered through multiple organisations in Australia and globally. These range 

from introductory “Trans 101” workshops that are appropriate for all staff within general practice to 

advanced training for those specialised in TGDNB care. Introductory training is often delivered by 

local community organisations, e.g. through TransFolk of WA in Western Australia and the Zoe Belle 

Gender Centre in Victoria. At the time of writing, some examples of training providers for professional 

development for medical providers include the World Professional Association of Transgender 

Health (WPATH) and the Australian Professional Association for Trans Health (AusPATH). In 

addition, the Northwest Melbourne Primary Health Network with The University of Melbourne 

currently provides a free, online training endorsed by AusPATH for primary care physicians, whereas 

some other trainings do have an associated cost. Some of these courses provide continuing 

professional education credits, and we suggest GPs check with the specific course. It would be 

beneficial for GP-specific professional bodies such as the Royal Australian College of General 

Practitioners (RACGP) to provide training in this area. In addition to general practitioners seeking 

out additional training, other staff need to be educated on inclusive practice so that the patient is 

supported and respected in all aspects of attendance at the service. 

 

Medical education opportunities may be specifically be specifically focused on: 

• the benefits and risks associated with gender-affirming medical intervention (eg puberty-

blocking hormones, gender- affirming hormones, surgeries)  

• dosing of hormones 

• how to determine (with the patient) what medical intervention, if any, they desire 

• when to refer to non-GP specialists for appropriate care 

• discussing and assessing informed consent of the patient for medical intervention. 
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Education on gender diversity can help to guide decisions on referral for gender-affirming medical 

intervention for those patients who are seeking more information on such options. Central to this is 

the expectation that the patient’s GP will be able to provide ongoing and follow-up care in relation to 

medical interventions.  

 

A holistic focus on wellbeing 

The care of TGDNB patients extends beyond immediate medical needs and gender-affirming 

medical intervention. Due to the high rates of discrimination, bullying, abuse, and other negative 

experiences that TGDNB young people124 and adults15 are exposed to in Australia, general 

practitioners should consider emphasising the importance of wellbeing for their patients including 

their willingness and availability for supporting and advocating for their patient in non-clinical settings, 

such as with families, schools and workplaces. For example, the clinician can assist patients with 

family support through organising family meetings if that is in the patient’s interests. In addition, they 

can advocate for the patient by providing letters of support for the patient changing their gender 

marker on identification documents, including for Medicare, Centrelink, driver’s license, passports 

and other forms of legal identification. 

 

We suggest that general practitioners consider keeping up to date resources on peer support and 

community networks so that they can facilitate connections to these networks. For rural and remote 

areas, it is suggested that TGDNB people seek online platforms to develop connections and find 

peer support. Primary health networks and local peak bodies could help to support general 

practitioners in this aim, specifically by maintaining lists of, and relationships with, local, community 

organisations through which TGDNB can obtain peer support. General practitioners can also help 

this process by providing resources for community organisation contacts in their waiting and clinical 

rooms.  
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Conclusions 

There are many dimensions to providing supportive care to TGDNB patients, and indeed, many of 

these overlap with broader principles of providing general patient-centred care. Clinicians are now 

seeking training and ongoing professional development in the area of gender diversity because the 

field is evolving relatively quickly and there is an increase in TGDNB patients seeking services seen 

worldwide. A proactive stance on learning about how to care for TGDNB patients in a safe and 

inclusive manner allows the patient to focus on their specific needs and situation, rather than using 

their limited appointment time to educate health providers on the fundamentals of TGDNB health 

care.167 Ideally such training would begin in medical school and incorporated into standard curricula 

that GPs receive. Primary care, as the entry-point into the healthcare system, is a vital bridge to 

improving health outcomes of TGDNB Australians. Further research should evaluate any barriers 

that GPs feel they have in providing care to TGDNB patients. Treating a TGDNB patient extends 

beyond providing medical care to emphasise general wellbeing and quality of life, and includes 

assisting the person to access mental health support if needed or desired, referrals to medical 

transition services, and ensuring that the individual is adequately supported in other aspects of their 

life (e.g. by family, friends, employment).  

 

Key points 

• TGDNB healthcare needs include information on, and access to, options for medical 

intervention that are available (including the benefits and risks associated with those 

interventions). 

• There is a high risk of mental health issues within this population, so appropriate screenings 

for such issues should be considered, and practitioners should refer for additional support as 

appropriate.  

• Every TGDNB patient has their own specific needs in regard to gender healthcare, and 

patients should be referred to services specialising in TGDNB care where appropriate.  
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• Regardless of their expertise in the field of TGDNB healthcare, all general practitioners 

should provide care that respects and values their patient’s gender identity, framing it as 

diversity rather than disease or disorder.  

• All patients should be asked how they would like to be addressed (preferred name, title, 

pronouns), regardless of the name and gender marker on identification documents.  

• A positive relationship with a TGDNB patient includes reducing any gender dysphoria that 

might be present, and encouraging a positive relationship with health services for ongoing 

care and prevention of illness.  

• Where appropriate, general practitioners may consider acting as an advocate, within their 

TGDNB patients’ families and beyond.  
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PREFACE  

Using data from Trans Pathways, this chapter investigates the experiences of TGD young people 

accessing mental health services in Australia. As outlined in Chapters 3 and 4, high rates of mental 

health difficulties were identified in this study population, and this analysis sought to evaluate access 

to mental health care amongst TGD young people. Three mental health services form the focus of 

this chapter: psychiatric services, therapy services and mental health inpatient services. A mixed 

methods approach was used to provide an in-depth understanding of the experiences of TGD young 

people. Negative interactions within mental health services were identified and are discussed in this 

chapter. The findings suggest additional training is necessary for mental health service providers to 

ensure the provision of optimal care for TGD young people. 

 

The full published manuscript as it appears in the Australian & New Zealand Journal of Psychiatry is 

provided in Appendix Q, and the full citation is as follows: 

• Strauss P, Lin A, Winter S, Waters Z, Watson V, Wright Toussaint D, Cook A. Options and 

realities for trans and gender diverse young people receiving care in Australia’s mental health 

system. Australian & New Zealand Journal of Psychiatry. Published online November 2020. 
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Options and realities for trans and gender diverse young people receiving care in 

Australia’s mental health system  

 

Abstract 

Objective: Trans and gender diverse (TGD) young people experience mental health issues, self-

harm and suicidality at markedly higher rates than the general population, yet they often feel isolated 

from mental health services. There is little qualitative research on the experiences of TGD young 

people accessing mental health support in Australia. The objective of this study was to 

comprehensively explore the experiences of TGD young people in Australia who have sought mental 

health support from therapists, counsellors, psychiatrists, and/or inpatient care providers. 

 

Methods: We report on findings from the Trans Pathways study, which was a mixed methods study 

to evaluate the experiences of TGD young people accessing mental health services: specifically, 

therapy and counselling services, psychiatric services and mental health inpatient services. 

 

Results: A total of 859 TGD young people aged 14-25 across Australia completed an anonymous 

online questionnaire. Therapy and/or counselling services (64.4%) were most frequently sought by 

TGD young people in this study, followed by psychiatric services (43.0%), and mental health 

inpatient services (12.3%). The findings demonstrated that many mental health professionals lacked 

expertise in gender diversity, and that TGD young people found it difficult to locate mental health 

professionals who were able to meet their needs in a timely manner. 

 

Conclusions: These findings indicate that training is necessary for all mental health professionals 

to improve their knowledge of gender diversity, enhance the support provided to TGD young people, 

and help to address the high rates of poor mental health. The findings outlined here provide insight 

into the areas in which clinicians could optimise their care of TGD young people.   
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Introduction 

Trans and gender diverse (TGD)d young people have a gender incongruent with the sex assigned 

to them at birth. Recent research indicates that 2.3% of high-school aged young people in Australia 

are trans and/or gender diverse,2 which is similar to some recent estimates in other parts of the world 

(2.7% of US adolescents, for example, reported a transgender or gender nonconforming identity).1 

Trans and gender diverse young people commonly report negative life experiences, including 

discrimination, insufficient familial support, bullying, and isolation. These experiences are in turn 

associated with alarmingly high rates of mental health difficulties:  notably depression, anxiety, post-

traumatic stress disorder, self-harm, and suicidal ideation and attempts.124 Our recent study found 

that three in four TGD young people in Australia have been diagnosed with depression and/or 

anxiety, and almost one in two have ever attempted suicide.124 This contrasts sharply with the 

reported 15% and 26.3% of Australians in the general population (aged 16 and older) who will 

experience (respectively) depression and anxiety during their lifetimes.115 

 

Trans and gender diverse young people in Australia experience barriers in accessing mental health 

services, even when they are seeking support for general mental health concerns that may be not 

directly related to gender identity or gender-affirming medical interventions.63 Service providers that 

specialise in TGD mental health often have long waiting lists,64 which further contributes to poor 

outcomes.198 Furthermore, TGD young people may be hesitant to access mental health services due 

to stigma and the expectation of discrimination from health professionals.46,65 Geographical barriers 

for TGD young people who live in rural locations may also prevent access to both mainstream and 

specialised services.46 Such barriers to health care pose a threat to the resilience of TGD youth.67 

The sense of isolation from services that TGD young people experience has been associated with 

 

d In line with much Australian research, we use the term TGD (‘trans and gender diverse’) here to be 
inclusive of all genders incongruent with an individual’s sex assigned at birth. However, we note that the term 
trans (short for transgender), subsumes a range of identities, including ‘gender diverse’, and the term trans is 
often used to encompass all identities, as well as other terms such as gender minority. 
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symptoms of depression and anxiety, as well as higher rates of self-reported self-harming behaviours 

and suicide attempts.124 

 

Previous research has shown that major issues in psychological practice involving TGD youth 

include an avoidance of gender discussions, (conversely) over-focusing on gender, insufficient 

education on TGD health on the part of the care provider, and gate-keeping.60,61 TGD individuals 

often feel mental health practitioners are poorly informed about gender concerns and experiences.62 

An Australian report in 2014 indicated 66% of TGD young people had seen a mental health 

professional within the prior 12 months, and that more than half of them reported at least one 

negative experience in this context.20 Misgendering is being disrespectful of an individual’s gender 

identity (e.g. through using incorrect pronouns), and this is a stigmatising and potentially traumatic 

experience, and can lead to an avoidance of health care services later in life.59,166  

 

There is at present minimal research on the experiences of access to mental health services 

amongst TGD young people in Australia. The strengths and limitations of service provision for TGD 

young people still remain largely unknown and understudied in the national context. Considering the 

elevated rates of poor mental health within this population, access to comprehensive and TGD-

competent care is vital.112 One of the principle aims of the Trans Pathways project discussed in this 

paper was to comprehensively explore the experiences of TGD young people in Australia who have 

sought mental health support from therapists, counsellors, psychiatrists, and/or inpatient care 

providers. 

 

Methods  

We conducted a national cross-sectional survey (Trans Pathways) to assess the mental health and 

experiences of services by TGD young people. The online survey was developed in partnership with 

local trans and gender diverse community members, and encompassed questions on mental health, 

drivers of mental health difficulties, positive factors influencing mental health, and barriers to mental 
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health services. Participants were recruited across Australia, through social media, gender clinics, 

youth mental health services, LGBTIQ support groups, parent and youth groups, and word of mouth. 

Participants received a participant information form and consented to the study online. Parental 

consent was waived for this study. The study was approved by the University of Western Australia 

ethics committee (RA/4/1/7958). Qualtrics online survey software was used to construct and host 

the questionnaire which utilised branch, display and skip logic based on participant responses. All 

questions were voluntary, except those used to determine eligibility (i.e. TGD identification, age, 

place of residence).  

 

Measures 

This paper reports on findings related to experiences in accessing therapy/counselling services, 

psychiatric services, and mental health inpatient care. Using open-ended questions, participants 

were asked about reasons for service access, age at first access attempt, length of wait until first 

access, and frequency of access attempts. Participants also rated their satisfaction with each service 

(once accessed) using a 5-point Likert scale, and indicated if staff at the specific service were 

respectful of their gender identity. For each service, participants were also provided with the 

opportunity to describe their experience in more detail.  

 

Statistical methods 

IBM SPSS Statistics, version 24 was used to calculate frequencies of access rates. Participant age 

at the time of service access was stratified into those under 18 years versus 18 or older. Access 

rates were also analysed by sex assigned at birth. For all questions, participants who stated “I don’t 

know” or “I can’t remember” were not included in the sub-analysis of waiting times and number of 

appointments. Qualitative responses were coded using NVivo, including reasons for accessing the 

service and experiences of the service attendance. Qualitative data were read and reread by two 

researchers (PS and ZW) to determine common themes and to ensure rigour in the analysis. Given 

the paucity of literature in this specific field, a general inductive approach was used to inform the 
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qualitative data analysis. This was selected in order to draw themes directly from the data rather 

than approaching the responses with a predetermined set of themes.102 Because of the large sample 

size and range of responses, only major themes are reported here.  

 

Results 

Participants  

We surveyed 859 trans and gender diverse young people aged 14-25 in the Trans Pathways study. 

The overall sample had a mean age of 19.37 (SD=3.15), with 74.4% of participants assigned female 

at birth (N=639) and 25.6% assigned male at birth (N=220). Participants described their gender 

identity in an open text box, and these gender identities have been categorised into non-binary 

(48.5%, N=417), male/trans male (29.7%, N=255), female/trans female (15.0%, N=129), and “other” 

including questioning and unsure (6.8%, N=58). Additional demographic details on this cohort have 

been described in detail elsewhere.96,124,174  

 

Summary of services accessed 

Table 14 reports on characteristics of service access, including age at access, differences in 

accessing services by sex assigned at birth, number of times accessed before receiving help, length 

of wait for appointment, satisfaction with the service, and whether gender was respected within the 

service. Therapy and counselling services, as well as mental health inpatient services, were more 

commonly accessed by participants under the age of 18, whereas psychiatric services were more 

commonly accessed by individuals aged 18 or older. The type of service accessed was broadly 

comparable across sex assigned at birth, with the exception of psychiatric services which were more 

commonly accessed by participants assigned male at birth (52.2% compared to 39.8%). Table 15 

reports on major themes emerging from the qualitative data relating to (a) the reasons for accessing 

each type of mental health service, and (b) experiences within the specific service. The main findings 

for each mental health service are described in detail below. 
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Table 14: Characteristics of mental health service access 

TYPE OF SERVICE 
THERAPY AND 
COUNSELLING 
SERVICES 

PSYCHIATRY 
SERVICES 

MENTAL 
HEALTH 
INPATIENT 
SERVICES 

Access frequency, n (%) 457 (64.4) 305 (43.0) 87 (12.3) 
    
Age at first access attempt, n (%)    
Under 18 234 (59.4) 116 (43.9) 31 (56.4) 
18 or older 160 (40.6) 148 (56.1) 20 (36.4) 
Unsuccessfully tried to access service - - 4 (7.3) 
    
Access rates by sex assigned at birth, 
n (%)    

Male (total sample n=178) 117 (65.7) 93 (52.2) 25 (14.0) 
Female (total sample n=532) 340 (63.9) 212 (39.8) 62 (11.7) 
    
Number of access attempts, n (%)    
Once 63 (19.4) 77 (33.9) - 
2-4 times 134 (41.4) 95 (41.9) - 
5-9 times 34 (10.5) 18 (7.9) - 
10 or more times 92 (28.4) 31 (13.7) - 
Still waiting or none 1 (0.3) 6 (2.6) - 
    
Number of inpatient admissions, n 
(%)    

Once - - 21 (41.2) 
2-4 times - - 20 (39.2) 
5-9 times - - 5 (9.8) 
10 or more times - - 3 (5.9) 
Still waiting or none - - 2 (3.9) 
    
Length of wait for first appointment, n 
(%)    

1 month or less 252 (76.8) 103 (44.2) - 
2-3 months 56 (17.1) 70 (30.0) - 
4-6 months 7 (2.1) 32 (13.7) - 
7-9 months 3 (0.9) 6 (2.6) - 
10 months or more 4 (1.2) 13 (5.6) - 
Still waiting, or never got an appointment 6 (1.8) 9 (3.9) - 
    
Satisfaction with service n (%)    
Very Dissatisfied 38 (9.4) 47 (17.3) 14 (25.5) 
Somewhat Dissatisfied 28 (6.9) 39 (14.4) 10 (18.2) 
Neutral 96 (23.6) 70 (25.8) 20 (36.4) 
Moderately Satisfied 125 (30.8) 62 (22.9) 7 (12.7) 
Highly Satisfied 119 (29.3) 53 (19.6) 4 (7.3) 
    
Gender acceptance within service, n 
(%)    

Respectful or mostly respectful 279 (71.9) 162 (64.0) 18 (34.0) 
Sometimes respectful or mixed 
response 

52 (13.4) 39 (15.4) 13 (24.5) 

Not respectful or mostly not 36 (9.3) 43 (17.0) 21 (39.6) 
Did not disclose gender 21 (5.4) 9 (3.6) 1 (1.9) 
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Table 15: Thematic summary of experiences with mental health services 

TYPE OF SERVICE THERAPY AND 
COUNSELLING SERVICES  PSYCHIATRY SERVICES  MENTAL HEALTH 

INPATIENT SERVICES 

MAIN REASONS 
FOR ACCESS 

• Depression 
• Anxiety  
• Unspecified mental health 

concerns 
• Gender identity 
• Transition-related needs 

(information, letters of 
support) 

• Gender dysphoria 
• Nonspecific help & support 

• Transition-related 
needs (access to 
hormones/surgery; 
information on 
transitioning) 

• Mental health support 
• Gender support 
• Systemic support 

needs 

• Suicidal ideation 
and/or attempt 

• Gender dysphoria and 
issues with gender 

• Eating disorders 
• Unspecified mental 

health concerns 

CONTRIBUTORS TO 
FAVOURABLE 
CLINICAL 
EXPERIENCES 
(MAJOR THEMES) 

• Helpful and supportive 
service 

• Respectful approach 
• Well-informed staff 

• Provision of strong 
and consistent support  

• Respectful experience  
• Able to get approval 

letter for gender-
affirming interventions 

 

• Provision of 
appropriate support for 
short-term issues 

CONTRIBUTORS TO 
ADVERSE CLINICAL 
EXPERIENCES 
(MAJOR THEMES) 

• Uninformed clinician  
• Service did not help with 

concerns specific to gender 
 

• Prohibitive cost of care 
• Clinical lack of 

knowledge on TGD 
identities, issues and 
needs 

• Psychiatrists seen as 
gatekeepers to 
transition 

• Invasive questioning 
• Outdated 

understanding of 
gender diversity 

• Overall unpleasant 
clinical setting 

• Disrespectful of 
gender identity  

• Feelings of lack of 
safety or exacerbation 
of symptoms 

• Lack of focus on long-
term solutions 

 

Therapy and counselling services 

Participants tended to access therapeutic services at younger ages, with 59.4% being under the age 

of eighteen. A third of participants were seen by a private psychologist (33.3%), 21.3% attended a 

public mental health service, 23.8% accessed headspace (a youth-focused national mental health 

service),199 10.3% were seen by their university or school psychologist, and 11.3% accessed other 

counselling and therapy services. Therapy and counselling services were reported to be largely 

respectful or mostly respectful of the young person’s gender (71.9%), and the majority of participants 

were moderately or highly satisfied with the service (60.1%).  

 

Many participants had relatively short wait times (76.8% had 1 month or less) for their first 

appointment with a therapist or counsellor. The underlying reasons for this finding were complex. 
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For example, one participant reported that they only waited three days for an appointment because 

they were already in hospital for a suicide attempt. Other participants described similar 

circumstances around their initial appointments, in which suicidal thoughts and behaviours increased 

the likelihood of being promptly reviewed by a mental health professional.  

 

Immediately, as I was in crisis when I wanted to see [a mental health professional] so they 

let me see them right away which was very lucky. 

 

Most participants accessed therapy and counselling services for help with depression, anxiety, 

gender-related needs (namely gender identity, dysphoria, transitioning), and non-specific mental 

health concerns (e.g. “to get help”). Many participants sought therapy to assist with multiple issues 

they were experiencing, such as “gender dysphoria and associated stress and academic struggles 

and anxiety”. Often the desired help and support related to adapting to their gender, and seeking 

help to “navigate the world” (including relationships with families, school, friends) as their true selves. 

 

To help with the stressful situations in my life; such as family, being accepted as trans, how 

to cope with others treating me differently because of being trans. 

 

Participants also commonly sought out therapeutic services to track and support their mental health 

as they started on hormonal intervention.  

 

Assistance in dealing with/overcoming social anxiety in relation to being trans, as well as 

monitoring through HRT [hormone replacement therapy] process. 

 

Other gender related concerns were specifically around sourcing information about gender and the 

young person’s understanding of their own gender.  
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To understand more about gender and how that could relate to me and how to not hate 

myself and worry about other people hating me. As well as decisions for future options that 

could arise linked to transitioning. 

 

For many TGD young people in this study, experiences with therapy and counselling services were 

largely positive.  

 

My current psychologist is very helpful. She's helped me come up with techniques to mitigate 

my depression and help me feel better. She also helps me deal with my family and has 

spoken to my parents on my behalf, giving her professional opinion as a psychologist. She's 

told me about many resources and helped me get them when needed. 

 

Some participants said that the experience benefitted them more than they had initially anticipated. 

Many respondents also felt their experience within the counselling service overall was supportive of 

their gender, sexuality, and/or general mental health.  

 

I have been to so many psychologists that I can't remember most. But the last 2 (past 4 

years) have been very supportive and very understanding of my sexuality and gender 

identity. 

 

Within this theme, some participants noted that although the experience itself felt generally 

supportive, the clinical and auxiliary staff at the service did not always have much knowledge about 

gender diversity, particularly dysphoria and transitioning. However, respect within services and a 

clear desire to help the young person was valued by participants, even when the professional lacked 

knowledge of gender diversity. 
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It was just the school psychologist because I wasn't allowed a private one for gender issues 

because my parents view my dysphoria as being caused by anxiety… [the school 

psychologist]  was very respectful of pronouns and helped me talk to my parents about it and 

tried to get me a mental health plan which they decided was not necessary but at least he 

tried.  

 

Many participants had mixed experiences, in which they reported negative experiences with some 

professionals, but positive experiences with others. Respondents often saw multiple mental health 

professionals before settling on one who was able to respond to their needs, although cost or other 

factors sometimes prevented the young person from accessing ongoing care.  

 

One psychologist talked about me to other people, one guilt tripped me, one my parents cut 

off because she was too good and was helping me lots and they didn't like that, and the most 

recent one doesn't help at all and doesn't care. 

 

In terms of negative experiences, concerns that were commonly raised by study participants related 

to feelings of invalidation and of being dismissed for wanting to talk to a professional about gender.  

 

The service ended up making me feel worse than when I arrived. Also, there was a general 

tendency not to take my body dysphoria or my need to see someone who was actually 

knowledgeable about transgender issues seriously. People asked questions that made it 

clear they didn't really know anything, and seemed to think they knew more about my 

problems than I did. 

       

Psychiatric services 

Psychiatric services were accessed more frequently by participants aged 18 or older (56.1% versus 

43.9% for under 18s). Participants did not typically experience protracted delays before their first 
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psychiatric appointment: 44.2% saw a psychiatrist within one month, and 30% saw a psychiatrist 

within 2-3 months. However, some participants commented that they often faced lengthy wait times 

for review by a psychiatrist who was known to be TGD-friendly, which resulted in delays in beginning 

gender-affirming medical intervention. 

 

Participants sought psychiatric services mainly for transition-related needs, for conversations and 

support specific to their gender identity, general mental health support, and systemic support needs 

(mostly referrals to other services, including transition-related services/such as endocrinologists). 

Transition-related needs most commonly involved facilitating access to hormones and/or surgery, 

discussion and information on transition, assistance with legal gender affirmation, and unspecified 

transition needs. One participant stated that the principal reason for seeking psychiatric services 

was: 

 

To be diagnosed with gender identity disorder/gender dysphoria, and be approved for 

hormones and surgeries. 

 

Many participants sought assistance from psychiatric services to help them with multiple concerns 

with their mental health, general support and assistance, as well as for information on gender and 

transition. 

 

Feeling suicidal and anxious, wanting help understanding and validating my gender identity. 

 

I was confused and afraid and suicidal. 

 

The level of satisfaction with psychiatric services was varied. Many participants had positive 

experiences and largely felt the service was respectful or mostly respectful of their gender identity 
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(64%). The main themes emerging from these encounters were around the psychiatrist generally 

being very supportive of the young person’s gender and being respectful.  

 

She was very welcoming, very open and immediately used the correct name and pronouns 

for myself, so it was easier and more relaxing to talk to her. 

 

Very friendly and open space, non-judgemental staff, understanding and competent clinician, 

understood my needs and followed the guidelines appropriately. 

 

Other positive experiences included feeling that the psychiatrist was truly helping the young person 

to explore their gender and jointly discussing and the deciding the next steps they wanted. Other 

reported positive aspects of psychiatric appointments included receiving a letter of support for further 

transition. 

 

He made sure I wasn't jumping in too fast, as well as helping me find what direction to go 

next. 

 

Furthermore, psychiatrists assisted young people with a range of other mental health difficulties they 

were experiencing including depression, gender dysphoria, and anxiety. There was, however, 

considerable evidence of ambivalence and outright dissatisfaction with psychiatrists, and many 

participants elaborated on these experiences. Gatekeeping of hormonal and other types of medical 

intervention was a common issue faced by participants. Psychiatrists were, in effect, viewed as the 

arbiters of whether or not the young person would be allowed to transition. Psychiatrists were seen 

as providing: 

 

Access to letters that allowed me to change my gender marker on university documentation, 

as well as referrals to other specialists. 
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This gatekeeping role of providing access was seen by young people in a negative light, whereby 

the young person lost autonomy over their own body. Young people reported feeling that 

psychiatrists restricted them from accessing medical interventions. Many perceived that psychiatrists 

acted in an uncompromising and even patronising manner.  

 

The psychiatrist I visited was extremely arrogant and condescending and had a very strong 

"gatekeeper" approach to trans healthcare. I felt like I had to prove that I was "really trans" 

(whatever the heck that means), despite living full time as female and having been on 

feminising hormone therapy for over a year at that point. I strongly objected to this kind of 

treatment, since it started from the assumption that I was somehow lying or deluded about 

my gender. 

 

Some participants, especially those who identified as nonbinary, felt they had to hide their true 

gender identity in order to obtain the support and help they were seeking.  

 

I lied and said I was a binary trans man to gain access to the services I needed. The psych 

was very focused on gender norms and binary identities, and I felt judged and 'not trans 

enough' because some of my hobbies are traditionally 'feminine' things. 

 

Other participants shared experiences of being misgendered by psychiatrists, called by the wrong 

name, and felt their clinicians did not have adequate knowledge on gender diversity. This left 

participants feeling as if their gender was not being taken seriously or that they were unable to be 

open with their clinician about any issues they were having. Others faced invasive questions and 

comments from their psychiatrist (e.g. around sexual behaviours and desires, and outdated ideas of 

gender). Often – other than obtaining a letter in support of transition – a number of participants felt 

that their appointment with the psychiatrist was “wasted time”.  

 



CHAPTER 9: MENTAL HEALTH SYSTEM 
 
 

 

173 

Amongst the negative experiences of psychiatric care, one of the most commonly reported themes 

related to the cost of treatment.  

 

I found the experience [of psychiatric care] awful. I left crying on many appointments. It was 

also expensive, and my parents pushed for me to see this guy because he was 'the best' in 

[capital city of the state]. I found him very rude and dismissive of my identity and pronouns… 

He told my parents that non-binary genders aren't real. 

 

For many study participants, cost was seen as an issue regardless of their perceptions of the 

appointment. Even if the participant expressed satisfaction with their appointment, cost concerns 

marred the experience, especially as many participants had waited significant amounts of time to be 

reviewed by a trans-friendly psychiatrist.  

 

Mental health inpatient services 

The majority of participants accessing mental health inpatient services were under the age of 18 

(56.4% versus 36.4% for 18 or over). An additional 7.3% stated they were unable to access the 

service despite trying to. Most participants were admitted within their first few access attempts: 

41.2% were admitted on their first access attempt and 39.2% within 2-4 times of trying to access the 

service. The experience within mental health inpatient services was largely considered to be 

unsatisfactory (43.7% rated their experience as very or somewhat unsatisfactory, while only 20% 

rated the experience as moderately or highly satisfactory), and 39.6% found the service to be not 

respectful or mostly not respectful of their gender identity.  

 

The reasons for accessing mental health inpatient services were varied, with most relating to self-

harm, suicidal thoughts or attempts, eating disorders, depression and anxiety. A smaller number of 

participants specified other reasons, including sexual assault, anger issues, and being a risk to 

others. Some participants attributed their admission to gender dysphoria or other mental health 
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issues related to their gender. These were not mutually exclusive categories, given that many 

participants had either accessed the service multiple times or attributed the reason for access to 

multiple categories. 

 

Experiences within inpatient services were very mixed, with participants frequently reporting high 

levels of dissatisfaction and noting that their gender was not respected. This invalidation of identity 

was viewed as harmful for the individual’s recovery process.  

 

My chosen name and pronouns were mostly ignored by staff which was extremely unhelpful 

to my short-term recovery. 

 

Participants also reflected that, although some staff in the service respected their identity through 

use of the correct name and pronouns, other staff in the same environment did not behave as 

respectfully (either intentionally or inadvertently). Negative clinical experiences included 

experiencing transphobia, and comments and actions that were not affirmative of diverse genders. 

 

While during the one stay in a public hospital I was under the care of a transphobic 

psychiatrist who said I was delusional and that everyone regrets transitioning. 

 

Others reported that the services were generally unable to help them, made them feel worse, 

“shuffled” them to other services, and were unable to ensure longer-term safety.  

 

There was not much help in relation to counselling or long terms plans that they could give 

me. It was useful for keeping me safe in the short term, but there seemed to be no specific 

help or information they could give me. I was told to go to the [LGBTIQA+ community service] 

to help with gender stuff. 
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The few positive comments about experiences within inpatient services were that safety was 

maintained in the short-term, and that other young people who had also been admitted to the 

services were respectful of their gender identity.  

 

Discussion  

These results demonstrate that TGD young people in this study sought mental health support for a 

variety of reasons, but in many cases reported that they did not receive optimal care. Although a 

number of mental health professionals provided care that was inclusive of gender diversity, the 

responses presented here highlight how many mental health service providers in Australia are 

undertrained to treat TGD clients in an affirmative manner. Overall, therapy and counselling services 

were mostly supportive of TGD young people, but there were many other interactions described that 

highlight the need for more education in gender diversity for professionals working in the field. 

Considering how frequently TGD young people experience mental health difficulties (with 79.7% of 

TGD young people in Australia having self-harmed and 48.1% having attempted suicide),124 the 

service gaps have serious implications. While the reasons behind negative clinical experiences are 

multi-factorial (i.e. a young person may recall an interaction in a negative light because of persisting 

severe mental health issues), the commentary from participants reflects clinical care that is not 

inclusive of gender diversity.  

 

Some participants reported experiencing long waiting periods for clinical review or difficulties locating 

a professional with experience in gender diversity. A previous Canadian study has highlighted that 

lengthy waiting times contributed to adverse mental health impacts amongst TGD young people.198 

It is also notable that a significant number of participants were older than 18 when they were 

accessing some services. This pattern could imply that participants may have been waiting until they 

were of an older age before initiating treatment, and therefore may have been doing so without 

parental support or knowledge.  
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Previous research in Australia has highlighted issues relating to staff inexperience of TGD health.15 

This is likely a reflection of the individual’s lack of education in the area.200 Even mental health 

professionals who view themselves as competent in TGD health may sometimes use inappropriate 

language.201 Trans and gender diverse young people who are experiencing psychological distress 

or are reaching out for help need to be able to access support from professionals who are 

knowledgeable about gender diversity. To provide truly affirmative care, professionals should be 

accepting and welcoming of the very core of the young person’s identity.  

 

In addition to being knowledgeable about gender diversity, mental health professionals should also 

be aware of the high rates of mental health issues, self-harm and suicidality commonly experienced 

by TGD young people, and the clinical complexity associated with these elevated rates.24,124 

Professionals should also recognise that many TGD young people are exposed to negative life 

experiences, including trauma, discrimination and a lack of family support,174 which can have 

significant effects on their mental health, including impacting developmental milestones through 

adolescence to early adulthood.202  

 

A common theme emerging from these findings was that mental health care providers were seen as 

gatekeepers to accessing hormonal treatments, especially psychiatrists. Previous research indicates 

that establishing an authentic and honest relationship with TGD clients is made challenging for 

professionals because of the gatekeeping role they play.62 A recent study with trans people in the 

UK found that 30.9% of participants had withheld information from, or lied to, health practitioners 

because of  concerns about disclosing information that could impede access to medical treatment.62 

Participants in this study also reported feeling pressure to conform to outdated, cisnormative notions 

of gender from mental health professionals.  

 

The debate surrounding whether there should be a psychiatric diagnosis for gender diverse 

individuals (i.e. gender dysphoria or gender incongruence) becomes even more complex when 
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considering how health systems operate and who pays for medical care. For the costs of medical 

care to be fully or partially covered by health insurers, a formal diagnosis is usually required. 

Participant dissatisfaction with psychiatric services often relates to this requirement for formal 

diagnostic “confirmation” by a psychiatrist to begin gender-affirming medical intervention. TGD 

young people commonly experience this process as pathologising, prohibitive, and acting to 

undermine their autonomy over their own body and lives. 

 

A number of recommendations for improving the mental health care of TGD young people are 

suggested by this research. It is evident that obtaining an appointment with a professional 

appropriate for the needs of the individual was a difficult process for many study participants. Referral 

processes for TGD young people to connect them to professionals with gender-expertise need to be 

streamlined to provide timely support. Increasing the number of specialised gender clinics and 

training programs for existing services would help to decrease wait times. Advocacy, policy 

development and expansion of professional training programs would reduce the negative 

experiences faced by TGD young people, including misgendering and discrimination.59,70  

 

There is evidence that professionals who have received specific training on working with TGD clients 

exhibit more positive attitudes, and – when combined with experience – demonstrate a higher level 

of clinical competency.203 More generally, mental health providers can also overcome these barriers 

through using the correct name and pronouns for a client, even if this name is not recognised on 

legal documents, including the provision of using both sex assigned at birth and gender.77,166,178 

Having inclusive clinical forms also helps ensure that all staff at the service, including reception and 

other auxiliary staff, are aware of the appropriate terminology to use when addressing the client to 

validate the young person’s identity.  
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Limitations 

All self-report survey data has inherent limitations because of its reliance on accurate reporting from 

respondents that is difficult to validate when using an anonymous online approach to recruitment. In 

addition, the cross-sectional nature of this study only captured data at a single time-point in the 

individual’s often complex personal and clinical journey. This research may not be representative of 

all TGD young people and their experiences within clinical settings. In addition, in our study there 

were more participants assigned female at birth compared to those assigned male at birth. Finally, 

the scope of the health and related services reviewed in the current study was limited.  

 

Conclusion 

These findings indicate the need for improved service provision through various strategies, including 

addressing affordability of ongoing mental health support, enhancing levels of professional 

awareness and understanding of gender diversity, and the removal of barriers to existing service 

and referral pathways. Further research should evaluate the knowledge that mental health 

professionals have in relation to TGD physical and mental health and examine ways in which training 

could be provided to maximise knowledge uptake. Improving the mental health care provided for 

TGD young people in Australia will help to minimise distress and address the high rates of mental 

ill-health in this population.  
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PREFACE  

This chapter discusses a possible alternative or complementary approach to improving the mental 

health of TGD young people through the use of peer mentoring. Peer mentoring was trialled using 

two different methods: (i) a series of art workshops led by a local trans artist held with TGD young 

people; and (ii) small group peer mentoring meetups with TGD young people, and in a separate 

group, parents of TGD young people. At the conclusion of the art workshops, an exhibition was held 

and the catalogue that was created to showcase the artwork that the participants created is included 

in Appendix H. Interviews were conducted with participants of the programs, as well as staff involved, 

to obtain in-depth feedback about the programs to inform a peer mentoring framework. This project 

was funded by two Suicide Prevention Grants from the West Australian Mental Health Commission. 

The findings discussed in this chapter contribute to the thesis by exploring an additional approach to 

care that could be considered by health services and community support organisations. Peer 

mentoring may be especially appropriate for circumstances in which TGD young people are unable 

to access immediate support (e.g. if they are on a service waiting list).  
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Peer mentoring as a tool for social support and connectedness for both trans young 

people and parents of trans young people  

 

Abstract 

Background: Peer mentoring programs are often used by community services supporting young 

people of diverse sexuality and/or gender. Although anecdotally beneficial, there is limited scientific 

evidence on the benefits of these programs and which aspects are useful and engaging from the 

perspective of participants.  

 

Aims(s): The aim of the pilot project was to investigate the experience of participating in peer 

mentoring programs by trans young people and parents of trans young people. The objective of the 

study was to explore the experiences of trans young people and parents of trans young people 

engaging in structured peer mentoring programs within community settings.   

 

Methods: This project was conducted in two phases at a local LGBTIQA+ community service: 1) a 

series of art workshops and 2) small group peer mentoring. This first phase was conducted with 

trans young people whereas the second phase was conducted simultaneously with two separate 

participant groups: trans young people and parents of trans young people. Follow-up interviews were 

conducted with participants from both programs, as well as service staff involved in delivering the 

programs to determine the successes and shortfalls to inform a peer mentoring framework.  

 

Results: Peer mentoring was viewed as a useful activity to build social connection by trans young 

people, parents of trans young people, and staff at the LGBTIQA+ community service. All participants 

indicated that they enjoyed the programs, but some essential changes were suggested which are 

embedded in the resulting peer mentoring framework, including the need for structured facilitation.  
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Discussion: Structured peer mentoring is seen as a valuable tool for promoting socialization and 

wellbeing and should be considered as a program option for LGBTIQA+ community services. Further 

research should be conducted on the mental health outcomes of participants on a larger scale. 

Online platforms for delivering structured peer mentoring should be trialed for both trans young 

people and parents of trans young people.   
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Introduction 

It is estimated that trans young people make up almost three percent of the adolescent population 

in Australia.2 Trans young people experience mental health difficulties more frequently than their 

cisgender peers, including higher rates of self-harm and suicide attempts.4,124,204 Given issues such 

as peer rejection, discrimination and bullying that trans young people are confronted with, and the 

associations between these negative experiences and mental health outcomes,124 it is crucial that 

trans young people are able to find adequate and timely support. Unfortunately, trans young people 

face barriers to safe and inclusive mental health services, including long waiting times, traumatic 

experiences in clinical settings, geographical remoteness of services and high financial costs.168,205 

Often when these services are accessed, trans young people are faced with clinicians inexperienced 

in gender diversity, and who are directly or indirectly discriminatory or disrespectful, which aside from 

being invalidating of the young person’s experience, can also deter trans young people from further 

engagement with health services.20,166,176  

 

Parent support for trans young people is vital for the young person to have good mental health and 

reduced suicidality from adolescence through young adulthood.45,206 Parents of trans young people 

often feel isolated, often due to not knowing other parents of trans young people, not knowing where 

to obtain reliable information on gender diversity, receiving incorrect or unreliable information from 

health service providers, and being rejected from family and friends.207 The factors that help to 

improve parents support have largely been unexplored, though parents have reflected that access 

to reliable information and connection with peers has helped them understand their child’s gender 

identity,208 which in turn likely improves the support they provide to their trans child, in turn improving 

the child’s mental health. 

 

Based on our prior research, while 54% of trans and gender diverse young people in Australia 

reported using mental health support and counselling to improve their mental health, a much larger 

proportion (83.3%) used peers and friends.96 Additionally, it has been demonstrated that connection 
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to a trans-affirming community is a protective factor for mental health.67 Trans peers are also seen 

as important sources of information for many trans young people.20 Peer support has been shown 

to be a moderator of psychological distress within trans adults in the United States.79 Indeed, some 

authors67,209 have reported that a bond with trans peer groups can play a fundamental role in 

establishing a positive identity and in improving resilience strategies.210 There are specific needs of 

trans young people that potentially could be met by peer mentoring. For example, peer mentoring 

has been suggested for trans young people who are seeking relevant information to start hormone 

therapies because it could be beneficial to have the perspective of an older peer who has gone 

through the process.80 There has not been any research that the authors are aware of focused on 

the experiences of parents of trans young people engaging in peer support, but parents have 

expressed a desire for such peer support.208 

 

Peer support may be effective for mental health issues because young people may desire to avoid 

professional services for help and often turn to their peers as an alternative.78 If the young person’s 

peers have comparable experiences and the necessary relevant knowledge, it is more likely that the 

distressed person is able to reach appropriate help with the assistance of the peer.211 Our team 

recently reported that isolation – both from trans peers and from services – is faced by many trans 

young people in Australia and is associated with depression, self-harming and suicide,124 

emphasizing the potential utility of peer mentoring to promote supportive relationships.  

 

Formal mentoring programs have been proposed for LGBT (lesbian, gay, bisexual and trans) young 

people, in part based on previous research showing that having accessible role models can be 

protective against psychological distress.81 This project builds on the recent results of the Trans 

Pathways project which surveyed 859 trans young people aged 14-25 in Australia. We found that 

79.7% had self-harmed and 48.1% had attempted suicide.124 Importantly, trans young people 

reported that the top protective factors used for self-care and improving wellbeing were music and 

art (indicated by 83.4%), and peers or friends (83.3%).96 In light of our research showing the potential 
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appeal of peer-based programs for trans young people we developed two programs for trans young 

people to enhance mental health: an arts-based peer mentoring program and a small group peer-to-

peer mentoring program.  

 

In addition, given the demonstrated need of parents to have access to peer support we concurrently 

ran a peer-to-peer mentoring program for parents of trans young people. Through supporting 

parents, we theorized that they would be better placed to support the mental health of their trans 

child. Evidence for this approach was in part provided by previous Australian research indicating that 

many parents of gender diverse children sought out contact with parents with similar experiences for 

support.208 Children who are supported in their gender identity have similar levels of depression and 

anxiety to cisgender children, demonstrating that psychopathology is not inevitable for trans young 

people and that they can have similar mental health outcomes to their peers when parents are 

supportive.121 Given this background, it is feasible that mentoring groups targeted at parents of trans 

young people may increase knowledge of gender diversity and acceptance of their child’s gender. 

 

Methods 

The purpose of the project was to evaluate if peer mentoring is a useful tool for supporting the mental 

health of trans young people, and to clarify aspects of such programs that are viewed as beneficial 

by participants. Three pilot programs, co-designed with and led by a local LGBTIQA+ youth 

community support service, were used to explore whether different mentoring formats influenced 

experiences in program participation. The first pilot program was an arts-based group-mentoring 

program. The second and third programs used small group peer mentoring: one with trans young 

people, and the other with parents of trans young people. These peer mentoring groups were held 

from March to June 2017.  

 

 

 



CHAPTER 10: PEER MENTORING 
 

 

 

186 

Art workshops 

A trans artist conducted the six session (1 session per week) art workshop focused on the theme of 

self-care and “taking care of myself”. They used different artistic techniques throughout the program. 

Trans and gender diverse young people aged 12-26 were eligible to participate. The aim of the 

project was to enable young trans people to create artistic outputs on how to help other trans young 

people cope when thinking about issues of self-harm or suicide, using their own words and images. 

The workshops culminated in a public exhibition to display the artwork. The aim of the exhibition was 

to allow participants to communicate self-care and suicide prevention in young trans populations and 

promote a broader translation of the young people’s ideas and feelings on suicide and help-seeking 

behaviors. The exhibition was also intended to help break down stigma and to be an empowering 

experience for the young people because their artwork was acknowledged and viewed by the 

broader Perth community including other trans young people, parents and family members, as well 

as the general public. Participants were able to talk about and explain their art if they wished to, 

either verbally and/or through providing written information next to their artwork. Young people were 

not required to put their name to their artwork. A small catalogue of the artwork was provided for 

attendees at the exhibition, and for attendees to keep. The young people also decided during the 

program that they wished to create a poster for health services that they would like to see when they 

entered a health service. This poster was also available for attendees at the exhibition to take home 

and has also since been distributed to many healthcare services around the state of Western 

Australia.   

 

Small group peer mentoring 

We facilitated small group peer mentoring where pairs participated in peer mentoring in order to 

promote socialization and wellbeing through working on a shared goal. We ran one program group 

for pairs of trans young people (aged 14-26) and one program for pairs of parents of trans young 

people (with a child under 26). These parents were not necessarily parents of the young people who 

participated in any aspect of the young person program. The ‘buddies’ met once a fortnight over a 
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period of 3 months at a local LGBTIQA+ peer-led social space, for a total of six sessions. The two 

groups were combined only at the beginning of the program for an initial training workshop, and then 

at the end when both groups were brought together. This initial training workshop outlined referral 

pathways, the local community service’s risk management plan to follow, and the aims of the project. 

Prompts and themes were provided to facilitate discussion and promote self-awareness, self-care 

and goal setting. All sessions were attended by a member of the research team who kept thorough 

notes. The researcher verified the validity of notes taken after each session with the staff of the 

community service who were present to capture alternate perspectives and additional items that the 

researcher may have missed.  

 

Participants 

Participants were recruited for the project through promotion at the local LGBTIQA+ community 

service through word of mouth by staff and volunteers as well as in the service’s email newsletters, 

Facebook, Twitter and Tumblr, and key youth and mental health sector networks. All participants 

provided written informed consent. 

 

Consent and ethics 

Participants in all three groups were able to participate in the project but had the options to decline 

participation in the research if they desired. Participants aged 12-13 (only applicable for the art 

workshops as participants in the other young person programs were required to be aged 14-25 

years) required parental consent. There was only one participant for this group who was under 14 

who initially signed up, but then dropped out of the program. Parental consent was not required for 

participants age 14 and older. Staff from the LGBTIQA+ community service were eligible to 

participate in the research aspect of all three groups and consent for themselves. At least one 

researcher was on-site at all sessions, and the local community service maintained their own risk 

protocols for the duration of the project. The projects were approved by the University of Western 
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Australia Human Research Ethics Committee (RA/4/1/8912). Participants have consented for their 

artwork to appear in this chapter. 

 

Follow-up evaluation 

Participants were interviewed by phone about their experience of the program upon completion of 

the program. Staff involved in the delivery of the programs were also interviewed at the completion 

of the program to obtain insights into the strengths and weaknesses of the programs. All interviews 

were semi-structured and included questions on the format of the program (e.g. art or goal-setting), 

the strengths and weaknesses of the program, any learnings from the programs that the participant 

may continue using in their life, and any improvements they would make to the program. Parents 

were asked additional questions on their child’s upbringing and their relationship with their child to 

provide context to their family environment as a goal of the parent program was to enhance parent 

support.  

 

Data analysis  

The qualitative data analysis was conducted in an inductive manner102 using the methodological 

steps described by Braun and Clarke.97,98 All interviews were audio-recorded and transcribed 

verbatim for analyses. Data were read and reread for common themes, and these themes were 

grouped into initial codes. NVivo was used to assist with analyzing the qualitative data. The initial 

codes were then reread and grouped according to major and minor themes and combined where 

necessary to reduce repetition. An inductive data-driven grounded theory approach212 was used to 

analyse the  commonalities emerging across the themes across the feedback from the three 

programs from the different participant groups to develop a theory on successful aspects of peer 

mentoring. These similarities experienced in the different programs have been used to develop the 

peer mentoring framework presented in this paper. Direct quotes from the participants are used in 

the reporting of results to give voice to the lived experience of the participants in the three programs.  
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Results  

Across the three distinct programs, twelve trans young people and four parents of trans young people 

participated; six trans young people and three parents completed a follow-up interview. All staff (N=5) 

involved in delivering the programs participated in the follow-up interviews. One staff member was 

present for all groups, with other staff present for either only one or two of the groups. The interviews 

from the three peer mentoring programs contained similar themes around which factors established 

a successful environment for peer mentoring. The framework we have developed incorporates 

feedback from all three groups to inform general peer mentoring programs. Feedback from each of 

the groups are discussed in detail below, followed by discussing and precenting the developed 

theoretical framework for peer mentoring programs.  

 

Young person feedback on the art workshops  

Seven trans young people participated in the art workshops, and three of these participants took part 

in follow-up interviews. The artwork created during the program was guided by the trans facilitator of 

the workshops. These were all visual forms of art, using different mediums and styles of art to 

encourage the participants to explore their mental health and gender journeys. Examples of artwork 

created are included as Figures 3, 4 and 5.  

 

Sharing common experiences and bonding over similarities 

A common positive aspect of the art workshops was the ability to share similar experiences with 

other participants and receive positive feedback from these discussions.  

 

A lot of it was…like, “Yeah, I’ve had that experience too,” or like, “Yeah, that can be tough,” 

or kind of affirming stuff…it was nice…to be able to make art [and to] know that there were 

people who were either going through similar things or who would just totally accept me. 
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The value of structure via creating art  

Working on the art pieces in a structured manner allowed for conversations to occur around 

experiences and issues with which the participants had commonly experienced. Art was viewed as 

a useful and helpful outlet for exploration of feelings and gender, as well as a means of expression 

in itself. 

 

I think we think all know that art helps trans people and just anyone dealing with stuff and 

having similar people around is also quite beneficial.   

 

 
Figure 3 Artwork example #1, titled “Closeted” 
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Discussions in a safe and affirmative space 

The young people expressed that they felt that the space where the workshops were held was safe 

to have these exchanges in.  

 

It was a really great way to have a really inclusive space and be able to explore those issues 

through artwork.  

 

Young people reported that the sessions were enjoyable, facilitated self-acceptance, and allowed 

discussion of relevant content. All of this was conducted in a supportive environment with trans 

peers, with sufficient time and space to discuss and explore issues. 

 

I think probably being able to designate time to think about all the sort of things that I usually 

don’t get to talk about with people regarding my gender, so – and in being trans and that sort 

of experience and the challenges with that and being able to do it in a supportive environment. 

 
Figure 4 Art example #2, titled “Being Bi: Now and Later” 
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Figure 5 Art example #3, titled “Constant Thoughts” 

 

Autonomy in the program 

Participants reflected that the workshops were facilitated in an appropriate manner, and that they 

had autonomy over the direction that the program moved in. 

 

I think it was really good what [the facilitator] did at the beginning and sort of asked us what 

we wanted to get out of the art workshop… it was all sort of set out like how we would sort of 

run it and …it all sort of worked really smoothly.  
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During the art workshops, participants chose to work on was a poster for health services to display 

for trans young people coming to a health service to see upon entry, to create something lasting 

beyond the workshop itself (Figure 6).  

 

 

Figure 6 Health service poster created by TGD young people 
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Art as an expression of self 

The exhibition held at the conclusion of the art workshops was a valuable and enjoyable experience 

for participants to convey their gender journey to peers and family members. Some participants 

reflected on the positive responses from family members who attended the exhibition and saw the 

young person’s artwork.   

 

[My sister] is only just coming to terms with my own gender identity and to hear a whole bunch 

of like-minded people…she had a good insight to what it’s like being gender diverse. And she 

was really proud about it, even just knowing that I had been in it.  

 

Even for those who did not want to be publicly identified alongside their art the exhibition was a 

valuable experience, and they were able to maintain anonymity by not including their name next to 

their artwork.  

 

And I guess one of the ways that I did deal with that was to be anonymous in the art exhibition 

as well ‘cause I didn’t really want people who didn’t know I was trans looking at it, and 

knowing that I was trans after seeing my name and being part of the exhibition and stuff, just 

‘cause I am at that stage of my transition.  

 

Suggested improvements to the program 

General improvements suggested to the program were to: (i) have the program run for longer, and 

(ii) have more people participating in the program (although some participants indicated that they did 

prefer the smaller size). Despite many positive reflections of the exhibition, one participant pointed 

out that the exhibition created pressure to complete pieces, and while they liked the experience of 

the exhibition, they wished that the program continued after the exhibition so that there was time to 

create additional pieces they knew would not have the potential to be exhibited.  All participants who 
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took part in an interview said they would recommend the program to other trans young people, 

especially others who had an interest in art. 

 

Staff feedback on the art workshops    

Art as a means for peer connection and positivity  

Staff generally felt positive about the program, both from perspective of young people increasingly 

socializing with each other and also in regard to the creation of art itself. 

 

I felt every week… there was a mood shift.  I felt that it was a really positive thing being there 

and they express that they’ve really enjoyed being there and making art.  

 

Staff felt that the exhibition allowed for the young people to work towards a common goal.  

 

So, even though it was a good thing to be able to kind of be creative and to express that stuff 

in the art workshops, it was, in a lot of ways, almost a bit of a solemn mood to the space …or 

at least contemplative. So, that wasn’t nearly the same as the sense from the exhibition 

opening, which was very much that pride and celebration side of things...I feel like it was 

almost a closure or the piece of the puzzle, I suppose, to have that expression be celebrated 

and shared and visible and all the things that they might not feel safe and confident to do 

with their gender or gender expression or gender identity normally. 

 

Pride in exhibiting art created 

The most common theme for positive outcomes of the art workshops was the pride in exhibition from 

the young people who participated, and the ability to raise awareness and showcase the art to the 

public. Another aspect of the exhibition that staff felt was invaluable for participants was being 

celebrated by others for their gender identity.  
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…often it’s hard to be proud and be celebrated for being a trans and gender-diverse person 

and that’s the aspect of themselves that was being celebrated through their art exhibition. 

 

Increasing confidence and comfort  

Moreover, staff felt that they witnessed an increase in confidence in attendees throughout the 

program itself, specifically around increased comfort in sharing their stories to the other attendees.  

 

I think being able to share those personal stories and put them out there, I think that 

strengthens the character or their resilience, I guess, to really think about and acknowledge 

those things and to put them out there for people to see, and that they chose to do that 

outside of the sessions as well. 

 

Suggested improvements to the program 

As with the young person participants, staff involved felt that it would have been beneficial to have 

more participants, but at the same time, it was noted that having a small intimate group allowed for 

stories to be shared and everyone’s voices to be heard. Attendance at the program allowed for direct 

management of traumatic life experiences for one of the participants.  

 

One of the young people in particular …they were facing quite a few hardships like risk of 

homelessness and dysfunctional family and abusive family dynamics and stuff.  And their 

connection to the project – art workshops meant that they’re connected to the community at 

[the community center] more and got some extra support and referrals. 

 

The main improvements that staff suggested for future similar programs were to have the program 

over a longer period of time and involve more participants, as long as there was sufficient staff to 

manage participants and ensure that all voices were still heard. In addition, staff felt the same format 
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could be used for other artistic endeavors (e.g. music) and could also be useful for young people of 

diverse sexuality, or a more general LGBTIQA+ group program.   

 

Young person feedback on the small group peer mentoring 

Five trans young people participated in the peer mentoring workshops and three participated in the 

follow-up interviews. Some of the goals for the group included creating educational YouTube videos 

on gender diversity, drawing and studying together, although not all of these goals were completed.  

 

Creating social networks through the program 

The positive aspects of the trans young person mentoring program from the perspective of 

participants were mostly around the increased socialization that they had with peers during the 

program and the ability to develop new and lasting friendships that would continue beyond the 

program.  

 

…our kind of goal was to just spend time together and we have been doing that and that's 

been really nice. And we're actually quite close now. So I think that's a good outcome.   

 

Bonding over similar experiences  

Overall, the experience allowed young people to meet other trans young people and bond over 

similar experiences that they have had.  

 

It's kind of a good way to…learn about things from the perspectives of other people in the 

community.  It's a good way to kind of expand your support system and find friends. 

 

These relationships were especially important due to the enhanced support they felt through these 

new friendships.  
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Because it's good to have a person that you relate to and that you understand, and you can 

kind of get each other and be supportive of each other.   

 

It's positive and encourages people to get out of their shell a little bit… it was like we're a 

team. 

 

When asked if there were any aspects of the program that they would use in their everyday lives, 

most participants reflected on their intention to maintain contact with new friends.  

 

Building self-confidence 

The young person participants also reflected about learning self-confidence and developing skills to 

express themselves. 

 

I've learnt that it's okay to speak about my feelings, and my experiences are valid. 

 

Increased comfort to attend the LGBTIQA+ community service  

Another change arising from the program related to feeling more comfortable in being able to visit 

the community service, given that many had not previously been regular visitors.  

 

I was going occasionally, but because I didn’t really know anyone, it was harder to …turn up 

and hang out with people, but it’s easier now. 

 

The importance of witnessing parents take part in the peer mentoring program 

Young people reported that they appreciated seeing parents that were not their own participate in 

the parent program was appreciated, as they did not often get to meet supportive parents of trans 

young people, nor hear the views on gender from parents other than their own. Seeing parents try 
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to engage to better support their own child was positive for the young people to see. Further to this, 

young people were willing to interact with the parents further to learn from each other.  

 

It was just that they're willing to listen and that they're there because they wanna understand 

their child.  So I guess that willingness was nice for me to see.  It made me feel good. 

 

Suggested improvements to the program 

The most common negative feedback that participants provided was that they were not able to 

engage with each other outside the organized meetups as frequently as they would have liked. All 

participants felt that a larger group would be beneficial, with the ability to still break off into smaller 

groups or pairs to complete specific goals. The program was designed to allow for flexibility, but it is 

clear from the feedback that the young people needed and desired additional structure. Participants 

felt that additional time with the parent group would have been beneficial to both mentoring groups, 

to learn from each other. 

 

Probably it'd be like a session with the parents with – maybe not their children but other 

gender diverse or trans people… so they can talk about their experiences.  And then maybe 

people can give advice and then maybe parents can give advice as well.  Help everyone. 

 

Additional feedback was that the whole program should have run for a longer period of time, and 

that the program would have benefitted from increased engagement outside of the community 

service. 

 

Parent feedback on the small group peer mentoring 

Four parents participated in the peer mentoring workshops and three parents took part in the follow 

up interviews; all were mothers. Parents chose to work together as a group rather than splitting into 

pairs. The main goal of the parent group was to establish a health service resource list for parents 
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of trans young people with information on trusted providers to facilitate referral processes for other 

families. There was a particular focus on surgeons, given that some of the parents had children who 

were approaching an age at which they were starting to ask about surgery and one of the parents 

had a child who had already undergone top surgery. 

 

Family histories  

We asked parents to briefly describe their relationship with their child, as well as the relationships of 

other family members with their child. Most parents reflected that they had experienced difficulties 

with other family members being accepting of their child’s gender, which caused difficulty and 

separation within some relationships.  

 

Last year, [my child] gave me permission to tell my family which is my dad and my sisters, 

and it was the absolutely worst thing that has ever happened. It was horrendous… So we, I 

suppose, lost some family support, not that we saw them a lot but whatever support you 

have, you want to cling on to dearly but not at that cost. 

 

Concerns for their trans child’s future 

Parents were generally concerned about what the future would be like for their child. All parents 

interviewed felt their children were in positive school environments but did express concerns over 

whether someone at school might “discover” their child’s gender history. Parents reflected that 

medical transition processes in Australia are slow, and that this process is frustrating for both trans 

young people and the parents. One parent who has a younger child felt difficulties around this 

specifically with not knowing exactly how much information to share with their child of a young age. 

This also extended to general society and whether the child should share their gender history or stay 

“stealth” in social situations.  
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…it’s really hard to find a line of what’s cautious and without making her feel like the world’s 

unsafe and I need to hide this, and it needs to be a secret. 

 

Open communication with their child about gender 

In regard to their own relationships with their children, the parents who participated mostly felt that 

they could comfortably discuss their child’s gender and any concerns that they may have directly 

with their child. One parent pointed out that, especially in regard to gender, young people were 

finding their own answers online rather than asking the parent or health professional for advice.  

 

There might be some questions that previously might have to ask a parent than ask a health 

professional but they get so much information on their own and there’s a time they don’t need 

to ask us.  And maybe that’s why some parents are a little bit left out or a bit anxious because 

their kids don’t talk to them very much because they don’t, they can get the answers 

elsewhere and the parents themselves are probably less well-informed than the kids are. 

 

Journeys in accepting their child’s gender 

One parent reflected on their own troubles in accepting their child’s gender. The program brought to 

light how they still have further to go to be fully accepting and supportive of their child.  

 

It just really opened me up because I thought that I was really accepting, and I realized that 

I still got a bit of work to do myself on it.  Well, I must have. I feel that I have still got a blockage 

that I can’t necessarily accept [child’s current name] for who they are fully without going 

through the grief of not having [child’s birth name]. 
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Gaining experiential information from other parents 

Parents experienced personal changes because of participation in the program, much of which was 

due to gaining additional information about how to support their child, as well as the exposure to, 

and advice from, other parents in the group. 

 

I suppose it clarified for me further my own position in regard to my child, and how I’m 

supporting her, and how I see her, and what I see for her future, my choices with her.  I 

suppose it was – it made me more – feel more clear and solid in that. 

 

Parents stated that they all learned something from participating in the group mentoring sessions, 

especially from exposure to other people’s experiences and genders, both through the parent 

sessions and the meet-up with the young person peer mentoring group.  

 

I guess the other thing is that I didn’t know very much about kids that are agender or gender 

neutral… because one mother had a gender neutral child, I learnt a lot more, both from her 

experiences and then from helpful explanations from [the community service] staff.   

 

Validation in the care for their child 

Another parent voiced that she felt more grounded in the choices about the pathway to affirm her 

child’s gender that she and her child have made after discussing these points within the program. 

 

I feel more validated in my choices and position, even if it’s different from what other people 

do. 

 

Suggested improvements to the program 

Many participants reflected that they wished the programs could continue longer or run more 

frequently so that relationships could be developed further. Some participants indicated that larger 
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groups would be useful, but others reported that the smaller group format allowed everyone’s voices 

to be heard.  

 

It was good when we had the number of people that we had because…everyone could sort 

of have a say or at least sort of be heard a bit more easily. 

 

The parent group had one dominant voice leading much of the conversation. At the time this seemed 

to be beneficial for all participants, and staff reflected in their follow-up interviews that they felt this 

dynamic helped to drive the parent group towards their goal. However, at the follow-up interviews, 

the parents highlighted this as an issue, and they wished there had been greater facilitation by the 

staff members hosting the sessions. Future peer-mentoring programs should include regular one-

on-one check-ins to actively encourage participants to raise concerns or to suggest discussion 

topics.  

 

Staff feedback on the small group peer mentoring programs 

Staff learnings on trans-friendly healthcare providers 

The most prominent theme for staff who hosted and facilitated the small group peer mentoring 

programs for both the young person and parent participants was that the staff increased their own 

knowledge of trans-friendly healthcare providers, which they felt would enhance their ability to 

support young people coming to the community service.  

 

It’s really good to get that first-hand sort of feedback, so I could say, “I know somebody who’s 

used this GP or this surgeon and it went well for them.”   

 

Social connections for all program participants 

Moreover, staff also felt that they got to know both the parents and the young people better, 

especially since some of the participants (both parents and young people) were not previously 
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engaged with the community service. Staff observed both the parents and young people creating 

social connections and learning from each other’s experiences.  

 

Improvements in parent support for their trans child 

Staff felt that relationships of parents with their own children would have improved after the mentoring 

program as a result of the parents’ increased understanding of gender diversity (specifically around 

non-binary identities) and health care resources for their trans child. The staff also felt that there was 

value for the parents when both of the groups overlapped in the training day and the final session.  

 

I think the parents got a fair bit of education just from listening to experiences of  particularly 

the non-binary participants and what it was like to be a young trans and gender diverse 

person. 

 

Improved self-confidence in trans young people  

The most notable change that the staff witnessed in the young people was the growth in self-

confidence, especially through creation of friendships and sharing experiences with the other young 

people in attendance.  

 

The ability to make social connections and feel comfortable enough in opening up within that 

community group is extremely valuable for that young person. 

 

Staff perceived that the discussions relating to accessing mental health support services helped to 

normalize the experiences for young people. 

 

I definitely think there were opportunities throughout the whole project… that allowed the 

young people to learn about support services that were available for them and hopefully that 

reduced stigma in accessing support services. 
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Suggested improvements to the program 

In terms of improvements, staff indicated that they liked the goal-setting structure but felt 

improvements were needed to make the peer support format work more efficiently, and be more 

beneficial, for young people. Overall, the program was guided by the participants, as intended.  

 

[The program] was probably not what we sort of expected when it started out …it kind of took 

on its own sort of life, which I guess is a good thing ‘cause it meant that it was …in line with 

what the participants wanted and being flexible with that. 

 

They felt that goal setting was more appropriate and efficient in the parent group, but they also 

thought that the young people may not have been as able to participate and stay focused on 

completing their goals because of the current mental health difficulties staff felt were experienced by 

some group members. In general, it was noted that the program could benefit from additional 

structure outlined at the beginning of the program, as well as increased staff to support larger groups.  

 

Theoretical framework for successful peer mentoring programs 

The thematic analysis of the feedback from parents and young persons across the three peer 

mentoring groups highlighted a number of commonalities in the data and allowed us to develop a 

theoretical framework as depicted in Figure 5. The findings suggested that it is important that peers 

that are grouped or paired together are in a similar life situation (e.g. similar age or gender for young 

person participant; similar child characteristics for parents) based on the feedback that all participant 

groups appreciated the value of sharing experiences and learning from each other. Peer mentoring 

appears to work best when the peers are actively engaged in achieving a common goal, with input 

from an active facilitator to help ensure progress towards the goals is achieved. The resulting 

outcomes reported by participants included: improvements in wellbeing and social connectedness; 

acquisition of new knowledge and awareness; and the potential for future socialization leading to an 

enhanced support network beyond the formal peer mentoring program.  
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Figure 7 Theoretical framework for peer mentoring programs 

 

This framework has been created based on the findings of these pilot studies, both from the direct 

findings as well as recommendations from participants for future programs. The findings, as indicated 

in Figure 7, suggest the need for peer mentoring programs that are semi-structured with involvement 

by a facilitator. The approach of simply pairing mentors with no structured follow-up does not appear 

to be sufficient, and active facilitation is necessary. Both parents and young people reflected that 

they appreciated the input and structure provided by an experienced facilitator. During the art 

workshops, both staff and participants noted that the facilitator being trans was an important aspect 

of the program. Although we were not able to explore this topic for the second phase of peer 

mentoring (as not all staff involved were trans), ensuring that the facilitator is trans is an important 

consideration for future mentoring programs. However, contact with other trans people was identified 

as a crucial factor across all participation groups and therefore has been included within the 

framework.  

 

Discussion 

This evaluation of peer mentoring through an LGBTIQA+ community center demonstrates that both 

trans young people and parents of trans young people benefitted from increased socialization with 

peers through these programs. A strength of this study is that the programs were co-designed with 

the LGBTIQA+ community service. The benefit of this research design was that the programs were 



CHAPTER 10: PEER MENTORING 
 

 

 

207 

trialed in a real-world setting, providing a framework that can be used to support mentoring activities 

that LGBTIQA+ community centers are actively engaged in. Young people benefitted from the 

enhanced structure of the art workshops, which facilitated relationship-building and allowed 

participants to more freely express themselves.  

 

Community-based public art projects aimed at reducing stigma around suicide have been 

successfully implemented within other contexts. A program involving creation of a mural about 

suicide was found to be helpful for participants who had experienced thoughts of self-harm or suicide 

213. In addition, participation in the current project increased the level of social support for participants 

and provided a safe space in which they could grieve and heal. As was noted by one of the parents 

in this study, peer networks for trans young people are valuable because they allow participants to 

discuss concerns that they may not want to raise with parents or health professionals. These findings 

suggest that peer support programs may be an option in clinical and community services seeking to 

expand their care options for trans young people.  

 

Previous research has demonstrated that social isolation is associated with poor mental health in 

trans young people.124 Social connectedness has been shown to enhance self-esteem in 

transgender adults, acting as a buffer against minority stress.214 The participants across all three 

groups involved in the project benefited from the increased socialization and contact with peers, 

suggesting that social isolation could partially be addressed through the provision of peer mentoring 

programs for trans young people and their families. While not explored in this study, we theorize that 

peer mentoring programs may help to reduce the sense of hopelessness and helplessness that trans 

young people can experience. Trans young people have frequently reported supporting a friend with 

mental health concerns and this was associated with increased odds of self-harm  and suicidality,124 

which should be considered while running and facilitating peer mentoring groups, to ensure that all 

participants are safe and maintaining their own mental health.  
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A systematic review of peer-based interventions for people with serious mental illness found that 

one of the main successes of peer-based interventions was the increased linkages made to the 

healthcare system through peer-based interventions.215 This was reflected in our programs, with 

parents gaining knowledge and awareness of the processes for navigating the healthcare system. 

This engagement extended beyond health providers to include links with community services. Many 

of the young people were new to the service and had rarely or never attended before. The programs 

allowed participants to feel more comfortable in attending community services because they could 

build relationships with peers as well as the staff that worked there. The staff at the community 

service also benefitted from the increased time spent with the young people and parents, which 

allowed deepening of their relationships and greater understanding which referral networks and 

healthcare providers were most helpful to young people.  

 

The parents benefited from the program not only due to increased peer socialization, but also 

learning from each other based on each other’s experiences of navigating various healthcare and 

education settings. Other research has shown that increased peer socialization is beneficial for 

parents of trans children to reduce feeling isolated,208 and this pilot study builds on this research to 

show how facilitation within peer support groups allows for the parents to work together towards a 

common goal, while simultaneously building their social network and sharing experiences. Both staff 

and parents reflected that their understandings of their child’s gender and medical pathways 

available to them had increased, which are necessary steps towards the parent being able to better 

support their trans child.  

 

Online spaces can be valuable for encouraging both social connectedness and hold promise for the 

delivery of mental health interventions.82,216,217 Formal online platforms that facilitate peer mentoring 

programs should be investigated for their utility in this context because it is common for trans young 

people to seek support through online platforms.96 Meet-ups outside of the organized sessions could 

be facilitated through online communication, provided the system is safely and securely developed. 
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Moreover, online platforms may be especially useful for reaching trans young people living in rural 

and remote areas, and for those who may not want to (or are unable to) attend an in-person meet-

up. 

 

Limitations 

A limitation of these pilot studies was that there was a small number of participants in one 

metropolitan location, and thus findings are not generalizable. In addition, not all participants took 

part in follow-up interviews, possibly in-part due to the LGBTIQA+ community service conducting 

their own evaluation with participants of the program. Further research should involve larger groups 

of participants over a longer time frame to allow relationships among participants to develop further, 

and having a larger group size would allow for quantitative measures of mental health, self-

confidence and other constructs to be included to determine any measurable improvements to 

participants’ wellbeing. The proposed framework has been developed to be applicable to both 

parents of trans young people and trans young people, due to the similarities in feedback across the 

participant groups in this study. The framework is also meant to be actioned with the participants 

themselves setting goals for what they want to achieve during the program, so there is flexibility 

embedded in the program. Future research should examine whether there are unique needs of 

different participants requiring different structures for peer mentoring.  

 

Conclusion 

Our findings indicate that peer support in organized and secure settings is beneficial to trans young 

people and parents of trans young people. Although many community groups already run peer-

based activities, these findings provide evidence for the utility of different formats of peer mentoring 

groups. Future activities should consider the use of structured goal-based peer mentoring programs 

to enhance socialization and improve mental health. These programs should ideally be co-designed 

with participants, allowing the individuals involved to shape the program to their desired goals of 

participation. The proposed framework was developed to inform future successful peer mentoring 



CHAPTER 10: PEER MENTORING 
 

 

 

210 

programs, highlighting the focus on successful facilitation as key to maintaining participant 

involvement and realizing the goals of the program. Because this study was limited due to the small 

size, it would be beneficial to examine the effectiveness of similar peer support programs on a larger 

scale and across different contexts.  
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PREFACE  

This chapter discusses initial findings from the SPARX-T project, specifically on the attitudes of TGD 

young people towards game-based digital mental health interventions. The larger project is an 

adaptation of an existing mobile app to prevent depression in young people. The justification of the 

overall project (and an associated successful funding application) largely emerged from the Trans 

Pathways project, in which participants reported commonly using digital activities as protective 

factors for their mental health (i.e. computer games). The project is also based on findings from 

Trans Pathways and other research that TGD young people commonly have negative experiences 

within healthcare settings, which is especially problematic considering the elevated rates of mental 

health issues previously discussed in this thesis.  

 

This chapter discusses the preliminary phase of the research to adapt the SPARX app for use in 

TGD young people. Consultation was sought from TGD young people on their attitudes towards 

digital mental health interventions in general, and which specific aspects were considered necessary 

to implement such an intervention. The findings reported here are valuable not only for the SPARX 

app adaptations, but for other digital mental health interventions tailored or marketed towards TGD 

young people.  

 

The full published manuscript as it appears in Internet Interventions is provided in Appendix R, and 

the full citation is as follows:  

• Strauss P, Morgan H, Toussaint DW, Lin A, Winter S, Perry Y. Trans and gender diverse 

young people's attitudes towards game-based digital mental health interventions: A 

qualitative investigation. Internet Interventions. 2019;18:100280. 
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Trans and gender diverse young people's attitudes towards game-based digital 

mental health interventions: A qualitative investigation  

 

Abstract 

Background: Trans and gender diverse (TGD) young people are at high risk for mental health 

difficulties. Previous research has shown that three in four TGD young people have been diagnosed 

with an anxiety disorder and/or depression and almost one in two have attempted suicide. TGD 

young people experience barriers to traditional mental health services, commonly faced with 

inexperienced providers and discrimination. Video and computer games, as well as online spaces, 

are sources of resilience for TGD young people. Digital mental health interventions are a feasible, 

but understudied, approach to consider for this population.  

 

Methods: N = 14 TGD young people aged 11-18 years were recruited to take part in focus groups 

as part of a multistage project. The focus groups were transcribed verbatim and analysed using a 

general inductive thematic analysis approach. This paper reports on their attitudes towards digital 

games and game-based digital mental health interventions. 

 

Discussion: Aspects of game-based digital mental health interventions should be inclusive of 

diverse genders and sexuality, moderated appropriately and include content such as storylines and 

characters who are of diverse sexualities and/or gender. Participants were of the opinion that games 

should be preventative rather than treatment-focused; however, considering the high rate of mental 

health difficulties in this population, interventions should ideally address symptoms along the 

continuum from sub-clinical to clinical.  

 

  



CHAPTER 11: DIGITAL MENTAL HEALTH INTERVENTIONS 
 
 

 

214 

Introduction 

Trans and gender diverse (TGD) people identify as a gender incongruent to the sex assigned to 

them at birth. There are a wide range of identities that TGD people identify as including male, female, 

non-binary, agender, genderqueer and bigender. A recent study from the United States suggests 

that TGD young people constitute 2.7% of the adolescent population.1  

 

The mental health of trans and gender diverse young people 

Mental health difficulties commonly present during adolescent years in the general population.10-12 

TGD young people are more likely than the general population to experience difficulties such as 

harassment, bullying and discrimination in tandem with their gender identity formation, as well as 

associated negative reactions from those around them.32,33 For example, TGD young people often 

have to contend with issues regarding lack of access to appropriate facilities and support in schools 

and health services; the use of incorrect or insensitive terminology pertaining to their gender identity; 

and conflict regarding others’ acceptance of their TGD identity.13,14 They are also more likely than 

cisgender (people whose gender identity aligns with their sex assigned at birth) young people to lack 

family support and experience homelessness.96  

 

These factors collectively heighten the risk for developing mental health difficulties in this population, 

aligning with Meyer’s minority stress theory which explains the process by which such negative 

events lead to the internalisation of stressors and the expectation of future rejection from society.44 

Depression has been diagnosed in 74.6% of TGD young Australians, 72.2% have been diagnosed 

with an anxiety disorder and 48.1% have attempted suicide in their lifetime.124 Despite extraordinarily 

high risk, TGD young people often face unique barriers to accessing timely and appropriate mental 

health services, due to care providers lacking relevant knowledge and experience, transphobic 

clinicians and services and refusal of care96 as well as issues related to feeling unable to talk about 

gender and sexuality.217 In addition, physical barriers to accessing treatment also exist for TGD 

young people who live in rural locations.46 TGD young people may also be unwilling to access mental 
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health services due to fear of stigma and discrimination from health professionals.46 The cost of 

accessing mental health services also prevents some TGD young people from availing themselves 

of these services.66 In light of the high mental health burden of this population TGD populations need 

access to comprehensive and trans-competent care.112 Accordingly, there is a clear need for 

interventions specifically tailored to TGD young people.  

 

Digital mental health interventions  

A potential solution to this disparity in health service accessibility and uptake is the development and 

delivery of digital mental health interventions for TGD young people.82 These interventions are 

attractive as a complement or alternative to traditional mental health services due to their potential 

for retaining consumer privacy at an affordable cost with convenient delivery. Tailored digital mental 

health interventions may be especially appropriate for TGD young people due to their experienced 

isolation, stigma and potential avoidance of traditional mental health services.32,83-85 Our research 

has shown that TGD young people who are isolated from services are more likely to report poor 

mental health.124 In addition, TGD young people are known to turn to digital outlets (e.g., video and 

computer games, social media) to make themselves feel better.96 This finding is consistent with 

international literature demonstrating that LGBT young people prefer online support and information 

over visiting services in person.13  

 

Gaming   

Gaming refers to the usage of games across a range of platforms including consoles (e.g. 

Playstation, Xbox, Nintendo Wii), computers and mobile devices including phones.218 Games are 

diverse in their content, purpose and functionality. Granic et al.218 argue that games differ 

fundamentally based on how complex the game is and the way in which the player engages with the 

game content; specifically whether the game is played cooperatively or competitively, socially or 

non-socially. While there is no data on gaming usage specifically by TGD young people, we know 

that gaming is prolific amongst young Australians. Ninety seven percent of households with children 
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have devices for gaming, and, according to parental reporting, 90% of 5 to 14 year-olds game.219 

Gaming has been found to be a positive way of coping with distress, to provide psychological benefits 

and to increase psychological wellbeing in cisgender populations.218,220,221 Furthermore, TGD young 

Australians also report using gaming for positive mental health gain, with over 50% of Australian 

TGD young people stating they use gaming to make themselves feel better.96 

 

Few studies have explicitly explored the online gaming habits of TGD individuals. We have identified 

two studies – one study focussed on the experience of gaming,222 and another examined gaming 

addiction.223 These studies, restricted to adult populations, found gaming was used as a positive 

psychological tool to increase self-awareness of gender and express one’s experienced gender in a 

safe environment. Furthermore, the ability to inhabit an avatar aligned with their gender identity was 

noted as having a positive psychological impact on the user. Recommendations included further 

research to explore the potential of gaming in bringing about psychological benefits for TGD users.  

 

Game-based digital mental health interventions  

As interest in the use of online interventions has grown, recent research has begun exploring the 

potential of gaming interventions to support mental health. ‘Serious games’ are games or programs 

that utilise gaming features for purposes such as learning or health improvements.86 A systematic 

review and meta-analysis of ten randomised controlled trials on the impact of serious games on a 

range of mental health symptoms in children and adults showed that serious games may be effective 

for reducing disorder-related symptoms.87 However, more studies are needed regarding the efficacy 

for specific mental disorders and the longer-term effects of this mode of delivery. Fleming et al.88 

reviewed the evidence regarding the use of serious games for depression in young people 

populations aged between 9 and 25 years. The authors found that the six interventions trialled 

showed promising results with some positive impact upon depression, although they noted that the 

available data was limited.88 
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Drawing on the gaming literature in LGBT+ young people, findings from one study examining 

sexually diverse young people’s perspectives on a game-based program targeting depressive 

symptoms suggest that this group of young people are discerning consumers of gaming elements.224 

Users raised concerns regarding the binary nature of the avatar in the intervention indicating that the 

avatar may determine the decision to utilise the intervention or not.224 Lucassen et al.225 explored 

how and why LGBT+ young people use the internet to support their mental health, as well as the 

views of LGBT+ young people and professionals on digital therapy, using the example of Rainbow 

SPARX. This is a serious game comprising seven modules of computerised cognitive behavioural 

therapy to address depression in sexually diverse young people.226 Attitudes amongst LGBT+ young 

people towards the serious game were mixed. Some found the therapy outdated in language, 

content and design, while others felt positively affected by it. It was suggested that strategies related 

to stigma and mistreatment, particularly of TGD people, should be included in the game design.225 

The study also found that, despite concerns regarding personal security and internet safety, internet 

use for support and information was ubiquitous amongst LGBT+ young people.225  

 

As noted, there is a paucity of TGD-specific research exploring attitudes towards digital technology 

to support mental health, and to our knowledge, no studies exploring TGD young people’s attitudes 

in this area have been published. Accordingly, this paper reports on the perspectives of TGD young 

people towards utilising digital technology to improve their mental health, and specifically on their 

attitudes towards game-based mental health interventions. Specific research questions included: 

what do TGD young people find appealing about digital game-based mental health interventions? 

What are necessary aspects of these interventions to improve uptake among TGD young people? 

These findings represent one component of a multistage study that aims to collaboratively adapt an 

existing game-based mental health intervention, SPARX, to prevent depression in TGD young 

people specifically. The co-design process and preliminary evaluation of this adapted intervention 

will be reported separately.  
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Methods 

Recruitment  

Trans and gender diverse young people aged 11–18 years who were located in the Perth 

metropolitan area were eligible to participate in the study. Parental consent was required for 

participants under 14 years of age. Recruitment occurred primarily through promotion of the study 

in local LGBT+ peer-support, counselling, and youth services, as well as via social media. In addition, 

participants were recruited through an existing longitudinal gender diversity cohort study. 

 

Participants  

N = 14 TGD young people aged 11-18 years participated in the study (mean age of 15.6 years). Of 

the fourteen participants, two were assigned male and twelve were assigned female at birth. 

Participants reported their gender identity as male or trans male (n = 9), female (n = 1), agender or 

non-binary (n = 3) and bigender (male and agender; n = 1). Eleven participants reported living at 

home with one or both parents, one reported living with roommates and one reported living with 

grandparents. One participant did not provide this information. No participants dropped out or 

refused to participate in this phase of the broader study.  

 

Procedure 

Study participation involved attending two, two-hour face-to-face focus groups (A and B), with 3 – 5 

young people attending each group. The focus groups were held face-to-face to minimise a bias 

towards individuals who were already engaged in digital environments, and allow for participants 

who may not traditionally seek out digital environments for support. The first focus group (A) focused 

on attitudes towards digital and preventive mental health interventions, while the purpose of the 

second group (B; which was conducted two weeks later) was to obtain feedback on potential 

adaptations to the SPARX intervention for TGD young people.  Four pairs of focus groups were 

conducted in total with no repeat interviews conducted. Only findings from the four initial focus 

groups (1A, 2A, 3A, and 4A) will be presented in this paper.  
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Focus group questions were developed with input from clinicians, researchers and community 

workers with collective expertise in digital health intervention development and TGD mental health. 

These questions focused on the supports that participants are already engaged with (all formats 

including face-to-face and online), what is useful about these supports, and what aspects would be 

useful and detrimental for inclusion in a digital mental health intervention. Each group was facilitated 

by two members of the research team (DWT, HM, PS, YP), three of whom identify as cisgender 

females, and one who identifies as TGD. All of the facilitators had research and/or clinical experience 

in young people or TGD mental health. Although DWT and PS were known to some of the 

participants through other pathways, there was otherwise no established relationships between 

facilitators and participants. The focus groups predominantly took place at a local young person 

LGBTIQ+ drop-in space in Perth, with one group occurring at the Telethon Kids Institute. All focus 

groups were audio recorded and field notes were taken. Between groups, the data was examined 

for saturation and this informed need for emphasis in forthcoming focus group sessions.  

 

Prior to commencing the focus group, all participants and parents (when necessitated by age 

restrictions) provided written informed consent and the facilitator established group rules around 

confidentiality, respect and safety. Facilitators of these groups had skills in Mental Health First Aid 

and/or Applied Suicide Intervention Skills Training or had clinical psychology training to minimise risk 

in case any individual became distressed during the focus group discussion. At the beginning of 

each focus group ground rules were collaboratively set to address privacy and confidentiality 

concerns. At the conclusion of the focus group, participants completed a brief demographic 

questionnaire. Participants were reimbursed for their time and travel for each focus group. The study 

was approved by the University of Western Australia Human Research Ethics Committee 

(RA/4/20/4242). 
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Data Analysis 

A general inductive approach (GIA) was used for data analysis. Similar to grounded theory and 

phenomenological approaches, GIA is a method of qualitative content analysis which aims to build 

understanding from observation and use of pre-existing questions rather than testing a priori 

hypotheses.102 Accordingly, the study aimed to explore common themes arising out of responses to 

focus group questions without the imposition of pre-determined premises. The focus groups were 

recorded and transcribed verbatim, and the transcripts were checked against the audio recordings 

prior to analysis. After this check the audio recordings were destroyed. Key themes were identified 

independently by two of the authors (PS, HM) and coded using NVivo qualitative data analysis 

Software.106 The themes and subthemes identified by both researchers were discussed in an 

iterative process for verification. Specifically, similar themes were clustered to reduce overlap and 

redundancy and a model comprising the most important themes and sub-themes was subsequently 

created. 

 

Quality procedures were used to enhance the trustworthiness of the study findings.227 Specifically, 

in addition to the use of techniques such as field notes and audio recordings, a member check was 

conducted at the close of each focus group by reflecting the dominant themes discussed to 

participants for clarification and further comment. Participants were also able to request full copies 

of transcripts to provide further feedback and a summary of key themes was provided to all 

participants prior to the final round of data analysis for their consideration and verification. The 

consolidated criteria for reporting qualitative research (COREQ) was used to guide reporting of 

findings. COREQ is a 32-item checklist used for comprehensive and explicit reporting of qualitative 

studies that utilise in-depth interviews and focus groups.228 The completed COREQ checklist has 

been included as a supplemental file. 
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Results 

Overview of findings 

There was general agreement on the feasibility of using a digital mental health intervention to 

improve the mental health of TGD young people. The following themes were developed: experiences 

contributing to mental health difficulties; online and digital supports and mental health coping 

strategies; face-to-face supports and mental health coping strategies; uncertainty about suitability 

and integrity of online resources; preferred features of digital mental health intervention delivery; 

preferred timing of delivery of mental health intervention; aspects of games that are advantageous; 

and aspects of games that are unfavourable. The subthemes emerging in each of these thematic 

categories, including minor and diverse subthemes, are listed in Tables 16-19, and the prominent 

subthemes are described in detail below.   

 

Table 16: Experiences contributing to mental health difficulties 

Subthemes are listed in order of prevalence. 
 

 

 

Theme Subthemes 

Experiences contributing to 
mental health difficulties 

• Inexperienced navigation of online spaces 
• Social media and online information 
• Negative encounters online 
• Adaptive processing of online spaces 
• Glorification of mental health difficulties 
• Transphobia and internalised transphobia 
• General public education about LGBT+ identities 
• Media 
• General treatment of TGD people 
• Lack of family and community support 
• Lack of access to suitable community org support 
• Addicted to games 
• No representation of gender 
• Additional pressures on teenage years because of gender 
• Suppression of exploration of gender identity 
• Lack of access to suitable services 
• Stereotypes and negativity about TGD people 
• Isolation from people who understand 
• Bullying 
• Fan-fiction 



CHAPTER 11: DIGITAL MENTAL HEALTH INTERVENTIONS 
 
 

 

222 

Current supports used 

In-person sources of support 

Participants were asked about in-person sources of support, and these themes and subthemes are 

summarised in Table 17. These sources of support help to contextualise what TGD young people 

are using to manage their mental health. The most common in-person source of support utilised was 

professional support and resources. Mental health professionals were often sought out, as well as 

school and community-based social supports.  

 

I got referred to headspace [a youth-focussed mental health service] by my GP and then my 

counsellor at headspace, umm, suggested like I was going through a really tough time with 

gender and sexuality, that I come to FC [LGBTIQ+-led youth drop-in space] to try and seek out 

some support. (Male, 16) 

 

Multiple participants reported personally using in-person mental health support services. Others did 

not use these services themselves but knew other TGD young people who had found such services 

to be helpful. Community organisations were dually used for support and as places to socialise with 

peers. Diversionary activities such as games, hobbies and activities (e.g. music, studying, and 

drawing) were also used for improving mental health.  

 

I’ll never do much else if I’m like not feeling great, I will pretty much always just be focused on 

music, like I’ll either be playing something or just if I’m like well past the point of, you know, not 

being able to do anything, like I’m feeling horrible and I just can’t even lift myself off the floor, 

then I would probably just listen to music at the very least. (Agender, 16) 

 

Another in-person form of support used were in-person games to bolster wellbeing and improve 

socialisation, e.g., Dungeons and Dragons and board games. Other participants described peer 

support as another tool used to improve mental wellbeing.   
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I, umm, tend to talk to my friends a lot, because most of them are part of the community as well, 

and so we can kind of relate to one another, and we like, because we tend to just be there 

whenever. So, whenever we need to talk, we’re just there. (Non-binary, 12) 

 
 
Table 17: Current supports used for mental health 

Theme Subthemes 

Online and digital supports 
and mental health coping 
strategies 

• Online diversionary activities 
• Apps 
• Online mental health resources 
• Online support networks 
• Online support network through massively multiplayer online 

game and other game forums 
• Gaming 
• Online information 
• Being “out” online and expressing self 
• Importance of internet  
• Hearing other people's stories 

Face-to-face supports and 
mental health coping 
strategies 

• Professional support and resources 
• Diversionary activities 
• Peer support 

Subthemes are listed in order of prevalence. 
 

 

Digital sources of support  

Digital sources of support are reported in Table 17. Many participants reported engaging in online 

diversionary activities when feeling distressed including social media, games and watching online 

media. Participants reported that these activities took their minds off their concerns, at least 

momentarily.  

 

It’s a distraction from the surroundings and what’s happening around you, for me at least, so 

if something’s not going well playing a game provides a distraction and it calms me down 

because I forget about what’s happening around me. (Male, 15) 
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Apps were the next most common digital activity engaged in to improve mood. Apps that have social 

channels were commonly referenced, as well as mental health apps, e.g. games, mood-tracking 

apps, and supportive or interventional mental health apps.  

 

[The app] is actually helpful for just maintaining your depression and anxiety and also like your 

sleeping routine, and it covers all that sort of stuff and it has like links to online therapy as well, 

which is really helpful. (Male, 16) 

 

These apps were reportedly valuable due to the mental health management skills that they teach 

the individual, such as coping mechanisms (e.g. through mindfulness, grounding and breathing 

exercises) and promotion of self-care. Importantly, once participants found value in such apps, 

whether designed specifically for mental health or not, young people incorporated them into their 

routines to self-manage their mental health and promote wellbeing long-term. Consequently, they 

were regarded by participants as highly accessible and personalizable resources that could be 

employed flexibly according to the user’s need.  

 

Just being able to take a step back and look at how I’ve been logging my moods, like umm, if 

I can tell like my anxiety has been like severe over the past month or two months, being able 

to sit back and just go ‘ok, what’s happened over this period of time, can I actually change 

this? If not, how are ways that I can cope with this?’ (Male, 17) 

 

Online mental health resources, namely online chat services often managed by mental health 

organisations, were also commonly noted as valuable for helping participants with their mental 

health. Many participants said that they prefer chat and/or email services because it is easier to talk 

about their mental health issues using indirect forms of contact, it is easier to maintain privacy, and 

these services have increased availability (especially outside business hours).  
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Whereas at eheadspace [an online mental health chat service] you don’t ever really talk to this 

person again, or see them, they don’t need to know anything that you don’t feel comfortable 

sharing, and there’s no way of them accessing that information that you’re not comfortable 

sharing. (Male, 16) 

 

Online support networks through social media, gaming forums, and other socially interactive 

websites were also very commonly reported as support mechanisms. Digital friendships were 

discussed as sometimes easier to navigate than those in real life, and peers were reported as easier 

to confide in using social media and online avenues. 

 

I’ve kind of noticed that I can’t really talk to people about how I’m feeling face-to-face, like, 

yeah, it’s just so difficult, but I can message my friend or just like, post something on Instagram 

to like close friends, so I know that two people see it, but it’s out there. That’s a lot easier than 

talking to someone. (Male, 15) 

 

Online support networks through MMO (massively multiplayer online) and game forums were also 

reported as key places for finding LGBT+ peers. Easy access to international communities of peers 

with lived experience facilitated multiple benefits: uninterrupted sources of support, information, 

gateways to extended peer networks, and therapeutic opportunities to explore experienced gender 

identity in the context of evolving friendships. 

 

I got into a Discord server with a bunch of really great trans people and since then I’ve gotten 

into lots of other Discord servers, I’m still in that original one, umm, and just talking to other 

trans people has helped me get info, umm, and be able to like know more stuff. (Non-binary,17) 

 

These support networks provide a valuable resource for young people who are playing games and 

exploring online spaces. Aspects of gameplay will be described in detail below.  
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Experiences contributing to mental health difficulties  

The specific themes around experiences contributing to mental health difficulties are reported in 

Table 16. Participants reflected on various experiences specifically within digital spaces that 

contribute to mental health difficulties, and these are items to consider when creating digital mental 

health interventions. A prominent subtheme that emerged was their inexperience with navigating 

online spaces. They felt this had the potential to affect their mental health through interacting with 

users who promoted negativity, searching for or inadvertently discovering potentially damaging 

information, and being unable to adequately protect oneself from harmful information online.  

 

…one of these things with Tumblr is it’s quite easy to find very large communities that glorify 

self-harming behaviours, whether it be eating disorders or, like, you take one step to the left 

and suddenly you’re bombarded and so it’s you do, it’s, yeah as you were saying if you’re in 

the right place for it, it’s, but then if you go the wrong way it’s so easy to keep then doing bad 

habits and following other people that are anyway. (Male,17) 

 

Social media was also seen as difficult to navigate because of negative interactions with other people 

online that reportedly impacted on the user’s mental health, as well as the sharing of distressing and 

harmful information that was reported to lower mood.  

 

Instagram I find, and a few the same with games, you have people deliberately go out to say 

horrible things, people who go out of their way to be, you know, just horrible people. (Male, 15) 

 

Online spaces – both for information and social interaction – were described as complex and while 

sometimes could be useful, also had the potential to negatively affect a young person’s mental 

health.  
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I find that just not to go on and trust anything, because like, even though some stuff is news 

and facts, it’s not what, sometimes what you want to hear. Like sometimes it’s better to hear 

what you need to hear, but like, and then sometimes it pops up on, like, stuff that you don’t 

need to hear, or even if it is true. (Female, 11) 

 

Other participants had developed strategies for avoiding these destructive interactions or learning 

how to process the negativity. Online spaces are environments where TGD young people have 

learned that they could remove themselves from a situation that was harmful, in contrast to an in-

person encounter which may be more difficult to extricate oneself from. Participants stated that 

depictions of mental health issues, such as self-harm, suicide and eating disorders, can be 

destructive. Some participants stated that seeing these representations online encourage these 

behaviours through glorification. Transphobia and internalized transphobia were also experienced 

in-person and seen online, including personal transphobic attacks as well as witnessing transphobia 

and reading stories about other transphobic encounters.  

 

I face a lot of transphobia, I can’t be publicly non-binary because there’s transphobia. (Non-

binary,17) 

 

These factors should all be considered in creating tailored digital mental health interventions for TGD 

young people to ensure the safety of their delivery to TGD young people.  

 

Attitudes towards digital mental health interventions and resources  

Preferred features of digital mental health intervention delivery  

The preferred features of delivery and useful aspects of digital mental health interventions are 

reported in Table 18. Participants conveyed the importance of accessibility and flexible delivery for 

all types of digital health interventions. Specifically, participants suggested that any chat or support 
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capabilities should have 24/7 access and that the intervention and interventions should be easy to 

find.  

 

…something like is big and well known, not like a dodgy site in a corner of the internet where 

you have to do like gymnastics to find the right download button. (Male, 17) 

 

The intervention should be marketed differently than a mainstream game or intervention in order to 

attract LGBT+ users. However, it was suggested that the intervention should not be obviously 

targeted towards TGD individuals (due to the need to maintain privacy when at school or if parental 

controls exist). Suggestions for how to market the game to LGBT+ users were around advertising, 

having the intervention come reviewed from a peer, or recommended by a trusted mental health 

professional.  

 

I think, honestly, if you want to promote it, you’d have to promote it in different ways for trans 

people or LGBT to start using it and trusting it. (Male, 17) 

 

Participants were open to having a digital mental health intervention delivered as a game, especially 

if it was a game with good-quality playability and was not solely focused on mental health. This also 

reflects the opinion of participants that to have such an intervention be successful it should not overtly 

be a mental health game, but it should have themes of mental health woven into the gameplay. This 

view was reflective of participants’ concerns that openly accessing mental health support could be 

stigmatising for some and also a less overt method of delivery would be a more effective form of 

absorbing material that might feel confronting.  

 

… I know that personally I like to seek out games that cover those kind of issues cause that’s 

just me personally… but I think in order to get a wider audience and to make it more, I guess, 
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digestible for people is to have it just as a normal game so it’s not too full on for a lot of other 

people because that might put them off. (Male, 17) 

 

Other appealing aspects described were transferable mental health content, such as resources to 

access outside of the game (e.g. signposting to support agencies) and the ability to personalise 

content (e.g. identifying triggers for experiencing mental health difficulties).  

 

Incorporating resources you can access outside the game, so like if there’s some dialogue, 

having some numbers at the bottom you can call if you’re in this sort of situation, or websites… 

it would be a lot better if you could have that real life resource in the game as well. (Male, 15) 

 

This reflects how a game could have content discretely about mental health (e.g. by incorporating 

skills to manage mental health), and still provide additional support to those looking for support for 

their mental health. Resources and content could be tailored to the user, based on information 

provided at the beginning of the game.  As participants were already using resources such as apps 

to manage mental health, they felt the ability to utilise personalizable game-related resources outside 

of playing time was integral to a holistic approach to their mental health. 

 

Uncertainty about suitability and integrity of online resources  

Themes and subthemes related to the uncertainty of suitability and integrity of online resources are 

reported in Table 18. Participants felt that it was difficult to find good-quality and suitably-pitched 

online resources for mental health concerns.  

 

I know there’s a lot of online psychology things, but a lot feel like scams, if there was one that 

was actually more meant for like LGBT [people] that would be useful. (Non-binary,13) 
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While some participants reflected that they did not necessarily want a game targeted towards LGBT+ 

young people, simultaneously others also reflected that games should be targeted towards LGBT+ 

young people and include specific tailored content.  

 

Moderation was also a prominent concern for participants, who did not feel comfortable on some 

social media, game or websites because of a lack of oversight. Participants alluded to the importance 

of perceiving site moderation teams as responsible and proactive, given their experiences of 

comments they felt were transphobic or otherwise inappropriate were not removed from social 

media, even when reported. Indeed, participants indicated that their choice of social media sites was 

heavily influenced by whether they viewed the moderation as responsive or not, which was integral 

to how they assessed the quality of the resource.  

 

There’s transphobia everywhere that they won’t get rid of even if you report it.(Non-binary, 17)  

 

The integrity of the resource was also deemed important; they suggested that this could be conveyed 

to a new user through the intervention or resource being recommended by peers, others with lived 

experience or other like-minded and respected individuals.   

 

…if I know someone or if I can be the person for someone else that goes ‘yeah, this game’s 

really good it helped me with this thing’ I feel like I would be or they would be more likely to be 

like, ok, yeah, this helped this person that I know, let’s go for it. (Male, 17) 

 

Participants recognised the value in tools being created or monitored by mental health professionals 

so that the quality of the resource could be assured. TGD young people also reported preferring a 

game that involved LGBT+ people in at least part of the creation process. 
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Yeah, like relatability, people like, who umm, like the people who make it, like if they, you know, 

they’re people who are like you, you know. Like I would definitely want to play something if it 

were made by someone, like from the LGBT community, like that’d be just great. (Male, 18) 

 

The integrity of the resource, and involvement of those with lived experience in creating resources, 

were linked subthemes underpinned by the concept of trustworthiness. Participants voiced 

disillusionment and lack of connection with some mainstream mental health resources due to their 

lack of inclusivity.  

 

Participants also viewed being able to change their name, gender and pronouns as valuable aspects 

of digital technology’s inclusivity and enabled them to find like-minded peers. Furthermore, some 

participants felt that expressing themselves online was safer than doing so in face-to-face contexts. 

 

Especially with social media and stuff like that it’s become easier to be able to find people 

similar to you in that regard and for it to be, yep, just to be safer than it would be if you were to 

out yourself in real life then all of a sudden you kind of don’t know if you’re going to get support. 

(Male, 17) 

 

All of these aspects are important to consider for the development of digital game-based mental 

health interventions: such a tool should have adequate moderation when it is a multi-user format; 

users should be able to customise their name, gender and pronouns; and the integrity of the tool is 

judged by young people on whether mental health professionals and LGBT+ peers were involved in 

the development.  

 

Preferred timing of delivery of mental health intervention  

A main theme that emerged was the attitude towards the timing of delivery of a mental health 

intervention (Table 18). Participants were asked about whether game-based digital mental health 
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interventions should be targeted as a preventative or treatment tool. The responses were mixed with 

a clear desire for both options to be considered. A preventative approach was a slightly more 

common preference due to the thought that it has more benefit to participants and may be more 

appealing.  

 

I’d say beforehand, because from experience and my friend’s experience, once you’re down 

in that space it takes a lot more will power than before to get out of it. (Non-binary,13) 

 

Other participants reflected that a mental health intervention for TGD young people should 

specifically be treatment-focussed.  

 

I think that it would be a lot more beneficial if you had it treating that because there’s a lot of 

factors that can influence whether someone has mental health problems so prevention like you 

said would not really, it would have a really small like you can’t always prevent it so it would 

have a much smaller audience than if it was helping to treat it or manage it really. (Male, 15) 

 

Table 18: Attitudes towards digital mental health interventions and online resources 

Theme Subthemes 
Uncertainty about 
suitability and integrity of 
online resources 
 
 

• Responsive and responsible moderation 
• Difficulty finding good-quality, suitably-pitched online resources 
• Social media inclusiveness 
• Importance of lived experience of authors and creators 
• Social media is overly inclusive (too many options) 

Preferred features of digital 
mental health intervention 
delivery 

• Accessibility and flexible delivery modalities 
• Sound integrity of resource 
• Delivered in a game format 
• Transferable mental health content 
• Ability to personalise resources 
• Supportive and inclusive of TGD identities 
• Should educate public 

Preferred timing of delivery 
of mental health 
intervention  

• Prevention over treatment 
• Both prevention and treatment 
• Treatment over prevention 

Subthemes are listed in order of prevalence. 
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Some participants reflected that it could be helpful to utilise an intervention that aims to prevent 

worsening symptoms, implying that a targeted prevention approach for those with low level 

symptoms may be appropriate.  

 

I think like it’s important to do stuff, or to do something that’ll help people who are already you 

know, mentally ill, or having trouble, but you, yeah, there should be some way to stop people 

from getting to that point. (Male,15) 

 

Some participants voiced that there is feasibility in a digital mental health intervention simultaneously 

serving as both a preventative measure and a treatment for current depression.  

 

I feel like maybe the, the language used could kind of combine the two, so like, prevent it from 

going any further than like, where it is, so that could be, you don’t have it but you’re concerned 

about where your like, mind could go, or you’re really bad and it’s kind of like, you know let’s, 

let’s stop it where it is now and work on, not being at that stage. (Male,17) 

 

Feasibility of games and game-based digital mental health interventions 

Aspects of games that are useful  

Participants highlighted the theme of useful aspects of games and game-based digital mental health 

interventions, with subthemes covering both content and functionality (reported in Table 19). Many 

participants thought that a game-based digital mental health intervention should have the capacity 

to enhance, without being explicitly targeted on, mental health. An example of an existing game that 

participants frequently reported does this well is Night in the Woods. 

 

Night in the Woods, that definitely covers the mental health issues and it’s known for that in a 

way but it’s not known as a game about mental health issues. It’s got artistic value, it’s got 

really nice characters, it’s got really nice gameplay so making sure that those things are 
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covered as well will have people want to play it, even if it does specifically cover that kind of 

thing. (Non-binary, 17) 

 

While most participants reflected that a game-based mental health intervention should avoid being 

seen only in those terms, some did mention that they seek out games specifically to help with mental 

health. 

 

For me personally, often when I’ve found games or sites or apps that have been particularly 

useful for me it has been when they’ve been mental health related, it had been because I’ve 

been looking for them and I don’t know, I don’t think it’s necessarily a bad thing to like, like I 

guess, glaring “this is about mental health”… people who want mental health help will seek it 

out if they know that’s in it I guess. (Male,17) 

 

Being able to play as the individual’s affirmed gender (through role, expression, and pronouns) was 

also highlighted as an important aspect of identifying and connecting with the game. This process 

reportedly allowed individuals to experience their life from a different perspective and in some 

instances, facilitated the process of gender identity consolidation in a safe environment.  

 

If you have a game where you play as like different characters, umm or like a character you 

can identify with, like, when I, dysphorically [was dysphoric], I used to play as male characters 

in games and then when I switched to like playing as female characters it was all a lot more 

validating. (Agender, 16) 

 

Game functionality was discussed as an important aspect of engagement and enjoyment, including 

accessibility and cost of the game, degree of socialisation available via game chat functions, and 

overall user-friendliness of the game. Further to functionality, the characters and storyline were both 
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seen as vital to the appeal of the game, especially when the player can connect with the character 

and/or storyline.  

 

That’s like my go-to game when I feel stressed or anxious because instantly I can relate to the 

character and I just calm down. (Male, 15) 

 

The quality of the storyline was also seen to be important, especially when the game is trying to 

teach the player something about mental health. 

Yeah and I think it’s done in that way that people without a history of mental health issues can 

still relate to and enjoy because like I say it’s a well written story and it is covered in such as 

way because it’s not too explicit, you know it doesn’t say “this character was diagnosed with 

blank or this characters has blank”, you know it’s more the things she goes through. (Male, 17) 

 

This storyline helps to engage individuals with the intervention and keep them engaged after initial 

access. Many participants also felt that a game that taught them mental health management skills 

would be advantageous. Such considerations were echoed throughout the focus groups, indicating 

participants’ desire for skill acquisition and autonomy in managing mental health challenges rather 

than being seen as passive consumers of supportive interventions.  

 

And that’s why I think anyone can take something away from being shown management skills 

rather than being shown how to stop mental illness or how to treat illness. (Male, 17) 

 

Equipping individuals with the skills to manage their own mental health would likely have long term 

benefits and enable the individual to handle future stressors that they are faced with.  

 

TGD young people appreciated the importance of overall trigger warnings implemented by games, 

apps and online spaces. Some participants reflected that they wished they could personalise trigger 
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warnings (e.g. by describing their personal triggers), so that they would be aware of any potential 

mental health concerns.   

 

I think that’s really important having the trigger warnings because I know that I’ve played games 

where they haven’t had that and in movies and stuff and when it approached that you go into 

a state of panic and ‘I wasn’t expecting this’. That’s why I think it’s really important they put 

that in. (Male, 15) 

 

Games that gave the participant a sense of achievement and personal efficacy were also viewed 

positively as activities that would bolster mental health, and also a mechanism for staying engaged 

in gameplay.  

 

I think, like, in a way having a goal to work towards is something that helps as well because if 

you’re striving for something, then having that goal or reward like the levelling up system it 

gives you more of an incentive to move towards that. (Male,15) 

 

Such content in a game may help to continue engagement with the game itself, providing individuals 

with a goal to work towards. LGBT+ game content was also important to some participants, including 

having LGBT+ characters, storylines and themes embedded in the game. The LGBT+ content 

desired was not necessarily about having a character or storyline centred on that character, but 

simply including LGBT+ characters in the story.  

 

The LGBT stories that I’ve come across that have really helped me are less about say like the 

struggles trans people have, they’re more about them just existing as people, having LGBT 

characters just exist as people, go through normal person problems and live a normal life with 

friends… I’ve had enough of the sob story of how being trans is so hard, like I know! (Male,17) 
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Representation of LGBT+ identities emerged as a subtheme across these areas discussed, whether 

it is inclusion of LGBT+ characters within the storyline, creation, and/or the distribution and marketing 

of the intervention. Other subthemes that emerged were positive messaging within games, having 

autonomy, and using violence in games as a cathartic outlet. 

 

Unhelpful aspects of games and game-based digital mental health interventions  

The theme of unfavourable aspects of games and game-based digital mental health interventions 

and subthemes are reported in Table 19. The major subthemes included games that were not LGBT+ 

inclusive, with functionality issues, or contain violence or inappropriate content were viewed as the 

most harmful or unhelpful. Games that were not inclusive of diverse genders and sexualities were 

considered to be unattractive to users because users were often torn between wanting to play a 

popular game and feeling excluded from the game during gameplay. 

 

Games like role playing games, when you first start it starts like if you’re a boy or if you’re a 

girl, and if you’re like non-binary or gender diverse you have to try and either not play it or pick 

one and it’s quite annoying to try and do that because you don’t identify as either of them, so I 

guess that can also cause a bit of, like, definitely if it is like a popular game and all like your 

friends are playing it, it’s like should you make the sacrifice to like do that or just not do it so I 

guess that can also cause, I don’t know, you could also feel left out if it’s a popular game, so 

that could cause isolation. (Non-binary,12) 

 

Game functionality plays a large role in how much TGD young people enjoy playing the game. 

Specific aspects of functionality mentioned were game design, pace and financial cost associated 

with accessing and progressing in the game. Other significant game issues were violence and 

inappropriate content, especially violence directed towards LGBT+ characters and content triggering 

mental health issues.  
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I don’t know if you guys have seen this at all but sometimes I’ve found, especially with like, 

queer women in games, sometimes there seems to be like, if it’s a more violent type of game, 

or like there does seem to be like, a little bit more violence or something I don’t know, queer 

characters in a violent game they can sometimes be like the receiver of significantly more 

violence it seems than like the more like straight or cis characters sometimes so that’s a bit 

like aargh! (Male, 17) 

 

While a game-based intervention may contain valuable mental health messaging, users will not 

engage with the material if the format of the game itself is difficult to navigate and use. Other negative 

game features that emerged were a lack of autonomy, LGBT+ stereotypes and a lack of genuine 

LGBT+ representation.  

 

Stereotypes is a big thing in games and media, and I think it would be beneficial if they didn’t 

focus so much on like general stereotypes, like if you have a gay character, often in games or 

movies they have a really high voice and stereotypes like that. (Male, 15) 

 

Ensuring that LGBT+ voices are heard in the creation of a digital game-based intervention could help 

to overcome many of these barriers, through shaping game content and trialling the game with young 

people to evaluate the playability of the game.  
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Table 19: Advantageous and unfavourable aspects of games 

Theme Subthemes 

Aspects of games that 
are advantageous 
 

• Should be discretely about mental health 
• Ability to play as and express affirmed gender 
• Functionality requirements 
• Importance of characters and storyline 
• Teaching mental health management skills 
• Trigger warnings 
• Sense of achievement  
• LGBT+ content 
• Positive messaging 
• Autonomy 
• Cathartic violence 
• Enduring positive aspect of games 
• Games keep you focused 
• Broadly applicable games 
• Escapism 
• Personalised 
• Games as artforms 
• Role-playing games 
• Finding peers and likeminded individuals 
• Should be specifically about mental health 

Aspects of games that 
are unfavourable   
 
 

• Not inclusive of gender and sexual diversity 
• Issues with game functionality and design 
• Violence 
• Inappropriate content 
• Self-deprecation and inability to do well 
• Triggering to mental health 
• Lack of autonomy 
• LGBT+ stereotypes and ingenuine representation 
• Addictive nature of games 
• Domination by intolerant demographic groups  
• Toxicity and pressure of team massively multiplayer online 

games  
• Help information not Australian 
• Contaminating nature of phobic attitudes 

Subthemes are listed in order of prevalence. 

 

Discussion 

The participants in the current study voiced interest in game-based digital mental health 

interventions, and their potential utility in TGD populations. The attitudes reflected within this paper 

regarding games, apps and other online platforms have implications for the content and function of 

such an intervention. Specifically, the intervention should involve TGD or LGBT+ consultation in its 

development and should be marketed to TGD young people through trusted sources, namely mental 
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health professionals or peers. The appropriateness of material was an important theme that emerged 

such as excluding content that is not inclusive of LGBT+ identities and violence targeted specifically 

at the LGBT+ characters. Participants identified that trans-affirmative, peer-informed and gender 

inclusive related content is important to gameplay. Participants voiced that a positive feature of many 

games is the ability to play as, and express, their affirmed gender.  

 

Being able to express one’s true self or see diverse gender identities reflected, was viewed as 

important and empowering, and individuals felt excluded from games (or other digital avenues) when 

they did not see themselves represented. Considering this, LGBT+ characters in game storylines 

are fundamental to the accessibility of a digital game-based mental health intervention. Moreover, 

being able to explore and express gender through online spaces was seen as safer than doing so in 

some face-to-face contexts. Participants could use this autonomy in online spaces to be their true 

self without commentary or threat from external society. The therapeutic benefits of safe gender 

identity exploration and expression, over and above any mental health gains conferred by dedicated 

interventions, cannot be overstated for this vulnerable population. In the general population, most 

young people report an online presence and this presence is important to identity formation and 

expression because it is a space, alongside the real world, that allows for freer exploration during 

this important developmental period.229 Given that expressing their experienced gender in real life 

may pose a variety of challenges and risks for TGD young people, virtual spaces, particularly 

anonymous ones, provide a crucial opportunity for users to develop and rehearse their gender 

identities in a relatively safe space.230 

 

The majority of participants were firm that the mental health aspects of the intervention should be 

discretely included, and the game should look and seem like a mainstream game as opposed to a 

mental health tool masquerading as a game. Previous research has raised some concern that if 

young people are aware they are playing serious video games to benefit their mental health they 

may experience decreased intrinsic motivation and a negative affective experience. This was 
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examined by Poppelaars et al.231 by having undergraduate students play a commercial cooperative 

video game that had been framed as either an entertainment-focused game or a mental health game. 

They found that autonomy was negatively affected by the mental health messaging when compared 

to entertainment messaging, although intrinsic motivation was not impacted by messaging.  

 

Game-based digital mental health interventions need to be in a game format that overall is 

acceptable and enjoyable for the user to play. This includes having appropriate usability features 

such as good-quality graphics, the option to pause the game and take breaks, and to be appropriately 

paced. Participants also reflected on their own self-deprecation as a barrier to some games, as they 

identified that feeling like a failure had a detrimental effect on their mental health. While participants 

did not specifically reflect on how a game-based intervention could handle this difficulty, it is 

important for game developers to consider this point when creating a game-based digital mental 

health intervention. This is related to participant viewpoints that having achievements helps to boost 

self-esteem and confidence through conveying a sense of accomplishment.  

 

The ability for game-based digital mental health interventions to teach skills on mental health 

management was a key theme. Participants in this study were already using apps and online tools 

to help them track potential triggers for poor mental health, as well as mindfulness and grounding 

activities, although some noted mainstream resources were lacking for the TGD population. 

Consequently, participants proved to be discerning consumers who sought out appropriate 

resources where possible and autonomously incorporated them into their routines, as needed.  

Indeed, given a third of young people with poor mental health in the general Australian population 

already seek out online support services,232 it is imperative that TGD young people also be given 

options that are considerate of diversity. Furthermore, previous research has shown that LGBT 

young people may not actively seek help for their mental health due to coping with difficulties on 

their own and isolating themselves.217 Digital mental health interventions may be able to reach these 

young people who are not actively seeking help, and by providing mental health management tools 
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could help to alleviate mild distress and through providing resources could assist in linking young 

people to additional support suited to that individual.  

 

Studies that have elicited young people’s views on digital mental health interventions in cisgender 

populations indicate shared viewpoints and concerns with the participants of this study regarding the 

use of such resources. Kenny, Dooley and Fitzgerald233 found that the use of apps to address mental 

health difficulties was favourably viewed, although participants identified several key concerns 

influencing likelihood of use. In keeping with our findings, young people rated safety (e.g. 

confidentiality, discrete nature of application and ability to block unwanted content or report it to a 

responsive moderator) as key alongside the importance of finding the resource engaging and 

personalizable (e.g. being able to create one's own profile). Similarly, there were shared findings 

regarding the importance of functionality (e.g. chat functions linked to professional support and 

signposting to appropriate support agencies) and perceived integrity of the resource more likely to 

occur if the resource was recommended by trusted sources such as peers.233 This corresponds with 

other themes that emerged around an overall uneasiness and untrustworthiness of resources in 

general, unless they are recommended by a trusted source.  

 

Supports that are available in formats that are not face-to-face are seen favourably as they allow the 

individual to maintain a degree of separation from the person or service providing support. Factors 

that are useful about in-person forms of support should also be used to inform digital mental health 

interventions, specifically the timeliness of responses and immediate availability of the 

service/support. Digital interventions may be able to better cater to the need to have an immediate 

response than an alternative form of support needing monitoring (e.g. chatlines, phone support). 

 

A study exploring the views of cisgender young people regarding use of Internet-based platforms for 

mental health support found that use of online support in the form of an interactive website offering 

information, a chat function with professionals and self-testing was favourably received. Notably, 
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participants expressed the importance of anonymity and confidentiality when getting support, 

responsiveness of the service (e.g. a preference for instant chat function over an email service) and 

the need to find the resource trustworthy before engaging.234 These findings are similar to the results 

reported here, and combined they convey that there are many aspects of any digital mental health 

intervention that are likely universal to all young people, including anonymity, reliability, autonomy 

and personalisation. 

 

To date the research concerning digital mental health and health interventions for young people has 

predominantly focussed on testing the clinical effectiveness of specific interventions or examining 

the effectiveness of groups of treatments relating to certain conditions or disorders.88,235 Conversely, 

very few studies have explored the attitudes of young people towards such interventions. This is 

surprising given the recognised importance of seeking out and obtaining young consumers’ views to 

inform and shape digital health interventions if they are to be effective and usable.233,236 Moreover, 

the inclusion of young people with the mental health condition targeted by such a game-based 

intervention assists with ensuring that the mental health condition is depicted accurately.237 The 

findings herein describe a plethora of attitudes towards a digital mental health intervention that 

should be considered before the creation, during the development, and while marketing and 

disseminating such an intervention.  

 

Implications 

In order to appeal to TGD young people, a game-based digital mental health intervention needs to 

be a high-quality game recommended by peers and/or health professionals that subtly targets mental 

health. Previous research has demonstrated that health professionals are willing to recommend 

game-based digital mental health interventions to LGBT+ young people who have low mood,225 

which offers feasibility for the dissemination of this kind of intervention. Participants of this study 

were supportive of the idea of a game that helps to both prevent and treat depression in TGD young 

people. Additional features of game-based mental health interventions highlighted by participants 
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included the involvement of LGBT+ people in the creation process of the game. These focus groups 

brought to light the importance of mobile apps and the overlap of their utility with that of video and 

computer games for alleviating distress. This is especially important in the context of isolated 

populations who may not be able to, or may choose not to, access mainstream mental health 

services. Future research should investigate whether app-based games are an appropriate pathway 

for mental health interventions in TGD young people.   

 

Limitations 

The participants in this study may not have been a representative sample of TGD young people for 

several reasons, the first of which is the small sample size of participants. In addition, recruitment 

materials clearly stated that the study was about gaming, so participants who were inherently more 

interested in games were more likely to have participated. Further, the current sample reported 

relatively high levels of parental support and almost all participants lived at home with their parents. 

High levels of parental support may be attributed, in part, to the recruitment methods as those under 

age 14 needed parental consent. The majority of participants were assigned female at birth and the 

sample may not be representative of all TGD young people. Some focus groups had different co-

facilitators which potentially could have impacted participant responses. In addition, some sessions 

did not have time to discuss all questions included on the interview guide due to time restrictions. 

These potential limitations can be addressed through further in-depth investigations.  

 

Conclusions 

The attitudes of TGD young people expressed in the current study show promise with regards to the 

potential utility of delivering mental health interventions through digital games. The findings from this 

study indicate that the format and style of the game is important for successful uptake. Considering 

the prevalence of mental health difficulties in this population this avenue warrants empirical 

investigation as a means of reaching and assisting TGD young people.  
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Chapter 12: Discussion 

In summary, the research presented in this thesis has: (i) clarified the range of mental health 

difficulties experienced by trans young people; (ii) examined potential contributing factors for the 

more common mental health difficulties; and (iii) suggested pathways by which this mental health 

burden may be alleviated through improvements to health services and supports provided to trans 

young people. Chapters 3 and 4 outlined the current mental health status of trans  young people and 

the impact of negative life experiences. These chapters demonstrated the high prevalence of mental 

health difficulties within this population with approximately 75% of trans young people ever being 

diagnosed with depression and/or anxiety and around half ever attempting to end their life by 

suicide.96,124 As discussed within prior chapters, many factors – including bullying, discrimination and 

abuse – may be potentially driving these high rates of mental health difficulties.124,174 Chapter 5 

discussed the mental health of trans individuals who have been diagnosed with an autism spectrum 

disorder.238 The following chapters (6 through 9) explored and discussed the barriers and facilitators 

to trans young people receiving care through medical and mental health services in Australia.205,239 

The primary care setting was a particular focus given that this is the first port of call for many trans 

young people seeking gender-affirming medical intervention and/or psychological support.166,175 

Chapters 10 and 11 explored additional options for support that may be appropriate for trans young 

people – specifically peer mentoring and digital mental health interventions.240 Each chapter’s main 

findings and implications for further research as well as clinical practice are discussed below. 

 

Mental health difficulties experienced by trans young people 

Many trans young people in Australia reported markedly elevated symptoms of anxiety and 

depression, as well as psychiatric diagnoses received from health professionals. Compared to the 

general adolescent Australian population,117 the rates of depressive symptoms reported in this thesis 

are approximately seven times greater, and anxiety symptoms are more than four times greater. The 

elevated rates of mental health difficulties within trans  populations are not caused by the individual’s 
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gender identity. Rather, they are a product of the wider social environment, and how diverse gender 

is treated within society – i.e., in familial, educational and societal contexts.118 One can assume that 

cisgender individuals subject to the same maltreatment, judgement and discrimination would likely 

exhibit similar psychopathology.57  

 

The rates of suicidal behaviours reported here are extraordinarily high, with 48.1% of trans young 

people in Australia self-reporting to ever attempt to end their life by suicide.96,124 Compared to the 

general population in Australia, the suicide attempt rate reported in the Trans Pathways sample is 

over 14 times higher.115 This rate is similar to figures being reported in the UK, Canada and New 

Zealand,24,241,242 demonstrating that these high rates of suicidality are not a phenomenon unique to 

Australia. Much of the research that has been conducted on suicidality in trans young people has 

been on suicide attempts, and there is little known about how many trans young people die by 

suicide. In a recent study that examined deaths by suicide to determine the prevalence and 

differences of suicides by LGBT population, it was found that a large proportion of young people who 

died by suicide were LGBT (24% of 12-14 year-olds).243 This was higher than the proportion of LGBT 

individuals who died by suicide at older ages (8% of 25-29 year-olds).243 Further research should 

investigate suicide deaths to more accurately determine how many young people who are trans have 

died by suicide, and evaluate the antecedents leading to their death. Information from such an inquiry 

could be used to inform effective suicide prevention initiatives. 

 

Traumatic life events  

Trans people worldwide face systemic discrimination and are often marginalised by society, and 

there is a desperate need to change societal attitudes and public perceptions of trans populations 

as well as service provision.3 This thesis has discussed how the high rates of bullying, discrimination, 

lack of family support, abuse and many other negative experiences reported by Trans Pathways 

participants justify the need for broad interventions targeting public perceptions of gender diversity 

to promote understand and acceptance. The rates of traumatic experiences reported in this thesis 
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support previous research that trans young people are more likely to experience homophobic and/or 

transphobic abuse than their non-heterosexual (LGB) peers.22 There is a need for anti-bullying and 

anti-discrimination legislature and policies within all levels of government and services that are 

enforced to protect the rights of trans young people.  

 

As noted, the higher rates of mental health difficulties and suicidality experienced by trans young 

people are more likely to be associated with these reported experiences of trauma, and other 

negative events, as opposed to solely arising from the individual’s gender per se. Prior research has 

indicated that poor mental health outcomes are known to arise from negative and traumatic 

events.108,119,120 In this sample, negative events were commonly experienced including discrimination 

(68.9%), issues with accommodation (22.0%), and feeling isolated from other trans people and 

services (66.1% and 60.1% respectively). Given that the vast majority of risk factors (negative 

exposures) discussed in this thesis are external to the individual, these factors can be considered 

potentially modifiable and preventable.  

 

Many trans young people in Trans Pathways reported experiencing precarious accommodation, 

including homelessness. Considering the age range of participants, this likely reflects a lack of 

parental support, as was commonly reported by many participants (65.8%).124,174 The high rate of 

unstable accommodation may relate to home environments in which the young person did not feel 

safe to remain or was not welcome, and may have involved the young person choosing to leave 

home or being forced to leave. Previous Canadian research has demonstrated that trans young 

people are less likely to report mental health difficulties and suicidality if they have  strong parental 

support within the context of a secure and stable home.45 Thus, the need to improve parental support 

of trans young people is not only for the sake of decreasing unstable accommodation for trans young 

people, but also for improving their mental health and decreasing rates of suicidality.  
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A large proportion of Trans Pathways participants experienced difficulties within educational settings 

(school, university and TAFE), which were in turn associated with all of the adverse health outcomes 

measured.124 These findings align with previous research that has found LGBTIQA+ young people 

who are not supported within school environments have poorer mental health outcomes compared 

to their peers.24,122 Although we did not obtain in-depth data about negative experiences within 

educational environments, other research has shown that trans young people are more likely to be 

abused within school and have poorer academic outcomes if they are not supported by their 

teachers, and the teacher’s behaviour of not respecting the young person’s gender is mirrored in 

behaviour by students.123 It is therefore necessary to address such behaviours amongst both 

educators and students by proactively supporting trans young people within educational settings. 

Initiatives such as Inclusive Education Western Australia (previously part of the now disbanded 

national Safe Schools initiative244,245) should be continued and enhanced to provide exposure to 

information on gender diversity for educators, as well as to provide support for trans young people 

within school settings. Similar programs should be delivered nationwide in all Australian states and 

territories to provide schools with the skills to support trans young people. In addition, prior Australian 

research with trans people has reported that trans individuals felt that their education experience 

would have been improved if there was affirming material provided on gender diversity within school 

materials.246 Further to educating teaching professionals, and encouraging school policies inclusive 

of diverse genders, young people should be exposed to age-appropriate curricula in school settings 

that includes information on gender diversity.  

 

Autism and gender diversity 

There is an established overlap of autism and gender diversity in the global literature, but there has 

been little exploration of the experiences of individuals with both identities.238,247 Chapter 5 explored 

the mental health experiences of Trans Pathways participants who indicated they had ever been 

diagnosed with an autism spectrum disorder. The findings presented in this thesis demonstrate that, 

within a community-based sample, trans young people more commonly receive a diagnoses of ASD 
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than the general Australian population (22.5% compared to 0.9-3.9%, respectively).138,149,238 The 

large proportion of trans young people who are likely to also have autism highlights a requirement 

for clinical services capable of addressing the needs of both of these groups. There are existing 

guidelines49 to assist clinicians with trans clients who also have a diagnosis of autism, and in some 

cases additional steps may be necessary to ensure that information is relayed to the client in a 

manner that is understood (i.e. some traditional means of discussing readiness for hormones may 

not be appropriate). Further research should obtain feedback from trans young people with autism 

on their experiences with engaging with these guidelines and existing informed consent models, to 

ensure that these practices align with these young people’s expectations, understandings, and are 

inclusive of their needs. 

 

Support of trans young people within health care systems 

An overarching finding from this research is that trans young people desire to have their gender 

identity respected in a setting where they are receiving health support but this is not a common 

experience. This is true for both traditional healthcare settings as well as additional modes of care, 

such as digital mental health interventions. As noted, young people whose gender identity is 

supported early on in life experience mental health difficulties at similar rates to the general 

population, implying that young people who are able to affirm their gender are more mentally healthy 

than trans young people who are restricted from affirming their identity.121 Many trans young people 

reported feeling that they have to somehow “prove themselves worthy” of such support (e.g., by 

obtaining a letter to support gender-affirming medical intervention). On the other hand, clinical care 

providers also were reported as being “overly-focused” on gender at the cost of missing the true 

reason why the young person sought support (such as depression).205,239 The experiences reported 

by trans young people within healthcare systems clarify the need for improvements to care provision, 

understandings of gender diversity, and a greater awareness of the mental health difficulties faced 

by many trans young people.  
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The findings presented in this thesis confirm that multifaceted support systems are needed to deliver 

effective and timely care for trans young people. In relation to mental health management, the thesis 

examined three main options: clinical health services, peer support, and digital mental health 

interventions. The reasons for why a trans young person might access these various types of support 

may differ, and do not all centrally focus on seeking assistance for mental health (although they may 

have indirect effects on mental health – for example, hormones are a medical intervention that 

positively impacts on the mental health52 of trans young people who desire such intervention). It is 

important that trans young people access safe and respectful support systems, regardless of the 

format – online, face-to-face, or through a mobile app, for example. Any service that supports young 

people will likely have a trans  young person access the service at some point due to the population 

of trans young people and the high rate of mental health difficulties experienced in this population, 

so it is imperative that all support providers examine how they can improve the services they provide 

and ensure that they are inclusive of all gender identities. The manner in which support can be more 

inclusive differs depending on the format in which the support is provided (e.g., inclusive physical 

forms within a clinic versus trans-affirmative storylines embedded in digital mental health 

interventions), but the principles of respect and understanding of diversity apply to all forms of 

support to maintain a non-judgemental and non-assumptive atmosphere.  

 

Mental health support 

This thesis included an extensive assessment of the experiences of trans young people seeking 

mental health support in the Australian health care context. Major barriers included invalidating 

experiences, geographical barriers, traumatic interactions, long wait times, and high cost.239 As also 

noted in previous Australian research, trans young people accessing mental health support were 

confronted with clinical interactions in which they felt they had to educate the care provider on gender 

diversity.20 This problem is even more concerning because of the demonstrated high risk for mental 

health difficulties and suicidality.124,174 As a result of invalidating environments or clinicians 

inexperienced in gender diversity, trans young people have been shown to disengage from clinical 
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support.20,166,217 Thus, to improve the mental health of trans young people and decrease the reported 

high rates of suicidality, it is vital that trans young people are able to access supportive and inclusive 

mental health support.  

 

A recent qualitative study in the US with trans young people and service providers has further 

clarified some specific facilitators and barriers to receiving inclusive mental health support.248 In this 

US study, participants reported that one specific inpatient unit provided a “positive” environment, 

which was attributed to the use of the gender-affirmative model guiding the care provided. This 

included respecting the young person’s gender, and specific modifications to interactions including 

acknowledging if mistakes were made in referring to the young person (e.g. using the wrong 

name).248 Reported barriers to care included problems with respecting the young person’s gender 

on intake, such as through incorrect patient records (including wristbands).248 These results are 

similar to those reported in Chapter 9 in which trans young people in Australia frequently reported 

that their gender identity was not respected, or valued, by service providers. Simple modifications of 

mental health practice, e.g. the example provided earlier about acknowledging if the young person 

was referred to using the wrong name, can help to provide a safe environment, while failing to do so 

creates an environment detrimental to a trans young person.  

 

A trauma-informed approach to clinical care should be considered because of elevated rates of 

PTSD within trans young people; one in four participants in Trans Pathways reported ever being 

diagnosed with PTSD. As expected, a diagnosis of PTSD was associated with many forms of abuse, 

as discussed in Chapter 4. It is known that trans people may avoid seeking assistance from law 

enforcement agencies or medical staff after incidents of abuse because of a prior negative 

experience with these services.135 Other researchers have also advocated a trauma-informed 

approach because of the frequency of negative and traumatic events to which LGBTIQA+ young 

people are exposed.37,134 An increased focus on sensitivity, inclusivity and awareness amongst 

service providers is required to improve engagement with trans young people. Thus, training with 
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service providers is needed to primarily set a foundation of understanding of gender diversity so that 

the care provided to trans young people is at minimum inclusive of their gender. 

 

Across the studies included in this thesis, participants reported accessing health services for many 

different reasons, but a common outcome was that they received sub-optimal care. Although some 

clinicians respected the individual’s gender, they often lacked knowledge of how to effectively help 

their client in an affirmative manner. This is likely to relate to clinicians not receiving education on 

gender diversity in clinical training programs, as opposed to the clinicians holding transphobic beliefs 

(though this may be true for some). Many training programs for service providers in Australia do not 

standardly include information on gender diversity,166 so unless a service provider has sought 

professional development or has existing knowledge of the field, these service providers are largely 

in the dark until they have a client present to them who is trans. To change this, curricula for training 

programs for anyone with any person-facing role (including clinicians, human services, youth 

workers) should include information on gender diversity.  

 

Lengthy waiting periods, experienced by many participants, have previously been linked to poor 

mental health outcomes.198 These delays in accessing a clinician sometimes related to the young 

person waiting for review by a particular provider who was known to specialise in gender diversity or 

who had a good reputation for working with trans people. This selective approach to locating a 

service provider is not surprising given that many service providers lack knowledge in the area of 

gender diversity.15,200 A significant number of participants were adults (over 18) when they initially 

accessed some services, implying that they could have been waiting until they were of an older age 

before accessing the service, or they could have experienced barriers to accessing services, 

including a lack of family support failing to facilitate such access when they were under the age of 

18. These waiting periods can be reduced by upskilling the existing workforce so that the number of 

service providers experienced in gender diversity is elevated. In addition, waiting periods can be 
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reduced through increasing funding to existing services known to be trans-friendly to expand their 

capacities for larger caseloads.   

 

It is common for mental health service providers, especially psychiatrists, to be seen as ‘gatekeepers’ 

to gender-affirming medical care. The role of the mental health clinician in assessing a young person 

for readiness for gender-affirming medical intervention may involve a psychiatric diagnosis related 

to the individual’s gender identity (i.e. gender dysphoria or gender incongruence). Other research 

has shown that this gatekeeping role can create challenges for clinicians in building rapport and 

creating an honest and open relationship with trans young people.62 Almost a third of trans people 

in a UK study reported that they kept information from service providers out of fear that access to 

gender-affirming medical intervention would be denied.62 Individuals in the same study also felt 

pressure to adhere to the clinician’s idea of gender, which was often based on cisnormative ideals. 

This diagnostic process is complex because receiving a diagnosis related to the individual’s gender 

can be stigmatising, but it may also be helpful in accessing funding for further gender-affirming 

medical care and psychological support. It is likely that part of the negativity in accessing services 

reported by Trans Pathways participants can be attributed to this diagnostic process, which 

undermines the individual’s bodily autonomy. 

 

Given the barriers identified from prior research and the results presented in this thesis, one potential 

solution is to improve access to service providers who are knowledgeable in gender diversity. If the 

process for accessing such service providers could be streamlined through clear referral pathways, 

trans young people could, for example, connect with affirming mental health support in a timely 

manner. In addition, increasing funding to established gender clinics (both paediatric and adult), and 

creating gender clinics in geographical areas where there are none, would improve access to 

necessary support for trans people of all ages. Such an increase in funding could allow for telehealth 

service provision from gender clinics to expand and reach regional and remote areas of Australia. 

Existing services that do not specialise in gender should have access to training programs to 
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increase service provider knowledge of gender diversity. There is evidence that service providers 

who have received such training have more positive attitudes towards gender diversity.203 To 

improve the mental health of trans young people in Australia, all of the steps outlined above should 

be actioned to improve service provision.  

 

Medical services 

Experiences with medical services – notably, primary care and medical transitioning services – were 

mixed, with some participants feeling supported but others reporting that their needs were not being 

met. For many trans  young people, general practitioners (GPs) were often the first point of contact 

within the healthcare system, but it was reported that GPs often did not have the skills to assist the 

trans young person directly and were not aware of the appropriate referral pathways. These 

experiences were at times invalidating to the young person, and, for some, had an impact on their 

mental health and self-confidence. Over a third of participants had not accessed a GP (which could 

be for a variety of reasons, as discussed in Chapter 6); avoidance of primary care providers can 

continue later in life, leading to delays in seeking clinical screening or advice for many other important 

health difficulties.176 

 

As with accessing mental health supports, the path to finding adequate medical service provision 

included barriers to care of financial cost, long waiting lists, and geographical barriers where services 

tailored to gender diversity are limited to capital cities. Geographical sparseness of inclusive services 

has also been reported as a barrier in prior Australian research.15 Barriers of financial cost may pose 

an even bigger hurdle for young people without parental support for their pursuit of gender-affirming 

medical interventions, as private services are expensive and there are limited publicly-funded 

services available.  

 

Many participants were over the age of 18 when they first accessed medical services in relation to 

their gender. This could also potentially relate to a lack of parental support for gender-affirmative 
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medical interventions or personal decision-making by the young person to wait before pursuing 

medical pathways. It is also highly likely that systemic barriers to care may have prevented access, 

given the demonstrated shortage of gender-affirming services in Australia.15,20 Furthermore, prior to 

2017, trans minors in Australia had to obtain court approval to begin puberty blocking hormones.46 

Aware of this requirement, young people may have been deterred from attempting to access gender-

affirming interventions, including puberty-blocking hormones.  

 

It is vital that young people who desire (and need) gender-affirming medical intervention can obtain 

professional support that meets their needs. The danger of not accessing puberty suppression for 

individuals who desire it is the development of bodily characteristics (e.g. broad hips, facial hair, 

height) that are difficult, expensive, painful or impossible to alter later on in life. Surgical interventions 

that are able to alter bodily characteristics are also in scarce supply in Australia, and where available, 

are often prohibitively expensive for many individuals. Gender-affirming medical interventions 

improve the mental health of trans people,52,73,74 and access to such intervention needs to be 

improved to reduce the high rates of mental health difficulties experienced by many trans young 

people.  

 

The findings from Trans Pathways have shown that some medical service providers recognized their 

own limits to the care they could provide and took the initiative to self-educate. Sometimes clinicians 

relied on their clients to educate them on the meaning of gender diversity and the related referral 

pathways for gender-affirming medical intervention.239 Beyond the provision of care inclusive of trans 

identities is the need to facilitate access to gender-affirming intervention for young people who desire 

(and need) such intervention. As discussed, there are limited service providers who have the 

awareness and knowledge to assist trans young people on their transition journey, such as through 

providing information, referrals and letters of support for gender-affirming medical intervention. There 

are also few providers in Australia who provide surgeries desired by trans people despite the 

increasing numbers seeking medical affirmation. Ideally, all clinicians should receive trans health 
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modules as part of their professional training degrees, and as the field of trans health develops 

clinicians would advance existing knowledge on best practice through professional development. 

Clinicians preferably should receive training that provides at minimum a basic awareness of gender 

diversity rather than relying on their patients to help them realise their knowledge limits.175,176 This is 

becoming a more pressing need given that the number of trans young people seeking medical 

services worldwide is increasing.68,69 In order to keep up with the growing demand, the Australian 

health system will need to upskill the current workforce of clinicians and ensure that there are 

clinicians entering the workforce with knowledge of trans health.   

 

Apart from the issue of barriers to accessing gender affirming interventions, this thesis has 

demonstrated that the more general care that young people reported receiving within medical 

settings was also not wholly affirmative. To encourage trans young people to engage with health 

services when needed (i.e. for medical reasons not associated with gender-affirmation), an inclusive 

and affirmative approach is necessary. The danger from failing to provide services that are inclusive 

is that trans young people later in life may avoid health services, to the detriment of their health. 

There are a number of standards of care that emphasise the need for a gender affirmative approach 

in healthcare.46,47 Chapters 7 and 8 discussed ways in which general practitioners (GPs) can improve 

their care of trans patients. The first of these, Chapter 7, focused on misgendering within health 

systems and the repercussions of this for trans people, including later avoiding the health system.166 

Chapter 8 provided recommendations for GPs in Australia on developing more inclusive practices.175 

This includes respecting the young person’s name and pronouns, regardless of what is listed on 

official documentation,166 providing forms that are inclusive of all identities, including allowing for 

gender to be listed not only sex assigned at birth,178 and ensuring that all staff are aware of trans 

identities so that they can provide inclusive care and maintain respectful practices. As previously 

discussed, training is needed for the existing health workforce as well as those soon entering the 

workforce. The same inclusive approach to clients should be used with all clients, not solely with 

clients who are known to be trans, as the young person may not have disclosed their gender yet.  
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Such training should be provided to all people involved in delivering health (including mental health) 

services – i.e., auxiliary staff including receptionists who have frequent direct contact with clients.  

 

Not all clinical experiences were negative – participants in Trans Pathways also reflected on positive 

experiences where they had productive conversations with clinicians about their gender and found 

the clinical experience useful. Often simply having a service provider who the young person could 

ask questions of, and share their thoughts on gender, was seen as a useful and affirming experience. 

These findings demonstrate that trans young people appreciated conversing with service providers 

who were knowledgeable of gender diversity and care pathways. However, the service providers 

with whom young people had positive experiences are often high in demand, resulting in lengthy 

waiting times for review. More widely, other young people (especially those not connected to 

community support groups) struggle to determine which services and clinicians are more or less 

likely to be trans-inclusive.  

 

Alternatives to traditional mental health supports  

The research presented in this thesis has shown that trans young people in Australia often face long 

waiting lists prior to an appointment with a gender-affirming practitioner.205,239 When considered in 

combination with the high rates of mental health difficulties (including self-harm and suicidality) 

experienced by trans young Australians, this situation warranted investigation of alternative methods 

of supporting mental health in this group beyond the constraints of traditional mental health services. 

As presented in Chapter 10, the peer mentoring studies conducted with trans young people and 

parents of trans young people showed that there is potential value in formal peer mentoring 

programs, especially because of increased socialisation with peers, which can be protective against 

self-harm and suicidal behaviours.242 This is especially relevant considering that 66.1% of trans 

young people in the Trans Pathways sample reported feeling isolated from peers which was 

associated with elevated rates of depression.124 In addition, there is evidence that supporting social 

connectedness helps to improve mental health and self-esteem.214 Although the study was limited 
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by its small sample size, a strength is that it was piloted in a “real world” setting of a local LGBTIQA+ 

community support centre which is the ideal – and likely – setting in which such peer mentoring 

programs to be run. Future research should consider whether such peer mentoring groups may be 

beneficial if conducted within health services. For example, groups of young people attending 

paediatric gender clinics could be invited to participate in meetups. This could be a cost-effective 

model of care where trans young people are supported until there is professional support available.  

 

Alternative approaches to care were discussed in Chapter 11, which examined attitudes of trans 

young people towards game-based digital mental health interventions. Prior research has 

investigated the clinical effectiveness of digital mental health and health interventions,88,235 but there 

has been little to no exploration of the attitudes of trans young people towards such interventions. 

The findings discussed in Chapter 11 are focused on digital platforms (games, apps, and other online 

formats), but the conclusions on necessary content inclusions and delivery could inform any mental 

health intervention to improve relevance and uptake by trans young people. Primarily, regardless of 

the topic matter, the content should include genuine representation of any LGBTIQA+ characters, 

and ensure that these characters are not painted as the villain or the victim of violence (because 

these negative stereotypical characters are prevalent in current media, storylines and games).240 

The content should also be affirmative in its approach to discussing any gender-related content, and 

not make implicit or explicit assumptions about gender identities of the player or included characters.  

 

A key positive for game-based interventions is the ability for trans players to be able to choose an 

avatar that reflects their true self. Through online spaces, especially anonymous platforms, trans 

young people can explore their gender identity and/or expression without judgement and 

commentary from broader society.230,240 This highlights the need for any digital mental health 

intervention targeted to trans, or broader LGBTIQA+, populations to enable inclusive representation 

in characters, storylines, and avatars. Any such representative should be positively framed (e.g., the 

trans character should not be the villain in a storyline where all other characters are cisgender), and 
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representation should also not be tokenistic. Furthermore, it is important that interventions are 

recommended by trans peers or health professionals so that trans young people trust the content 

and security of the platform/intervention. These findings will be used to inform the adaptations of the 

SPARX serious game, and are useful to inform other digital health service deliveries.  

 

Considering the positive feedback of the peer mentoring programs discussed within this thesis and 

the appeal of digital mental health interventions to trans young people, future research should 

explore the use of online peer-mentoring programs. Online settings are appealing for the delivery of 

mental health interventions, and encourage social connectedness and reduce isolation.82,216,217 

Online interventions and social programs may be especially useful for trans young people who live 

in rural and remote areas of Australia, or for individuals who cannot attend face-to-face interventions 

and meet-ups. In addition, trans young people without the support of their parents, or for trans young 

people not publicly “out” about their gender, would benefit from socialising with other trans  young 

people to gain support. Whether programs and interventions are digital or face-to-face, they should 

be co-designed with the target audience, and ensure that trans young people are consulted at every 

stage of development. Any online intervention, especially game-based digital interventions, need to 

be appealing to the target audience to promote engagement with the intervention. Given that 

previous research has demonstrated that LGBTIQA+ young people may not actively seek out mental 

health support,217 online interventions could bridge this gap through alleviating mild distress and 

providing necessary information on additional supports tailored to the needs of the individual. If the 

intervention operates independently of real-time administration and support (i.e. does not need 

constant oversight or moderation), interventions and online programs could be used by a young 

person at a time that is convenient for them, and such programs could provide timely assistance if 

the young person is in need of immediate support. 
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General limitations of studies included in the thesis 

The limitations of each of these projects have been addressed in depth within the specific 

publications and some of the overarching points will be summarised here. Much of this thesis is 

based on survey data from Trans Pathways which is cross-sectional and therefore inherently limited 

because of the inability to infer causality. The majority of participants who participated in the survey 

were assigned female at birth; therefore, the results presented here may not be representative of 

the wider trans population. The survey was delivered in 2016 and was unfunded, and as such relied 

on community services and word of mouth to recruit participants. Benefits of this recruitment process 

included that a varied range of young people participated in the survey drawn from community 

sources, as opposed to being a solely clinical sample. There is the possibility that individuals who 

have experienced mental health issues may be more inclined to complete a survey about their 

mental health and care pathways. However, it also was entirely anonymous, and as a result any self-

reported diagnoses or suicidality could not be verified as would be possible with a clinical sample.  

 

There are additional analyses to be conducted with the Trans Pathways data that are beyond the 

scope of this thesis, including a thorough analysis of the data collected from parent and guardian 

participants. More of this rich data set will be published in the future. A limitation of the anonymous 

responses of the Trans Pathways study is that we are unable to conduct follow-up surveys to track 

whether the health and social context of participants changed over time. As the survey was 

anonymous we were also unable to conduct in-depth interviews to explore the lived experience of 

the participants. Anonymised data collection was necessary to protect participants, and potentially 

encouraged more participants to take part in the study, but community-based longitudinal data (not 

just clinically-based longitudinal data) is desperately needed to more accurately represent the health 

trajectory and needs of trans people in Australia.  

 

The discussion of interventions operating outside of traditional health services included in this thesis 

is limited and deserves further investigation. Further research is needed specifically on interventions 
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to improve mental health and reduce suicidal thoughts and behaviours in trans young people. 

Limitations of both of the two projects on interventions with trans young people (described in detail 

in Chapters 10 and 11) included small sample sizes. The further stages of research on the SPARX 

app was outside the scope of this thesis and needs to be evaluated using a randomised control trial. 

The publication in Chapter 11 was the first to examine trans young people’s attitudes towards digital 

mental health interventions and in itself may be informative for other interventions (apart from the 

SPARX app). Improved trials of peer mentoring for trans young people and parents of trans young 

people are needed to understand the complexities involved in delivering support in this manner, and 

the improvements to mental health and family functioning experienced by participants. Larger scale 

data would assist in advocating for funding for community peer support services to ensure that peer 

mentoring programs are sustainable model of care within such community support settings.  

 

Across all projects a limitation is the minimal discussion of intersectionality, and the different 

experiences that may be faced by trans young people of different cultures, abilities, ethnicity, 

neurodiversity and other identities and experiences. Future research should investigate any inherent 

issues in accessing care within specific subgroups of trans young people who have intersectional 

identities and experiences, to ensure that these experiences are understood, and therefore any 

barriers to care can be addressed. Future research should also focus on clinical contexts, to 

determine specific needs of the medical and mental health workforce in regard to working with trans 

clients. To enhance education for clinicians, the barriers to providing gender-affirming care need to 

be understood from the perspectives of the young people accessing care as well as from the 

clinicians providing such care.   

 

Unique contribution of the thesis to Australian research 

The research presented in this thesis has greatly enhanced what is known about the mental health 

of trans young people in Australia, and their barriers to accessing medical and mental health 

services. Prior to this research, there were limited explorations of these topics within the Australian 
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context; with much knowledge being drawn from LGBTIQA+ samples of young people.5,19,204 This is 

despite a known reluctance of trans populations to participate in studies that are advertised towards 

LGBTIQA+ populations broadly due to many trans people not viewing themselves as fitting within 

the LGBTIQA+ umbrella, and also at times being actively excluded from LGBTIQA+ research, e.g., 

with questions not tailored towards trans experiences. The Trans Pathways study was the second 

national survey in Australia (with From Blues to Rainbows20 as the first) targeted specifically towards 

trans young people, and the first to explore their mental health experiences in detail, as well as 

perspectives on accessing Australian health care. The Australian health care system is unique, and 

this thesis has provided much-needed knowledge towards highlighting barriers and pathways to care 

experienced by trans young people in Australia. International research has reported similar themes, 

but the reality of navigating the health care system reporting in this thesis is uniquely Australian. In 

addition, the participant age range of 14-25 years in the Trans Pathways study allowed for both the 

adolescent and young adult years to be explored, whereas much existing research on the mental 

health of trans young people has come from either paediatric clinical populations, or adult 

populations of trans people. The age range of adolescence through young adulthood is an important 

time for young people, and a time at which they are vulnerable to mental health difficulties,11,249 and 

is recognised as such by other Australian research and clinical practice, e.g., headspace services 

are delivered to young people aged 12-25 years.199  

 

Future directions  

This PhD has encompassed a range of studies relating to the field of trans health. Collectively these 

findings suggest that a health crisis is currently occurring in Australia – trans young people are 

experiencing elevated risks of poor mental health in conjunction with frequent exposure to negative 

life events, while at the same time not obtaining the support needed for their mental health and 

medical needs. There are many areas of health care for trans young people that would benefit from 

further research, and multiple opportunities for intervention development and testing. This thesis has 
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highlighted priority areas for intervention, including improving family support and experiences within 

educational environments. Where possible, these research activities should be led by trans people, 

and co-designed with services that support trans young people. Specific areas in which further 

research and action are needed are discussed in more detail below.  

 

Recommendation: collection of longitudinal health and social data in trans populations 

There is a need for longitudinal cohort studies that follow health-related and social indicators in trans 

populations over time.196 Some studies are beginning to assess physical and mental health 

outcomes of trans young people using longitudinal designs,250-252 including Australian studies: the 

GENTLE Cohort Study30 in Perth, Western Australia and the Trans20 Study253 in Melbourne, Victoria. 

There will be significant delays before robust results from such studies are available. Moreover, 

studies that are clinically based may not be representative of trans young people who do not have 

the opportunity or desire to access a paediatric service. Both clinical and population-based future 

studies should investigate which specific factors contribute to poor mental health amongst trans 

young people to, as well as factors that may improve mental health. Physical health is also an area 

of trans health that would benefit from robust longitudinal data, such as measurements or markers 

of  endocrine-related impacts (e.g. bone density).251 Given the difficulties with the practicality and 

ethical issues of clinical trials in the trans population (e.g. relating to trials of hormonal interventions), 

observational studies are likely to be the most feasible path forward.  

 

Recommendation: develop or enhance supportive pathways through the health care system 

There is limited research on the pathways for trans young people seeking health care. Many gender 

clinics are reporting experiencing increasing numbers of trans patients,68,254 but there is a lack of 

information on how these patients initially found the clinics and their care pathways from paediatric 

to adult health care. The involvement – or absence of involvement – of parents or guardians in the 

child’s access of medical and mental health support is also a key area needing additional research, 

as this support is often crucial for trans young people to obtain access to gender-affirming medical 
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intervention.,255 but there is no data available on a widescale of how frequently this support for 

intervention is provided.  

 

Future research should investigate these gender-affirming service pathways to determine how to 

best link transt young people with appropriate support that is inclusive of their identity. This research 

should focus on both formal and informal pathways to care: that is, referral networks that clinicians 

rely on as well as peer networks or social media that may be used to identify trans-inclusive service 

providers. Enhanced support for GPs, and other service providers, to ease the process of referring 

to services and clinicians capable of providing the care that trans individuals seek – for example, 

there are few surgeons in Australia have the expertise to perform gender-affirmative surgeries, so a 

resource that assists GPs in knowing which surgeon to refer their client to is imperative. In addition 

to this, formalising and publicising networks of trans-affirmative service providers would be beneficial 

for trans individuals and families to obtain sought-after support.  

 

Recommendation: develop and implement interventions involving parents of trans young people 

Future interventions should focus on extending the understanding that parents have of their child’s 

gender diversity, as well as methods for building acceptance of such diversity. The feedback from 

parents on the usefulness of peer mentoring on their own wellbeing as well as their relationship with 

their child reinforces that exposure to other parents of trans young people elevates their 

understanding of gender diversity and may be an important component of any future interventions. 

Trans young people who are supported by their parents have lower levels of suicidality (thoughts 

and attempts), as well as fewer depressive symptoms and higher life satisfaction.45,256 Improving 

parental support is also imperative for increasing young people’s understandings of the realities of 

accessing medical care – i.e., wait times and costs – as well as facilitating access to medical 

pathways.255 Longitudinal research with LGBT young people in the US showed that young people 

lacking family support experienced higher psychological distress compared to participants who had 

high levels of support, regardless of whether the young person had experienced victimization.257 
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Parental support for trans young people may be especially important to buffer the effects of bullying, 

discrimination, abuse and other negative events to which trans young people are often exposed.  

 

Recommendation: develop and implement interventions targeting the issues of homelessness and 

unstable accommodation 

Parallel to interventions involving parents of trans young people, the issues of housing stability and 

safety of trans young people growing up in Australia need to be examined and addressed. The 

underlying reasons for these high rates of unstable accommodation are likely to be complex but may 

in some part relate to a lack of parental support which leads trans young people to leave home. 

Interventions with parents may help to reduce the rates of homelessness experienced by trans young 

people. Additional interventions should also assess ways in which trans young people who are 

experiencing homeless can access safe housing and sustainable accommodation options. Another 

option would be to deliver suicide prevention gatekeeper trainings to trans young people, including 

those currently experiencing or at risk of homelessness. This would enhance the capacity for peer 

support, and reduce suicidality in the trans young person population experiencing homelessness, as 

well as in broader society. 

 

Recommendation: develop and implement targeted interventions within educational settings 

Negative experiences reported by trans young people in educational settings highlight the need for 

targeted school, TAFE and university-based interventions. Previous research has identified that 

school environments perceived as unsafe are associated with non-suicidal self-injury as well as 

suicide attempts in this population.119 In addition, trans young people who view school as unsafe are 

more likely to be absent from school.258 Schools also provide a unique opportunity as they are 

environments in which mental health concerns can be identified by staff, and young people may then 

be connected to appropriate support options. Schools (and other education settings) should maintain 

and enact anti-bullying policies with items specifically about trans young people and should provide 

inclusive environments for trans young people. Programs that enhance school safety, including the 
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prior Safe Schools program245,259 which is still existent in some parts of Australia, should be 

encouraged and developed so that schools are safe places for trans young people. These programs 

should also be funded to be available for TAFEs and universities.  

 

Recommendation: facilitate training of service providers 

Chapters 6 through 9 discuss barriers to medical and mental care experienced by trans young people 

in Australia and explore possible options to improve such care, with a particular focus on GPs. 

Positive interactions with GPs are especially important not only because they are the first port of call 

for many young people seeking to discuss their gender and possible medical intervention pathways, 

including informed consent provided by the GP,58 but also because a negative interaction with a 

primary care provider could deter a young person from seeking medical attention later in life for 

general health concerns (for example, by delaying routine screening or medical care for 

cardiovascular disease). All service providers who are in roles where they interact with young people 

should have at least a basic understanding of gender diversity, so that all young people can feel that 

their identity is respected. Additional research should be conducted on intersectionality and the 

needs of trans young people who have another aspect of their identity that may not be inclusively 

viewed or encompassed within health settings, such as trans young people who are Aboriginal 

and/or Torres Strait Islander, from a refugee or migrant background, have autism, are disabled, or 

any other facets of identity that should be inclusively respected within health settings. 

 

Recommendation: coordinate accurate counting of the trans population in Australia 

To best provide care for the trans population and plan for improvements in service delivery, the size 

of the trans population needs to be accurately determined.260 This is an initiative needed in both 

large-scale data collection methods (i.e. the census) as well as within health services and community 

settings. To determine the size of the trans population in Australia, it is recommended that all records 

(including medical records, surveys, and more) should capture diverse gender identity through the 

two-step method, by which the person is first asked what sex they were assigned at birth, and second 
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they are asked what gender they are.196 With more complete estimates of size of the trans population 

(which is likely larger than suggested by  currently available statistics), it is likely that health systems 

will be able to provide an a more appropriate range and level of services. In addition, more routine 

data collection within health services that includes questions on trans status can assist with the 

provision of patient-centred care that is tailored to the individual, without placing additional pressure 

on that individual to discuss personal aspects of their identity.260 Such data collection would, for 

example, enable GPs to interact with all patients in a respectful manner through using correct 

pronouns, as well as knowing whom to screen for necessary health risks, e.g. cervical or prostate 

cancer. These methods would also help service providers who may be unsure what name, pronouns, 

and title of address to use for a client. Gendering the young person through using the correct name, 

pronouns and title signals to the young person that they are in an environment that acknowledges 

and respects their identity.  

 

Recommendation: provide the tools and incentives for societal change 

To achieve better mental health outcomes of trans young people, there should be a wide-ranging 

attempt to reduce the negative experiences that this population are exposed. Many of these 

experiences, most notably trauma and abuse, have been shown in general populations to have 

lifelong effects on mental health.132 Many of the factors associated with suicidality are potentially 

modifiable through systemic change, including through increasing societal acceptance and levels of 

understanding of gender diversity.124,261 Trans young people who are referred to by their chosen 

name in multiple contexts (i.e. school, home, work, recreational settings) have lower levels of 

depression, suicidal ideation and suicidal behaviours, reflecting that societal affirmation of the young 

person’s identity is directly linked to their psychological wellbeing.262 A recent United Nations Human 

Rights Council Report136 argues that the stigma and violence to which LGBTIQA+ populations are 

exposed is intrinsically linked to structural policies that  perpetuate  inequity against these groups.137 

Broader societal initiatives designed to improve understanding and acceptance of trans young 

people are needed to prevent harassment, discrimination and other negative life events that lead to 
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poor mental health. In addition, such approaches may help to decrease internalised transphobia and 

improve the mental health, self-esteem and self-kindness in trans young people.  

 

Recommendation: focus on intersectionality and additional barriers to services that may exist  

Across all of these areas for future directions outlined above is the need for a focus of further 

research on intersectionality that exists for trans young people in Australia. Two key population 

groups needing attention within research contexts are culturally diverse trans people (i.e., refugee 

and migrant populations) and Aboriginal and Torres Strait Islander trans people. This focus is 

especially necessary for examining the barriers that exist in accessing medical and mental health 

services for trans young people – these barriers are likely exacerbated for trans young people who 

are also members of other diverse social groups. The high rates of mental health issues and 

suicidality reported in this thesis may be exacerbated due to experiences of racism, additional 

barriers to care, and other factors.263 An intersectional framework for the delivery of care to Aboriginal 

and Torres Strait Islander trans young people has been recommended as an approach to care that 

encompasses all different aspects of the young person’s social and cultural identities.264 There has 

been some research on the experiences of Aboriginal and Torres Strait Islander trans adult 

populations,265-267 but little to no exploration of the experiences of Aboriginal and Torres Strait 

Islander trans young people, nor of trans young people in Australia who are from refugee or migrant 

backgrounds. Future research should focus on the experiences of trans young people with these 

overlapping identities, to determine any increased risk for mental health difficulties, as well as 

barriers to medical and mental health services. This research should be conducted with community 

organisations and individuals who are working and advocating in these spaces, drawing on pre-

existing resources.268 

 

Conclusion 

The research presented in this thesis has contributed to the extant body of knowledge of trans health, 

providing insights into the difficulties experienced by trans young people in Australia. Much of the 
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data discussed and presented in this thesis came from the Trans Pathways study, which is the 

largest study of its kind with trans young people in Australia.96,124,174,205,239 The findings from Trans 

Pathways are novel and provide additional insight into the factors affecting the mental health of trans 

young people in Australia. The results demonstrated the high occurrence of mental health difficulties 

and exposures to negative experiences amongst trans young people. The results presented in this 

thesis are in line with overall theories of cisgenderism,104,105,269,270 whereby the experiences within 

medical and mental health services reflect experiences of trans young people being treated as 

different to the norm, or what is expected for a young person based on their gender presumed at 

birth. Cisnormative behaviours and care practices are present within the health system within 

Australia, as discussed in the findings on experiences withing medical and mental health services in 

Chapters 6 and 9. Cisgenderism is also reflected in structural stigma discussed in Chapter 7, where 

for example, intake forms within health services are often not inclusive of trans people, and medical 

education curricula do not include trans health – conveying the message of trans health not being 

important. The factors contributing to these health-related and social issues are likely to be 

multifactorial and related to  an interplay between minority stress, transphobia, negative life events 

and recurring life crises.21,109 Trans young people also are faced with many barriers to medical and 

mental health services and are often unable to receive adequate and affirming care. Some 

alternatives to traditional health services – peer mentoring programs and digital mental health 

interventions – may be useful as additions to health practice. These supports could, for example, be 

provided alongside trans-friendly services which have long waiting lists in order to alleviate some 

degree of distress until the young person can access a trans-friendly practitioner. Further research 

on health care is needed, including on the benefits of service provider upskilling and the 

effectiveness of different mental health interventions for trans young people. 
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Impact Statement 

I firmly believe that research should be conducted for a purpose larger than the project itself, not 

solely for the sake of researching a specific topic (i.e. not generating knowledge for the sake of 

knowledge). I entered into conversations with my supervisors prior to Trans Pathways with the goal 

of improving lives – I wanted to engage in a research project that would be meaningful and Trans 

Pathways was exactly that. I have endeavoured throughout my PhD to give justice to the participants 

of Trans Pathways through amplifying the stories that young people and parents have told us. I will 

continue to conduct research that is meaningful and has an impact, with the aim of improving lives. 

When launched in 2017, Trans Pathways report received extensive media coverage, including ABC 

TV News (national), Channel 10 News (TV), ABC Radio and ABC News (national radio), Triple J, 

and Radio National. A Meltwater media report capturing launch-related media (not including all 

coverage) estimated media reach at approximately 8.4 million people. In addition, when Trans 

Pathways was released, statements of support were issued by the Hon Alison Xamon, Greens MLC 

for North Metro WA; the WA Commissioner of Children and Young People; the WA Equal 

Opportunity Commissioner; and Janet Rice, Senator for Victoria. Trans Pathways has had enormous 

impact for trans young people in Australia, influencing policy and practice, e.g. through inclusion in 

clinical guidelines in New Zealand and Australia and being cited in documents at the United Nations 

level. The findings have also led to additional competitive funding for projects to improve the mental 

health of LGBTIQA+ young people. I have been invited to deliver presentations locally and nationally, 

demonstrating recognition of this work within Western Australia, nationally across Australia and 

internationally. Clinical services have invited me to present to their staff as a means of service 

improvement. It is hopeful to know that so many services and practitioners want to learn more about 

gender diversity and I am optimistic that we will soon witness more changes to service provision in 

Australia for the care of trans young people. I personally am using the results to inform my future 

research with the aim of reducing the high rates of suicidality in trans young people.  
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Appendix A – Trans Pathways recruitment flyers 
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Change the way services are provided to trans* 
young people in Australia - have your voice heard!

Trans* Pathways
the mental health experiences and care pathways of trans* young people

Or, are you the parent/guardian of a trans* 
or gender diverse person 25 or younger?

Are you a trans* or gender diverse person? 
Aged 14-25?

We want to hear from you!

Take the survey today:

bit.ly/transpathways
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Appendix B – Trans Pathways participant information and consent form 
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Appendix C – Trans Pathways questionnaire 
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