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Ashleigh Lin 
Telethon Kids Institute 

100 Roberts Road, Subiaco WA 6008 
Tel: 9489 7772  

Email: Ashleigh.Lin@telethonkids.org.au 
www.telethonkids.org.au 

 
Participant Information Form (Parent/Guardian) 

Trans Pathways Peer Mentoring Study 
 

Title Evaluating the effectiveness of peer mentoring among trans young people: Phase 1 
Short Title Trans Pathways Peer Mentoring Study: Phase 1 
Investigators Dr Ashleigh Lin, Penelope Strauss, Prof Angus Cook and Dr Sam Winter 
Location  Freedom Centre, Telethon Kids Institute  

 
 
1.  Introduction 
Your child is being invited to take part in a research study called the Trans Pathways Peer Mentoring Study. 
We are inviting young people in Western Australia who identify as trans or gender diverse and are between 

12 and 25 years of age. 
 
This participant information sheet tells you about the research project. Knowing what is involved will help you 

decide if you want your child to take part in the research. Please read this information carefully. Ask questions 
about anything that you don’t understand or want to know more about. Participation in this research is 
voluntary.  

 
If you decide you want your child to take part in the research project, you will be asked to sign a Consent Form 
for them. By signing it you are telling us that you: 

• Understand what you have read 

• Consent to your child taking part in the research project 
 

You will be given a copy of this participant information sheet and the consent form to keep. 
 
 

2.  The purpose of the study: 
It is known from prior research that trans young people have higher rates of mental health problems than 
cisgender peers. Research conducted by our team showed the many trans young people use art to feel better 

about themselves and their lives. The purpose of the study is to determine whether peer mentoring in the 
context of an art program helps to promote self-esteem and resilience among trans young people. We hope 
the results will improve our understanding of how trans young people can better be supported by services 

and the community.  
 
We are inviting your child to take part because they are a trans young person. 
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3.  What does participation in this research involve? 
The art program involves an art session at the Freedom Centre once a week for six weeks. The session will be 

guided by an established artist who can help teach and mentor your child. Each session will last approximately 

one hour. We ask that your child tries to attend all the sessions. What they do in the art program will largely 

be up to them, but the general theme will be around how they take care of themselves and what makes them 

feel good about themselves. At the end of the program we would like to hold an exhibition to display the art 

that has been created. It will be up to your child if they want to publicly display what they have created – they 

don’t have to. They will also have the option of displaying their art without their name if they do not wish to 

be identified.  

 

Before the art program begins someone from the research team will meet up with your child to ask them some 

questions about why they are interested in the art program, and what they expect to get out of taking part. 

They will be asked to fill out a short questionnaire that asks questions about their general mental health, 

anxiety and depression. It will take 10-30 minutes to complete the interview and questionnaire. Shortly after 

the art program has finished, someone from the research team will meet up with your child again to talk to 

them about what they thought of the program. They will again fill out the same short questionnaire that they 

completed before the program. It will take 10-30 minutes to complete the interview and questionnaire. With 

your permission, we will audio-record these interviews.  

 

 

4.  Does my child have to take part in this research project? 
It is your child’s choice to take part or not. They do not have to agree if they do not want to. If they decide to 

take part and then change their mind, that is okay, they can stop at any time. Your child do not have to give 

us a reason; they just tell us that they want to stop. If your child chooses not to take part, or starts and then 

stop the study, it will not affect your or their relationship with the researchers or the Freedom Centre.  

 

 

5.  What are the possible benefits of taking part? 
We hope that the art project is a positive experience for your child, and that they enjoy taking part. The 

research component of this project is minimal. By participating your child will be helping to inform future 

research, and future programs that may be provided to trans young people.  

 
 
6.  What are the possible risks or disadvantages of taking part? 

There are no risks to taking part. However, because the theme of this program and research is self-care and 

mental health, some people might find it distressing to think about and express their experiences. Your child 

doesn’t have to discuss or do anything they don’t want to. We will give your child a card at the beginning of 

the program that has some information on who they can contact if they need support. There will be someone 

they can speak to available during the sessions. 

 

If your child needs help, we urge them to contact Qlife LGBTI phone and chat counselling and info service 

(1800 184 527 www.qlife.org.au - 3pm-12am every day) or Suicide Call back Service (1300 659 467 – 24/7). 

Non-urgent mental health support is also available through YouthLink (1300 362 569) or headspace (1800 650 

890). 
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7.  What will happen when the research study stops? 
We will take pictures of the art (or scan it if possible) that your child has created for our own records, but they 
can keep what they create. We will ask at the end of the program for their permission to use their pictures for 
other purposes. For example, in a report, a presentation or on a poster for promoting research or health 
services. If your child gives us permission to use their art, they will never be identified. The information we 
collect from your child’s questionnaires and talking to your child will be put into a database and analysed 
together with data from other participants who took part in the study. We may use individual quotes, but 
again, we will never use your child’s name and present any information which could identify them.  The results 
of the study will be written up for publication in mental health and other health journals, and will be presented 
at conferences. Your child’s name and any other identifying data will be treated as confidential.  
 
 
8.  Will your child’s taking part in this study be kept confidential? 
All information collected as part of this research will be kept in a locked filing cabinet or stored securely on a 
computer. We will give your child an individual code, and all data will be stored using this code, not your child’s 
name. All of your child’s information will be kept confidential, and only the study team will have access to it. 
Please note, you will not have access to your child’s information. If your child tell us something that gives us 
reason to believe that they or others are in danger (for example, having strong suicidal thoughts), we may 
have to involve another party, but we will always discuss this with them first. Audio-recordings of the 
interviews will be transcribed (typed out) and then stored digitally. These will also be stored using the 
individual code and not your child’s name.  
 
 
9. What will happen to information about my child? 
All information we collect will be securely stored at the Telethon Kids Institute for a minimum of 7 years after 
the research has ended, or until all participants are aged 25 (whichever comes later) and then it will be 
destroyed. We will never share information that could identify your child. 
 
 
10.  Who is organising the research? 
This study is conducted by Penelope Strauss and Ashleigh Lin (Telethon Kids Institute), Angus Cook (School of 
Population Health, the University of Western Australia), and Sam Winter (School of Public Health, Curtin 
University). We are collaborating with the Freedom Centre. This study is part of Penelope Strauss’s PhD. 
 
 
11. What if I have any questions or a problem? 
If you are worried or concerned about any aspect of the study contact the lead researcher, Penelope Strauss 
by email at penelope.strauss@telethonkids.org.au.  
 

Thank you for reading this information sheet. 

All research participants are entitled to retain a copy of this participant information sheet and consent form. 

Approval to conduct this research has been provided by the University of Western Australia with reference number RA/4/1/8912, in 
accordance with its ethics review and approval procedures.  Any person considering participation in this research project, or agreeing 
to participate, may raise any questions or issues with the researchers at any time.  In addition, any person not satisfied with the 
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response of researchers may raise ethics issues or concerns, and may make any complaints about this research project by contacting 
the Human Ethics office at UWA on (08) 6488 4703 or by emailing to humanethics@uwa.edu.au. All research participants are entitled 
to retain a copy of any Participant Information Form and/or Participant Consent Form relating to this research project. 
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Ashleigh Lin 

Telethon Kids Institute 

100 Roberts Road, Subiaco WA 6008 

Tel: 9489 7772  

Email: Ashleigh.Lin@telethonkids.org.au 

www.telethonkids.org.au 

 
PARENT/GUARDIAN CONSENT FORM 

 
TRANS PATHWAYS PEER MENTORING STUDY: PHASE 1 

 
Declaration 
 

1 I confirm that I have read and understand the information sheet for the above study. 

2 I understand the purposes, procedures and risks of the research described in the project.  

3 I have had an opportunity to ask questions and I am satisfied with the answers I have received. 

4 I understand that I will be given a signed copy of this document to keep.  

5 I understand that research data gathered for the study may be published as long as my child’s  

name, or any identifying data, is not used in any publication. 

6 I understand that all information provided is treated as strictly confidential and will not be  

released by investigators unless required to do so by law. 

7 I agree to have my child’s interviews be audio recorded, understanding that the recordings  

will be kept confidential.  

7 I agree to for my child to be contacted in the future should a study be initiated to re-assess 

participants in the current study, or for similar studies (circle one). 

 

YES/NO 

                
Declaration by Researcher† 

I have given a verbal explanation of the research project, its procedures and risks and I believe that the 

participant has understood that explanation. 

 

Name of Researcher† (please print)__________________________________________________________ 

 

Signature __________________________________________________  Date________________________ 

 
† An appropriately qualified member of the research team must provide the explanation of, and information 

concerning, the research project.  

Note: All parties signing the consent section must date their own signature. 

 

 Name (please print)     

  

 Signature   

 Child’s name  Today’s date     
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Ashleigh Lin 
Telethon Kids Institute 

100 Roberts Road, Subiaco WA 6008 
Tel: 9489 7772  

Email: Ashleigh.Lin@telethonkids.org.au 
www.telethonkids.org.au 

 
Participant Information Form 

 
Trans Pathways Peer Mentoring Study 

 

Title Evaluating the effectiveness of peer mentoring among trans young people: Phase 1 

Short Title Trans Pathways Peer Mentoring Study: Phase 1 

Investigators Dr Ashleigh Lin, Penelope Strauss, Prof Angus Cook and Dr Sam Winter 

Location  Freedom Centre, Telethon Kids Institute  
 
You are being invited to take part in a research study called the Trans Pathways Peer Mentoring Study. We are 
inviting young people in Western Australia who identify as trans or gender diverse and are aged between 12 

and 25 years. 
 
This participant information sheet tells you about the research project. Knowing about the study will help you 

decide if you want to take part, so it is important to read it carefully.  Ask questions about anything that you 
don’t understand or want to know more about. It is up to you if you want to participate. If you don’t want to 

take part, you don’t have to. 
 
If you decide you want to take part in the research project, you will be asked to sign a Consent Form. By signing 

it you are telling us that you: 

• Understand what you have read about the study 

• You agree to take part in the study 
 

 
1.  What is the study about? 
We know from research that trans young people have are more at risk for mental health problems than  

cisgender young people. Research that our team did in 2016 showed the many trans young people use art to 
feel better about themselves and their lives. The aim of the study is to investigate whether a group art program 
helps to promote self-esteem and resilience among trans young people. We hope the results will improve our 

understanding of how trans young people can better be supported by services and the community.  
 

 
2.  What does this research study involve? 
The art program involves art sessions at the Freedom Centre once a week for six weeks. Each session will last 

approximately one hour. The session will be guided by an artist who can help teach and mentor you. We ask 
that you try to come to all of the sessions.  
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What you do in the art program will be up to you, but the general theme will be around how you take care of 
yourself and what makes you feel good about yourself. At the end of the program we would like to hold an 
exhibition (or show) to display the art that has been created. It will be up to you if you want to display what 
you create – you don’t have to. You will also be able to  display your art without using your name if you prefer.  
 
Before the art program begins someone from the research team will meet up with you to ask you some 
questions about why you are interested in the art program, and what you expect to get out of taking part. You 
will be asked to fill out a short questionnaire that asks questions about your general mental health, anxiety 
and depression. It will take 10-30 minutes to do the interview and questionnaire. 
 
After the art program has finished, someone from the research team will meet up with you again to talk to 
you about what you thought of the program.  You will again be asked fill out the same short questionnaire. If 
you allow us, we will audio-record these interviews. It will take 10-30 minutes to do the interview and 
questionnaire. 
 
 
3.  Do I have to take part in this research project? 
It is your choice to take part or not. You do not have to agree if you do not want to. If you decide to take part 
and then change your mind, that is okay, you can stop at any time. You do not have to give us a reason; just 
tell us that you want to stop. If you choose not to take part, or start and then stop the study, it will not impact 
your relationship with the researchers or the Freedom Centre.  
 
 
4.  What are the possible benefits of taking part? 
We hope that the art project is a fun and helpful experience for you, and that you enjoy taking part. The 
research part of this project is minimal. By participating you will be helping us to develop future research  and 
programs for trans young people.  
 
 
5.  What are the possible risks or disadvantages of taking part? 
There are no risks to taking part. Because the theme of this program and research is self-care and mental 
health, some people might find it upsetting to think and talk about their experiences. You don’t have to talk 
about or do anything you don’t want to. We will give you a card at the beginning of the program that has some 
information on who you can contact if you need help. There will be someone you can speak to available during 
the sessions. 
 
If you need help, you should contact Qlife LGBTI phone and chat counselling and info service (1800 184 527 
www.qlife.org.au - 3pm-12am every day) or Suicide Call back Service (1300 659 467 – 24/7). Non-urgent 
mental health support is also available through YouthLink (1300 362 569) or headspace (1800 650 890).  
6.  What will happen when the research study stops? 
We will take pictures of the art (or scan it if possible) that you have created so that you can keep what you 
create. At the end of the program we will ask you if we can use the pictures of your art for other purposes. For 
example, in a report, a presentation or on a poster about research or health services. If you let us use your art, 
you will not be identified. 
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The information we collect from your questionnaires and talking to you will be put into a database with data 
from other people who took part in the study. We may use individual quotes, but again, we will never use your 
name and present any information which could identify you.  The results of the study will be written up mental 
health and other health journals, and will be presented at meetings. Your name and any other identifying data 
will be kept secret.  
 
 
7.  Will my taking part in this study be kept confidential? 
All information collected as part of this research will be kept in a locked filing cabinet or stored securely on a 
computer. We will give your information a special code, and all information will be stored using this code, not 
your name. All your information will be kept confidential, and only the study team will have be able to see it. 
If you tell us something that gives us reason to believe that you or others are in danger (for example, having 
strong suicidal thoughts), we may have to discuss this with someone outside the research team, but we will 
always discuss this with you first. Audio-recordings of the interviews will be transcribed (typed out) and then 
stored on the computer. These will also be stored using the special code and not your name.  
 
 
8. What will happen to information about me? 
All information we collect will be securely stored at the Telethon Kids Institute for no less than 7 years after 
the research has finished, or until everyone in the study reaches age 25  (whichever is later). It will then be 
destroyed.  
 
 
9.  Who is organising the research? 
This study is being done by Penelope Strauss and Ashleigh Lin (Telethon Kids Institute), Angus Cook (School of 
Population Health, the University of Western Australia), and Sam Winter (School of Public Health, Curtin 
University). We are working with the Freedom Centre. This study is part of Penelope Strauss’s university 
studies (her PhD). 
 
 
10. What if I have any questions or a problem? 
If you are worried about any aspect of the study, please contact Penelope Strauss by email at 
penelope.strauss@telethonkids.org.au.  
 

Thank you for reading this information sheet. 
 

You will be given a copy of this information sheet and the consent form to keep. 
 
Approval to conduct this research has been provided by the University of Western Australia with reference number RA/4/1/8912, in 
accordance with its ethics review and approval procedures.  Any person considering participation in this research project, or agreeing 
to participate, may raise any questions or issues with the researchers at any time.  In addition, any person not satisfied with the 
response of researchers may raise ethics issues or concerns, and may make any complaints about this research project by contacting 
the Human Ethics office at UWA on (08) 6488 4703 or by emailing to humanethics@uwa.edu.au. All research participants are entitled 
to retain a copy of any Participant Information Form and/or Participant Consent Form relating to this research project. 
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Ashleigh Lin 

Telethon Kids Institute 

100 Roberts Road, Subiaco WA 6008 

Tel: 9489 7772  

Email: Ashleigh.Lin@telethonkids.org.au 

www.telethonkids.org.au 

 
CONSENT FORM 

 
TRANS PATHWAYS PEER MENTORING STUDY: PHASE 1 

 
Statement by participant 
 

1  I have read and understand the information sheet for the above study. 

2 I understand the purposes, procedures and risks of the research described in the project.  

3 I have had opportunity chance to ask questions and I am happy with the answers I was given. 

4 I understand that I will be given a signed copy of this document to keep.  

5 I understand that research data gathered for the study may be published as long as my name,  

or any identifying data, is not used. 

6 I understand that all information provided is treated as strictly confidential and will not be  

released by investigators unless required to do so by law. 

7 I agree to have my interviews be audio recorded, understanding that the recordings  

will be kept confidential.  

8 I agree to be contacted in the future for similar studies YES/NO 

                
Declaration by Researcher† 

I have given a verbal explanation of the research project, its procedures and risks and I believe that the 

participant has understood that explanation. 

 

Name of Researcher† (please print)__________________________________________________________ 

 

Signature __________________________________________________  Date________________________ 

 
† An appropriately qualified member of the research team must provide the explanation of, and information 

concerning, the research project.  

Note: All parties signing the consent section must date their own signature. 

 
 Name (please print)     

 

 Signature   

 Today’s Date      
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Trans Pathways Peer Mentoring Study 

 
 

Title Evaluating the effectiveness of peer mentoring among trans young people: Phase 
1 and Phase 2 

Short Title Trans Pathways Peer Mentoring Study: Phase 1 and Phase 2 

Investigators Dr Ashleigh Lin, Penelope Strauss, Prof Angus Cook and Dr Sam Winter 

Location  Freedom Centre, Telethon Kids Institute  

 
 

PARTICIPANT INFORMATION SHEET (staff and volunteers) 
 
1.  Introduction 
You are being invited to take part in a research study called the Trans Pathways Peer Mentoring Study. We are 
inviting staff and volunteers at the Freedom Centre to take part in this research. You must be aged 18 or older. 
There are two phases of this study, but some staff and volunteers may only take part in one of the phases of 
this study. This information sheet provides you with information about both phases. 
 
This participant information sheet tells you about the research project. Knowing what is involved will help you 
decide if you want to take part in the research. Please read this information carefully. Ask questions about 
anything that you don’t understand or want to know more about. Participation in this research is voluntary. If 
you don’t wish to take part, you don’t have to. 
 
If you decide you want to take part in the research project, you will be asked to sign a Consent Form. By signing 
it you are telling us that you: 

• Understand what you have read 
• Consent to take part in the research project 

 
You will be given a copy of this participant information sheet and the consent form to keep. 
 
2.  The purpose of the study: 
It is known from prior research that trans young people have higher rates of mental health problems than 
their cisgender peers. The purpose of the study is to determine whether peer mentoring helps to promote 
self-esteem and resilience among trans young people. We are looking at both group mentoring and one-on-
one peer mentoring formats. We hope the results will improve our understanding of how trans young people 
can better be supported by services and the community.  
 
3.  What does participation in this research involve? 
The first phase of the study involves an art program at the Freedom Centre where participants will meet with 
a local trans artist once a week for six weeks. The general theme of the art sessions will be around how 
participants take care of themselves and what makes them feel good about themselves. At the end of the 
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program we would like to hold an exhibition to display the art that has been created. Shortly after the art 

program has finished, someone from the research team will meet up with you to talk to you about what you 

thought of the program. With your permission, we will audio-record these interviews. 

 

The second phase of the study involves 6 one-on-one peer mentoring sessions. Participants will meet once a 

fortnight for six sessions over three months at the Freedom Centre. Please let us know immediately if you see 

any issues between the pairs or small groups that are assigned. Each session the buddies will be planning 

specific goals and outcomes that they want to achieve in the fortnight between each meeting at the Freedom 

Centre.  

 

The mentoring sessions will not be recorded, so anything you hear discussed is confidential and we ask you to 

respect participants’ privacy and do not share anything they have said with anyone else. The research team 

will maintain everyone’s privacy so if you would like to talk to anyone on the research team about anything 

we are available. A member from the research team will be at the Freedom Centre during each buddy session 

to take notes on how the session is progressing. After the session the researcher will verify these notes with 

you to check for accuracy and ask if you have anything you wish to contribute that you saw happening. Your 

name or any other identifying information will not be used. 

 

Shortly after the one-on-one mentoring program has finished, someone from the research team will meet up 

with you to talk to you about what you thought of the program. With your permission, we will audio-record 

these interviews. 

 

If you are concerned about the safety of anyone else at any time (e.g. if they disclose suicidal thoughts) 
please let us know immediately. 

 

4.  Do I have to take part in this research project? 
It is your choice to take part or not. You do not have to agree if you do not want to. If you decide to take part 

and then change your mind, that is okay, you can stop at any time. You do not have to give us a reason; just 

tell us that you want to stop. If you choose not to take part, or start and then stop the study, it will not affect 

your relationship with the researchers or the Freedom Centre.  

 

5.  What are the possible benefits of taking part? 
By participating you will be helping to inform future research, and future programs that may be provided to 

trans young people. Your feedback is valuable to let us know what works and what does not work in mentoring 

programs like this. 

 
6.  What are the possible risks or disadvantages of taking part? 

Because the theme of this program and research is self-care and mental health, some people might find it 

distressing to think about and express their experiences. You don’t have to discuss or do anything you don’t 

want to.  

 

If you need help, we urge you to contact Qlife LGBTI phone and chat counselling and info service (1800 184 

527 www.qlife.org.au - 3pm-12am every day) or Suicide Call back Service (1300 659 467 – 24/7). Non-urgent 

mental health support is also available through YouthLink (1300 362 569) or headspace (1800 650 890).  
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7.  What will happen when the research study stops? 
The information we collect from talking to you will be put into a database and analysed together with data 
from other participants who took part in the study. We may use individual quotes, but again, we will never 
use your name and present any information which could identify you.  The results of the study will be written 
up for publication in mental health and other health journals, and will be presented at conferences. Your name 
and any other identifying data will be treated as confidential.  
 
8.  Will my taking part in this study be kept confidential? 
All information collected as part of this research will be kept in a locked filing cabinet or stored securely on a 
computer. We will give you an individual code, and all data will be stored using this code, not your name. All 
your information will be kept confidential, and only the study team will have access to it. Audio-recordings of 
the interviews will be transcribed (typed out) and then stored digitally. These will also be stored using the 
individual code and not your name.  
 
9. What will happen to information about me? 
All information we collect will be securely stored at the Telethon Kids Institute for a minimum of 7 years after 
the research has ended and then it will be destroyed. With your permission, your data may also be used in 
future research projects that are closely related to this project. If you consent, we will never share information 
that could identify you. 
 
10.  Who is organising the research? 
This study is conducted by Penelope Strauss and Ashleigh Lin (Telethon Kids Institute), Angus Cook (School of 
Population Health, the University of Western Australia), and Sam Winter (School of Public Health, Curtin 
University). We are collaborating with the Freedom Centre. This study is part of Penelope Strauss’s PhD. 
 
11. Who has reviewed this research project? 
All research in Australia involving humans is reviewed by an independent group of people called a Human 
Research Ethics Committee (HREC). Their job is to make sure the research we do protects your safety, 
wellbeing and rights. This project has been reviewed by the University of Western Australia HREC.  
 
12. What if I have a problem? 
If you are worried or concerned about any aspect of the study contact the lead researcher, Penelope Strauss 
by email at penelope.strauss@telethonkids.org.au. If the researchers are unable to address your concerns or 
you wish to make a complaint about the study you can contact the University of Western Australia Human 
Research Ethics Committee on 6488 4703. 
 
 

Thank you for reading this information sheet. 
 
All research participants are entitled to retain a copy of this participant information sheet and consent form. 
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CONSENT FORM 
 

TRANS PATHWAYS PEER MENTORING STUDY 
 
Declaration by participant 
 

1 I confirm that I have read and understand the information sheet for the above study. 

2 I understand the purposes, procedures and risks of the research described in the project.  
 
 

3 I have had an opportunity to ask questions and I am satisfied with the answers I have received. 
 
 

4 I understand that I will be given a signed copy of this document to keep.  
 

5 I understand that research data gathered for the study may be published as long as my name,  
or any identifying data, is not used in any publication. 
 

6 I understand that all information provided is treated as strictly confidential and will not be  
released by investigators unless required to do so by law. 
 

7 I agree to be contacted in the future should a study be initiated to re-assess participants in the 
current study, or for similar studies (circle one). 
 

YES/NO 

                
 
Declaration by Researcher† 

I have given a verbal explanation of the research project, its procedures and risks and I believe that the 
participant has understood that explanation. 
 

 
 Name of Researcher† (please print)   
  

 Signature  
  
Date   

 

† An appropriately qualified member of the research team must provide the explanation of, and information 
concerning, the research project.  
 
Note: All parties signing the consent section must date their own signature. 

 

 Name (please print)     
 

 Signature   

 Today’s Date      
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Page 1 of 5                                                                                                           Phase 2 participant information sheet for participants (Version 4, May 6, 2017) 

Ashleigh Lin 
Telethon Kids Institute 

100 Roberts Road, Subiaco WA 6008 
Tel: 9489 7772  

Email: Ashleigh.Lin@telethonkids.org.au 
www.telethonkids.org.au 

 
Participant Information Form 

 

Trans Pathways Peer Mentoring Study 
 

Title Evaluating the effectiveness of peer mentoring among trans young people: Phase 2 
Short Title Trans Pathways Peer Mentoring Study: Phase 2 
Investigators Dr Ashleigh Lin, Penelope Strauss, Prof Angus Cook and Dr Sam Winter 
Location  Freedom Centre, Telethon Kids Institute  

 
You are being invited to take part in a research study called the Trans Pathways Peer Mentoring Study. We are 
inviting young people in Western Australia who identify as trans or gender diverse and are aged between 14 

and 25 years. 
 

This participant information sheet tells you about the research project. Knowing about the study will help you 
decide if you want to take part, so it is important to read it carefully. Ask questions about anything that you 
don’t understand or want to know more about. It is up to you if you want to participate. If you don’t want to 

take part, you don’t have to. 
 
If you decide you want to take part in the research project, you will be asked to sign a Consent Form. By signing 

it you are telling us that you: 

• Understand what you have read about the study 

• You agree to take part in the study 
 

You will be given a copy of this participant information sheet and the consent form to keep. 
 
 

1.  What is the study about? 
We know from research that trans young people are more at risk for mental health problems than cisgender 

young people. The aim of the study is to investigate whether peer mentoring helps to promote self-esteem 
and resilience among trans young people. We hope the results will improve our understanding of how trans 
young people can better be supported by services and the community.  

 
You are being invited to participate because you are a trans young person aged 14-25 years or the parent or 
guardian of a trans young person. 
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Page 2 of 5                                                                                                           Phase 2 participant information sheet for participants (Version 4, May 6, 2017) 

2.  What does this research study involve? 
The peer mentoring sessions will run once every two weeks for a total of six sessions (including the training 
workshop day) at the Freedom Centre, and will go for approximately three months. We will match you to 
another person or people who will be your mentoring buddy or buddies. You may know this person or 
people, or you may not. Please let us know immediately if you have any issues with the person or people 
you are grouped with.  
 
If you are a young person you will be paired with at least one other young person.  
 
If you are a parent/guardian you will be paired with at least one other parent/guardian. 
 
Each session will last approximately one and a half hours but you do not have to stay for the full session. 
Each session your pair or group will discuss things that you want to achieve and make plans on how to 
achieve these goals. You and your buddy(ies) will decide what you want to focus on, but there will be people 
at the Freedom Centre who can help you with this. The mentoring sessions will not be recorded, so anything 
you say to your mentoring partner is between you and them. We ask that you respect your mentoring 
partner’s privacy and do not share anything they have said with anyone else.  
 
However, there will be a member of the research team who will take notes on the general session. None of 
these notes will identify you by name. The research team just wants to record any issues that you may have, 
what is going well in the session, and general observations. The research team will maintain everyone’s 
privacy so if you would like to talk to anyone on the research team about anything we are available.  
 
If you are concerned about the safety of your mentoring buddy(ies) or anyone else at any time (e.g. if they 
tell you they are having thoughts of suicide or are thinking of hurting themselves or others), please let us 
know immediately.  
 
You do not have to talk about anything you do not want to discuss. If the topic or activity makes you 
uncomfortable let us know at any time. You are not required to stay in contact with your buddy(ies) after the 
program ends. We ask that you try to attend all the sessions. During this time if any issues within your 
buddy(ies) arise please let us know. Again, you can stop being part of the program at any time.  
 
If you decide to agree to take part in the research aspect of this program you will receive a questionnaire 
with some questions about you, why you are interested in this mentoring program, and what you expect to 
get out of taking part. It will take 5-10 minutes to complete and questionnaire. 
 
After the mentoring program has finished, someone from the research team will chat to you about what you 
thought of the program. This will either be face-to-face or over the phone, whatever is more convenient or 
preferable to you. Young people will again be asked to fill out a short questionnaire while parents/guardians 
will only be interviewed. If you allow us, we will audio-record these interviews. It will take 10-30 minutes to 
do the interview and questionnaire. 
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Page 3 of 5                                                                                                           Phase 2 participant information sheet for participants (Version 4, May 6, 2017) 

3.  Do I have to take part in this research project? 
It is your choice to take part or not. You do not have to agree if you do not want to. If you decide to take part 
and then change your mind, that is okay, you can stop at any time. You do not have to give us a reason; just 
tell us that you want to stop. If you choose not to take part, or start and then stop the study, it will not impact 
your relationship with the researchers or the Freedom Centre.  
 
 
4.  What are the possible benefits of taking part? 
We hope that this program is a positive experience for you, and that you enjoy taking part. The research 
component of this project is minimal. By participating you will be helping to inform future research, and future 
programs that may be provided to trans young people and their parents or guardians to support their mental 
health.  
 
 
5.  What are the possible risks or disadvantages of taking part? 
There are no risks to taking part. Because the theme of this program and research is self-care and mental 
health, some people might find it upsetting to think and talk about their experiences. You don’t have to talk 
about or do anything you don’t want to. We will give you a card at the beginning of the program that has some 
information on who you can contact if you need help. There will be someone you can speak to available during 
the sessions. 
 
If you need help, you should contact Qlife LGBTI phone and chat counselling and info service (1800 184 527 
www.qlife.org.au - 3pm-12am every day); Suicide Call back Service (1300 659 467 – 24/7); or beyondblue 
(1300 22 4636 – 24/7 www.beyondblue.org.au). Non-urgent mental health support is also available through 
YouthLink (1300 362 569) or headspace (1800 650 890).  
 
 
6.  What will happen when the research study stops? 
The information we collect from your questionnaires and talking to you will be put into a database with data 
from other people who took part in the study. We may use individual quotes, but again, we will never use your 
name and present any information which could identify you.  The results of the study will be written up in 
mental health and other health journals, and will be presented at meetings. Your name and any other 
identifying data will be kept secret.  
 
 
7.  Will my taking part in this study be kept confidential? 
All information collected as part of this research will be kept in a locked filing cabinet or stored securely on a 
computer. We will give your information a special code, and all information will be stored using this code, not 
your name. All your information will be kept confidential, and only the study team will be able to see it. If you 
tell us something that gives us reason to believe that you or others are in danger (for example, having strong 
suicidal thoughts), we may have to discuss this with someone outside the research team, but we will always 
discuss this with you first. Audio-recordings of the interviews will be transcribed (typed out) and then stored 
on the computer. These will also be stored using the special code and not your name.  
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Page 4 of 5                                                                                                           Phase 2 participant information sheet for participants (Version 4, May 6, 2017) 

8. What will happen to information about me? 
All information we collect will be securely stored at the Telethon Kids Institute for no less than 7 years after 
the research has finished, or until everyone in the study reaches age 25 (whichever is later). It will then be 
destroyed.  
 
 
 
9.  Who is organising the research? 
This study is being done by Penelope Strauss and Ashleigh Lin (Telethon Kids Institute), Angus Cook (School of 
Population Health, the University of Western Australia), and Sam Winter (School of Public Health, Curtin 
University). We are working with the Freedom Centre. This study is part of Penelope Strauss’s university 
studies (her PhD). 
 
10. What if I have any questions or a problem? 
If you are worried about any aspect of the study, please contact Penelope Strauss by email at 
penelope.strauss@telethonkids.org.au.  
 

Thank you for reading this information sheet. 
 

You will be given a copy of this information sheet and the consent form to keep. 
 
 
Approval to conduct this research has been provided by the University of Western Australia with reference number RA/4/1/8912, in 
accordance with its ethics review and approval procedures.  Any person considering participation in this research project, or agreeing 
to participate, may raise any questions or issues with the researchers at any time.  In addition, any person not satisfied with the 
response of researchers may raise ethics issues or concerns, and may make any complaints about this research project by contacting 
the Human Ethics office at UWA on (08) 6488 4703 or by emailing to humanethics@uwa.edu.au. All research participants are entitled 
to retain a copy of any Participant Information Form and/or Participant Consent Form relating to this research project. 
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Page 5 of 5                                                                                                           Phase 2 participant information sheet for participants (Version 4, May 6, 2017) 

Ashleigh Lin 

Telethon Kids Institute 

100 Roberts Road, Subiaco WA 6008 

Tel: 9489 7772  

Email: Ashleigh.Lin@telethonkids.org.au 

www.telethonkids.org.au 

 
CONSENT FORM: TRANS PATHWAYS PEER MENTORING STUDY: PHASE 2 

 
Statement by participant 
 

1 I have read and understand the information sheet for the above study. 

2 I understand the purposes, procedures and risks of the research described in the project.  

3 I have had opportunity chance to ask questions and I am happy with the answers I was given.  

4 I understand that I will be given a signed copy of this document to keep.  

5 
I understand that research data gathered for the study may be published as long as my name,  

or any identifying data, is not used. 

6 
I understand that all information provided is treated as strictly confidential and will not be  

released by investigators unless required to do so by law. 

7 
I agree to have my interviews be audio recorded, understanding that the recordings  

will be kept confidential.  

8 I agree to be contacted in the future for similar studies. YES/NO 

                
Declaration by Researcher† 

I have given a verbal explanation of the research project, its procedures and risks and I believe that the 

participant has understood that explanation. 

 

Name of Researcher† (please print)__________________________________________________________ 

 

 

Signature __________________________________________________  Date________________________ 

 
† An appropriately qualified member of the research team must provide the explanation of, and information 

concerning, the research project.  

Note: All parties signing the consent section must date their own signature. 

 

 Name (please print)     

 

 Signature   

 Today’s Date      
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Appendix G – Peer mentoring study interview guides 

  

Page 1 of 2               Pre-intervention semi-structured interview framework for parents of trans young people (Version 1, January 24, 2017) 

Pre-intervention (Phase 1 & Phase 2) baseline semi-structured interview questionnaire for trans 
young people (Version 1, January 24, 2017) 

 

Firstly thanks so much for participating in this project. I’d first like to learn a bit more about what you 
expect to get out of participating in this program, then there is a short questionnaire for you to 
privately complete. 

1. Have you participated in anything similar to this before?  

2. What do you hope to get out of participating in this program? Why did you choose to take part? 

 
Administer self-report questionnaire. 
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Please note: the Phase 2 interview guide for young person participants was amended prior to Phase 2 
(updated version included on the following page) 

 

Page 2 of 2               Post-intervention semi-structured interview framework for parents of trans young people (Version 1, January 24, 2017) 

Post-intervention (Phase 1 & Phase 2 for trans young people) follow-up semi-structured interview 
questionnaire  (Version 1, January 24, 2017) 

 

Thanks so much for taking part in the project. We hope you found it worthwhile, but we would also 
like to hear from you any feedback you have for us, then there is a short questionnaire for you to 
privately complete. 

1. What was the most significant change that occurred for you during this program? 

2. How was this significant for you? 

3. How would you improve the program if you were to participate in it again? 

4. Do you think this program could be implemented on a larger scale (e.g. with more participants)?  

5. What, if any, are the sorts of issues you could see associated with that? 

6. Do you have anything else you would like to share about your experience of participating in the 
program? 

7. Would you recommend this program to other trans young people? Why or why not? 
 
 
Administer self-report questionnaire. 
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Page 1 of 1                                           Post-intervention semi-structured interview framework for trans young people (Version 2, May 6, 2017) 

Post-intervention (Phase 2 for trans young people) follow-up semi-structured interview 
questionnaire (Version 2, May 6, 2017) 

 

Thanks so much for taking part in the project. We hope you found it worthwhile, but we would also 
like to hear from you any feedback you have for us, then there is a short questionnaire for you to 
privately complete. 

 

1. What are your overall thoughts about the program? 
2. What was the experience of goal setting like for you? 
3. What was the most significant change that occurred for you during this program? 
4. How was this significant for you? 
5. Do you think you are likely to use anything that you have learned throughout the program in 

your life in any way? 
6. What were any positive aspects of the program that you experienced or saw happening? 
7. What were any negative aspects of the program that you experienced or saw happening?  
8. How do you think what you have learned in this program will be useful for you in the future?  
9. How would you improve the program if you were to participate in it again? 
10. Do you think this program could be implemented on a larger scale (e.g. with more participants)?  
11. What, if any, are the sorts of issues you could see associated with that? 
12. Do you have anything else you would like to share about your experience of participating in the 

program? 
13. Would you recommend this kind of goal-setting program to other trans young people? Why or 

why not? 
 
 
Administer self-report questionnaire. 
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Page 1 of 1               Post-intervention semi-structured interview framework for parents of trans young people (Version 2, May 6, 2017) 

Post-intervention (Phase 2) follow-up semi-structured interview framework for parents of trans 
young people (Version 2, May 6, 2017) 

 

Thanks so much for taking part in the project. We hope you found it worthwhile, but we would also 
like to hear from you any feedback you have for us.  

1. What are your overall thoughts about the program? 

2. What was the experience of goal setting like for you? 

3. What was the most significant change you experienced as a result of/due to the program? 

4. Why was this significant for you? 

5. Do you think you are likely to use anything that you have learned throughout the program in 

your life in any way? 

6. How would you improve the program if you were to participate in it again? Or if it was being run 

again for other parents of trans young people? 

7. Do you think this program could be implemented on a larger scale?  

8. What, if any, are the sorts of issues you could see associated with large scale implementation? 

 

Now, there are a few questions I have in regards to you and your relationship with your child. If you 
don’t want to discuss any of these questions you don’t have to.  

9. Can you tell us about your trans young person? (e.g. age at which they identified, basic history of 

their experience raising the child, do they currently attend the Freedom Centre, etc.) 

10. How would you describe your relationship with your child? 

11. What has it been like communicating any concerns or difficulties that you have to your child?  

[This is specifically in regard to their needs surrounding their gender identity – e.g. problems with 
other family members accepting and understanding their gender identity (or your own 
understanding), information their school has told you, the costs of medical/psychological support, or 
any other concerns or difficulties that you may have experienced.] 

12. Did you have your child accompany you for any of your meet-ups or activities that were part of 

your goal setting? [If yes prompt for feedback and further information]  
13. Have you noticed any changes in your relationship with your child or family over the course of 

this program? 

14. How confident would you feel talking to other parents about any challenges you may face with 

your child? Has this confidence changed during the program? 

15. Do you feel there have been any changes in the way you are able to communicate with your 

child? 

16. Has taking part in this program had any effect on your relationship with your child? 

17. Do you have anything else you would like to share about your experience of participating in the 

program? 
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Please note: the Phase 2 interview guide for staff and volunteers was amended in ethics (updated version 
included on the following page)  

 

Page 1 of 1                                 Post-intervention semi-structured interview framework for staff and volunteers (Version 1, January 24, 2017) 

Post-intervention (Phase 1 and Phase 2) semi-structured interview questionnaire for staff and 
volunteers (Version 1, January 24, 2017) 
 
 
1. What was the most significant change that’s happened for you as a result of the program? 

 
2. Why was this significant for you? 

 
3. What was the most significant change that you perceive to have happened for the participants in 

the program as a result of the program? 
 

4. Why was this significant for you? 
 

5. Have you seen any changes in the self-esteem or resilience of participants? If so, can you 
describe this in more detail? 
 

6. How would you improve the program if you were to participate in it again? 
 

7. Do you think this program could be implemented on a larger scale?  
 

8. What, if any, are the sorts of issues you could see associated with implementation on a large 
scale? 
 

9. Do you have anything else you would like to share about your experience of participating in the 
program? 
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Page 1 of 1                                         Post-intervention semi-structured interview framework for staff and volunteers (Version 2, May 6, 2017) 

Post-intervention (and Phase 2) semi-structured interview questionnaire for staff and volunteers 
(Version 2, May 6, 2017) 
 
 
1. What was your role in the program? [e.g. staff versus volunteer, which participant group, how 

often attended, facilitator role, etc.] 
 

2. What are your overall thoughts about the program? 
 

3. What did you think of the goal setting style of the program? 
 

4. What was the most significant change that’s happened for you as a result of the program? 
 

5. Why was this significant for you? 
 
6. Do you think you are likely to use anything that you have learned throughout the program in 

your life in any way? 
 

7. What was the most significant change that you perceive to have happened for the participants in 
the program as a result of the program? 
 

8. Why was this significant for you? 
 

9. Have you seen any changes in the self-esteem or resilience of participants? If so, can you 
describe this in more detail? 
 

10. How would you improve the program if you were to participate in it again? 
 

11. Do you think this program could be implemented on a larger scale?  
 

12. What, if any, are the sorts of issues you could see associated with implementation on a large 
scale? 
 

13. Do you have anything else you would like to share about your experience of participating in the 
program? 
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Appendix H – Peer mentoring art exhibition catalogue  

 

A COLLECTION OF ARTWORKS 
DEPICTING THE GENDER JOURNEY 
OF TRANS AND GENDER DIVERSE 
YOUNG PEOPLE

Freedom 
Centre’s 

Trans Art 
Project
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ART WORKSHOP COORDINATOR
Lex Randolph, Artist
lex@lexrandolph.com
lexrandolph.com

FREEDOM CENTRE COORDINATOR
Dani Wright Toussaint
info@freedom.org.au

PROJECT OFFICER

Katie Darby

TRANS PATHWAYS RESEARCH TEAM
Penelope Strauss
Ashleigh Lin
Dani Wright Toussaint
Vanessa Watson
Sam Winter
Angus Cook 
transpathways@gmail.com
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Introduction
This collection of art work invites you to gain insight into 
the lives of trans and gender diverse young people. In 
exploring each work, you will meet the artists who have 
bravely shared their personal stories.  

The six week workshops series began by mapping individual 
gender journeys, which guided our conversations and 
the creative process. The artists found personal meaning 
in abstract string art, illustrated the lyrics  of songs that 
inspired them, created works of self-portraiture showing 
aspects of themselves that they love, that they want to 
change, that make them feel fabulous or feeble - that make 
them who they are. 

The interactive map is a collaborative artwork that visually 
represents aspects of all their gender journeys. As you follow 
the pieces around we encourage you to think about the 
things that have shaped your own gender journey (whatever 
that may be), and to put yourself into the shoes of a person 
of diverse gender. 
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The young people talked about what would make them 
feel welcome and safe to start a conversation about their 
gender identity and the message was very clear: there are 
no wrong questions and no boxes you have to tick. 

Your gender, your path. 

7KH�7UDQV�$UW�3URMHFW�LV�D�VLJQLȴFDQW�FRQWULEXWLRQ�WR�WKH�
Arts and Mental Health sector. As a peer-based, mental 
health evaluated arts project, the impact is far-reaching, 
ZLWK�EHQHȴWV�IRU�\RXQJ�WUDQV�DQG�JHQGHU�GLYHUVH�SHRSOH��
their families, friends and supporters, as well as mental 
health professionals and broader community. While the 
artistic outcomes are being celebrated here, the participant 
wellbeing and research outcomes are equally important. 
The collaboration between young people, artists, Freedom 
&HQWUH�VWD��SHHU�YROXQWHHUV��PHQWDO�KHDOWK�VXSSRUW�VWD�
and Trans Pathways researchers has been intensive, and 
every contribution has been made with care and dedication. 

It has been a privilege to work with each and every one of 
you. Thank you. 

Lex Randolph
Artist

Pronouns: he/him/they/them
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FREEDOM CENTRE’S TRANS ART PROJECT

Freedom Centre’s Trans Art Project is funded by the WA 
Mental Health Commission under the Suicide Prevention 
2020 Strategy to foster peer support and mentoring 
connections for trans and gender diverse young people 
in Perth. 

The Trans Pathways research by Telethon Kids Institute, 
UWA, Curtin, YouthLink and WAAC’s Freedom Centre found 
that art, music and friends were the top protective factors 
for mental wellbeing of trans and gender diverse young 
people 14-25 years old. This project sought to provide 
opportunities to develop these protective factors and 
evaluate the outcomes of this project (and our upcoming 
Buddy Networks!) with the Trans Pathways team in order 
to contribute evidence to help support and resource peer 
based support and prevention initiatives. 

WA AIDS Council’s Freedom Centre has been promoting the 
health and wellbeing of LGBTIQ+ young people in Perth 
and WA since 1994. Our core service is the peer based 
drop-in centre that is open weekly on Wednesday and 
Friday evenings and monthly for GenderQ, Junior aGender, 
QCulture and Outspace. Go to www.freedom.org.au for 
more information. 

Many thanks to all the young people who participated, 
)UHHGRP�&HQWUH�VWD�DQG�YROXQWHHUV�ZKR�FRQWULEXWHG��WKH�
Trans Pathways team, YMCA HQ and the City of Vincent, 
and the WA Mental Health Commission. Without your 
contributions, this project would not have been possible. 

Dani Wright Toussaint
Freedom Centre Coordinator

Pronouns: they/them/their
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Gender Map
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FREEDOM CENTRE’S TRANS ART PROJECT

Crossroads at the Present
Anonymous

This work, as part of the collaborative gender pathway piece created with 
the other workshop participants, explores two major changes I would like 
to make to my body in a future that I envision will be much brighter than 
many places in my past. I currently wear a chest binder, which compresses 
the breasts on my chest and helps me feel more like myself when clothes. 
However when wearing a binder I cannot dance easily or exercise, and it 
does not change the way my chest looks and feels like without it on, and 
thus in the future I will endeavour to have a bilateral mastectomy so that 
P\�ERG\�ZLOO�EHWWHU�UHȵHFW�PH��7KH�RWKHU�FKDQJHV�Ζ�KDYH�LQFOXGHG�RQ�WKH�
future half of my body is that I will have have grown out my hair. This is 
because I would like to reclaim a hair length that feels right for me now 

WKDW�Ζ�OLYH�ZLWK�PXFK�FRQȴGHQFH�LQ�P\�JHQGHU�DV�D�PDQ�

6
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Untitled
Frank M

This is a piece that shows the more negative journey of transitioning. We 
VWDUW�R�ZLWK�ȆZKR�DP�Ζ"ȇ�DQG�WKH�GHSUHVVLRQ��G\VSKRULD�DQG�FRQIXVLRQ�
WKDW�IROORZV�ZLWK�TXHVWLRQLQJ��:H�WKHQ�KLW�ȆKDUP�DOOH\ȇ�DQG�ȆVHOI�KDWUHG�
FDYHȇ�SDVVLQJ�ȆGHDWK�UDYLQHȇ��%XW�GHVSLWH�HYHU\WKLQJ��VXSSRUW�LV�UDLQLQJ�
GRZQ�DQG�DW�WKH�HQG�RI�WKLV�SLHFH�ZH�ȴQG�DFFHSWDQFH��FRPIRUW�DQG�WKHQ�

and the future, surgery.
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FREEDOM CENTRE’S TRANS ART PROJECT

8

?
Oliver Max Taylor

+DYH�\RX�HYHU�TXHVWLRQHG�\RXU�JHQGHU"�

+DV�VRPHRQH�HOVH�HYHU�TXHVWLRQHG�\RXU�JHQGHU"

How did that make you feel?
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Gendered Storm
Dani Wright Toussaint

3DUHQWLQJ�LV�D�MRXUQH\�RI�JURZWK�ZKHUH�P\�QRQ�ELQDU\�JHQGHU��P\�SDUHQWLQJ�
UROHV��DQG�P\�NLGȇV�JHQGHU�DUH�FRQȵLFWHG�DQG�H[SHFWDWLRQ�ODGHQ��6RPH�
days it feels like weathering an Antarctic storm. Penguin parents defy our 
conventional gender expectations and raise their baby penguins through 

storms in all seasons.
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FREEDOM CENTRE’S TRANS ART PROJECTFREEDOM CENTRE’S TRANS ART PROJECT

10

The Dysphorest
Sadie 

This is a fantastical version of elements that cause dysphoria. It’s stylised 
into a map form so each piece works as a landmark.
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At the Heart
Anonymous

The heart represents the place in our body where our feelings belong. 
(YHU\�DVSHFW�RI�P\�JHQGHU�MRXUQH\�KDV�EHHQ�IXOO�RI�IHHOLQJV���IURP�GHVSDLU�
WR�HODWLRQ�DQG�HYHU\ZKHUH�LQ�EHWZHHQ��7KLV�DQDWRPLFDO�PDS�SLQ�SRLQWV�
some key moments that have informed the paths that I have felt my way 
along. Some paths well traversed, others a detour or the scenic route, all 

important expeditions, leading me closer to myself.
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FREEDOM CENTRE’S TRANS ART PROJECTFREEDOM CENTRE’S TRANS ART PROJECT

Untitled
Oliver Max Taylor

The ups, downs and my hopes for the future of my gender.

12
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?
Sadie 

:KDW�GRHV�JHQGHU�PHDQ�WR�\RX"
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FREEDOM CENTRE’S TRANS ART PROJECTFREEDOM CENTRE’S TRANS ART PROJECT

Gender Incline
Malcolm

A geographical representation of what gender diverse people have to nagivate to 
live their authentic life.

14
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Self Portraits

‘Free the Nipple’ Flag
Helen

ΖQ�:HVWHUQ�VRFLHWLHV�QLSSOHV�DUH�MXGJHG�GLHUHQWO\�GHSHQGLQJ�RQ�
the gender that the owner is perceived to be, as femme nipples 
are often seen as sexualised and deemed as inappropriate.

I think that nipples are a beautiful part of the human body 
that everyone should be allowed to feel proud of and take 

ownership of.
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Self Portrait
Malcolm

This piece is a textile made from various materials, the colour 

used present the stereotyped roles associated with blue and 

SLQN��:ULWWHQ�LQVLGH�WKH�ȵHVK�OLNH�PDWHULDO�LV�VHYHUDO�RI�P\�
fears and things I will never say out aloud, all enclosed in what 

society expects of me based on my gender.

16
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Closeted
Oliver Max Taylor

This piece has two sides, to be viewed as separate of each other. The front is about 
how most of my unhappiness with being transgender stems from the labels and 
expectations pushed onto me, and that misery itself is expected from trans people as 
ȆSURRIȇ�RI�WKHLU�JHQGHU��7KH�ZRUGV�DQG�GUDZLQJV�VHZQ�RQ�DUH�IURP�ZKHQ�Ζ�ZDV�FORVHWHG�
and supressed all femininity and happiness to validate my gender to myself, as it 
FRXOGQȇW�EH�RXWZDUGO\�H[SUHVVHG�RU�FHOHEUDWHG��%HLQJ�SXVKHG�WR�EH�IHPLQLQH�FUHDWHG�
KXUW�DQG�FRQȵLFW�ZLWKLQ�PH��Ζ�ORYH�ȆIHPLQLQHȇ�WKLQJV�EXW�UHMHFWHG�WKHP�EHFDXVH�Ζ�FRXOGQȇW�
reject what they symbolised and what was really being forced onto me, womanhood.
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7KH�ZULWWHQ�ZRUGV�DUH�PHDQW�WR�FRQȵLFW�ZLWK�WKH�LPDJHU\��EHLQJ�FORVHWV�FUHDWHG�D�ORW�
RI�FRQȵLFWLQJ�HPRWLRQV�LQ�P\VHOI�

The back of the garment is me removed from all gender expectations and                         
stereotypes, it is me able to love and celebrate myself however I choose, regardless 

of others’ thoughts or opinions.

18
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Gender Timeline Mind Map
Anonymous

At the centre of my Gender Timeline Mind Map is an expression of something 
experienced by many people (including myself at times) in response to my gender, 
JHQGHU�TXHVWLRQLQJ��DQG�JHQGHU�H[SUHVVLRQ�RYHU�WKH�\HDUV��Ȋ:KDW"�ȋ�DQG�WKH�VXEVHTXHQW�
Ȋ8P��QRȋ�DQG�Ȋ%87�ȋ�DUWLFXODWH�DGDPDQW��FRQIXVHG�RU�DJJUHVVLYH�UHDFWLRQV�WR�WKH�
thoughts and feelings I have had surrounding my gender. Such thoughts and feelings 
featured in this work include early explorations of gender through fantasies about 
SULQFHVVHV��IHHOLQJ�XQVXUH�DERXW�EHLQJ�D�VWUDLJKW�JLUO�DIWHU�P\�ȴUVW�VDPH�VH[�FUXVK��D�
spherical model that I used to metaphorically explain my gender at a particular time 
in my life, and my hopes and dreams for the future. Amid this chaotic representation 
RI�VLJQLȴFDQW�VHFWLRQV�RI�P\�OLIH�DUH�WKUHH�VWDWHPHQWV�ZULWWHQ�LQ�EODFN�VSHHFK�EXEEOHV��
These statements are ones I wish to keep in mind as I progress with my gender 

H[SORUDWLRQV�DQG�DɝUPDWLRQV�
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Self-portrait: Now and Later
Anonymous 

7KLV�VHOI�SRUWUDLW�H[SUHVVHV�P\�GLVFRPIRUW�ZLWK�P\�ERG\�DQG�WKH�VRODFH�Ζ�VHHN�LQ�
LPDJLQLQJ�P\�ERG\�WR�EH�GLHUHQW��Ζ�KRSH�WKDW�LQ�WKH�IXWXUH�Ζ�ZLOO�EH�PRUH�FRQȴGHQW�
and connected with body as it relates to my gender in a similar way to how I am 

proud of the parts of my body that represent my ethnic background, such as my 

light brown skin.



APPENDICES 
 
 

 

540 

 

Untitled
Alex N

6NXOO��ΖV�PH�DQG�KRZ�Ζ�VHH�P\VHOI

Squiggly lines – DNA

Words on the Outside – What has been said to me in the past

1RWKLQJ�GHȴQHV�PH
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Being Bi: Now and Later
Anonymous 

This work was inspired by a similar line drawing I have seen online of two sets of 
couples kissing. On the right is a masculine presenting person and a feminine presenting 
person, and on the left are my face of the present and my face as I think it would 
look like in the future. This work represents the strength of my bi identity throughout 
changes that have occurred in my life, and the pride I will have in my attractions and 

intimate relationships though the changes that are yet to come.

FREEDOM CENTRE’S TRANS ART PROJECT
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Zine Collection
Oliver Max Taylor

Zines I have written to explain my gender to others.
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Self Portrait
Frank M

In the middle of a dark forest a storm brews, leaves shaking in fear, a strong wind 
PRYLQJ�WKH�ODQG��ΖȇP�ORVW��FRQIXVHG�DQG�VFDUHG��%XW�WKHQ��D�OLJKW��DQG�WKH�OHDYHV�VWRS�
shaking and the sun starts shining through. I feel safe, I feel supported I’m no longer 

lost and confused. I feel at peace and I now know what I must do. 

FREEDOM CENTRE’S TRANS ART PROJECT
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Illustrated 
Quotes

Untitled
Oliver Max Taylor

A lyric from my favourite band and thoughts around my gender.
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Sonnet
Malcolm

This is the sonnet was Lin Manuel Miranda’s acceptance speech at the last Tony 
awards, which took place hours after the pulse night club shootings. Miranda struggled 
WR�ȴQLVK�GXH�WR�WKH�PHDQLQJ�RQ�ZKLFK�WKH�VSHHFK�WRRN�RQ�DQG�KDV�EHHQ�XVHG�DV�D�
testament to how all survivors must continue to follow the melodies that seem to 
ȴQG�XV�XQWLO�WKH\�DUH�ȴQLVKHG�VRQJV�DQG�ZH�DOO�KDYH�HTXDOLW\�DQG�WKH�SKUDVH�ORYH�LV�

love is rejoiced by all.

26
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<`Z_P�1]ZX�;B=�-??8ɪ^�>P]aTYR�2ZʬXLY
Anonymous 

7KH�TXRWH�IHDWXUHG�LQ�WKLV�ZRUN�LV�IURP�LQGLH�EDQG�3:5�%770ȇV�VRQJ�6HUYLQJ�*RPDQ. 
7KH�VRQJ�WDNHV�LWV�WLWOH�IURP�WKH�QDPH�RI�DQ�LQȵXHQWLDO�VRFLRORJLVW�ZKR�WKHRULVHG�
that an individual will attempt to guide the impressions made about them by people 
they’ve just met by altering their appearance and manner. I’ve put the words “I want 
WR�SXW�WKH�ZKROH�ZRUOG�LQ�GUDJȋ�LQ�D�ULEERQ�EHFDXVH�Ζ�IHHO�LW�LV�D�EROGO\�FUHDWLYH�VWHS�
towards celebrating gender diversity and nonconformity. The second half of the 
TXRWH��ZKLFK�FRPPHQWV�PRUH�RQ�VRFLRORJLVW�(UYLQJ�*RPDQȇV�WKHRULHV�DERXW�WKH�
way we present ourselves to others, is outside of the ribbon. This is because it has 
taken a long time for me to realise that as someone who doesn’t exist within gender 
traditions I sometimes feel that I don’t know what I’m doing, but those who live by 

WKH�ȊUXOHV�RI�JHQGHUȋ�SUREDEO\�GRQȇW�NQRZ�ZKDW�WKH\ȇUH�GRLQJ�HLWKHU�
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FREEDOM CENTRE’S TRANS ART PROJECT

Quote
Frank M 

This quote is more about my mental health, how most of the time I see my mental 
illnesses as weaknesses, as something that will always hold me back, but I am learning 
to accept myself and my illnesses, learning to cope with them and live with them as 

they are me and they make me who I am.

28
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How to Build a Girl
Sadie

7KH�TXRWH�LWVHOI�IURP�WKH�VRQJ�Ȋ+RZ�WR�EXLOG�D�JLUOȋ�E\�7KH�)RRWEDOO�&OXE��D�EDQG�IURP�
0HOERXUQH�OHDG�E\�D�WUDQVZRPDQ��ΖW�KLJKOLJKWV�WKH�ORQHOLQHVV�WUDQV�IHPLQLQH�SHRSOH�FDQ�
experience when looking for people like them when the main representation they see 
DUH�HLWKHU�REMHFWLȴHG�VH[XDOL]HG�REMHFWV�RU�KRZ�GLɝFXOW�LW�LV�WR�OLYH�DV�D�WUDQV�ZRPDQ�
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String Art

Life
Frank M

This Picture represents not 
only transitioning but life as 
a whole, how things go up 
and down and all around, 
how colourful and gloomy it 
can be. The black represents 
a time line and the colours 
represent the mess of 
everything, but eventually 

everything will be ok.

30

Lady in the 
Lake
Malcolm

This piece is based of a short 
ȴOP�WKDW�ZDV�ZULWWHQ�ZKLVW�Ζ�
ZDV�LQ�KLJK�VFKRRO��7KH�ȴOP�
is about following in your 
parents footsteps and how 
at times those actions could 
lead to your metaphorical or 

literal demise.
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Little Black Dress
Sadie

7KHUHȇV�DQ�ROG�VWDWHPHQW�Ȇ(YHU\�ZRPDQ�
should have a little black dress’. As a 
trans woman I often feel I lack this 
ȆOLWWOH�EODFN�GUHVVȇ�PHWDSKRULFDOO\�DV�P\�
assigned sex and my physical body is 
often used to invalidate me due to not 
having something that every woman 

supposedly has.

Constant Thoughts
Oliver Max Taylor

Sometimes I wish I could turn my brain 
R�
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Another Place of 
Calm

Anonymous 

Part of this piece’s creation required 

using ink and string and not being able 

to see what the process of smearing 

the ink between two sheets of paper 

looked like until the sheets of paper 

were separated. I interpreted the 

results of my ink smearing as an image 

of good things rising and dancing 

SHDFHIXOO\��ZKLFK�UHȵHFWHG�KRZ�Ζ�ZDV�
feeling about where I was at with my 

emotions and my life at the time, so 

Ζ�DGGHG�D�ZKLPVLFDO�VHOI�SRUWUDLW�WR�
complete the work.

Swimming
Artist: Sadie

6ZLPPLQJ�LV�D�VLPSOH�SLHFH�UHȵHFWLQJ�
something I miss doing as swimming 

causes dysphoria as it often highlights 

elements of my body that I dislike.
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This poster was designed by the participants of the Freedom Centre’s Trans Art 
Workshops. 

Participants were asked what they would like to see on a poster in services and their 
community to make them feel welcome and free to be themselves. 

Participants expressed that they would feel more comfortable in settings where the 
following message was displayed: 

Your Gender
Your Path 

4XHVWLRQLQJ�\RXU�JHQGHU"�7UDQV�RU�JHQGHU�GLYHUVH"�
There are no wrong questions and no boxes you have to tick.

Feel free to be yourself.

You are welcome here.

Contact info@freedom.org.au if you would like one of these posters to display in 
your community setting.
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Your Path

Your gender

You are welcome here.
Community resources for trans, gender diverse and questioning young people:

freedom.org.au
(08) 9228 0354
info@freedom.org.au

qlife.org.au
1800 184 527
�SP���DP�GDLO\

Questioning your gender? Trans or gender diverse?
There are no wrong questions and no boxes you have to tick.

Feel free to be yourself. 

transfolkofwa.org.au
email@transfolkofwa.org

radaustralia.org.au 
rad@radaustralia.org.au

FREEDOM CENTRE’S TRANS ART PROJECT
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Appendix I – SPARX study recruitment flyers 

  

attending two focus 
groups about two 
weeks apart (food 
provided) in Perth

Participation in this research project involves:

*11-13yos will need consent from a parent/guardian.

Trans or gender diverse? 
11-18 years old? 

Want to help develop an online game to prevent depression?
WE WANT YOU TO HAVE YOUR SAY

on how to adapt an existing online game to suit the needs of 
TRANS AND GENDER DIVERSE YOUNG PEOPLE

spending time 
trialing the 
existing game 
over a fortnight 

providing feedback on how the 
existing game can be changed 
to best suit trans and gender 
diverse young people

REGISTER YOUR INTEREST 

by contacting Dani at 

dani.wrighttoussaint@telethonkids.org.au or 6319 1298
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Appendix J – SPARX study participant information and consent forms 

 

  

The University of Western Australia  
M459 Perth WA 6009 Australia 

 T +61 8 6488 3703  E humanethics@uwa.edu.au 
 M +61 000 000 000  CRICOS Provider Code 00126G 

 

 
Dr Yael Perry 
Telethon Kids Institute 
100 Roberts Rd, Subiaco 
Tel: 08 9489 7720  
Email: yael.perry@telethonkids.org.au 

 

 
 

Participant Information Form 
 

Developing an online game to prevent depression in trans and gender diverse young people 
 
Researchers: This research is being conducted by Dr Yael Perry, Dr Ashleigh Lin, Ms Penelope Strauss, 
Mx Dani Wright Toussaint (Telethon Kids Institute), and A/Prof Sam Winter (Curtin University). 

Student Researcher: Ms Helen Morgan, Murdoch University 

You are being invited to take part in a research study aimed at developing an online game to prevent 
depression in trans and gender diverse young people. We are inviting young people in Perth who are 
trans or gender diverse and are aged between 11 and 18 years to participate.  

This participant information sheet tells you about the research project. Knowing about the study will 
help you decide if you want to take part, so it is important to read it carefully.  Ask questions about 
anything that you don’t understand or want to know more about.  

If you decide you want to take part in the research project, you will be asked to sign a Consent Form. 
By signing it you are telling us that you: 

• Understand what you have read about the study 
• You agree to take part in the study 

If you are under the age of 14, we will need your parent / guardian’s consent too. 

1. What is the project about? 

Trans young people are at greater risk for mental health problems than cisgender (non-trans) young 
people. This project will work with trans young people to adapt an existing online game based on 
cognitive behavioural therapy for use with trans and gender diverse young people to prevent the onset 
of depression. Part of this study will contribute to a student project conducted by Helen Morgan. Ms 
Morgan is completing a postgraduate degree in Clinical Psychology, under the supervision of Dr Perry. 

2. What does participation involve? 

You will be asked to attend two focus groups, approximately two weeks apart.  

Focus groups will be semi-structured discussions conducted by experienced researchers and clinicians. 
The first focus group will focus on exploring your attitudes and experiences regarding online  and 
prevention programs. Then you will be asked to try out two version of an existing online prevention 
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program for a trial period of two weeks. During this trial period, you will be asked to keep track of your 
experiences and attitudes towards the games, as well as any specific changes you would recommend 
to make the program more suitable for trans and gender diverse young people, using an online diary. 
You will also be asked to complete a questionnaire to rate each program on several dimensions 
including usability, relevance, engagement and usefulness. At the end of the two week trial period, we 
will ask you to attend a second focus group where you can discuss your experiences of the game and 
brainstorm ideas for a trans-friendly version of the game.  With your permission, we will audio-record 
these focus groups. 

3.  Do I have to take part in this research project? 

It is your choice to take part or not. You do not have to agree to participate if you do not want to. If 
you decide to take part and then change your mind, that is okay; you can stop at any time. You do not 
have to give us a reason; just tell us that you want to stop. If you choose not to take part, or if you start 
and then stop the study, it will not impact your relationship with the researchers or the services that 
encouraged you to participate.  

If you are under 14 years of age, it is both you and your parents’ choice for you to participate or not 
and your parent can also withdraw their consent for you to participate at any time. 

4.  Will my participation in this study be kept confidential? 

All information collected as part of this research will be kept in a locked filing cabinet or stored 
securely on a computer. We will give your information a special code, and all information will be 
stored using this code, not your name. All your information will be kept confidential, and only the 
study team will be able to see it. If you tell us something that gives us reason to believe that you or 
others are in danger (for example, having strong suicidal thoughts), we may have to discuss this with 
someone outside the research team, but we will always discuss this with you first. Audio-recordings of 
the focus groups will be transcribed (typed out) and then stored on the computer. These will also be 
stored using the special code and not your name.  

5. What are the possible benefits of taking part? 

We hope that the focus groups will be interesting and engaging for you, and help you to feel that your 
experiences and ideas are valuable to our research. In the future, the adapted version of the online 
game will be tested with a view to using it in the community to prevent depression in trans and gender 
diverse young people. By participating, you will be helping us to develop a potentially valuable mental 
health resource for trans and gender diverse young people.  

6.  What are the possible risks or disadvantages of taking part? 

As the focus of this research is on mental health, some people might find it upsetting to think and talk 
about their experiences. You don’t have to talk about or do anything you don’t want to. We don’t 
anticipate that participation will cause any lasting distress, however, we will give you a card at the 
beginning of the first focus group that has some information on who you can contact if you need 
support. An experienced clinical psychologist will supervise all focus groups and will be on call should 
anyone require immediate support.   
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If you do need support, we urge you to contact Qlife LGBTI phone and chat counselling and info service 

(1800 184 527 www.qlife.org.au - 3pm -12am every day), Suicide Call Back Service (1300 659 467 – 

24/7) , Kids HelpLine (1800 55 1800 www.kidshelpline.com.au  24/7)  or Lifeline (13 11 14 - 24/7 or 

www.lifeline.org.au/crisis-chat - 7pm-midnight EST). Non-urgent mental health support is also 

available through YouthLink (1300 362 569) or headspace (1800 650 890).  

7. Reimbursement 

Participants will receive a $50 gift voucher to reimburse you for your participation in each focus group. 

Food will also be provided at the focus groups. 

8.  What will happen when the research study stops? 

The information we collect from the focus groups, your online diaries and questionnaires will be put 

into a database with data from other people who took part in the study. The results of the study will 

be published in scientific journals, and will be presented at meetings. Your name and any other 

identifying data will be kept confidential. We may use individual quotes, but will never use your name 

or present any information that could identify you.  

9. What will happen to information about me? 

All information we collect will be securely stored at the Telethon Kids Institute for no less than 7 years 

after the research has finished, or until everyone in the study reaches age 25  (whichever is later). It 

will then be destroyed.  

10. Who is funding this research? 

This research is supported by the Western Australian Health Promotion Foundation (Healthway), 

through an Exploratory research grant. 

11. What if I have any questions or a problem? 

If you would like to discuss any aspect of the study, please contact Dr Yael Perry on +61 8 9489 7720 or 

yael.perry@telethonkids.org.au.   

 

Thank you for reading this information sheet. 

 

You will be given a copy of this information sheet and the consent form to keep. 

--------------------------------------------------------------- 

Approval to conduct this research has been provided by the University of Western Australia, in accordance with its ethics 
review and approval procedures.  Any person considering participation in this research project, or agreeing to participate, 
may raise any questions or issues with the researchers at any time.  In addition, any person not satisfied with the response of 
researchers may raise ethics issues or concerns, and may make any complaints about this research project by contacting the 
Human Ethics office at UWA on (08) 6488 4703 or by emailing to humanethics@uwa.edu.au. All research participants are 
entitled to retain a copy of any Participant Information Form and/or Participant Consent Form relating to this research 
project. 
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The University of Western Australia  
M459 Perth WA 6009 Australia 

 T +61 8 6488 3703  E humanethics@uwa.edu.au 
 M +61 000 000 000  CRICOS Provider Code 00126G 

 

 
Dr Yael Perry 
Telethon Kids Institute 
100 Roberts Rd, Subiaco 
Tel: 08 9489 7720  
Email: yael.perry@telethonkids.org.au 

 

 
Participant Information Form 

 
Developing an online game to prevent depression in trans and gender diverse young people 
 
Researchers: This research is being conducted by Dr Yael Perry, Dr Ashleigh Lin, Ms Penelope Strauss, 
Mx Dani Wright Toussaint, Ms Anna Hunt (Telethon Kids Institute), and A/Prof Sam Winter (Curtin 
University). 

Student Researcher: Ms Helen Morgan, Murdoch University 

You are being invited to take part in a research study aimed at developing an online game to prevent 
depression in trans and gender diverse young people. We are inviting young people in Perth who are 
trans or gender diverse and are aged between 11 and 18 years to participate.  

This participant information sheet tells you about the research project. Knowing about the study will 
help you decide if you want to take part, so it is important to read it carefully.  Ask questions about 
anything that you don’t understand or want to know more about.  

If you decide you want to take part in the research project, you will be asked to sign a Consent Form. 
By signing it you are telling us that you: 

• Understand what you have read about the study 
• You agree to take part in the study 

1. What is the project about? 

Trans young people are at greater risk for mental health problems than cisgender (non-trans) young 
people. This project will work with trans young people to adapt an existing online game based on 
cognitive behavioural therapy for use with trans and gender diverse young people to prevent the onset 
of depression. Part of this study will contribute to a student project conducted by Helen Morgan. Ms 
Morgan is completing a postgraduate degree in Clinical Psychology, under the supervision of Dr Perry. 

2. What does participation involve? 

You will be asked to attend two focus groups, approximately two weeks apart.  

Focus groups will be semi-structured discussions conducted by experienced researchers and clinicians. 
The first focus group will focus on exploring your attitudes and experiences regarding online and 
prevention programs. Then you will be asked to try out two version of an existing online prevention 
program for a trial period of two weeks. During this trial period, you will be asked to keep track of your 
experiences and attitudes towards the games, as well as any specific changes you would recommend 
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to make the program more suitable for trans and gender diverse young people, using an online diary. 
You will also be asked to complete a questionnaire to rate each program on several dimensions 
including usability, relevance, engagement and usefulness. At the end of the two week trial period, we 
will ask you to attend a second focus group where you can discuss your experiences of the game and 
brainstorm ideas for a trans-friendly version of the game.  With your permission, we will audio-record 
these focus groups. 

3.  Do I have to take part in this research project? 

It is your choice to take part or not. You do not have to agree to participate if you do not want to. If 
you decide to take part and then change your mind, that is okay; you can stop at any time. You do not 
have to give us a reason; just tell us that you want to stop. If you choose not to take part, or if you start 
and then stop the study, it will not impact your relationship with the researchers or the services that 
encouraged you to participate.  

4.  Will my participation in this study be kept confidential? 

All information collected as part of this research will be kept in a locked filing cabinet or stored 
securely on a computer. We will give your information a special code, and all information will be 
stored using this code, not your name. All your information will be kept confidential, and only the 
study team will be able to see it. If you tell us something that gives us reason to believe that you or 
others are in danger (for example, having strong suicidal thoughts), we may have to discuss this with 
someone outside the research team, but we will always discuss this with you first. Audio-recordings of 
the focus groups will be transcribed (typed out) and then stored on the computer. These will also be 
stored using the special code and not your name.  

5. What are the possible benefits of taking part? 

We hope that the focus groups will be interesting and engaging for you, and help you to feel that your 
experiences and ideas are valuable to our research. In the future, the adapted version of the online 
game will be tested with a view to using it in the community to prevent depression in trans and gender 
diverse young people. By participating, you will be helping us to develop a potentially valuable mental 
health resource for trans and gender diverse young people.  

6.  What are the possible risks or disadvantages of taking part? 

As the focus of this research is on mental health, some people might find it upsetting to think and talk 
about their experiences. You don’t have to talk about or do anything you don’t want to. We don’t 
anticipate that participation will cause any lasting distress, however, we will give you a card at the 
beginning of the first focus group that has some information on who you can contact if you need 
support. An experienced clinical psychologist will supervise all focus groups and will be on call should 
anyone require immediate support.   

If you do need support, we urge you to contact Qlife LGBTI phone and chat counselling and info service 
(1800 184 527 www.qlife.org.au - 3pm -12am every day), Suicide Call Back Service (1300 659 467 – 
24/7) , Kids HelpLine (1800 55 1800 www.kidshelpline.com.au  24/7)  or Lifeline (13 11 14 - 24/7 or 
www.lifeline.org.au/crisis-chat - 7pm-midnight EST). Non-urgent mental health support is also 
available through YouthLink (1300 362 569) or headspace (1800 650 890).  



APPENDICES 
 
 

 

560 

 

 

 

7. Reimbursement 

Participants will receive a $50 gift voucher to reimburse you for your participation in each focus group. 
Food will also be provided at the focus groups. 

8.  What will happen when the research study stops? 

The information we collect from the focus groups, your online diaries and questionnaires will be put 
into a database with data from other people who took part in the study. The results of the study will 
be published in scientific journals, and will be presented at meetings. Your name and any other 
identifying data will be kept confidential. We may use individual quotes, but will never use your name 
or present any information that could identify you.  

9. What will happen to information about me? 

All information we collect will be securely stored at the Telethon Kids Institute for no less than 7 years 
after the research has finished, or until everyone in the study reaches age 25  (whichever is later). It 
will then be destroyed.  

10. Who is funding this research? 

This research is supported by the Western Australian Health Promotion Foundation (Healthway), 
through an Exploratory research grant. 

11. What if I have any questions or a problem? 

If you would like to discuss any aspect of the study, please contact Dr Yael Perry on +61 8 9489 7720 or 
yael.perry@telethonkids.org.au.   

 

Thank you for reading this information sheet. 

 

You will be given a copy of this information sheet and the consent form to keep. 

 

--------------------------------------------------------------- 

Approval to conduct this research has been provided by the University of Western Australia, in accordance with its ethics 
review and approval procedures.  Any person considering participation in this research project, or agreeing to participate, 
may raise any questions or issues with the researchers at any time.  In addition, any person not satisfied with the response of 
researchers may raise ethics issues or concerns, and may make any complaints about this research project by contacting the 
Human Ethics office at UWA on (08) 6488 4703 or by emailing to humanethics@uwa.edu.au. All research participants are 
entitled to retain a copy of any Participant Information Form and/or Participant Consent Form relating to this research 
project. 
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The University of Western Australia  
M459 Perth WA 6009 Australia 

 T +61 8 6488 3703  E humanethics@uwa.edu.au 
 M +61 000 000 000  CRICOS Provider Code 00126G 

 

 
 

Dr Yael Perry 
Telethon Kids Institute 
100 Roberts Rd, Subiaco 
Tel: 08 9489 7720  
Email: yael.perry@telethonkids.org.au 

 
 
 

Participant Consent Form 
 

Developing an online game to prevent depression in trans and gender diverse 
young people research project 

 
 
 
I, ______________________________________ (please print) have read the information provided 
and any questions I have asked have been answered to my satisfaction. I agree to participate in this 
research project, realizing that I may withdraw at any time without reason and without prejudice. 
 
I understand that all identifiable information that I provide is treated as confidential and will not be 
released by the investigator in any form that may identify me unless I have consented to this.  The 
only exception to this principle of confidentiality is if this information is required by law to be released. 
 
 
I agree to have the focus groups audiotaped.     o  (please tick) 
 
 
I agree to be contacted for future research about gender diversity.  Yes o  No o   
 
 
 
 
 _________________________  _______________ 
 Participant signature  Date 
 
 
 
 
 
Approval to conduct this research has been provided by the University of Western Australia, in 
accordance with its ethics review and approval procedures. Any person considering participation in this 
research project, or agreeing to participate, may raise any questions or issues with the researchers at any 
time. 
In addition, any person not satisfied with the response of researchers may raise ethics issues or 
concerns, and may make any complaints about this research project by contacting the Human Ethics 
Office at the University of Western Australia on (08) 6488 3703 or by emailing to 
humanethics@uwa.edu.au 
All research participants are entitled to retain a copy of any Participant Information Form and/or 
Participant Consent Form relating to this research project. 
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The University of Western Australia  
M459 Perth WA 6009 Australia 

 T +61 8 6488 3703  E humanethics@uwa.edu.au 
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Dr Yael Perry 
Telethon Kids Institute 
100 Roberts Rd, Subiaco 
Tel: 08 9489 7720  
Email: yael.perry@telethonkids.org.au 

 

 
Participant Information Form – Parent/Guardian 

 
Developing an online game to prevent depression in trans and gender diverse young people 
 
Researchers: This research is being conducted by Dr Yael Perry, Dr Ashleigh Lin, Ms Penelope Strauss, 
Mx Dani Wright Toussaint, Ms Anna Hunt (Telethon Kids Institute), and A/Prof Sam Winter (Curtin 
University). 

Student Researcher: Ms Helen Morgan, Murdoch University 

Your child is being invited to take part in a research study aimed at developing an online game to 
prevent depression in trans and gender diverse young people. We are inviting young people in Perth 
who are trans or gender diverse and are aged between 11 and 18 years to participate.  

This participant information sheet tells you about the research project. Knowing about the study will 
help you decide if you want your child to take part, so it is important to read it carefully.  Ask questions 
about anything that you don’t understand or want to know more about. Participation in this research 
is voluntary.  

If you decide you want your child to take part in the research project, you will be asked to sign a 
Consent Form for them. By signing it you are telling us that you: 

• Understand what you have read 
• Consent to your child taking part in the research project 

 
1. What is the project about? 

Trans young people are at greater risk for mental health problems than cisgender (non-trans) young 
people. This project aims to collaboratively adapt an existing online game based on cognitive 
behaviour therapy for use with trans and gender diverse young people to prevent the onset of 
depression.  Part of this study will contribute to a student project conducted by Helen Morgan. Ms 
Morgan is completing a postgraduate degree in Clinical Psychology, under the supervision of Dr Perry. 

2. What does participation involve? 

Your child will be asked to attend two focus groups, approximately two weeks apart.   

Focus groups will be semi-structured discussions conducted by experienced researchers and clinicians. 
The first focus group will focus on exploring participants’ attitudes and experiences in regards to online 
and prevention programs. Then they will be asked to try out two versions of an existing online 
prevention program for a trial period of two weeks. During this trial period, your child will be asked to 
keep track of their experiences and attitudes towards the games, as well as any specific changes they 
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would recommend to make the program more suitable for trans and gender diverse young people, 
using an online diary. Your child will also be asked to complete a questionnaire to rate each program 
on several dimensions including usability, relevance, engagement and usefulness. At the end of the 
two week trial period, we will ask your child to attend a second focus group where they can discuss 
their experiences of the game and brainstorm concepts for inclusion in the trans-friendly version of the 
game.  With your permission, we will audio-record these focus groups. 

3.  Does my child have to take part in this research project?  

It is your and your child’s choice to take part or not. You do not have to allow them to participate if 
you do not want to. If you decide to allow them to take part and then change your mind, that is okay; 
they can stop at any time. You do not have to give us a reason; just tell us that you would like them to 
stop. If you choose not to let them take part, or if they start and then stop the study, it will not impact 
your or their relationship with the researchers or the services that encouraged them to participate. 
Please note, both your and your child’s consent is required for them to participate in the study, 
however, either of you are free to withdraw their participation at any time.  

4.  Will my child’s participation in this study be kept confidential? 

All information collected as part of this research will be kept confidential in a locked filing cabinet or 
stored securely on a computer. We will give your child’s information a special code, and all information 
will be stored using this code, not their name. All your child’s information will be kept confidential, and 
only the study team will be able to see it. If your child tells us something that gives us reason to believe 
that your child or others are in danger (for example, having strong suicidal thoughts), we may have to 
discuss this with someone outside the research team, but we will always discuss this with you and/or 
your child first. Audio-recordings of the focus groups will be transcribed (typed out) and then stored on 
the computer. These will also be stored using the special code and not your child’s name.  

5. What are the possible benefits of taking part? 

We hope that the focus groups will be interesting and engaging for your child, and help them to feel 
that their experiences and ideas are valuable to our research. In the future, the adapted version of the 
online game will be tested with a view to disseminating it in the community to prevent depression in 
trans and gender diverse young people. By participating, your child will be helping to develop a 
potentially valuable mental health resource for trans young people.  

6.  What are the possible risks or disadvantages of taking part? 

As the focus of this research is on mental health, some people might find it upsetting to think and talk 
about their experiences. Participants don’t have to talk about or do anything they don’t want to. We 
don’t anticipate that participation will cause any lasting distress, however, we will give participants a 
card at the beginning of the first focus group that has some information on who they can contact if 
they need support. An experienced clinical psychologist will supervise all focus groups and will be on 
call should anyone require immediate support.  

If your child does need support, we urge them to contact Qlife LGBTI phone and chat counselling and 
info service (1800 184 527 www.qlife.org.au - 3pm-12am every day), Suicide Call Back Service (1300 
659 467 – 24/7), Kids HelpLine (1800 55 1800 www.kidshelpline.com.au  24/7) or Lifeline (13 11 14 - 
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24/7 or www.lifeline.org.au/crisis-chat - 7pm-midnight EST). Non-urgent mental health support is also 

available through YouthLink (1300 362 569) or headspace (1800 650 890).  

7. Reimbursement 

Participants will receive a $50 gift voucher to reimburse them for their participation in each focus 

group. Food will also be provided at the focus groups. 

8.  What will happen when the research study stops? 

The information we collect from the focus groups, participants’ online diaries and questionnaires will 

be put into a database with data from other people who took part in the study. The results of the 

study will be published in scientific journals, and will be presented at meetings. Your child’s name and 

any other identifying data will be kept confidential. We may use individual quotes from your child, but 

will never use your child’s name or present any information that could identify them.  

9. What will happen to information about my child? 

All information we collect will be securely stored at the Telethon Kids Institute for no less than 7 years 

after the research has finished, or until everyone in the study reaches age 25  (whichever is later). It 

will then be destroyed.  

10. Who is funding this research? 

This research is supported by the Western Australian Health Promotion Foundation (Healthway), 

through an Exploratory research grant. 

11. What if I have any questions or a problem? 

If you would like to discuss any aspect of the study, please contact Dr Yael Perry on +61 8 9489 7720 or 

yael.perry@telethonkids.org.au.   

 

Thank you for reading this information sheet. 

You will be given a copy of this information sheet and the consent form to keep. 

--------------------------------------------------------------- 

Approval to conduct this research has been provided by the University of Western Australia, in accordance with its ethics 
review and approval procedures.  Any person considering participation in this research project, or agreeing to participate, 
may raise any questions or issues with the researchers at any time.  In addition, any person not satisfied with the response of 
researchers may raise ethics issues or concerns, and may make any complaints about this research project by contacting the 
Human Ethics office at UWA on (08) 6488 4703 or by emailing to humanethics@uwa.edu.au. All research participants are 
entitled to retain a copy of any Participant Information Form and/or Participant Consent Form relating to this research 
project. 
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The University of Western Australia  
M459 Perth WA 6009 Australia 

 T +61 8 6488 3703  E humanethics@uwa.edu.au 
 M +61 000 000 000  CRICOS Provider Code 00126G 

 

 
 

Dr Yael Perry 
Telethon Kids Institute 
100 Roberts Rd, Subiaco 
Tel: 08 9489 7720  
Email: yael.perry@telethonkids.org.au 

 
 
 

Parent/ Guardian Consent Form 
 

Developing an online game to prevent depression in trans and gender diverse 
young people research project 

 
 
I, ______________________________________ (please print) have read the information provided 
and any questions I have asked have been answered to my satisfaction. I agree to consent for my 
child ____________________________________ to participate in this research project, realizing that 
my child and/or I may withdraw at any time without reason and without prejudice. 
 
I understand that all identifiable information that my child and I provide is treated as confidential and 
will not be released by the investigator in any form that may identify me unless my child and I have 
consented to this.  The only exception to this principle of confidentiality is if this information is required 
by law to be released. 
 
 
I agree to have the focus groups audiotaped.     o  (please tick) 
 
 
I agree to be contacted for future research about gender diversity.  Yes o  No o   
 
 
 
 _________________________  _______________ 
 Parent/ Guardian signature  Date 
 
 
 
Approval to conduct this research has been provided by the University of Western Australia, in 
accordance with its ethics review and approval procedures. Any person considering participation in this 
research project, or agreeing to participate, may raise any questions or issues with the researchers at any 
time. 

In addition, any person not satisfied with the response of researchers may raise ethics issues or 
concerns, and may make any complaints about this research project by contacting the Human Ethics 
Office at the University of Western Australia on (08) 6488 3703 or by emailing to 
humanethics@uwa.edu.au 
All research participants are entitled to retain a copy of any Participant Information Form and/or 
Participant Consent Form relating to this research project. 
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Appendix K – SPARX focus group questions 

Focus Group Questions - Developing an online game to prevent depression in trans and 
gender diverse young people research project 

 

FOCUS GROUP ONE – Attitudes  

 

Italicized text indicates prompts 

 
Brief explanation of term mental health difficulties using their language, highlighting that everyone 
will experience ‘ups and downs’ in life; it’s when the ‘downs’ continue that people often need formal 
help.  
 

1. What are the key mental health difficulties that trans and gender diverse young people 
face? 

2. Do you use the internet or mobile apps when you’re feeling stressed or low? If so: 

a. What kinds of sites, apps, programs do you use? 

b. Does it make you feel better/worse/same? 

3. What mental health resources, tools and services do you use offline/IRL (In Real Life)?  

a. Could these be useful in an online format?  

4. If/when you experience mental health issues, would you use the internet? How would/did 
you do this?  

a. What online sites or resources do you find useful or helpful for mental health 
issues?  What was good about them? What needed improving about them? 

b. What online sites or resources do you/young trans people not find useful or helpful 
for mental health issues? What needed improving about them? 

5. How can the internet or apps be helpful when trans young people in general are feeling 
stressed or low?  

6. More generally, do you play online/computer games? If so, what kinds? 

7. Do you play online games when feeling stressed or low? If so, are the games helpful or 
unhelpful? Why? 

a. What features or aspects of your preferred games have you found particularly 
helpful? 

b. What features or aspects of games have you found to be particularly unhelpful? 

8. If there was some kind of app or game that could help to prevent or minimize you feeling 
low or stressed in the future, what would make you want to use it? What would make it 
appealing to you?  
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a. Would this be more or less appealing than an app or game that helps you once 
you’re already feeling low or stressed? 

 

FOCUS GROUP TWO – SPARX-R and Rainbow SPARX 

 

1. What do you think of Rainbow SPARX and SPARX-R?  

a. What do you like about them?  

b. What don’t you like about them? 

c. SPARX-R is prevention focused and Rainbow SPARX is treatment focused. Which 
one should the TGD version be? 

2. Rainbow SPARX was made for LGB young people and SPARX-R was made for all young 
people – do they need adapting to be useful to trans and gender diverse young people?  

a. What changes are needed/essential?  

b. What changes would be helpful, but not essential? 

3. What might stop you using Rainbow SPARX or SPARX-R if it were made available in 
Australia?  

a. What might stop other trans young people using it? 

b. What would make it easy to access Rainbow SPARX?  

c. What would make it hard to access Rainbow SPARX? What is the best format for 
SPARX – phone, PC, laptop?  

4. Would you recommend Rainbow SPARX/ SPARX-R to someone like you if they were 
feeling stressed and low?  

a. Why, or why not?  

5. If we created a separate game/app that focused on character development, narrative, YP 
living their regular lives etc., should the characters be exclusively LGBT or would it be 
better to include cis/heterosexual characters too? 

6. Should we focus our intervention efforts on the individual or society as a priority? 

7. If we were able to adapt SPARX to suit the needs of trans young people in the ways you 
have suggested, what kind of impact do you think it could have on trans young people who 
use the game’?  

a. For example, we tend to see an improvement in symptoms of depression or anxiety. 
Are there any other things that might improve as a result of using the game? 

8. What do you think the trans-friendly version of the SPARX games be called? 
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Abstract

Background. Trans and gender diverse (TGD) young people worldwide experience high rates
of poor mental health; however, these rates were unknown in Australia. In addition, how nega-
tive life events affect the mental health of TGD 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. 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 discrimin-
ation (68.9%). Most poor mental health outcomes were associated with negative experiences.
The strongest associations were found for precarious accommodation and issues within edu-
cational settings. For example, participants with a prior suicide attempt were almost six 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 pertin-
ent for clinicians working with trans young people and wider society.

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 (Cohen-Kettenis et al., 2011; Telfer et al., 2015). The number of trans and gender
non-conforming young people in the population is currently estimated to be almost 2.7% of
adolescents (Rider et al., 2018), higher than previous population estimates of 0.5–1.2%
(Telfer et al., 2015; Winter et al., 2016; Flores et al., 2017).

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 les-
bian, gay and bisexual peers (Hillier et al., 2010; Veale et al., 2017). 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 (Bouman et al., 2017;
Veale et al., 2017; Rider et al., 2018). Previous research shows that children who are gender
non-conforming 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 (Roberts et al.,
2013). Reisner et al. (2015) found that, in comparison to cisgender controls, trans young peo-
ple experienced a two to threefold greater risk of anxiety disorders and depression.
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Suicide attempts are relatively common in young trans popu-
lations – 37.8% of trans young people (aged 19–25) in Canada
and 45% of trans adolescents in the UK have attempted suicide
(Bradlow et al., 2017; Veale et al., 2017). TGD young people are
significantly more likely than cisgender youth (regardless of sexu-
ality) to self-harm and attempt suicide (Jones and Hillier, 2013;
Smith et al., 2014; Reisner et al., 2015; Testa et al., 2017). 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
(Reisner et al., 2015). Causes of suicidal ideation and risk in TGD
populations are likely to be multifactorial, including being attrib-
utable to minority stress, transphobia and life crises (McDermott
et al., 2017; Testa et al., 2017). 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 (Smith et al., 2014). A history of physical
and/or sexual violence has been associated with suicidal thoughts
and attempts in adult trans populations (Testa et al., 2012).

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 identifica-
tion documents not matching gender expression) stemming from
the expectation of rejection (Rood et al., 2016). LGBT youth who
experience peer victimisation experience higher levels of depres-
sive symptoms, and have a lower sense of belonging within
schools (Collier et al., 2013). As a young person’s gender non-
conformity increases, so too do their likelihood of being bullied
(Gordon et al., 2018).

There has been limited research on the mental health of TGD
young people within Australia. In particular, the impact of nega-
tive and/or traumatic events on mental wellbeing in this popula-
tion has not been extensively examined (Reisner et al., 2016). 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 out-
comes; e.g. self-harm, suicidality and psychiatric diagnoses
(Smith et al., 2014). 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 (Reisner et al., 2016). 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.

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 cur-
rently 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 commu-
nity. 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 take 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).

Outcomes and risk factors of interest

The questionnaire included both quantitative and qualitative
components. Primary outcomes of interest were self-reported psy-
chiatric 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) (Kroenke et al., 2001). The PHQ-A is a
nine-item scale that is scored from 0–27 and can be categorised
into no depressive disorder (0–4); possible mild depressive dis-
order (5–9); possible moderate depressive disorder (10–14); pos-
sible moderately severe depressive disorder (15–19); and possible
severe depressive disorder (20–27) (Kroenke et al., 2001). Anxiety
was measured using the Generalised Anxiety Disorder seven-item
Scale (GAD-7) (Spitzer et al., 2006). The categories for the
GAD-7 are based on scores suggestive of a generalised anxiety dis-
order (!5); moderate to severe anxiety (!10); and severe anxiety
(!15) (Spitzer et al., 2006).

2 Penelope Strauss et al.
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Self-reported psychiatric diagnoses

Psychiatric diagnoses (depression, anxiety disorders, post-
traumatic stress disorder, eating disorders, autism spectrum
disorder, personality disorders, psychosis and substance use dis-
orders) were listed and participants were asked whether a health
professional had ever diagnosed the individual with the specific
psychiatric conditions.

Self-reported adverse health outcomes

The five self-reported adverse health outcomes measured were:
wanting to self-harm, self-harming, reckless behaviour that pur-
posely 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 the list provided. These items included: issues with accom-
modation (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 men-
tal 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 dri-
vers and adverse health outcomes, psychiatric diagnoses, and cur-
rent 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 psychopath-
ology 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.

Results

Demographics

The majority of participants were assigned female at birth
(74.4%). Aboriginal and/or Torres Strait Islander people com-
prised 3.7% of this sample, a proportion that is representative
of Australian population demographics (Australian Bureau of
Statistics, 2014). The mean age of participants was 19.37 years
(S.D. = 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
(Australian Bureau of Statistics, 2016).

Self-harm and suicidality

Table 1 reports the lifetime prevalence rates of adverse health out-
comes 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 sui-
cidal 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

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)

*!2 test significant difference between the two comparative groups ( p < 0.05).
**!2 test significant difference between the two comparative groups ( p < 0.01).
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under the age of 18 compared to those aged 18 or older. However,
there were significant differences between TGD young people who
were birth-assigned female compared to those birth-assigned
male as tested with a Pearson !2 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 sui-
cidal thoughts (F = 4.139, p = 0.042). There was no statistically sig-
nificant difference between these groups for suicide attempts.

Self-reported psychiatric diagnoses

Figure 1 summarises the prevalence of self-reported psychiatric
diagnoses ever received by a health professional. The most preva-
lent 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 parti-
cipants 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 2 weeks (n =
845). The mean GAD-7 score was 11.53 (S.D. = 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 dif-
ficult 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 symp-
toms, 16.2% with mild depressive symptoms, 21.6% with moder-
ate depressive symptoms, 24.6% with moderately severe depressive

symptoms and 30.2% with severe depressive symptoms during the
2 weeks prior to completing the survey (n = 736). The mean
PHQ-A score was 15.26 (S.D. = 7.04, n = 736).

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 2–4.

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 sig-
nificantly elevated odds ratios for exposure to issues with accom-
modation (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
threefold increase in their likelihood of experiencing issues within
educational settings (OR 3.604, 95% CI 2.424–5.359) and

Fig. 1. Prevalence of self-reported psychiatric diagnoses among trans young people (n = 756).
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accommodation issues (OR 3.214, 95% CI 1.796–5.752). For par-
ticipants 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).

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 twofold increase of odds of exposure to accommodation
issues (OR 2.379, 95% CI 1.567–3.613) and issues within educa-
tional 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 model-
ling 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 (Australian Bureau of Statistics, 2007). These
rates are strikingly similar to those recently reported in the UK,
where 84% of trans adolescents report self-harming and 45%
report attempted suicide (Bradlow et al., 2017). The lack of statis-
tical 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 sui-
cide 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 (Adams
et al., 2017).

Mental health

Over three-quarters of participants reported exhibiting moderate
to severe depressive symptoms during the previous 2 weeks
(76.4%) and more than half of the participants reported moderate
to severe anxiety during the previous 2 weeks (62.1%). These are
consistent with the self-reported rates of diagnosed depression
and anxiety. Current findings of depressive and anxiety symptom-
atology are higher than would be expected in the general popula-
tion. 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 (Lawrence et al., 2015). Our results similar to
other literature that shows rates of depression, anxiety and emo-
tional distress in trans young people to be higher than both the
general population and same-gender attracted youth (Hillier
et al., 2010; Hyde et al., 2014).

Co-occurring psychiatric disorders in gender diverse popula-
tions are unlikely to be simply related to the person’s gender iden-
tity, and may instead reflect the response of the individual’s
familial and social environment to that identity and its expression
(Vrouenraets et al., 2015). 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 (Inch, 2016).
Higher rates of anxiety among transgender adult populations
have also been reported, and have been attributed to low self-
esteem and poor interpersonal functioning (Bouman et al., 2017).

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 gen-
der identity, but is more likely due to exposures to negative exter-
nal events. Many of our participants were exposed to negative
experiences known to be associated with poor mental health
from other research (Mustanski and Liu, 2013; Roberts et al.,
2013; Taliaferro et al., 2018), 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 asso-
ciated 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 poten-
tially preventable. Previous research has indicated that prepubes-
cent 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 (Olson et al.,
2016).

Accommodation issues and family support
The high rates of precarious accommodation in this population
imply there is a need for better family support for TGD young
people. We inferred that, because of the age range of our partici-
pants, 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
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suicidal ideation and are much more likely to have a secure/stable
home to live in (Travers et al., 2012).

Educational environments (school, university and technical
college)
Most participants in this study reported negative experiences
within education environments, and these were significantly asso-
ciated 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 that
this lack of support is associated with negative health outcomes
(Jones, 2015; Bradlow et al., 2017). 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 out-
comes than gender diverse young people who do feel supported
by their teachers; e.g. through the use of correct language
(Jones et al., 2016). Programs that proactively and equitably sup-
port 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 inter-
ventions that target public perceptions through promoting accept-
ance and understanding of gender diversity. Gender diverse
young people in Australia are more likely to be exposed to homo-
phobic and/or transphobic abuse, including physical abuse, than
their same-gender attracted (LGB) peers (Jones and Hillier,
2013). 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 educa-
tional, 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.

Study limitations

The study design was cross-sectional, and therefore causal path-
ways cannot be inferred. Longitudinal data are 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 gen-
eralisable 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, peo-
ple without internet access were automatically excluded from the
survey. The majority of participants were assigned female at birth,
and therefore these 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 bully-
ing. 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 ser-
vice providers are aware of the mental health issues faced by gen-
der diverse young people and that they can offer TGD competent
health care.
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Abstract

Purpose: Trans and gender diverse (TGD) young people have reported high levels of mental distress in research
studies, 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 deter-
mine rates of abuse among Australian TGD young people (N = 859) and the potential association with poor men-
tal 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: extrafamilial physical abuse, familial physical
abuse, extrafamilial 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
health care 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.

Keywords: abuse, LGBT, suicide, transgender, trauma

Introduction

Trans and gender diverse (TGD)* people have a gen-
der that is incongruent with their sex assigned at birth.

Between 1.2%1 and 2.7%2 of adolescents are estimated to
identify as TGD. TGD young people experience mental health
problems at a far higher rate than the general young person
population.2–4 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%).5 In
addition, TGD young people are very likely to have been di-
agnosed with depression and/or anxiety at some stage in
their lives (74.6% and 72.2%, respectively).5

TGD people are more likely to experience violence than
their cisgender peers,6 placing them at higher risk for de-
veloping post-traumatic stress disorder (PTSD), engaging
in high-risk behaviors, and suicidality.7 The 2015 U.S.
transgender survey report indicates that 47% of transgen-
der adults have been sexually assaulted, 10% have experi-
enced family violence, and 54% have experienced intimate
partner violence.8 A recent study showed that 72% of trans-
gender and gender nonconforming adults have experienced
at least one incident of violence from an intimate partner in
their lifetime (32% reporting sexual violence, 71% psycho-
logical violence, 42% physical violence, and 29% assault
and injury).9

1Telethon Kids Institute, The University of Western Australia, Perth, Australia.
2School of Population and Global Health, The University of Western Australia, Perth, Australia.
3School of Public Health, Curtin University, Perth, Australia.
4Youth Mental Health, North Metropolitan Health Service, Western Australia Department of Health, Perth, Australia.
*We primarily use the term trans and gender diverse within this article, but when referring to other research, we have reflected the

terminology used within the specific article referenced, for example, transgender, gender nonconforming.
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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 bully-
ing, harassment, and victimization in the school setting.
For example, Grant et al.10 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 gender11 and 74% have reported being bullied.12

A large study of university students in the United States
(mean age 22.22 years, standard deviation [SD] = 6.08)6

showed that transgender students were more likely to expe-
rience all types of victimization compared with 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
among TGD people of any age. Testa et al.13 found that
transgender adults exposed to physical and/or sexual vio-
lence were more likely to have attempted suicide than re-
spondents without this exposure. In addition, sexual
violence was associated with increased alcohol and illicit
drug use among transgender women.13 In a sample of college
students, heavy drinking episodes were more likely among
transgender individuals who had been verbally threatened
or sexually assaulted.14 Henry et al.9 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 nonconform-
ing 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.15

Much of the previous literature has focused on the experi-
ences of trans women, rarely including trans men and nonbi-
nary individuals; information is needed to explore the
experiences of abuse across these different identities. More-
over, comprehensive information is needed on experiences
of trauma and mental health outcomes among TGD young
people. Using data from the Trans Pathways survey,12 the
primary aims of this article were to (1) ascertain the preva-
lence 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.

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 sur-
vey. 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 before 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 on the six specific
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 software (Qualtrics, Provo, UT) 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 deter-
mine eligibility (i.e., TGD identification, age, and place of res-
idence). 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 Univer-
sity 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 iden-
tities were collapsed into categories of male/trans male, fe-
male/trans female, nonbinary, and other for the sake of
succinctness in this article. Further details on the range of gen-
der identities held by the participants are available in the study
by Strauss et al.12

Current psychopathology

Depressive symptoms were indexed on the Patient Health
Questionnaire for Adolescents (PHQ-A).16 The PHQ-A is a
9-item scale that is scored from 0 to 27 and can be catego-
rized into no depressive disorder (0–4); possible mild depres-
sive disorder (5–9); possible moderate depressive disorder
(10–14); possible moderately severe depressive disorder
(15–19); and possible severe depressive disorder (20–27).16

Anxiety was measured using the Generalized Anxiety Disor-
der 7-Item Scale (GAD-7).17 The categories for the GAD-7
are based on scores suggestive of GAD (‡5); moderate to se-
vere anxiety (‡10); and severe anxiety (‡15).17

Self-reported psychiatric diagnoses

A range of psychiatric diagnoses (depression, anxiety dis-
orders, PTSD, eating disorders, personality disorders, psy-
chosis, and substance use disorders) were listed and
participants were asked to indicate whether they had ever re-
ceived a diagnosis of these from a health professional.

Self-harm and suicidal behaviors

The five self-harm and suicidal behaviors measured were (1)
wanting to self-harm; (2) self-harming; (3) reckless behavior
that purposely puts one’s life at risk; (4) suicidal thoughts;
and (5) suicide attempts. Participants were asked (for each of
these items) if they had engaged in the behavior in the prior
12 months, or ever in their life, that is, ‘‘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 ar-
ticle to capture a longer time association between abuse and
self-harm and suicidal behaviors as these may fluctuate over
time.

2 STRAUSS ET AL.
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Exposure to abuse

Participants were asked about a range of negative expe-
riences that are potentially associated with poor mental
health as described by the focus groups that informed our
questionnaire design. In this study, we report on six of
those items: physical abuse outside of the family (extrafa-
milial physical abuse), physical abuse within the family (fa-
milial physical abuse), sexual abuse outside of the family
(extrafamilial sexual abuse), sexual abuse within the family
(familial sexual abuse), abuse within an intimate relation-
ship, and other familial abuse (including emotional or ver-
bal 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 categori-
cally coded as yes; no; partially, maybe, or sometimes;
and unsure or unclear.

Statistical analysis

IBM SPSS Statistics, version 24 (IBM SPSS Statistics for
Windows, version 24.0, Armonk, NY: IBM Corp., 2016),
was used to calculate frequencies and develop regression
models. The prevalence of each abuse type was compared
by sex assigned at birth, participant age (<18 vs. 18 years
and older), and gender categories (male/trans male, fe-
male/trans female, and nonbinary). Comparisons were
also made between participants with a binary gender iden-
tity (by grouping male/trans male and female/trans female)
and those with a nonbinary gender identity. Multiple lo-
gistic regression models were used to evaluate associations
between abuse and self-harm and suicidal behaviors, psy-
chiatric diagnoses, and current psychopathology using
known cutoff scores on the PHQ-A (moderately severe to
severe depressive disorder) and GAD-7 (severe anxiety).
Multiple linear regression models were also used to evalu-
ate abuse and current psychopathology measured by the
GAD-7 and PHQ-A as continuous variables. All reported
regression outputs are adjusted for age and sex assigned
at birth. All statistical models were evaluated using diag-
nostic testing with no major deviations in distributional as-
sumptions 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 1. The majority of participants were
assigned female at birth (74.4%). The mean age of partici-
pants was 19.37 years (SD = 3.15). A total of 29.7%
(n = 255) of participants identified as trans male or male,
15% (n = 129) identified as trans female or female, and
48.5% (n = 417) identified as various nonbinary identities, in-
cluding nonbinary trans masculine, nonbinary femme,
agender, bigender, pangender, and other nonbinary identi-
ties. Further details on the gender identities of participants
are reported in the study by Strauss et al.12 Approximately
representative of the population of Australia, 3.7% of partic-
ipants who responded were of Aboriginal and/or Torres
Strait Islander descent.18

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
is included in Table 1. Of note, 48.1% reported a suicide at-
tempt, 62.8% reported engagement in reckless behavior to
purposely put one’s life at risk, 74.6% had been diagnosed
with depression, and 72.2% had been diagnosed with an anx-
iety disorder. Further details on the prevalence of all mental
health outcomes in this sample are reported in the study by
Strauss et al.5,12

Prevalence of abuse

The prevalence of abuse experienced by the study popula-
tion is summarized in Table 2. Physical abuse was more
commonly perpetrated by a family member than someone
external to the family (24.8% compared with 16.2%). Con-
versely, sexual abuse was more common outside the family
than within the family (24.3% compared with 7.5%). Almost
a third of participants had experienced abuse within an inti-
mate relationship (30.9%). Experiences of other familial
abuse—including neglect and emotional or verbal abuse—
were reported by 57.9% of participants.

Table 1. Sample Characteristics

Characteristics n (%)

Age, years, mean (SD) 19.37 (3.15)

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)
Nonbinary 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

one’s 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 Scale; PHQ-A,
Patient Health Questionnaire for Adolescents; SD, standard deviation.
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Sexual abuse within the family was significantly higher for
those assigned female at birth (8.9%) compared with those
assigned male at birth (3.0%). There were no other statisti-
cally significant differences in the prevalence of abuse
between participants assigned male or female at birth.
There were also no significant differences in prevalence
when comparing by gender identity. In relation to age
groups, abuse within an intimate relationship and extrafami-
lial sexual abuse were significantly more likely to be reported
by participants aged 18 years or older (35.1% compared with
20.0%, and 27.0% compared with 17.3%, respectively).
Table 2 reports on whether the participant thought that the
abuse occurred because of their trans identity. A third of par-
ticipants (32.2%) thought that extrafamilial 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 (in-
cluding emotional or verbal abuse and neglect), the relation-
ship with the respondent’s trans identity was more mixed,
with 31.9% attributing such 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 at-
tributed 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 3 reports on the associations between abuse and self-
harm and suicidal behaviors. All forms of abuse were associ-
ated 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. Extrafamilial 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 ex-
posed to extrafamilial sexual abuse had significantly elevated
odds of lifetime self-harming (OR = 4.577, 95% CI = 2.314–
9.0353) compared with those without exposure. When looking
at reckless behavior to purposely put one’s life at risk, physical
abuse within the family had the strongest effect (OR = 4.048,
95% CI = 2.563–6.396). A sixfold increase in the OR was es-
timated for extrafamilial physical abuse and reporting of sui-
cidal thoughts (OR = 6.365, 95% CI = 2.281–17.761). For
reported suicide attempts, the highest ORs were for the asso-
ciation with familial physical abuse (OR = 4.095, 95%
CI = 2.760–6.077).

Associations with psychiatric diagnoses

Two forms of abuse were strongly associated with all psy-
chiatric diagnoses (Table 4). The largest effect sizes for each
of the psychiatric diagnoses received were as follows.
A threefold increase in the OR 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

Table 2. Abuse Prevalence by Demographic Characteristics

Familial
physical

abuse, n (%)

Extrafamilial
physical

abuse, n (%)

Familial
sexual

abuse, n (%)

Extrafamilial
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 identitya

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)
Nonbinary 81 (24.6) 50 (15.3) 29 (8.9) 88 (27.3) 190 (59.0) 100 (31.4)

Gender identity groupa

Binary gender 78 (25.9) 53 (17.6) 21 (7.0) 66 (22.2) 171 (58.8) 94 (31.4)
Nonbinary 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 years 44 (22.7) 27 (13.9) 11 (5.7) 32 (17.3)** 106 (58.9) 37 (20.0)**
18 years 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)

Abuse attributed to trans identity was not tested for significant differences.
*Chi-square test, significant difference between the comparative sex assigned at birth groups ( p < 0.05).
**Chi-square test, significant difference between the comparative and age groups ( p < 0.01).
aParticipants with a gender identity classified as ‘‘other’’ were excluded from these analyses.
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with the largest magnitude of effect for PTSD and substance
use disorder (OR = 4.674, 95% CI = 2.554–8.554, and
OR = 2.546, 95% CI = 1.274–5.085, respectively). Extrafa-
milial physical abuse was most strongly associated with eat-
ing 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 5. ORs were signifi-
cantly elevated for the majority of 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 extrafamilial 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 famil-
ial sexual abuse and anxiety (b = 2.506, 95% CI = 0.909–
4.103) and other familial abuse and extrafamilial physical
abuse and depression (b = 3.517, 95% CI = 2.474–4.560;
and b = 3.476, 95% CI = 2.086–4.867, respectively).

Discussion

This article reports on six specific forms of abuse and their
associations with mental health outcomes among 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 direc-
tion 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 limita-
tions of interpreting cross-sectional data, the findings demon-
strate high rates of abuse for TGD young people. The results
show elevated rates of abuse occurring both within and out-
side of the family, as well as within intimate relationships.
Almost a quarter of participants (24.3%) reported experienc-
ing extrafamilial 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 18 years or
older were more likely to report sexual abuse by someone
outside of their family, and more likely to report abuse within
an intimate relationship, compared with those under the age
of 18 years.

The prevalence proportions for familial physical and sex-
ual abuse (24.8% and 7.5%) are of considerable concern. We
estimated a fourfold increase in the OR for the association
between familial physical abuse and lifetime suicide at-
tempts. Although we acknowledge that many different expe-
riences play a role in affecting the mental health of TGD
young people,5 parental support (or lack thereof) is typically
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one of the vital dimensions of well-being. 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.19 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 fo-
cused on increasing familial acceptance of TGD young people;
however, an intervention has been developed for parents of
TGD young people to increase their knowledge of gender di-
versity.20 Such interventions could be adapted, or used to in-
form future interventions, to specifically address acceptance
and reduction of violence within the family.

Comparisons with rates of abuse within the general Aus-
tralian population are difficult due to inconsistent data col-
lection 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 vi-
olence since the age of 15 years.21 Although not directly
comparable, intimate partner abuse appears to be more com-
mon in this sample of TGD young people (30.9%) compared
with the Australian general population, aged 18 years and
older, where 23% of women and 7.8% of men have experi-
enced 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 years.22 As noted, the re-
sults 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 literature on the associ-
ation between trauma/abuse and psychiatric disorders in the
general population.23,24 Similar associations have been ob-
served among transgender adults, such as between various
types of intimate partner violence (sexual, physical, and psy-
chological) and clinically significant anxiety and depression.9

It is difficult to compare our sample with young same-sex
attracted and gender-questioning (SSAGQ) young people be-
cause of incongruent measures of trauma. An Australian
study found that 61% of SSAGQ young people had experi-
enced 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.25 A national Australian
survey with gay, lesbian, bisexual, and transgender (GLBT)
adults provides additional insight. GLBT adults most com-
monly reported being exposed to verbal abuse, with 25.5%
of GLBT adults reporting experiencing this within the pre-
vious year.26 Harassment and physical violence were also
reported within the prior 12 months at the time of the survey
(15.5% and 8.7%, respectively). Additional research needs to
be undertaken to clarify exposure to violence within the gen-
eral population, including specific types of violence enacted
against people with diverse genders and sexualities, to in-
form policy and practice to reduce trauma. More precise
and consistent data collection methods will enable more ac-
curate 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 stud-
ies where transgender adults have commonly reported that
the violence experienced was primarily because of their gen-
der identity or expression.13,27 Despite constituting a minor-

ity in our study, participants who attributed abuse to their
identity need to be considered because if an individual be-
lieves that violence is perpetrated because of their identity,
this can lead to internalized transphobia and the expectation
of future traumatic events.13 Transgender people remain
marginalized by society and face systematic discrimina-
tion.28 Violence may arise from a general lack of knowledge
and understanding of transgender people as well as from fear
and stigma.8 Social marginalization can also lead to exposure
to situations associated with an increased risk for violence,
such as homelessness, familial rejection, and poverty.12

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 pop-
ulation and the associations with poor mental health out-
comes. Rates of PTSD were also particularly high in this
sample (25.1%), and PTSD was highly associated with all
forms of abuse; therefore a trauma-informed approach to in-
tervention should be considered.7,29 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.30 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 popula-
tions continues to be perpetuated at a global level. A recent
UN Human Rights Council Report31 argues that much of
this violence and discrimination stems from structural poli-
cies and inequities that foster stigma against sexual and gen-
der minority populations. The violence enacted against
transgender populations in combination with difficulties
faced accessing adequate health care has a detrimental effect
on the well-being of TGD populations.32 Research on 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.24 The results pre-
sented in this article should be considered within that con-
text, recognizing that while these data are cross-sectional,
the high rates of abuse reported are likely to 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 na-
ture of the survey, they could not be verified. Longitudinal
studies of TGD young people are needed to more fully inves-
tigate the temporal relationships between traumatic experi-
ences 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 sub-
types 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.
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Conclusion

Our study explores an area of research into the well-being 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 experi-
ences and adverse mental health outcomes suggest an urgent
need for targeted prevention and intervention and, more
broadly, enhanced societal support for TGD young people.

Disclaimer

Some data from the Trans Pathways study have previously
been published, as indicated within the article, including in a
report titled Trans Pathways: The mental health experiences
and care pathways of trans young people. The results and
statistical analyses included within this article are novel;
however, some of the descriptive statistics have been
reported previously.
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Perspective

Misgendering and experiences of stigma within 
health care settings for transgender individuals
Misgendering negatively affects the mental and physical health of trans individuals

Misgendering occurs when a person is addressed 
or described using language that does not 
match their gender identity.1 Misgendering 

within the health care system can significantly 
affect the mental and physical health of transgender 
(hereafter trans) individuals and can negatively impact 
future engagement with the health care system. 
Systemic policies and practices create situations 
which increase the likelihood of misgendering and 
experience of stigma, affecting the delivery of health 
care 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,2 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”.3 
Trans individuals include trans women (who identify 
as female but were assigned male at birth), trans men 
(who 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.4

Trans individuals have complex health needs and 
may interact with the health care 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, marginalize, disrupt, and destabilize 
individuals and communities”.5 Language used by 
medical institutions can serve to further marginalise 
trans individuals and can infer pathology.5 
Misgendering occurs when a person is addressed or 
described using language (name, pronouns or title) 
that does not match their gender identity.6

Trans individuals experience significant stigma 
which can be considered at three levels within 
society: structural, interpersonal, and individual.7 
Structural stigma can be defined as “intentional and 
unintentional policies and practices that result in 
restricted opportunities for stigmatized people”.7 
Structural stigma contributes to the lack of education 
provided on trans health within medical training.7 
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 
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.7 Trans patients are often left to 

educate health care providers and guide appropriate 
referral pathways.8 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.9 Incomplete 
collection of such data due to processes within medical 
institutions and clinical software limitations can 
render trans individuals invisible to policy makers.10 
Within medical institutions, bathrooms and ward 
allocation based on sex assigned at birth can also 
contribute to stigma experienced within the health care 
system for trans individuals. Documentation policies 
and policies regarding change in gender marker 
contribute to structural stigma. Trans individuals may 
be prevented from changing the gender marker within 
their medical record because of 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.11 
This can vary between health care 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.11

Experiences of stigma can directly impact mental 
health, affecting the individual’s ability to cope with 
external stressors and reducing resilience.12 Negative 
experiences can affect engagement in treatment, 
with almost one- third of young gender diverse 
Australians (aged 14–25 years) choosing not to see a 
mental health professional because of past negative 
experience.6 Experiences of stigma within health care 
settings can lead to a delay in seeking medical care 
and can increase the need for emergency treatment.13 
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Research in the United States has indicated that 
25% of trans individuals postponed care because of 
discrimination.13 Similarly, in Australia, 29% of trans 
young people avoided medical services due to gender 
non- conformity.6 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 both are 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 may 
affect the title used in the addressing of that letter. 
Correspondence from a medical institution with an 
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”.14

Gender marker change policies within medical 
institutions can be considered from a legal and human 
rights perspective. In 2013, the Sex Discrimination 
Act 1984 (Cth) was updated to include protection 
from 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 gender2 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; a valid 
Australian travel document; or a state or territory 
birth certificate which specifies identified gender. 
Documentation from the relevant jurisdiction’s registry 
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”.2 The guidelines recommend 
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 should be made available.2 Current 

legal recognition of sex and legal change in sex and 
gender differ between states and territories.

The Yogyakarta Principles, initially written in 2006 and 
extended in 2017, clarify international human rights 
law in relation to gender identity.15 When sex or gender 
is registered, the principles recommend that states:

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.15

Conclusion

Trans individuals face significant social disadvantage 
and stigma which can adversely affect their 
health. Interactions with health care 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 
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. Health care providers should 
be educated on trans health and should have access 
to guidelines and referral pathways to ensure that 
appropriate care and referrals are provided to all trans 
patients. Administration staff should be educated to 
ensure that they appropriately communicate with 
and refer to trans individuals. Structural policies 
in health care 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 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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Penelope Strauss, Sam Winter, 
Angus!Cook, Ashleigh Lin

Background
General practitioners (GPs) do not 
typically receive education regarding 
gender diversity despite the increasing 
number of trans, gender diverse and 
non-binary (TGDNB) patients presenting 
to general practice. It is important for 
GPs, as the first point of entry into the 
healthcare system, to provide a safe and 
affirming environment for TGDNB 
patients to reduce ill-health later in life.

Objective
The aim of this article is to clarify how 
GPs can improve their care of TGDNB 
patients to be more inclusive and thereby 
promote a positive relationship with the 
health system, assist in gender-affirming 
care and reduce illness within this 
population. The authors provide simple 
suggestions for clinical practice and 
encourage 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 respect of the 
patient’s gender identity and expression.

THERE IS AN INCREASING NUMBER of trans, 
gender diverse and non-binary (TGDNB) 
people – those whose gender does not 
match the sex assigned to them at birth – 
seeking medical intervention worldwide. 
Approximately !."% of the high school–
aged population in Australia are trans or 
gender diverse,# with a similar estimate 
of !.$% in the USA.! The estimated 
number of TGDNB adults ranges from 
%.&% to %.'%.$,( However, these are likely 
underestimates of the true population 
due to inconsistencies in data collection 
methods. TGDNB individuals frequently 
face barriers to accessing medical services 
in Australia.&,) 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 towards accessing medical 
care." Appropriate healthcare options for 
TGDNB individuals play a central part in 
overcoming 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 [GPs]) should adhere to 
when working with TGDNB patients. 
A number are listed in the World 
Professional Association for Transgender 
Health Standards of Care.* Beyond these 

general principles, there are multiple 
best practice guidelines to which medical 
practitioners can refer when treating a 
TGDNB patient.'–#! This article focuses 
on guidelines that are particularly relevant 
to Australian GPs. The aim of this article 
is to clarify and emphasise factors that 
are highly relevant to GPs when treating 
a TGDNB patient. The authors highlight 
the importance of applying these factors in 
two areas of practice: +irst, 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-
af+irming 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-af+irming 
medical intervention and advocating 
for the patient in other settings when 
appropriate. GPs are able to support 
TGDNB people in their healthcare; 
however, GPs may also bene+it from 
seeking 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 GPs receive,#$,#( which can 

Supporting the health 
of trans patients in the 
context of Australian 
general practice
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create dif!iculties for practitioners working 
with TGDNB patients."# However, treating 
a patient for general medical needs 
while respecting their gender does not 
always require speci!ic training; rather, it 
requires an openness to all forms of human 
diversity, which helps to reduce stigma 
often associated with gender diversity. 
The risk of providing care that is not 
wholly supportive of the TGDNB person’s 
identity (eg misgendering the patient)"$ is 
that they may be deterred from the health 
system later in life, leading to preventable 
illnesses occurring.% This is an important 
consideration, because medical issues 
often go undetected in TGDNB patients 
as a result of lower screening rates within 
this population and hesitation towards 
accessing medical providers."&

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 it is important not 
to ‘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."% Further 
to that, bathrooms available to patients 
should be inclusive of all genders, ideally 
by having facilities that are marked as 
all-gender or unisex, or by providing a 
single bathroom that is non-gendered. 
Services can also indicate their inclusivity 
by displaying pride flags, health 
information leaflets speci!ic to TGDNB 
people, inclusion statements and other 
physical resources speci!ic to TGDNB 
people. Local TGDNB community services 
are able to suggest relevant and up-to-date 
resources to display.

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. It is important for 
all staff working at the practice, including 
auxiliary staff, to maintain an awareness of 
the patient’s gender identity. This includes 
noting that Medicare and private health 
insurance cards may not match how the 
person identi!ies themselves, such as their 
preferred name, form of address 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 identi!ied."'

Pronouns, misgendering 
and!respecting the patient
TGDNB patients are more likely to 
develop successful relationships with 
speci!ic service providers and the 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."( The ‘two-step’ 
model of asking about gender on intake 
forms involves !irst inquiring about sex 
assigned at birth (what was on one’s 
original birth certi!icate) and then asking 
about gender identity,)* and should 
include an additional question regarding 
pronouns (Box "). This approach results 
in more patients being open about their 
gender identities and, in turn, ensures 
clinician awareness of their patient’s 
TGDNB status."'

Services should also consider including 
questions related to forms of address  
(eg 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 (eg he/him,  
she/her, they/them) so that the 
practitioner is aware of what language to 
use when addressing the patient."$ 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 a lower risk of misgendering the 
individual. It is important to ask which 
name and form of address should be 
used when contacting the individual or in 
referrals. For example, a different name 
and title may be preferred for physical 
mail because the individual may not 
use the same name in all circumstances; 
for example, they may not be ‘out’ in all 
environments. Furthermore, GPs could 
assist their patients (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 !ile and the proper terminology 
should be used when referring to the 
patient. Other authors have highlighted 
the signi!icance of using the individual’s 
correct name and pronouns in medical 
settings irrespective of the information 
listed on legal documents.)" If there are 
circumstances under which it is necessary 
for the patient’s legal name and/or gender 

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)? 

• Male
• Female

How do you describe your gender? [open text field]

What are your pronouns? [open text field]
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marker to be used, it is important that the 
clinician explicitly explains why this is 
necessary and noti!ies the patient that it 
will happen so they are prepared for the 
situation (eg 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 
(aged "#–$%&years) in this population, 
of whom three in four have ever been 
diagnosed with depression and/or 
anxiety.$$ Transgender adults are also at 
risk of mental health issues: %'.$% have 
ever been diagnosed with depression and 
().)% with anxiety.* The risk of suicide 
is also higher for TGDNB individuals, 
with #+."% of TGDNB individuals in 
Australia aged "#–$% years having ever 
attempted suicide.$$ Thirty-!ive per 
cent of trans adults in the UK have ever 
attempted suicide, with $%% of this cohort 
attempting suicide more than once.$( 
Given that the risk of mental health 
concerns is elevated in this population, 
routine screening for mental health issues 
should be considered, especially if the 
physician notices any signi!icant changes 
in the individual’s demeanour.

Provision of gender-a!irming care
A number of studies have indicated that 
gender-af!irming medical intervention 
often improves the mental health 
and wellbeing of TGDNB patients 
who desire such care.*,$( 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 GPs 
to discuss gender-af!irming care and 
to obtain necessary referrals to other 
specialist services. These include referrals 
to psychological support and/or referrals 
to practitioners specialising in gender-
af!irming care (namely endocrinologists, 
surgeons or general practice colleagues 

with experience in providing gender-
af!irming care). In areas where there are 
no practitioners specialising in TGDNB 
available, and as TGDNB care becomes 
more mainstream, GPs are increasingly 
being relied on for TGDNB healthcare.") 
Using the informed consent model, GPs 
can prescribe gender-af!irming hormones 
to patients."$ However, an awareness 
of one’s limits is key to the provision of 
gender-af!irming care. It is important 
to know when this limit is reached and 
refer the patient 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 themself to be better 
able to help the next TGDNB patient who 
comes into their&care.

Training and professional 
development
It is bene!icial for GPs to seek education 
on the healthcare needs of TGDNB 
individuals. Training is offered through 
multiple organisations in Australia 
and globally. These range from 
introductory ‘Trans ","’ 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, such 
as through TransFolk of WA in Western 
Australia and the Zoe Belle Gender 
Collective 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 
North Western Melbourne Primary 
Health Network with the University of 
Melbourne currently provides free online 
training for primary care physicians 
endorsed by AusPATH, whereas some 
other training has an associated cost. 
Some of these courses provide continuing 
professional development credits, and 
GPs can !ind out more information 
by checking with the speci!ic course. 
It would be bene!icial for GP-speci!ic 

professional bodies such as The 
Royal Australian College of General 
Practitioners (RACGP) to provide training 
in this area. In addition to GPs seeking 
supplementary 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 speci!ically focused on: 
• the bene!its and risks associated with 

gender-af!irming medical intervention 
(eg puberty-blocking hormones, gender-
af!irming 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.

Education on gender diversity can help 
to guide decisions related to referral for 
gender-af!irming medical intervention 
for those patients who are seeking more 
information about 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-af!irming medical intervention. 
TGDNB young people$$ and adults* in 
Australia are exposed to high rates of 
discrimination, bullying, abuse and other 
negative experiences. GPs can improve 
these experiences by emphasising the 
importance of wellbeing for their patients, 
including the GP’s willingness and 
availability to support and advocate for 
their patients 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 patients by providing 
letters of support for patients changing 
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their gender markers on identi!ication 
documents, including for Medicare, 
Centrelink, driver’s licence, passports 
and"other forms of legal identi!ication.

It may be bene!icial for GPs to 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 !ind peer support. Primary health 
networks and local peak bodies could help 
to support GPs in this aim, speci!ically 
by maintaining lists of, and relationships 
with, local community organisations 
through which TGDNB people can 
obtain peer support. GPs can also help 
this process by providing resources for 
community organisation contacts in their 
waiting and clinical"rooms.

Conclusion
There are many dimensions to providing 
supportive care to TGDNB patients, 
and 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 !ield is evolving relatively 
quickly and there is an increase in the 
number of TGDNB patients seeking 
services worldwide. A proactive stance 
towards learning about how to care for 
TGDNB patients in a safe and inclusive 
manner allows the patient to focus on 
their speci!ic needs and situation rather 
than using their limited appointment 
time to educate health providers on the 
fundamentals of TGDNB healthcare.#$ Such 
training would ideally begin in medical 
school and be 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 when providing care 
to TGDNB patients. Treating a TGDNB 
patient extends beyond providing medical 
care to emphasising general wellbeing 
and quality of life. It includes assisting the 
person to access mental health support 

if needed or desired, referring them to 
medical transition services and ensuring 
that the individual is adequately supported 
in other aspects of their life (eg by family, 
friends, employment).

Key points
• Regardless of their expertise in the !ield 

of TGDNB healthcare, it is crucial for 
all GPs to provide care that respects and 
values their patient’s gender identity, 
framing it as diversity rather than 
disease or disorder.

• Although not all GPs will feel 
adequately trained to address speci!ic 
TGDNB healthcare concerns, many 
consultations may be about everyday 
clinical issues that are well within their 
scope of practice.

• TGDNB healthcare needs include 
information on, and access to, options for 
medical intervention that are available 
(including the bene!its 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, with referral for 
additional support as appropriate.

• Every TGDNB patient has their own 
speci!ic needs in regard to gender 
healthcare, and patients should be 
referred to services specialising in 
TGDNB care where appropriate.

• All patients should be asked how they 
would like to be addressed (preferred 
name, title, pronouns) regardless 
of the name and gender marker on 
identi!ication 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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A R T I C L E I N F O
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A B S T R A C T

Background: Trans and gender diverse (TGD) young people are at high risk for mental health di!culties.
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 di!culties in this population, inter-
ventions should ideally address symptoms along the continuum from sub-clinical to clinical.

1. Introduction

Trans and gender diverse (TGD) people identify as a gender in-
congruent 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 (Rider et al., 2018).

1.1. The mental health of trans and gender diverse young people

Mental health di!culties commonly present during adolescent
years in the general population (Merikangas et al., 2009; Kessler et al.,
2007; Giedd et al., 2008). TGD young people are more likely than the

general population to experience di!culties such as harassment, bul-
lying and discrimination in tandem with their gender identity forma-
tion, as well as associated negative reactions from those around them
(Grossman and D'Augelli, 2006; Clark et al., 2014). 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 con"ict regarding others' acceptance of their TGD identity
(McDermott et al., 2016; Zeeman et al., 2017). 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 experi-
ence homelessness (Strauss et al., 2017).

These factors collectively heighten the risk for developing mental
health di!culties in this population, aligning with Meyer's minority

https://doi.org/10.1016/j.invent.2019.100280
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Abbreviations: LGBT+, Lesbian, gay, bisexual, trans (transgender) and more diverse gender and sexualities; MMO, Massively multiplayer online; TGD, Trans and/or
gender diverse
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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 (Meyer, 2003). 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
(Strauss et al., 2019). 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 knowl-
edge and experience, transphobic clinicians and services and refusal of
care (Strauss et al., 2017) as well as issues related to feeling unable to
talk about gender and sexuality (McDermott et al., 2018). In addition,
physical barriers to accessing treatment also exist for TGD young people
who live in rural locations (Telfer et al., 2018). TGD young people may
also be unwilling to access mental health services due to fear of stigma
and discrimination from health professionals (Telfer et al., 2018). The
cost of accessing mental health services also prevents some TGD young
people from availing themselves of these services (Benson, 2013). In
light of the high mental health burden of this population TGD popu-
lations need access to comprehensive and trans-competent care
(Reisner et al., 2016). Accordingly, there is a clear need for interven-
tions speci!cally tailored to TGD young people.

1.2. 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 (Perry et al., 2018). These inter-
ventions are attractive as a complement or alternative to traditional
mental health services due to their potential for retaining consumer
privacy at an a"ordable 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 (Grossman and
D'Augelli, 2007; Grossman and D'Augelli, 2006; Grossman et al., 2005;
Toomey et al., 2010). Our research has shown that TGD young people
who are isolated from services are more likely to report poor mental
health (Strauss et al., 2019). 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 (Strauss et al., 2017). This !nding is
consistent with international literature demonstrating that LGBT young
people prefer online support and information over visiting services in
person (McDermott et al., 2016).

1.3. 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 (Granic et al., 2014). Games are
diverse in their content, purpose and functionality. Granic et al. (2014)
argue that games di"er fundamentally based on how complex the game
is and the way in which the player engages with the game content;
speci!cally whether the game is played cooperatively or competitively,
socially or non-socially. While there is no data on gaming usage spe-
ci!cally by TGD young people, we know that gaming is proli!c amongst
young Australians. Ninety seven percent of households with children
have devices for gaming, and, according to parental reporting, 90% of 5
to 14 year-olds game (Brand et al., 2018). Gaming has been found to be
a positive way of coping with distress, to provide psychological bene!ts
and to increase psychological wellbeing in cisgender populations
(Granic et al., 2014, Gri#ths et al., 2013, Wilkinson et al., 2008).
Furthermore, TGD young Australians also report using gaming for po-
sitive mental health gain, with over 50% of Australian TGD young
people stating they use gaming to make themselves feel better (Strauss
et al., 2017).

Few studies have explicitly explored the online gaming habits of
TGD individuals. We have identi!ed two studies – one study focussed

on the experience of gaming (Gri#ths et al., 2016), and another ex-
amined gaming addiction (Arcelus et al., 2017). These studies, re-
stricted 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. Recommenda-
tions included further research to explore the potential of gaming in
bringing about psychological bene!ts for TGD users.

1.4. Game-based digital mental health interventions

As interest in the use of online interventions has grown, recent re-
search 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 im-
provements (Arnab et al., 2015). 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 e"ective for reducing disorder-related symptoms
(Lau et al., 2017). However, more studies are needed regarding the
e#cacy for speci!c mental disorders and the longer-term e"ects of this
mode of delivery. Fleming et al. (2014) reviewed the evidence re-
garding the use of serious games for depression in young people po-
pulations 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 (Fleming et al., 2014).

Drawing on the gaming literature in LGBT+ young people, !ndings
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 ele-
ments (Iacovides et al., 2017). 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 (Iacovides
et al., 2017). Lucassen et al. (2018) 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 com-
prising seven modules of computerised cognitive behavioural therapy
to address depression in sexually diverse young people (Lucassen et al.,
2015). 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 a"ected by it. It was
suggested that strategies related to stigma and mistreatment, particu-
larly of TGD people, should be included in the game design (Lucassen
et al., 2018). The study also found that, despite concerns regarding
personal security and internet safety, internet use for support and in-
formation was ubiquitous amongst LGBT+ young people (Lucassen
et al., 2018).

As noted, there is a paucity of TGD-speci!c research exploring at-
titudes 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 per-
spectives of TGD young people towards utilising digital technology to
improve their mental health, and speci!cally on their attitudes towards
game-based mental health interventions. Speci!c research questions
included: what do TGD young people !nd appealing about digital
game-based mental health interventions? What are necessary aspects of
these interventions to improve uptake amongst TGD young people?
These !ndings represent one component of a multistage study that aims
to collaboratively adapt an existing game-based mental health inter-
vention, SPARX, to prevent depression in TGD young people speci!-
cally. The co-design process and preliminary evaluation of this adapted
intervention will be reported separately.

P. Strauss, et al. ,QWHUQHW�,QWHUYHQWLRQV�����������������
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2. Methods

2.1. 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.

2.2. 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 in-
formation. No participants dropped out or refused to participate in this
phase of the broader study.

2.3. 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 en-
vironments for support. The !rst 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 inter-
vention for TGD young people. Four pairs of focus groups were con-
ducted in total with no repeat interviews conducted. Only !ndings from
the four initial focus groups (1A, 2A, 3A, and 4A) will be presented in
this paper.

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 ques-
tions 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 fa-
cilitated by two members of the research team (DWT, HM, PS, YP),
three of whom identify as cisgender females, and one who identi!es 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 other-
wise 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 !eld
notes were taken. Between groups, the data was examined for satura-
tion 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 con-
!dentiality, 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 con!dentiality 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).

2.4. 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 under-
standing from observation and use of pre-existing questions rather than
testing a priori hypotheses (Thomas, 2006). 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
identi!ed independently by two of the authors (PS, HM) and coded
using NVivo qualitative data analysis software (Version 11; QSR In-
ternational Pty Ltd., 2015). The themes and subthemes identi!ed by
both researchers were discussed in an iterative process for veri!cation.
Speci!cally, similar themes were clustered to reduce overlap and re-
dundancy 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 !ndings (Lincoln and Guba, 1985). Speci!cally, in addition to the
use of techniques such as !eld notes and audio recordings, a member
check was conducted at the close of each focus group by re"ecting the
dominant themes discussed to participants for clari!cation and further
comment. Participants were also able to request full copies of tran-
scripts to provide further feedback and a summary of key themes was
provided to all participants prior to the !nal round of data analysis for
their consideration and veri!cation. The consolidated criteria for re-
porting qualitative research (COREQ) was used to guide reporting of
!ndings. COREQ is a 32-item checklist used for comprehensive and
explicit reporting of qualitative studies that utilise in-depth interviews
and focus groups (Tong et al., 2007). The completed COREQ checklist
has been included as a supplemental !le.

3. Results

3.1. Overview of !ndings

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 di#culties; 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 re-
sources; preferred features of digital mental health intervention de-
livery; preferred timing of delivery of mental health intervention; as-
pects of games that are advantageous; and aspects of games that are
unfavourable. The subthemes emerging in each of these thematic ca-
tegories, including minor and diverse subthemes, are listed in Tables
1–4, and the prominent subthemes are described in detail below.

3.2. Current supports used

3.2.1. In-person sources of support
Participants were asked about in-person sources of support, and

these themes and subthemes are summarised in Table 2. 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
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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

Table 1
Experiences contributing to mental health di!culties.

Theme Subthemes

Experiences contributing to mental health di!culties • Inexperienced navigation of online spaces

• Social media and online information

• Negative encounters online

• Adaptive processing of online spaces

• Glori"cation of mental health di!culties

• Transphobia and internalized 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-"ction

Subthemes are listed in order of prevalence.

Table 2
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.

Table 3
Attitudes towards digital mental health interventions and online resources.

Theme Subthemes

Uncertainty about suitability and
integrity of online resources

• Responsive and responsible
moderation

• Di!culty "nding 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 #exible 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.

Table 4
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 a!rmed
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 speci"cally 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.
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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 o! the
"oor, 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.

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).

3.2.2. Digital sources of support
Digital sources of support are reported in Table 2. Many participants

reported engaging in online diversionary activities when feeling dis-
tressed including social media, games and watching online media.
Participants reported that these activities took their minds o! 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).

Apps were the next most common digital activity engaged in to
improve mood. Apps that have social channels were commonly refer-
enced, 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
stu! 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 me-
chanisms (e.g. through mindfulness, grounding and breathing ex-
ercises) and promotion of self-care. Importantly, once participants
found value in such apps, whether designed speci"cally 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 #exibly 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 par-
ticipants 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 in-
creased availability (especially outside business hours).

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 con"de 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 di#cult, 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 "nding
LGBT+ peers. Easy access to international communities of peers with
lived experience facilitated multiple bene"ts: uninterrupted sources of
support, information, gateways to extended peer networks, and ther-
apeutic 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 stu!. (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.

3.2.3. Experiences contributing to mental health di#culties
The speci"c themes around experiences contributing to mental

health di$culties are reported in Table 1. Participants re#ected on
various experiences speci"cally within digital spaces that contribute to
mental health di$culties, 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 a!ect their mental health through inter-
acting with users who promoted negativity, searching for or inad-
vertently 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 $nd 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 di$cult to navigate because of ne-
gative 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 $nd, and a few the same with games, you have people de-
liberately go out to say horrible things, people who go out of their way to
be, you know, just horrible people. (Male, 15).

P. Strauss, et al. ,QWHUQHW�,QWHUYHQWLRQV�����������������

�



APPENDICES 
 
 

 

623 

 

 

Online spaces – both for information and social interaction – were
described as complex and while sometimes could be useful, also had the
potential to negatively a!ect a young person's mental health.

I !nd that just not to go on and trust anything, because like, even though
some stu" 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, stu" that you don't need to hear,
or even if it is true. (Female, 11).

Other participants had developed strategies for avoiding these de-
structive 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 di"cult to ex-
tricate oneself from. Participants stated that depictions of mental health
issues, such as self-harm, suicide and eating disorders, can be destruc-
tive. Some participants stated that seeing these representations online
encourage these behaviours through glori#cation. 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.

3.3. Attitudes towards digital mental health interventions and resources

3.3.1. 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 3. Participants con-
veyed the importance of accessibility and $exible delivery for all types
of digital health interventions. Speci#cally, participants suggested that
any chat or support capabilities should have 24/7 access and that the
intervention and interventions should be easy to #nd.

…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 !nd the right
download button. (Male, 17).

The intervention should be marketed di!erently than a mainstream
game or intervention in order to attract LGBT+ users. However, it was
suggested that the intervention should not be obviously targeted to-
wards 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
di"erent ways for trans people or LGBT to start using it and trusting it.
(Male, 17).

Participants were open to having a digital mental health interven-
tion delivered as a game, especially if it was a game with good-quality
playability and was not solely focused on mental health. This also re-
$ects the opinion of participants that to have such an intervention be
successful it should not overtly be a mental health game, but it should
have themes of mental health woven into the gameplay. This view was
re$ective 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 e!ective 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, 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 o". (Male, 17).

Other appealing aspects described were transferable mental health
content, such as resources to access outside of the game (e.g. sign-
posting to support agencies) and the ability to personalise content (e.g.
identifying triggers for experiencing mental health di"culties).

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 re$ects 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.

3.3.2. 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 3. Participants felt
that it was di"cult to #nd 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).

While some participants re$ected that they did not necessarily want
a game targeted towards LGBT+ young people, simultaneously others
also re$ected that games should be targeted towards LGBT+ young
people and include speci#c 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 ex-
periences of comments they felt were transphobic or otherwise in-
appropriate were not removed from social media, even when reported.
Indeed, participants indicated that their choice of social media sites was
heavily in$uenced by whether they viewed the moderation as re-
sponsive 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 in-
tervention 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 mon-
itored 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.

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 de!nitely want to play something if it were made by someone,
like from the LGBT community, like that'd be just great. (Male, 18).
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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 !nd like-minded peers. Furthermore, some partici-
pants felt that expressing themselves online was safer than doing so in
face-to-face contexts.

Especially with social media and stu! like that it's become easier to be
able to "nd 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'xre going to get support. (Male,
17)x.

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 profes-
sionals and LGBT+ peers were involved in the development.

3.3.3. 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 3). Participants were
asked about whether game-based digital mental health 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 bene!t 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 re"ected that a mental health intervention for
TGD young people should speci!cally be treatment-focussed.

I think that it would be a lot more bene"cial if you had it treating that
because there's a lot of factors that can in#uence 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).

Some participants re"ected 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 stu!, 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).

3.4. Feasibility of games and game-based digital mental health interventions

3.4.1. Aspects of games that are useful
Participants highlighted the theme of useful aspects of games and

game-based digital mental health interventions, with subthemes cov-
ering both content and functionality (reported in Table 4). Many par-
ticipants 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 de"nitely 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 covered as well will
have people want to play it, even if it does speci"cally cover that kind of
thing. (Non-binary, 17).

While most participants re"ected that a game-based mental health
intervention should avoid being seen only in those terms, some did
mention that they seek out games speci!cally 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 a#rmed 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 di$erent perspective
and in some instances, facilitated the process of gender identity con-
solidation in a safe environment.

If you have a game where you play as like di!erent 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 vali-
dating. (Agender, 16).

Game functionality was discussed as an important aspect of en-
gagement 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 seen as vital to the appeal of the game, espe-
cially 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 in-
stantly 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 au-
tonomy in managing mental health challenges rather than being seen as
passive consumers of supportive interventions.
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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 bene!ts 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 parti-
cipants re"ected that they wished they could personalise trigger
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
stu! 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 per-
sonal e#cacy 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 in-
centive 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).

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 messa-
ging within games, having autonomy, and using violence in games as a
cathartic outlet.

3.4.2. 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 4. 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 "rst 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, de"nitely if it is like a popular game and
all like your friends are playing it, it's like should you make the sacri"ce
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. Speci!c aspects of functionality men-
tioned were game design, pace and !nancial cost associated with ac-
cessing and progressing in the game. Other signi!cant game issues were
violence and inappropriate content, especially violence directed to-
wards LGBT+ characters and content triggering mental health issues.

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 signi"cantly 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 di#cult 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
bene"cial 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 bar-
riers, through shaping game content and trialling the game with young
people to evaluate the playability of the game.

4. 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 re"ected within this paper regarding games,
apps and other online platforms have implications for the content and
function of such an intervention. Speci!cally, the intervention should
involve TGD or LGBT+ consultation in its development and should be
marketed to TGD young people through trusted sources, namely mental
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 speci!cally at the
LGBT+ characters. Participants identi!ed that trans-a#rmative, peer-
informed and gender inclusive related content is important to game-
play. Participants voiced that a positive feature of many games is the
ability to play as, and express, their a#rmed gender.

Being able to express one's true self or see diverse gender identities
re"ected, 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 bene!ts of safe gender identity ex-
ploration 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 (Marwick et al., 2010). Given that expressing their experienced
gender in real life may pose a variety of challenges and risks for TGD
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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 (Craig and McInroy, 2014).

The majority of participants were !rm that the mental health as-
pects 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 bene!t their mental health they may experience decreased
intrinsic motivation and a negative a"ective experience. This was ex-
amined by Poppelaars et al. (2018) 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 a"ected by the mental health
messaging when compared to entertainment messaging, although in-
trinsic 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 re#ected on their own self-
deprecation as a barrier to some games, as they identi!ed that feeling
like a failure had a detrimental e"ect on their mental health. While
participants did not speci!cally re#ect on how a game-based inter-
vention could handle this di$culty, 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 con!dence through con-
veying 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, partici-
pants 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 (Johnson et al., 2016), it is imperative that
TGD young people also be given options that are considerate of di-
versity. Furthermore, previous research has shown that LGBT young
people may not actively seek help for their mental health due to coping
with di$culties on their own and isolating themselves (McDermott
et al., 2018). 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 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 view-
points and concerns with the participants of this study regarding the use
of such resources. Kenny et al. (2016) found that the use of apps to
address mental health di$culties was favourably viewed, although
participants identi!ed several key concerns in#uencing likelihood of
use. In keeping with our !ndings, young people rated safety (e.g.
con!dentiality, discrete nature of application and ability to block un-
wanted content or report it to a responsive moderator) as key alongside
the importance of !nding the resource engaging and personalizable
(e.g. being able to create one's own pro!le). Similarly, there were
shared !ndings 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
(Kenny et al., 2016). 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 in-
form digital mental health interventions, speci!cally 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 im-
mediate response than an alternative form of support needing mon-
itoring (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 o"ering in-
formation, a chat function with professionals and self-testing was fa-
vourably received. Notably, participants expressed the importance of
anonymity and con!dentiality when getting support, responsiveness of
the service (e.g. a preference for instant chat function over an email
service) and the need to !nd the resource trustworthy before engaging
(Havas et al., 2011). These !ndings 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 e"ectiveness of speci!c interventions or examining the ef-
fectiveness of groups of treatments relating to certain conditions or
disorders (Beale et al., 2007; Fleming et al., 2014). Conversely, very few
studies have explored the attitudes of young people towards such in-
terventions. 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 e"ective and usable
(Orlowski et al., 2016; Kenny et al., 2016). 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 (Fordham and Ball, 2019). The !ndings
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 inter-
vention.

4.1. Implications

In order to appeal to TGD young people, a game-based digital
mental health intervention needs to be a high-quality game re-
commended by peers and/or health professionals that subtly targets
mental health. Previous research has demonstrated that health profes-
sionals are willing to recommend game-based digital mental health
interventions to LGBT+ young people who have low mood (Lucassen
et al., 2018), which o"ers 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 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.

4.2. Limitations

The participants in this study may not have been a representative
sample of TGD young people for several reasons, the !rst of which is the
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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 con-
sent. 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 di!erent co-facilitators which potentially could have im-
pacted 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 fur-
ther in-depth investigations.

4.3. 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 "ndings from this study
indicate that the format and style of the game is important for suc-
cessful uptake. Considering the prevalence of mental health di#culties
in this population this avenue warrants empirical investigation as a
means of reaching and assisting TGD young people.
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