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Abstract 

This critical qualitative study centers the counselling experiences, needs and desires of 

eight people with gender identities outside the binary. Thematic analysis of firsthand 

accounts shows a skeptical yet savvy engagement with the mental health establishment, 

beset by the spectre of stigma and by a lack of basic competency on the part of many 

counsellors that participants can access. Participants ask for more oversight for safety 

and aptitude in the field and for programs to better prepare therapists to meaningfully 

engage, not only with queer and trans people and subcultures, but with clients from 

structurally marginalized social locations more broadly. Reports from participants 

highlight major access inequities, particularly around cost and crisis care and they 

question norms around mental health and its service provision. This thesis is guided by 

and grounded in Spade’s framework of the three modes of transphobia (2011), those 

that occur with regard to: perpetrator/victim practices, disciplinary norms, and 

population-management. Findings can guide practitioners, trainee supervisors and policy 

makers in providing more accessible, appropriate, and effective care.  

Keywords:  nonbinary; trans; best practice; stigma; counselling; critical research 
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Chapter 1.  
 
Introduction 

“It’s hard to be a diamond in a rhinestone world” - Dolly Parton  

It’s time to speak of my love for Dolly Parton. Dolly, celebrant of realness and 

artificiality, interrogator of the boundaries between the two, is not looking down on 

rhinestones here. Dolly Parton, probable genius, camp icon, girl next door, walking 

witticism, rumored closet gay, champion of reading, definition of charisma, is typically 

so covered by rhinestones as to become non-photographable, a shimmering beacon of 

light. It has been suggested to me that perhaps when she sang this, she is the 

diamond, and she is telling us her clothing is really heavy from all those rhinestones. 

Maybe so, and the multiple readings springing from the wealth of this quote is yet 

another reason why I love Dolly. Knowing her love of humanity, I have always held this 

lyric close to my heart as both a celebration of specialness and a reclamation of 

difference. When you look at it this way, who doesn’t want to be a diamond really? 

People might not see it, and you, surrounded by plastic, may sometimes yearn to be a 

rhinestone, find it hard to be true to yourself, forget how special you are…but when it 

comes down to it, you’re a diamond and that’s pretty good. Through this lyric, Dolly 

upholds the value in difference while not denying the reality of how hard difference can 

be and how hard it can make you become. I value this lyric because it turns the 

otherness narrative on its head. This is what I want to do with narratives of nonbinary 

people and mental health. 

There is a trope within mental health literature of casting the need for services 

for disenfranchised populations in a charity light that reifies their lesser-ness. The 

greater hardship that results from this disenfranchisement rouses the normative 

majority to ameliorate for lack of services that could have been more inclusive in the 

first place. It’s a sympathy nudge. What is lost is the rich vitality found among these 

differences, the opportunity they open up for human experience. Most nonbinary 

people I know are perfectly happy with their gender. They may lament a society that 

doesn’t let them shine; but it’s not them, it’s the rhinestone world that is the problem. It 

is freeing to no longer to feel tethered to one of the strictest organizing tenets of 
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dominant society. Whatever your gender, unmasking current regimes of gender and 

revealing how they are culturally and historically specific, how they are tied to, maintain 

and threaded through pretty much every –ism, opens up new spaces, opportunities, 

and configurations for everyone. There is a transformative strength in difference, a 

strength that perhaps would be more obvious to everyone if nonbinary people weren’t 

caught up in scrambling for necessities like accessible and effective health care. 

Until there is a major upheaval in the structures and systems of power that 

circumscribe people’s lives and limit access to life-sustaining resources, there will be 

an acute need for mental health support among structurally disenfranchised people. 

While, in recent years, the mental health industry has begun to move towards gender 

inclusiveness, services are still underutilized by and inaccessible to many people. This 

inaccessibility is compounded for people also experiencing ableism, racism, settler 

colonialism, heteropatriarchy, xenophobia, transmisogyny, economic disparity, and/or 

criminalization. Nonbinary people remain at the margins of the mental health 

establishment, as knowledge and policy makers, therapists, and clients. To ameliorate 

this situation, it is imperative that the voices of nonbinary people contribute to 

counselling practice and theory.  

Significance of Study 

This project fits within a broader history of critical research in Canada and the 

United States that aims to improve material circumstances for marginalized groups of 

people by shedding light on the operations of major social institutions. To do so it will 

center the firsthand experiences of nonbinary people in the mental health realm. It 

addresses the lack of voices of nonbinary people in mental health literature, as well as 

the lack of research concerning nonbinary people conducted by nonbinary researchers. 

It aims to uncover positive and negative experiences, to identify barriers and service 

gaps, and to reveal the horizons of the possible for service provision. Findings can 

guide mental health professionals and policy makers in providing more accessible, 

appropriate, effective, and meaningful care.  

In this introductory chapter, I present an overview of my objectives and 

research question, locate the term nonbinary, the research setting, and myself as a 

researcher, and then conclude with a summary of the thesis chapters to come. 
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Objectives and Research Question 

This study explores the counselling experiences, needs and desires of eight 

people with gender identities outside the binary. It considers common themes and 

threads in people’s stories: what went well, what went wrong, and what factors 

contributed to each outcome. It identifies service barriers and gaps. It also queries the 

desires that people hold for mental health care and what could be. Ultimately, this 

project aims to give insight into mental health practice with nonbinary individuals 

through the mobilization and centering of stories from those individuals themselves.  

For this study I posed the following central research question: What needs and 

desires are most salient for nonbinary adults who have sought out and used 

counselling services?  The following four questions guided my research:  

1. What factors came into play in finding a counsellor?  

2. What experiences in counselling stood out as significant?  

3. Within these experiences, what needs were reflected?  

4. How does gender mediate all of the above? 

Locating the Subject: Nonbinary Identities 

Conceptualizing gender as nonbinary 

Binary gender is neither biologically inevitable nor historically valid. Expressions 

and understandings of gender have varied across time and place. Lev (2013) points 

out that “nonbinary gender identities, gender transformations and transpositions, are 

ubiquitous across human and non-human communities, throughout history and cross-

culturally” (p. 291). Even within the Euro-American context, gender roles and identities 

have evolved alongside economic and political systems, environmental demands, and 

social movements (Lev, 2013).  

Over the past few decades, activists and academics across disciplines have 

worked to dismantle Euro-American cultural hegemonies of sex, sexuality, and gender, 

exposing them as culturally and historically constructed (Watson, 2005). They have 
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extensively discussed how people do not and have not fit neatly into these (ever-

evolving) categories and unpacked operations of gender norms and gender regulation 

across time (Stryker & Aizura, 2013). Scholars and activists have looked at how 

hegemonic gender formations are inextricable from logics that help justify and maintain 

the racist, colonial, capitalist state and its various apparatuses that consolidate power 

and wealth in the hands of a few (Arvin, Tuck, & Morrill, 2013; Spade, 2011). They 

have contextualized the emergence of “transgender” and the utility and problematics of 

its being mobilized across spaces, places and contexts (Stryker & Aizura, 2013). These 

broad bodies of work overlap in their concern with how some people come to be valued 

and naturalized, while others are denigrated and made vulnerable to violence, poverty, 

and exclusion (Spade, 2011). They consider histories of resistance and they prioritize 

firsthand lived experience as it contributes to practice and theory (Radi, 2019; Stryker & 

Aizura, 2013).  

Nonbinary identities 

The term nonbinary refers to the experience of not strictly identifying with the 

gender one has been designated at birth or with its polarity. It rejects the idea that the 

gender binary is natural or inevitable (Fausto-Sterling, 2000; Lorber, 1996). Nonbinary 

is an umbrella term that encompasses a spectrum of genders and possibilities, 

including but not limited to identities between genders, of multiple genders, of no 

gender, and of fluid gender (Roxie, 2011). The category is incoherent in that it is 

essentially defined by what it is not (Barker & Iantaffi, 2017). Further, for some, 

nonbinary is a journey and not a destination. The term nonbinary was chosen for this 

research because it is the current “go-to” umbrella term encompassing gender diverse 

identities, with the knowledge that it will very likely be reworked or replaced in the 

future (Reynolds et al., 2013). 

Nonbinary is an inconsistent liminal category that can blur the border between 

trans and cis identities (Iantaffi, 2017). Some participants in this project identified as 

trans nonbinary and some did not feel like the overarching trans category fit. It is 

important to note that people with nonbinary identities may or may not present as so, 

may or may not seek out gender affirming medical care, and if they do so, may seek 

out physical alterations selectively (Barker & Iantaffi, 2017; Iantaffi, 2017). They also 

may experience and present their gender differently in different contexts of their lives 
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(Matsuno, 2019). Studies and anecdotal community knowledge suggest that the 

number of people identifying and expressing themselves as nonbinary is growing 

(Hegarty, Ansara, & Barker, 2018). Among trans-identified people, sources measure 

the prevalence of nonbinary identities at 25-35 percent (Hegarty, Ansara, & Barker, 

2018; Lykens, LeBlanc, & Bockting, 2018). However, the fluidity of the category makes 

overall prevalence hard to measure (Barker & Iantaffi, 2017).  

Just as nonbinary fits within yet slips outside of the trans umbrella, aspects of 

nonbinary experience are qualitatively unique. Everything in dominant society in 

Canada and the US is structured around a gender binary, so being outside of that and 

navigating a binary world on a daily basis comes with its own challenges and unique 

sense of alienation. These challenges include the invisibility and erasure of rarely being 

recognized across all levels of society and societal interaction (Barker & Iantaffi, 2017). 

They also include susceptibility to discrimination and violence based on gender 

incoherence (Matsuno, 2019). Within a binary society, nonbinary people are often at 

their most vulnerable when being their most authentic (Iantaffi, 2017).  

One’s experience as nonbinary is also fundamentally mediated by one’s other 

social locations, personal history, and level of social, familial, and community support 

(Barker & Iantaffi, 2017; McCullough et al., 2017; Singh, Meng, & Hansen, 2011). 

These realities can impact the shape, role, and centrality of gender in one’s life. 

Systems of ableism, racism, settler colonialism, heteropatriarchy, xenophobia, 

transmisogyny, economic disparity, and criminalization converge with nonbinary gender 

to differentially distribute vulnerability and life chances (Spade, 2011).  

Locating the Research: Vancouver 

Vancouver is a socially liberal and economically neoliberal city located on the 

southwest coast of the settler colonial state of Canada. Metro Vancouver – Vancouver 

plus the constellation of municipalities surrounding it- has a population of about 2.5 

million, making it the third largest metropolis in the country and among its most recently 

settled (City of Vancouver, 2020). Metro Vancouver is situated on the unceded shared 

traditional homelands of the Coast Salish peoples, who have lived there since time 

immemorial. The city itself occupies the lands of the xʷməθkʷəy̓əm (Musqueam), 

Skwxwú7mesh (Squamish), and səlilwətaɬ (Tsleil-Waututh) nations. Like many west 
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coast cities, Vancouver’s brand as progressive and forward thinking is bound up in the 

need to justify itself amid the violence of newer and ongoing colonization. It also has 

continuities with how Canada vindicated and obscured the violence of its ‘westward 

expansion’, hundreds of years after the initial invasion and settlement of the east coast, 

by emphasizing its ‘mildness’ and therefore superior moral character compared to the 

US (King, 2013; Rochinski, 2003). The City government expounds environmentalism, 

diversity, reconciliation, and inclusion as cultural values (City of Vancouver, 2020). The 

focus on these values can both positively affect policy and serve to obscure the 

extreme material stratification within the city’s boundaries and lack of meaningful 

redress (Robinson and Zaiontz, 2015).  

Vancouver’s sociopolitical context and history have been further shaped by its 

relatively warm climate (for Canada), beautiful scenery, and status as an international 

port city on the Pacific coast. It has a particular history of sex work, sexual and gender 

‘deviance’, substance use, and violence that comes with the flow of people, commerce, 

and resources that occur in a port town (Dobson, 2004; Ross, 2010). Vancouver is also 

economically stratified because of the ways it is uniquely appealing and uniquely 

survivable (due to its climate). This wealth inequality is increasing, as is the cost of 

living, housing scarcity and housing unaffordability (Chan, 2018; Cheung, 2018; City of 

Vancouver, 2020). It is a landlords’ market with a less than one percent vacancy rate, 

leading to frequent “renovictions” and substandard housing conditions (Penner, 2018). 

One in five people in Vancouver live below the poverty line and working poverty rates1 

are second in the country only to Toronto (Ivanova, 2016). It is also the site of an 

ongoing overdose crisis that killed more people than COVID-19 in 2020 (Winter, 2020).  

The Vancouver area was colonized by the British and residents from Britain, 

Ireland, and Scotland remain the dominant White ethnic groups (City of Vancouver, 

2020). While the White population of the region holds a disproportionate amount of 

political, economic, and cultural power, privilege and influence relative to their size, 

they only make up 48% of the city’s multi-racial, multi-cultural population. Most 

prominently, Vancouver has large Chinese, South Asian, and Filipino communities and 

the former two have a history in the region as longstanding as the city itself. Currently, 

 
1 Defined by Ivanova (2016) as non-student adults aged 18-64 who are living independently and 
working to support themselves and/or their families yet earning an after-tax income below 
Statistic Canada’s Low-Income Measure  
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about one in forty people in the metro area are Indigenous, identifying with nations and 

communities from across North America, and that proportion is increasing as more 

Indigenous people migrate to the city. Vancouver has seen waves of migration 

throughout the decades and its population demographics continue to shift. A 2020 

report cited an aging population, and a decline in families, children and cultural and 

linguistic diversity.  

Stigma and blame for city problems related to what are viewed as moral vices in 

the region have largely been mapped onto racialized and socioeconomically 

disenfranchised communities, as has the brunt of the impact of the city’s material and 

structural inequities. One deplorable example is the City’s displacement of the thriving 

Black community in Hogan’s alley in the early 1970’s in the name of ‘urban renewal’ 

(Hogan’s Alley Society, 2021). Another is gentrification, displacement, transfer of 

resources from the public to private sector, land theft, environmental destruction and 

increased criminalization of poverty surrounding the 2010 Olympic Games, which 

primarily impacted Indigenous communities, residents of the Downtown Eastside, 

migrant workers and low-income families (No One Is Illegal, 2009).  At the same time, 

Vancouver has a rich history of interconnected social movements, notably around anti-

racism, economic, and migrant justice, gender and sexuality, harm reduction, the 

environment and Indigenous land-based activism. These movements have laid the 

groundwork for many of Vancouver’s more progressive policies, organizations, and 

programs, which are vitally important and sometimes ground-breaking. They also are in 

turn, enfolded into the City’s branding. Somewhat unusually, “trans, gender diverse, 

and Two-Spirit” people have been brought under the multi-cultural umbrella as people 

who need to be protected and included (City of Vancouver, 2020).  

Conditions and mental health care for nonbinary people in 
Vancouver 

After five decades of on-the-ground activism, advocacy, demonstrations, and 

awareness-building on the part of community members and allies, there was a tipping 

point in the mid 2010’s wherein Vancouver became one of the leading localities in 

Canada, in terms of formal recognition and inclusion of gender diversity (Brochu-

Ingram, 2015; Egan, 2016). The city is in the unique historical position of being the site 

of landmark legal and policy changes that have not yet happened in much of the rest of 
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Canada, or the United States for that matter. These include a citywide transgender 

inclusion policy, adopted in 2016, that is working to consider the needs of transgender 

people in the many sectors under the City's jurisdiction, including grants, housing, 

transportation, facilities management and municipal services (Dolski, 2016). The City 

policy came on the heels of inclusion policies by the Vancouver Park Board and 

Vancouver School Board, both in 2014. On a provincial level, British Columbia became 

the first province in Canada to create a provincial system to support transgender health 

in 2015 (Trans Care BC, 2019). The B.C. Human Rights Code was amended in 2016 to 

protect gender identity and expression (Paquette, 2018) and in 2018, the province 

rolled out a third gender option (X) on birth certificates, driver’s licenses, and BC 

Services cards. The provincial government is also working towards increasing the 

number of surgeons who provide gender-affirming upper body surgeries and recently 

introduced publicly funded gender-affirming lower body surgeries within the province 

(Paquette, 2018; Vancouver Coastal Health, 2020). Mental health care options 

continue to improve for nonbinary people and have changed since the time I conducted 

interviews in 2016/2017. However, broadly speaking, there continue to be private 

clinics and individual practitioners who charge standard or subsidized rates and then 

free, but more limited and crisis-oriented services provided by community health clinics, 

hospitals, outreach teams, and identity-based non-profits. Notably also, the City has 

banned conversion therapy2 (Takeuchi, 2018).  

These formal protections, provisions, and services are essential and make 

concrete and vital differences in people’s lives, yet do not eliminate the systemic 

realities and material inequities of the city. The structural realities of Vancouver drain 

people’s time and energy and can manifest in a precarious relationship to life 

necessities and life chances (Spade, 2011), particularly for those also contending with 

racism, ableism, colonialism, xenophobia, transmisogyny, poverty, and/or addiction. 

The conditions of the city, including the shortage and cost of space, and ordinances 

and zoning restrictions, are refracted onto the conditions for queer, trans, Two-Spirit 

and nonbinary community formation. Communities in Vancouver tend to be siloed and 

self-protective along cultural project and identity lines. There is a lack of longstanding 

 
2 Also known as reparative therapy, conversion therapy is an umbrella term for a range of 
harmful pseudoscientific ‘therapeutic’ interventions aimed to change a person’s sexual 
orientation to heterosexual or gender identity to binary cisgender 
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gathering spaces for social contact and entertainment, impacting the potential for 

cross-pollination of projects, people, and ideas that can happen more readily in a city 

with casual community spaces. Brochu-Ingram (2015) writes that “in contrast to the half 

century of rights victories, a cooperative politics of queer organizational development 

has been slower to develop in Vancouver than in other large Canadian cities” (p. 234). 

These factors have implications for individual and community mental health.  

Locating Myself: Researcher’s Subjectivity 

This project has been quite a journey for me. I began it in 2016, inspired by the 

stories of close friends and members of my broader community and motivated by the 

idea of mobilizing my insider subjectivity as a nonbinary person both training to be a 

counsellor and who has attended counselling towards increased awareness in the field. 

There was a clear need for more accessible and better-informed mental health services 

for nonbinary people. While the bulk of the research occurred that year, my project was 

repeatedly slowed and/or interrupted. First, there was a prolonged (losing) struggle with 

my Vancouver landlord to help us restore functioning plumbing and water access to our 

house in a city with surprisingly weak renter’s rights. This broke up my household and 

overlapped with my dad suddenly becoming critically ill. I moved back to Montreal. A 

few months later, my father passed away. A year after that I started to emerge from 

deep grief and COVID-19 arrived in the world. I finished my initial draft in the visceral 

context of Canada’s COVID-19 epicentre3 and it was hard. It is impossible for these 

experiences to not impact my process and it is impossible that they will not underwrite 

the concerns of my thesis itself. Namely, a broader reflection on mental health support 

needs of members of socially disenfranchised communities affected by continued 

experiences of precarity, trauma, and grief, what meeting those needs could look like, 

and how this does and does not overlap with the current Canadian model of mental 

health training and provision. My research contributes to a small but growing field of 

mental health literature concerning nonbinary clients. It adds first-person accounts and 

 
3 This is not to detract from anyone’s experience of the pandemic but rather to give localized 
context for the experience of living Montreal at that time. From March 2020 to April 2021, the 
city was the epicentre in Canada for COVID-19 in terms of when and how it first hit, its number 
of cases, death rate, and death count. There is much to be said about how that impacted people 
and about how it was handled by local government, that I do not have space for here, but for 
important broader critiques (that apply to Montreal), I recommend wecantpolicethepandemic.ca. 
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feedback on mental health services (which remain sparse) and a structural perspective 

that considers not only the clinical encounter, but the accessibility, social and historical 

context, and effectiveness of mental health care as an institution. 

Overview of Thesis 

The five chapters of my thesis put my research in context, describe my 

research process, present my findings, and discuss their implications. In the present 

chapter, Chapter One, I contextualized my study.  

In Chapter Two, I present a literature review on the need for support and under-

utilization of mental health services among trans and/or nonbinary (TNB) communities, 

a history of the relationship between TNB clients and the mental health field, and the 

current landscape of best practice knowledge around gender diversity. 

In Chapter Three, I outline my study method, explaining how I mobilized and 

centered accounts of my participants’ engagement with counselling services. First, I 

describe the rationale behind and an overview of my research design, procedure, and 

analysis. Then, I consider the quality of my research including its strengths and 

limitations, ethical considerations, and my subjectivity as a researcher. 

In Chapter Four, I present the results of my data analysis. I detail themes 

across what participants found most important to tell me about their experiences as 

well as the needs and desires reflected within these experiences. I present those 

themes within three broad sections: seeking help, engaging in counselling, and 

horizons of the possible for mental health care. I include participant voices as excerpts 

under each theme.   

In Chapter Five, I discuss the findings, limitations and implications of my study 

by putting the analysis and the literature review into conversation.  
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Chapter 2.  
 
Literature Review 

Over the past decade, there has been exponential growth in mental health 

literature documenting the unique needs and struggles of trans and nonbinary people 

(Matsuno & Budge, 2017; Moradi et al., 2016; Valentine & Shipherd, 2018; Worthington 

& Strathausen, 2017). Alongside this research, best practice documents and 

generative books have also emerged that provide essential information on practice with 

gender diverse populations. Yet while there is a well-documented need for gender 

affirmative mental health support among trans and/or nonbinary (TNB) individuals, 

most training programs are still not producing practitioners equipped for affirmative 

care without supplemental experience, and gender affirmative care itself remains 

primarily binary in nature. In this literature review chapter, I cover three broad topics: 1) 

the need for support and underutilization of existing mental health services; 2) the 

broader context of the medicalization of trans people and related issues; 3) and the 

current landscape of best practice resources.  

My thesis builds on, contributes to, and addresses gaps within the field of 

gender affirmative mental health literature. It builds on existing knowledge about 

service use, best practice, and the relationship of TNB people to medicalization. It 

contributes a structural lens, starting at the work behind accessing/seeking counselling 

rather than in the counselling room and contextualizing the clinical encounter itself 

within overlapping interpersonal, normative, and structural realms.  Finally, it addresses 

gaps by adding more firsthand voices of nonbinary clients to the canon as well as 

research on the subject by someone who is nonbinary themself.  

The Need for Support and Underutilization of Counselling 

The three modes of transphobia  

Drawing from critical race theorist Alan Freeman’s critique of the perpetrator 

perspective in discrimination law and queer theorist Michel Foucault’s analysis of 

power, Dean Spade (2011) discusses how transphobia operates along three 
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overlapping axes: perpetrator/victim practices, disciplinary norms, and population-

management. He argues that while the first axis, perpetrator/victim practices, is widely 

recognized as a problem, the latter two are not. The axis of perpetrator/victim practices 

refers to the ways trans people are vulnerable to individual bigotry and therefore are at 

heightened risk for familial estrangement, social exclusion, loss, violence, and trauma. 

Disciplinary norms address how trans people are impacted by norms about proper and 

desirable ways to be in society, reinforced through all major institutions, and inevitably 

internalized. The impossibility of trans existence matching societal ideals leads to 

external and internal policing that can profoundly impact mental health and feelings of 

self-worth. Spade notes that the disciplinary mode of power has always been 

reinforced by violence or threats of violence. Finally, population management 

encompasses the ways population-level programs act as gatekeepers in terms of life 

chances. While seemingly innocuous, these systems create conditions of control and 

resource distribution that affect the health and security of populations. Trans individuals 

face an uphill battle in a variety of arenas including but not limited to health care, social 

services, housing, employment, education, identity documentation, and sex segregated 

facilities. Combined, these three interlocking modes of power limit trans peoples’ 

access to basic life necessities and therefore lower their life chances for success. They 

render transgender people structurally vulnerable to poverty, criminalization, and a 

shortened life span.  

To illustrate the impacts of the three modes of transphobia, consider some of 

the findings from the Canadian Trans PULSE Project (2020) which surveyed 2873 

community members across Canada in 2019 (about half of whom identified as 

nonbinary).  Despite high levels of education, 40% of respondents were low-income 

(more than 3 times the national average) and 15% had experienced food insecurity in 

the past year. In the past 5 years, 68% and 42% had experienced verbal and sexual 

harassment, respectively, and 16% and 26% physical and sexual assault, respectively, 

related to being trans or nonbinary. Nearly 2/3 (64%) had avoided three or more public 

spaces for fear of harassment or outing.  Also, in the past year alone, 12% had avoided 

going to the emergency room despite needing care.  
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Trans and nonbinary people and mental health  

In terms of mental health, these three modes materialize in disproportionately 

high rates of depression, suicidal ideation, anxiety, somatization, self-harm, addiction, 

trauma exposure, and general mental distress (Bockting, 2008; Maguen & Shipherd, 

2010; Matsuno & Budge, 2017; Moradi et al., 2016; Valentine and Shipherd, 2018; 

Worthington & Strathausen, 2017). The oft-cited statistics are dire, and I purposely do 

not cite them here because the extent they are rehashed in the absence of systemic 

change has come to feel voyeuristic. Valentine and Shipherd (2018), who conducted a 

systemic review of 77 studies on TNB mental health, argue that the field is saturated in 

this area and that there should be a shift to researching effective mental health support: 

“focusing too narrowly on mental health outcomes may serve to over-pathologize a 

vulnerable population who may be experiencing a normative response to pervasive 

discrimination, violence, and exclusion” (p. 12). What is important is that it is well 

established within the mental health canon that TNB people have an elevated need for 

mental health support (Matsuno & Budge, 2017; Moradi et al., 2016; Valentine & 

Shipherd, 2018; Worthington & Strathausen, 2017). However, contrary to how TNB 

people have historically been understood by the mental health profession, this 

heightened need is not due to characteristics innate to gender identity but due to the 

multi-faceted impacts of structural gendered prejudice and discrimination on individual 

lives (Cochran & Cauce, 2006; Kelleher, 2009).   

A handful of studies reporting significant levels of distress among nonbinary 

people suggest subtleties of nonbinary experience that need to be considered on their 

own accord (Aparicio-García et al., 2018; Goldberg et al., 2019; Harrison, Grant, and 

Herman, 2012; Lefevor, et al., 2019; Lykens, et al., 2018; Streed, McCarthy, and Haas, 

2018; Thorne et al., 2019, among others). This emerging body of literature has 

internally inconsistent findings about who nonbinary people are and how they are 

faring, undoubtedly due in part to the partial picture captured by the small number of 

existing studies and by how the research was structured (eg. non-probability sampling, 

inconsistent gender categories, varied focuses and frameworks etc.). There is also a 

perplexing and somewhat frustrating trend of putting research resources into 

comparing the welfare of binary trans and nonbinary people, though both are well 

demonstrated to be underserved and thus in urgent need of research devoted to 

improving care. This trend may have an underlying legitimizing component; i.e. 
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legitimizing nonbinary people as subjects worthy of attention in the field, especially 

since in some of these studies nonbinary people appear to be doing worse. But by 

grouping binary trans people in one group and nonbinary people in the other, this 

research is missing both how these categories overlap and the vital axis of the 

operations of transmisogyny. What this emerging body of work does contribute 

however, is the observation that nonbinary people encounter a combination of 

transphobia and erasure, depending on expression and context. Therefore, being 

nonbinary in a society premised, and in many ways reliant, on a gender binary brings 

its own unique experiences of invisibility and pushback, both materially and 

immaterially, in both cis and trans realms, and this merits more attention. 

Mental health needs are multi-faceted in that they are intricately tied to people’s 

other social locations - such as race and ethnicity, indigeneity, socioeconomic status, 

ability, age, and citizenship - in ways that are beginning to be captured within 

counselling psychology research and are well-known within the TNB communities 

(Budge et al., 2016; Matsuno & Budge, 2017; Moradi et al., 2016; Worthington & 

Strathausen, 2017). The constellations of people’s identities determine the way that the 

operations of power render them structurally vulnerable. As Iantiffi (2017) puts it: 

“within a systemic and intersectional analysis of gender, knowing someone’s gender 

identity, expression, or role alone, without knowing also the other localities of their lived 

experiences, has little to no value, like a two-dimensional view in a three-dimensional 

world” (p. 286). Returning to Spade’s (2011) three modes of transphobia: in the current 

sociopolitical climate of Canada, most TNB people experience downward mobility and 

increased vulnerability due to their gender; however, the more structurally marginalized 

TNB people are in addition to their non-normative gender, the more likely they are to 

experience extreme vulnerability, surveillance, and exclusion.  

Resilience 

Just as there are pathways to mental health vulnerability, there are pathways to 

mental health stability. Research on resilience is plentiful in the literature on trans 

and/or nonbinary people and is one of the current strengths of the field (Valentine & 

Shipherd, 2018). This literature details how TNB people are resilient and how that 

resilience is both personal and interpersonal.  
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On an individual level, identity pride, personal coping strategies, awareness of 

and resistance to oppression, sense of self-worth, and connection to hope have been 

found to be critical in the promotion of wellness (Breslow et. al, 2015; Grossman, 

D'augelli, & Frank, 2011; Singh, Hays, & Watson, 2011; Singh, Meng, & Hansen, 

2011). TNB people also report positive experiences that stem from their gender 

identities such as personal growth, increased empathy, and opportunities stemming 

from seeing/living beyond a gender binary (Riggle et al., 2011).  

At the interpersonal level, family, social, and community support are significant 

for TNB resilience. Having a supportive family of origin has been repeatedly shown to 

offset the mental health impact of societal discrimination (Singh, Meng, & Hansen, 

2011; Valentine & Shipherd, 2018; Worthington & Strathausen, 2017). Socially, the 

importance of friends in general, and chosen family in particular, is emphasized for 

people’s wellbeing (Austin & Goodman, 2017; Budge, Rossman, & Howard, 2014; 

McCullough et al., 2017). Finally, a broader sense of connectedness to affirming 

community is meaningful and TNB communities are equipped to provide considerable 

support (McCullough et al., 2017; Singh, Meng, & Hansen, 2011). There is an 

emphasis on skill-sharing and mutual aid networking within extended trans and queer 

communities, formed in reaction to the relative neglect and reactiveness of formal 

services as well as to the operations of White and class privilege within said 

communities as a means to redistribute resources (Lakshmi Piepzna-Samarasinha, 

2018; Rembis, 2018; Shepard, 2010). Within this ethos, people are expected to show 

up however they can, based on their positionality/skills/background and people will 

generally help out people they do not know, as long as they are indirectly connected. 

Some research is finding that interpersonal supports are predictive of intrapersonal 

ones and that they may in fact be more vital to mental health due to the systemic and 

continuous nature of transphobia (Bockting et al., 2013; Budge, Rossman, & Howard, 

2014; Testa et al., 2014).  

The “victim” trope 

 A further reason not to over-rely on the bleak mental health statistics of the 

TNB population as an argument for better services is that it plays into the victim trope 

that besets research and policy making for many disenfranchised communities 

(Marshall, 2010; Talburt, 2006). Within the victim trope, little is learned about people’s 
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lives beyond their problems; they are defined by their relationship to victimization. The 

deficit model in the context of mental health has threefold consequences: it positions 

TNB people as subjects in need of saving rather an as agentic actors, it reinscribes 

their “otherness”, and it flattens their complexity of experience into a single axis 

(Marshall, 2010; Spade, 2006). By eclipsing agency and intersectionality, the dignity 

and creativity of TNB people navigating society, our cultures and innovations, the role 

we do and should play in the production of knowledge, and the power we do hold are 

all elided (Marshall, 2010; Talburt, 2006). 

There is a second overarching problem with the deficit model, however, beyond 

reducing TNB people to victims. It is premised on the implicit assumption that if people 

can be helped to work through mental health issues then ‘normal citizens’ can be 

produced (Marshall, 2010). This premise locates problems and their solutions within 

individual TNB people, ignoring structural factors and further marginalizing TNB people 

who face barriers insurmountable to and/or who are uninterested in these ideals. In 

other words, having implicit normative outcomes backing the call for care can further 

restrict or deny disenfranchised peoples access to that care. Better to make an 

argument for accessible services for TNB people, not because they are exceptionally 

hurting, or have untapped potential as productive citizens, but because they are people 

who deserve care that is competent, accessible, and relevant to their lives, 

Factors behind the underuse of counselling  

Like the general public, nonbinary individuals may seek out counselling for a 

variety of reasons related to their health and wellbeing (Bockting et al. 2006; Hunt, 

2013). They may also seek care in order to explore and affirm their gender identity and 

facilitate the social and physical changes this may involve (Bess & Stabb, 2009). 

However, it has been well-documented that many nonbinary individuals do not access 

support as often as they need it (Budge, 2017; Lev, 2004; Matsuno & Moradi et al., 

2016; Matsuno, 2019). Mental health literature accounts for this divide along several 

lines: concerns around counsellor gender competency, pressure to conform to 

dominant gender narratives, administrative discrimination and, more rarely in the 

literature, individual resource limitations. These align with Spade’s (2011) modes of 

transphobia: gender competency falls under perpetrator/victim practices, dominant 

gender narratives fit under disciplinary norms, administrative discrimination is 
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population management, and individual resource limitations result from the three 

operating in tandem in people’s lives.  

Concerns around counsellor competency 

Many nonbinary people hesitate to access services due to well-grounded 

concerns that mental health professionals will be inadequately prepared to navigate 

their genders in the counselling room (American Psychological Association, 2015; 

Matsuno & Budge, 2017; McCann, 2016; Puckett et al. 2017; Shelton & Delgado-

Romero, 2011; Ussher, 2009). Multicultural counselling guidelines warn of the potential 

harm done by therapists inadequately prepared to work with people different from 

themselves (Bess & Stabb, 2009). Often therapists will not have background 

knowledge around gender diversity, gender identity, gender expression, pronouns, the 

difference between sex/gender/sexuality etc. Additionally, TNB people have unique life 

paths, norms, and values that sometimes directly conflict with mainstream 

cisheteronormative4 models of healthy psychosocial development (Goethals & 

Schwiebert, 2005; Riggs, 2011). Gender variance and trans identities, alternative 

relationship models and family systems, as well as jobs and lifestyles “off the grid,” all 

continue to be pathologized and misunderstood (Caroll, Gilroy, & Ryan, 2002). When a 

nonbinary client enters a therapy session, they open themselves up to 

microaggressions, overtly negative reactions, having to spend their time educating their 

therapist, leaving with a heightened sense of estrangement, and re-traumatization 

(Matsuno & Budge, 2017; McCann, 2016; Mizock & Lundquist, 2016).  

Pressures to conform to dominant gender narratives 

 Where therapy is sought out, nonbinary people often feel the need to collapse 
their story into a “universal transgender experience” (Mizock & Lundquist, 2016; Spade, 

2006). Studies have found that people feel pressure to fabricate or exaggerate 

experiences that confirm with stereotypes in order to gain their therapists approval 

and/or to be recommended for gender affirming medical services (Bolin, 1988; Brown & 

Rounsley, 1996, Singh & dickey, 2017). This issue comes up for nonbinary people 

even in trans competent health services. They may not feel “trans enough” themselves 

 
4 Cisheteronormativity refers to the operations of norms that center cisgender heterosexuality 
and its associated life paths, values, interests, relationship/kinship models, etc. as preferred, 
default, or normal. 
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for services, may fear being treated as not “trans enough” for services, or may feel 

pressure to conform to a binary trans narrative to receive services (Garrison, 2018; 

Lykens et al, 2018; Travers, 2018). Clients cannot maximize the benefits of therapy if 

they do not feel that they can be honest about their needs and experiences (Lev, 

2004). These concerns about needing to conform to dominant discourses and 

understandings of gender can lead nonbinary people to avoid counselling altogether.  

Administrative discrimination 

Nonbinary genders are often illegible to contemporary bureaucratic systems. 

People may avoid seeking help due to past experiences or fears of administrative 

discrimination both in cisgender and trans specific health care settings (Lykens et al, 

2018). Nonbinary identities, pronouns, and bodily transitions are not culturally well-

known and are only beginning to be included in health information intake services and 

health information systems (McNeil et al, 2012). This presents a significant barrier for 

nonbinary people approaching services. 

Individual resource limitations 

The trifecta of transphobic power also contributes to the underutilization of 

counselling in that it is often impossible to dedicate time, energy, and money to mental 

health care when access to basic life necessities is precarious (Namaste, 2000). Many 

nonbinary people cannot afford standard service fees for mental health care and must 

rely on sliding scale or free services (McCann, 2014; Puckett et al., 2017). Individual 

resource limitations highlight the need for low barrier gender responsive services. 

Finding gender affirmative services 

Research has shown nonbinary people are strategic in their choice of therapist 

(McCann, 2014). Nonbinary clients often choose therapists from within their extended 

communities (Reynolds et al., 2013; Seil, 1996; Worthington & Strathausen, 2017). 

They may also gravitate towards therapists who are not cisgender men, who have 

experience with gender diversity, who have been recommended by word of mouth, and 

who have master’s level rather than doctoral degrees (Bess & Stabb, 2009; Bolin, 

1988; Worthington & Strathausen, 2017). This intentionality on the part of prospective 

clients can be seen as testament to individual resilience and self-care but also reflects 
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the additional labour often required by TNB people to access appropriate care. Due to 

the combined impact of activism, media representation, and an increased availability of 

information, there has been a recent growth in gender affirming services, particularly in 

cities and online (Bess & Stabb, 2009).  

Nonbinary People and Medicalization 

Before getting into how TNB lives came to circulate primarily within the medical 

lens and what this means for TNB people, I want to briefly step back and situate 

hegemonic gender norms as they circulate in the broader context in the territories now 

known as Canada and the United States. Gender, as we know it, is inextricable from 

the contemporary western nation-state and the interconnected processes and 

ideologies of colonialism and capitalism that contribute(d) to its rise and prosperity 

(Arvin, Tuck, & Morrill, 2013; Gill and Pires, 2019). First of all, hegemonic gender has 

been intrinsic to the discursive justification and practical methods of colonization 

(Robinson, 2020; Simpson 2021). Doctrines of ‘modernity,’ ‘civilization,’ and ‘progress’, 

i.e. colonizers’ perceived cultural and moral superiority and divine blessing, have been 

used to justify and obscure genocide, land theft, and the violent imposition of systems 

of domination and exploitation of people and nature. In the Americas, Indigenous 

people of diverse sexualities and genders who thrived within many Indigenous nations, 

were highly visible to early European invaders (Simpson, 2021). The violent infusion of 

rigid binary gender identities and roles as well as the elevation of maleness/masculinity 

over femaleness/femininity were utilized to control Indigenous people and attack their 

kinship ties, cultures, political and ethical systems to facilitate dispossession. Secondly, 

and interrelatedly, gender is an essential component in the ongoing machinations of 

the modern capitalist colonialist Western-nation state (Spade, 2011). Hegemonic 

norms are one of the key means through which relationships of power, so central to the 

maintenance and success of the ‘modern/colonial project’, are structured, naturalized, 

and maintained (Gill and Pires, 2019). Gender operates in fluctuating, multiple, 

codependent and imbricated ways with other major relations of domination. It helps 

create and maintain social order and it helps secure all forms of labour (Lewis and 

Irving, 2017). It is tied to nationality and national belonging (Clarkson 2020; Irving, 

2013). Even as hegemonic gender shifts and reconfigures itself with the political, 

economic, and cultural times, it remains reflective of those in power, that is, it has been 
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White, cisheteronormative, masculinist, classist, and ableist (Gill and Pires, 2019). 

Further, it is influenced by ideologies such as technical-scientific rationality, 

individualism, objectivity, progress, and commodification that are central to 

capitalism/colonialism (Lewis and Irving, 2017). Though not monolithic, the medical 

establishment rose and operates within the capitalist/colonial western nation state and 

all its logics. This is the broader context in which nonbinary gender is captured, 

understood, and approached by medicine. 

This section provides an overview of the medicalization of TNB people. It 

begins with a brief history of the medical production of trans lives and within that, the 

emergence of trans affirmative care. Next, it presents a synopsis of ongoing 

contemporary debates concerning the matter of gender diagnosis. The section closes 

with cross-disciplinary insights from critical trans activists and theorists about reworking 

our relationship to medicalization. 

A brief history  

It is valuable to recount a brief history of trans people and medicalization 

because the mental health field today still rests on its historical foundations. The way 

nonbinary people have been understood and approached until very recently is 

subsumed under the history of the medical establishment’s engagement with 

gender/sex/sexual “deviance”. The emergence of the transgender client, in particular, 

has reverberations for the treatment of nonbinary people today. 

In the 19th century, science replaced religion as the highest social authority in 

the West over what is “normal/abnormal” with regard to human variation and medical 

science became the arbitrator of what constitutes a healthy individual/body/mind 

(Stryker, 2008), at least in Europe and its White-supremacist and colonial diaspora. 

Perceived deviance along the lines of sex/gender/sexuality, understood as one and the 

same, was increasing conceived and approached through a medical lens (Beemyn, 

2015). Christianity and the legal/carceal system remained powerful social authorities as 

well, operating in tandem with medicine. For example, in the wake of a string of laws 

individuating “homosexual behavior” (including “cross-dressing”) and making it illegal, 

people sought out cures from medical professionals in order to avoid imprisonment and 

hard labor (Whittle, 2010).  
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The overarching thread of most of the history of the 20th century is 

pathologization and attempts at elimination of perceived sex/gender/sexual deviance 

through shifting scientific lenses. This is what therapy was originally used for, along 

with various intrusive and violent medical interventions (Morrow and Malcoe, 2017). 

Noting that the 1950s have been granted too much weight as a starting point for 

contemporary trans history, Gill-Peterson (2018) anchors the emergence of 

transgender medicine and its binary system of transition to early 20th century non-

consensual and coercive experiments on intersex children. It was in the context of 

trying to violently force intersex children into a sex binary that early versions of the 

technologies and medical procedures now present in trans affirmative care originated. 

It was in the same context that the contemporary concept of gender was created: as a 

social construct to reify the sex binary in the face of the ways it was challenged by 

attempts to “normalize” intersex people5. Gill-Peterson uncovers early 20th century 

historical accounts of trans people who heard about emerging medical technologies 

and engaged with discourses of intersex embodiment in order to try and gain access to 

them. However, even though gender affirmation surgeries already had a precedent in 

Germany in the 1920’s and 1930’s (Beemyn, 2015), medical professionals in the US 

and Canada were initially reluctant to provide care to trans individuals (Gill-Peterson, 

2018).  

Crucial to Gill-Peterson’s analysis also is the concept of racialized plasticity, in 

which she encompasses two related ideas. First, she argues that trans and intersex 

children, as growing, ‘unfinished’, and therefore relatively ‘plastic’ have been the raw 

material for and received the brunt of the violence in the establishment of contemporary 

medicine’s sex and gender binary. Second, within that violence, White children have 

been situated as domesticated subjects worth trying to ‘normalize’ whereas racialized 

children have been treated as atavistic, disposable, and candidates for 

institutionalization or imprisonment. Thus, trans affirmative care was also a racial 

project and the racialized inequities in access to and treatment by the medical 

establishment that persist today are tied to this eugenic legacy. 

 
5 It is important to state that non-consensual medically unnecessary “normalizing” surgeries on 
intersex infants and children, often with associated medical complications and/or emotional 
trauma are an ongoing problem and a cornerstone of intersex rights movements (see 
oiiinternational.com or interactadvocates.org).  
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With this historical context in mind, the contemporary construct of the “trans 

client” in the US and Canada had its nascence in the 1950’s when physicians started 

performing gender affirmative surgeries and prescribing hormone therapies more 

readily (Lev, 2004). Notably, it was those scientists and medical professionals working 

with intersex children who began to work with trans people at that time (Gill-Peterson, 

2018). While endocrinologist Harry Benjamin has been widely credited with originating 

the compassionate treatment of trans people by the medical system in the US, trans 

people themselves played a critical role as co-producers of emerging medical 

knowledge and practice (Beemyn, 2013; Gill-Peterson, 2018). For example, trans 

physician Michael Dillon released a mid-century volume arguing against 

pathologization and for access to surgeries and hormones (Beemyn, 2013).  Similarly, 

Reed Erickson, who was a wealthy trans businessman, single-handedly financed much 

of the trans medicine occurring in the 1960s to 1980s via millions of dollars in 

donations (Gill-Peterson, 2018). The first trans organizations also had a large hand in 

pushing research in less pathologizing directions and in the expansion of services for 

TNB people (Beemyn, 2013). Gill-Peterson (2018) argues that: “much of the key 

change in attitude among [medical] professionals came from their increasing 

experience working with trans patients and members of the community who strongly 

advocated for themselves.” (p. 132).  

The first standards of care were established in 1979, six years after the 

diagnosis of “homosexuality” was removed from the Diagnostic and Statistical Manual 

(DSM) and one year before the diagnosis of “Gender Identity Disorder” was added 

(Reay, 2014).  Medical professionals articulated the inclusion of diagnosis as a way to 

legitimize the discipline, improve services, and make them more widely available via 

insurance by these standards of care (Stryker, 2008). Unfortunately, most insurance 

companies initially saw gender affirming services as elective and did not cover them 

and the conservative renaissance of the 1980’s reduced what services were available.  

Trans care from the 1950’s to the early 2000’s hinged on dominant discourses: 

about the binary nature of gender (expecting a full transition), about proper embodied 

gender (expecting stereotypical gendered behavior and expression), and about 

compulsory heterosexuality (expecting people to be heterosexual upon transition) 

(Grieves, 2016). Who was deemed legitimate enough for treatment was based on race, 

class, education, and work ethic (Irving, 2013). Emphasizing “passing” or blending into 
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the cisgender population, many providers strongly encouraged their clients to avoid 

associating with other trans people, effectively medically disincentivizing trans 

community formation (American Psychological Association, 2015). The goal was to 

create “normal”, “healthy”, and “productive” gender conforming, heterosexual citizens 

who faded into the dominant population at large (Irving, 2013). Irving (2013) points out 

that White and class privileged trans people “have overwhelmingly responded to 

pathologization and erasure by cultivating social subjectivities that demonstrate their 

ability to contribute to economic progress” (p.27). He attributes this to the urgency of 

people’s life circumstances and the nature of dialogue with a reactionary medical 

establishment. Thus, structurally privileged trans people also contributed to the 

transnormativity pushed by the medical establishment. 

Largely due to on-the-ground organizing, the last two decades have brought 

legislative, medical, and policy accomplishments that help improve the conditions of 

trans lives, de-stigmatize trans existence and open up services to a broader range of 

people (American Psychological Association, 2015; Stryker, 2008). Key to this was the 

paradigm shift from pathologization to trans affirmative care: changing the therapeutic 

focus to helping trans people live more fulfilled and healthier lives and updating 

understandings of gender overall (Bockting et al., 2006). At the same time, the 

regressive backlash against trans people that took hold in the late 1970s and 1980s, 

some of it feminist in origin, has built particular momentum in the past five years and is 

having a severe negative impact on trans lives and available services in the US in 

particular. Canada has more protective factors- such as legislation protecting gender 

expression and identity, basic universal healthcare- and more extensive and generous 

social safety nets but still has its own share of anti-trans organizing. This very brief 

history shows how the knowledge and practices of the medical realm are affected by 

social movements, medical technologies, and political tides. It also shows that gender 

affirmative care is a very recent phenomenon, has always been extremely exclusionary 

in terms of race, class and binary gender conformity, and now is somewhat less so, at 

least in parts of Canada and the US, and is linked to a medical establishment 

interested in producing normative citizens. Stryker (2008) speaks of the tension related 

to the social regulatory powers of the medical establishment: “medical science has 

always been a two-edged sword: its representatives’ willingness to intervene has gone 

hand in hand with their power to define and judge” (p.36-37).  
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Diagnosis 

I am going to spend some time on the issue of gender diagnosis because of its 

practical gatekeeping role in access to gender affirming services, because of its 

discursive importance within trans studies and mental health literature on trans people, 

and because, at least for now, it is the purview of mental health professionals. Gender 

dysphoria is an umbrella diagnosis for various misalignments between one’s 

“expressed/experienced” gender and one’s biological sex (American Psychiatric 

Association, 2013). These conditions share a gender identity at odds with what is 

socially expected of that individual: one’s gender assigned at birth. Indicators of gender 

dysphoria include an expressed desire to change one’s sex and/or gender, a conviction 

that one is typical of the gender one identifies with internally, and a wish to be treated 

as such (Lev, 2013). This “mismatch” of assigned and felt gender must be evident for a 

period of six or more months in order to obtain a diagnosis (American Psychiatric 

Association, 2013). The condition is associated with significant distress and/or 

impairment in functioning.  

Originally included in the DSM III (1980), the diagnosis has since undergone 

multiple name and conceptual changes and migrated about the manual. In the latest 

iteration, the focus has shifted from gender identity as the site of disorder to dysphoria 

being the cause for concern (Drescher, 2010). In other words, the emphasis in 

treatment has shifted from fixing a disorder to resolving psychological distress over a 

mismatch. The language in the DSM V (2013) is also less gender binary, 

acknowledging that a person may have a desire to be “the other gender (or some 

alternative gender different from one’s assigned gender)” (American Psychiatric 

Association, 2013). The latest makeover of the diagnosis was an effort, according to 

the APA, to reduce stigma while maintaining people’s access to gender affirming care 

(American Psychiatric Association, 2013). The APA further issued a position statement 

opposing discrimination against trans people and appointed a task force to review and 

recommend treatment guidelines (Drescher, 2015).  

There are ongoing widespread debates about whether trans identities should be 

regarded as a mental health diagnosis or medical condition (Gorton, 2007). Arguments 

for the former point to the fact that gender dysphoria is the established diagnosis for 

people to gain access to surgeries, hormones, and legal transitions to their desired 
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genders (Drescher, 2010). Diagnosis provides a gateway to services such as gender 

coaching and therapy and is necessary for insurance coverage for medical treatments 

(Lev, 2013). There are concerns that services would be harder to access should the 

diagnosis be removed from the DSM and arguments that the pathologization of trans 

existence can be ameliorated by improving upon the diagnosis itself. Some individuals 

also find having a mental health diagnosis for their experience relieving and culturally 

validating (Cook, 2004). 

Others contend that the very placement of gender dysphoria within the DSM 

guarantees its cultural status as a mental illness (Lev, 2013). Advocates for its removal 

argue that the label increases stigma and brings further harm upon an already 

vulnerable and stigmatized population (Drescher, 2010). The most severe impact falls 

on the most disenfranchised TNB people, leading, for example, to rebranded 

conversion therapy on gender non-conforming youth and discrimination against TNB 

people seeking social services (Clare, 2013). Advocates for removal further worry that 

the mental health diagnosis encourages practitioners to focus on individual pathology 

rather than societal barriers to people’s wellbeing. They note its “suspicious” 

introduction into the DSM, just after homosexuality was removed as a mental illness, as 

a possible means to re-pathologize homosexuality (as gender non-conforming youth 

disproportionately identify as homosexual as adults) (Bryant, 2006). The DSM itself, 

despite its cultural status as the Bible of the mental health, has been criticized for the 

political, moral, and professional biases and the lack of diversity of its writers (Lev, 

2013; Russo, 2017). In the words of Laura Brown (1994): “the decision to call a cluster 

of behaviors a mental illness is responsive to many factors that have nothing to do with 

science but a great deal to do with the feelings, experiences, and epistemologies of 

those in power and dominance in mental health disciplines” (p. 135). 

Those on this side of the debate argue that health care could still be accessed if 

gender dysphoria was re-classified as a universal medical, rather than psychological, 

condition. Under a medical model, TNB health care could move towards readiness 

assessments and informed consent (as is done in other body-altering treatments and 

surgeries) rather than psychiatric evaluations (Russo, 2017). Gender affirming medical 

care might come to be treated like a normal life event (Drescher, 2015). This side of the 

debate may be winning. Several countries have announced that they will no longer 

define being trans as a mental disorder and the World Health Organization, which has 
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194 member states, has removed all trans-related diagnoses from the chapter on 

mental health in the International Classification of Diseases 11 (Rodríguez, Granda, & 

González, 2018; WHO 2021). Instead, the WHO included a new category, called 

Gender Incongruence, in the chapter on sexual health. It should be noted that the 

placement of gender incongruence within the realm of sexual health is seen by some 

as reductive (GATE, 2013). Nevertheless, it seems these declassifications may be the 

first of many that will squarely move the diagnosis from psychology to medicine.  

Lessons from the diagnosis of homosexuality 

There are direct parallels in the history of homosexuality as a diagnosis to 

arguments occurring now over gender dysphoria. The first two editions of the DSM 

included homosexuality as a personality disorder. In 1952, that looked like a 

“sociopathic personality disturbance,” and, by 1973, it was a more moderate “sexual 

orientation disturbance” (Drescher, 2010). Strategic gay organizing (both direct action 

from activists and assimilative appeals by gay psychologists to the psychiatric 

establishment) greatly contributed to the supposed “removal” of the diagnosis in 1973. 

The removal in 1973 has been instrumental to a mainstream cultural shift in the status 

of homosexuality from “mental illness” to “minority human variation.”  

Interestingly, however, homosexuality was not removed from the DSM in 1973: 

it reappeared under “sexual disorder not otherwise specified” as a “persistent and 

marked distress about one’s sexual orientation” (Drescher, 2010).  Homosexuality was 

not actually removed for another four decades, with the publication of the DSM V in 

2013. This recasting of homosexuality as dysphoria over sexuality consciously or 

unconsciously placated both sides of a new rupture: the growing acceptance of at least 

homonormative sexuality in broader culture and a quiet re-entrenchment of 

homophobia in certain sectors. Thus, at the same time that significant gains were being 

made in the public sphere, the new diagnosis was used to legitimize the work of 

conversion therapists. As fringe as conversion therapy might be considered, a 2012 

UCLA survey found that of 13 million self-identified LGB people in the US, about 

700,000 had gone through some form of conversion therapy and that this experience 

was equally prevalent across age groups (Mallory, Brown, and Conron, 2018). In other 

words, they found that the same proportion of teens had experienced conversion 

therapy as older adults, indicating this is not a dying therapy form. Similarly, a 2019 
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study of sexual and gender minority men in Canada found that 10% had experienced 

conversion therapy, most as minors (Salway et al., 2021). That percentage nearly 

doubled for participants who were racialized and for trans men. Since the early 1990s, 

conversion therapy has been denounced by most major mental health associations in 

the US and Canada, is gradually being made illegal regionally. It is on the table to be 

banned in Canada (Boisvert, 2021). However, it is still being practiced at this time and 

is part of community knowledge around therapy. Overall, this history of the diagnosis of 

homosexuality shows how targeting diagnosis can be misleading as a political strategy.  

Reworking medicalization 

The diagnosis debates, however considerable, are not poised to shift the terms 

of the discussion, only the location of diagnosis. So, while healthcare reform is helpful 

and needed, it is also limited and should be put in its broader context. Critical trans 

theorists and activists argue that our attention needs to shift away from the diagnosis 

debates towards reworking our relationship with medicalization.  

Coming from the disability movement, Eli Clare (2013) examines how 

manifestations of shame related to different-bodiedness are influencing the diagnosis 

debate. Clare cautions that a medical diagnosis will not confer normalcy. He sees 

shame and ableism in efforts both to distance trans people from the DSM and to frame 

desire/need for bodily change in a “defect” model. Clare argues that by belaboring the 

move from the DSM, people participate in existing stigma and prejudices against those 

who struggle with mental health. As for the defect model, Clare states that “to claim our 

bodies as defective, and to pair defect with cure, not only disregards the experience of 

many disabled people; it also leaves us as trans people wide open to shame” (p. 262). 

Focusing on how the trans community participates in the medicalization of our bodies, 

Clare notes that this buy-in is pervasive enough that we have become primarily defined 

in relationship to medicine, regardless of our desire to transition or access medical 

services. He asserts that this further alienates us from our bodies.  

In her ground-breaking and still timely sociological book centered on the 

everyday needs and circumstances of trans people, Viviane Namaste (2000) cautions 

against over-focusing on the medical production of trans lives. She worries about the 

burden of responsibility being placed on individuals for their wellbeing in the current 
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neoliberal economic climate, at the expense of a sense of collective responsibility. She 

points out that the most disenfranchised trans people often cannot access or are 

refused care and thus rely on the underground market and social supports for gender 

affirmation. Namaste argues we would be remiss to assume that the more marginalized 

members of the population are making appointments with medical professionals to 

discuss their gender identity. Therefore, by fixating on the medical production of TNB 

lives, people are overlooking crucial aspects of the total picture as well as the lives of 

many trans people.  

Writing about trans kids, Travers (2018) discusses the emergence of a “gender 

affirmative medical industry” as contributing to the normalization of Eurocentric binary 

gender conformity and assimilation and as further disenfranchising (often racialized, 

poor and/or parentally unsupported) trans children who cannot or do not want to 

access this model of medical care. They point out how in the emergence of for-profit 

gender affirmative medical and pharmaceutical industries, gender identity itself has 

become something of a commodity. Travers asks: “how can we protect and greatly 

expand existing access to affirming healthcare for all who need it while at the same 

time troubling the consequences of an often binary-conforming and inaccessible model 

of transgender embodiment/inclusion in society more broadly?” (p. 165).  

Finally, speaking from the context of his work at GATE (an international 

organization for trans, gender diverse and intersex advocacy), Mauro Cabral is wary of 

the international circulation of gender dysphoria as part of the larger capitalist/colonial 

Western project. He argues (2014) that “as someone deeply involved in the poetics and 

politics of depathologization, decolonizing trans* and intersex experiences—of 

embodiment, identity, expression, sexuality, and so on—from biomedical regulations 

implies, today, to go beyond scientific classifications to reach their translation into the 

logics of international capitalism” (from Boellstorff et al. 2014, p. 423). He points out 

that the liberal reform efforts happening, while hopefully mitigating pathologization, 

recolonize personal identity in new ways. Cabral thus exposes how gender dysphoria 

as a diagnosis participates in displacing more localized and culturally specific ways of 

understanding and supporting gender and participates in processes of colonialism and 

capitalism. 
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Circling back to the start of this section, approaches that rework medicalization, 

need to upend logics of colonialism and capitalism to be effective. Critical to this 

process is the reclamation of our relationships to our bodies and subjectivities and 

more local and strategic engagements with healthcare. Community reclamation can 

involve processes such as self-definition, self-determination, and self-naming. Clare 

(2013) recounts how the disability movement resists letting people be transformed into 

medical conditions: “we have become practiced at defining ourselves from the inside 

out, stepping away from the shadow called normal, understanding what doctors can 

offer and what they can’t, knowing our disabled bodies as familiar and ordinary” 

(p.265). He hopes a disability politics of transness can help TNB people “come home to 

our bodies.” Community renaming practices are another powerful form of resistance to 

normativity. The nonbinary umbrella does this to some extent, though because it is 

defined in relationship to binary genders it still reifies and centers the gender 

hegemony. The term Two-Spirit, used within some Indigenous communities, is a better 

example of the power of renaming. Formalized in 1990 at a gathering of 2QS people in 

Winnipeg, the term is a means to resist colonial definitions of Indigenous genders and 

sexualities and to facilitate pan-Indigenous community formation “sovereign from those 

of white GLBT movements” (Driskill, 2004, p. 52). The term is not monolithic – terms 

and roles for Two-Spirit people are nation specific- and encompass gender, sexuality, 

spirituality, and culture in ways that do translate easily in hegemonic White culture.  

The second thread of ways to rework our relationship to medicalization involves 

engaging with medical systems and medical reform locally and strategically. Namaste 

(2000) asserts trans people have agency in how they navigate health care and can 

take what they will from dominant medical discourses on them. She maintains that the 

most helpful type of diagnosis may vary country to country based on what insurance is 

more likely to pay for within that medical system, and how health services operate 

there. Spade’s (2011) discussion of legal reform can also be applied to healthcare, as 

he accounts for the role of reform in critical trans politics. He says reform is important 

“when doing so provides immediate relief to harmful conditions, helps mobilize and 

build political momentum for more transformative change, provides an incremental step 

in dismantling a harmful system, and makes sense when weighed against the dangers 

of legitimization and reification of violent systems” (p.86). So, because the mental 

health care system is critical to people’s lives, points of reform should focus on the 
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locations that are most harmful to those most societally disenfranchised. This will 

necessitate political strategizing and alliances across social locations (Irving, 2013). 

Finally, decentering and denaturalizing gender norms as circulated by medicine may 

entail decoupling reigning gender norms from the provision of medical technologies 

and services. Travers (2018) emphasizes that the ‘binary systems for transition’ need 

to be strategically targeted in order to improve access to gender self-determination for 

all. Similarly, Spade (2006) argues that gender diagnosis produces a fiction of natural 

innate gender outside of power that also oversimplifies the gender experiences of cis 

people and their relationships to gender norms.  He further points out that cis people 

also seek ‘gender-related body alterations’ that are regulated and regarded differently 

than gender affirming services. Spade proposes “a deregulation of gender expression 

and the promotion of self-determination of gender and sexual expression” and that 

gender-related medical services be made accessible for everyone (p.321).  

Collectively, these voices call for a decentering of the Western medical field in 

favor of more local, empowering and relevant ways of knowing and being. They call for 

more strategic engagements with health that prioritize the everyday concerns of TNB 

people and which facilitate alliance-building across social locations to work toward a 

more equitable future. They also offer areas of potential: points of rupture for 

hegemonic gender norms and for the re-emergence collective sense of responsibility 

for wellbeing in the face of a system that individuates wellness. 

The Current Landscape of Best Practice 

In the past decade there has been a paradigm shift towards gender affirmative 

practice across health disciplines (Pyne, 2014).  The following section covers the state 

of research in the field as well as major texts concerning best practice. While the body 

of literature covering best practices is expanding, most clinical training lacks adequate 

coverage of the realities experienced by trans and/or nonbinary people and how to 

support them in a counselling setting (Caroll, Gilroy, & Ryan, 2002; Semp, 2011). The 

realities of nonbinary people can also elide and/or stretch the limits of counselling 

theories, often pushing them beyond their confines (Riggs, 2011). Currently, 

counsellors largely become gender affirmative due to their own initiative and/or 

affiliations with queer and trans communities.  
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Observations on current literature from meta-analyses 

Researchers are increasingly seeking out TNB voices and opinions about their 

mental health concerns and experiences of therapy (Bauer et al., 2009; Benson, 2013; 

Bess & Stabb, 2009; Hunt, 2013; McCann, 2015; Nadal, Skolnik, & Wong, 2012).  

Within the mental health field, I found four meta-analyses of recent research on TNB 

people. By far the largest in scope is Moradi et al. (2016), who did a content analysis of 

960 academic publications on trans people and issues from 2002-2012. Matsuno and 

Budge (2017) present a much-needed critical review of inclusion of 

nonbinary/genderqueer realities within literature on transgender mental health trends 

and identity development. Valentine and Shipherd (2018) look at 77 studies published 

between 1997 and 2017 on social stress and mental health among transgender and 

gender non-conforming people in the United States through the Minority Stress Model 

(Meyer, 1995). Finally, Worthington and Strathausen (2017) provide an overview of 

research and scholarly literature published since 2007 on counselling services with 

lesbian, gay, bisexual, transgender, and queer (LGBTQ) clients.  

These meta-analyses concur on several key points regarding research design 

and findings. They state that literature on trans people is increasing in volume, scope, 

and depth, with most of it being produced in the last decade. Research and theory 

have largely kept pace with each other (Moradi et al., 2016). However, TNB people are 

still largely unrepresented as knowledge-makers and as stakeholders in the research 

process (Valentine and Shipherd, 2018). There is a trend of including trans people 

nominally within the LGBTQ umbrella and then giving the “T” peripheral attention while 

assuming “LGBQ” participants are cis binary (Worthington & Strathausen, 2017). 

Moradi et al. (2016) caution that this trend gives the impression that “we know more 

about trans people and issues than we actually do.”  Most research on trans people 

and issues also concentrates on binary gender identities (Matsuno & Budge, 2017). 

Key topics of focus include mental health, identity development and coming out, 

medical transition, gender diagnosis, counselling techniques and strategies, AIDS and 

HIV, and youth (Moradi et al., 2016). 

The meta-analyses also reveal that the reporting of demographic characteristics 

has been inconsistent and problematic. Some of this is inevitable, due to shifting 

understandings and definitions of identities (Worthington & Strathausen, 2017). More 
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concerning is a trend of researchers assigning demographic characteristics based on 

their own values rather than relying on what was self-reported (Moradi et al., 2016). 

There is a marked difference in demographic terminology employed between 

quantitative and qualitative research. Based on the known demographic information 

from existing studies: the majority of studies are U.S. based (followed by Canada, the 

U.K., and the Netherlands), and White people are over-represented, as are people 

between the ages of 11 and 50, and people from large urban centers. Subgroup 

differences (eg. between binary trans men, binary trans women, and various nonbinary 

identities) remain largely uninterrogated (Valentine and Shipherd, 2018). Literature has 

also been shaped by convenience sampling: particularly snowball sampling, 

recruitment from social networking, or recruitment from medical settings (Moradi et al., 

2016). Some authors caution that the latter may indicate greater levels of psychological 

distress than is broadly representative (Moradi et al., 2016; Valentine and Shipherd, 

2018). Findings have also reflected the range of disciplines and conceptual frameworks 

from which researchers approach TNB issues. Worthington and Strathausen (2017) 

summarize the state of existent knowledge as having been “pieced together across 

time based on wide-ranging and disparate theoretical perspectives and contextual 

biases arising from historical, generational, cultural, environmental, institutional, and 

individual sources” (p.352). 

Major documents from the health field guiding affirmative care 

Several works have become fundamental for any mental health professional 

working with trans clients. The Standards of Care for the Health of Transsexual, 

Transgender, and Gender Nonconforming People (currently in its 7th volume), by the 

multidisciplinary World Professional Association for Transgender Health (WPATH)6, 

present the preeminent standards of care used by health professionals working with 

TNB people. The standards provide clinical guidance for the gamut of health and 

mental services applicable to TNB people including gynecologic and urologic care, 

reproductive options, voice and communication therapy, mental health assessment and 

therapy, and hormonal and surgical treatments. The chapter on mental health covers 

qualifications and competencies for mental health professionals, assessment and 

 
6 Formerly the Harry Benjamin International Gender Dysphoria Association 
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referral for feminizing/masculinizing medical interventions, therapy around gender 

exploration, identity, and expression, support for family members, the role of advocacy 

and peer support, and finally, cultural, ethical, and access considerations. The 

document is currently available in 18 languages and, while developed from a largely 

Western lens, is intended for international use. Many guidelines published in the mental 

health realm are designed to complement the WPATH SOC. Among these are the 

guidelines and competencies put out by the American Psychological Association 

(2015) and American Counselling Association (2009). The Canadian equivalents of 

these associations – the Canadian Counselling and Psychotherapy Association, the 

Canadian Professional Counsellors Association, and the Canadian Psychological 

Association - have not published their own sets of competencies as of 2020.  

The ACA’s Competencies for Counselling with Transgender Clients was 

adopted in 2009, the first of its kind from a mental health association in the US and 

Canada (Burnes et al., 2010). The competencies are based on a wellness, resilience, 

and strength-based approach and integrate multicultural, social justice, and feminist 

lenses. They are organized according to the eight domains of the Council for 

Accreditation of Counselling and Related Educational Programs standards, applying 

those domains to supporting people across the gender spectrum. The domains are 

human growth and development; social and cultural foundations; helping relationships; 

group work; professional orientation; career and lifestyle development competencies; 

appraisal; and research. 

The APA came out with Guidelines for Psychological Practice with Transgender 

and Gender Nonconforming People in 2015 to “assist psychologists in the provision of 

culturally competent, developmentally appropriate, and trans affirmative psychological 

practice with TNBC people.” They explicitly state that of the ten task force members 

who created the guidelines, five identify as TNB and four as people of color. The 

sixteen guidelines are organized into five sections: foundational knowledge and 

awareness; stigma, discrimination, and barriers to care; lifespan development; 

assessment, therapy, and intervention; and research, education, and training. On top of 

psychology, the guidelines integrate developmental, structural, sociocultural, political, 

and historical dimensions of gender, encouraging self-work and social advocacy from 

psychologists. 
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Trends in best practice literature 

In 2016, I based my proposal and research design on a very small body of 

mental health literature that focused upon the unique needs, experiences, and 

obstacles of those people with gender identities outside the binary (Bockting, 2008; 

Budge, Rossman, & Howard, 2014; Burdge, 2007; Hendricks & Testa, 2012; McPhail, 

2004; Riley, Wong, Sitharthan, 2011). At the time, I was unable to locate any resources 

on the subject written by authors who explicitly stated that they were nonbinary 

themselves. Interestingly, in the four years since I began this research, the number of 

articles on nonbinary clients has increased exponentially and multiple books for mental 

healthcare practitioners have been published that explicitly cover nonbinary clients in at 

least in a chapter, and sometimes throughout.  

I am going to devote some time to the content of four recent books because of 

their importance in a relatively new field and because, within the depth and breadth a 

book can provide, their focuses are informative to what emerging experts consider 

important. These four books are: Affirmative Counselling and Psychological Practice 

with Transgender and Gender Nonconforming Clients (2017), Genderqueer and 

Nonbinary Genders (2017), A Clinician's Guide to Gender-Affirming Care: Working with 

Transgender and Gender Nonconforming Clients (2018) and Counselling Skills for 

Working with Gender Diversity and Identity (2018). Notably, around half are helmed by 

authors who state that they are trans and/or nonbinary.  

These books largely operate within the frames of affirmative counselling, 

intersectionality, and resilience. Some are more cross disciplinary and/or political than 

others. They include a combination of background information, reflection questions, 

case studies, vignettes, and practical advice. Most have glossaries, though some 

acknowledge how fast-changing language is and recommend the Internet for up-to-

date information. In terms of intersectionality: race, age, sexuality, and culture are most 

consistently covered, while socioeconomic status and ability are also frequently 

brought up. This work recognizes culturally and historically specific forms of nonbinary 

identities and points out that the gender binary is a recent Western construction. 

Nonbinary genders are also often tied into a wider discussion of sexual and relationship 

diversity (queerness, bisexuality, non-monogamy, etc.). Major individual themes 

include TNB-specific issues within concerns like parenting, religion/spirituality and 
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aging. Some of the books cover how therapists themselves may be trans and/or 

nonbinary and address how this can impact care. Most emphasize the importance of 

regular supervision and self-care for counsellors. 

There are themes in best practice that appear across the books. These include 

self-reflexivity, humility and openness on the part of the counsellor as well as the need 

for specific and ongoing knowledge building in gender diversity. A client centered 

approach that honours client self-determination is universally recommended. Attention 

is also given to the intake process as well as the physical environment of the office and 

how they can be explicitly welcoming: toilets, imagery, forms, etc. Finally, some of the 

authors believe mental health professionals have an ethical responsibility to advocate 

for respect and inclusion of gender diversity more broadly. 

Overall, much more time is dedicated in these books to knowledge building than 

to specific best practice approaches and interventions. This includes background on 

language, etiquette, appropriate communication and conduct on the part of therapists, 

as well as mental health and advocacy needs nonbinary clients may have. It will be 

interesting to see what happens in terms of practice and theory once the field of trans 

and nonbinary mental health (or its latest equivalent) becomes more fully established 

and less time in the literature needs to be devoted to background knowledge. 

Arguably, the recent (but still limited) inclusion of nonbinary experience within 

mental health articles, books, guidelines, and standards signals that nonbinary people 

are now being legitimated as important within the larger scope of gender affirmative 

health care. The practical implications of this shift are only beginning to be seen in 

terms of access, quality of care and the norms of the field.  

Conclusion   

This literature review chapter has traced the scholarly landscape under three 

broad topics.  First, under the need for support, I detailed both an elevated need for 

mental health care on the part of nonbinary people and elevated gaps within, and 

barriers to, that care.  At the same time, the literature shows how personal and 

interpersonal resilience within nonbinary communities offset discrimination and limited 

access to mental health care.  Under the second topic of medicalization, I gave a brief 
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overview of the history between TNB people and the medical realm. The classification 

of nonbinary and trans gender identities within the DSM has become a symbolic focal 

point for this relationship and its redemption. However, some critical trans theorists and 

activists argue that the discussion needs to shift from diagnosis to re-working our 

relationship to medicalization and medical systems altogether. Under the third subject, 

the current landscape of best practice, I described how literature on TNB people is 

increasing in volume, scope, and depth, with most of it being produced in the last 

decade. However, nonbinary people are still largely unrepresented as knowledge-

makers and as stakeholders in the research process, and the reporting of demographic 

characteristics has been inconsistent and problematic.  A cluster of ground-breaking 

books on best practices from the past four years has begun to change this landscape.  

This new body of work largely focuses on affirmative counselling, intersectionality, and 

resilience. 

My own thesis, conceptualized, conducted, and concluded in parallel with the 

burgeoning of the field of gender affirmative counselling, complements and builds upon 

work in this field in several ways. First, and most importantly, the field is primarily 

expert driven and there continues to be a paucity of information regarding the 

experiences of nonbinary clients in therapy. Both the emerging field of best practice 

interventions and mental health literature could and should be enriched by more direct 

input from nonbinary people on want they want and need. Secondly, while much of the 

existing literature focuses on the interpersonal clinical encounter, my thesis 

emphasizes the need to imagine and enact more helpful mental health care in the 

broader context of mental health care as a sociocultural and historical institution. It 

considers not only how current mental health care protocols, spaces and processes 

could be amended, improved and made more accessible, but also how gaps in gender 

competency show larger cracks in how mental health care is operating as a system. It 

is time to include the voices and experiences of nonbinary people more fully in how 

mental health care can be better for us and better overall. 
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Chapter 3.  
 
Methods 

This methods chapter explains how my study mobilized and centered the voices 

of participants as they described their needs and experiences with regard to mental 

healthcare, thereby positioning them as experts and knowledge-makers. I detail the 

method of inquiry in two sections: 1) the study and 2) quality of research. In the first 

section, the study, I address design, procedure, and analysis. I begin by explaining the 

rationale for the use of a critical qualitative approach in general and thematic analysis 

in particular. Next, I provide procedural information regarding recruitment, study 

population/participants, and interviews. I then outline the analysis phase, based on 

Braun and Clarke’s (2006) six-stage model of thematic analysis. In the second section, 

which concerns the quality of research, I address issues related to strengths and 

limitations, ethical considerations, my subjectivity as a researcher, trustworthiness and 

academic rigour. 

The Study  

Research design 

Critical qualitative research 

This project fits within a broader history of critical research in Canada and the 

United States that aims to improve the life chances of the disenfranchised by shedding 

light on the operations of major social institutions. Critical research emerged in 

connection with social justice movements. It facilitates a politics of the possible by 

laying bare structural characteristics of social contexts that are often taken for granted 

and by proposing strategies for social change (Bohman, 2016). Critical researchers 

consider the power relations inherent in the research process and strive to design and 

engage in research that is ethical, respectful and makes a positive difference 

(Carspecken, 2008). This project aims to expose theoretical and practical inadequacies 

of the mental health establishment, render visible oppressive practices so they may be 

stopped, and name effective practices so they may flourish.  
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While the use of quantitative approaches is familiar and reputed in mental 

health research in the US and Canada, the exploratory nature of the project and its 

engagement with an underrepresented population in mental health literature was 

decisive in my determination that a qualitative research method was appropriate 

(Creswell, 2013). Qualitative research is a naturalistic interpretive approach that aims 

for deep understanding of social phenomena (Van den Hoonaard, 2015). It facilitates in 

depth, complex, and nuanced exploration of issues. Creswell (2013) delineates three 

aspects of qualitative research important to the aims of this study: participant voice, 

researcher reflexivity, and call for change. First of all, qualitative research produces 

data grounded in the meanings subjects themselves ascribe to social problems: 

participants define what is central and important to their experience. Data is collected in 

a fashion sensitive to participant needs and their voices are included in the final 

presentation. Secondly, rather than eliding the role and impact of the researcher behind 

notions of neutrality and expertise, the researcher is acknowledged within the research 

process as a situated inquirer. Qualitative research requires that the researcher be 

attuned to the social locations, biases, and histories they bring to the table in all stages 

of the research process. This has a dual benefit: the researcher is procedurally more 

accountable with regard to their impact on the data and more cognisant of the possible 

impact of the data their studies produce. Thus, research is recognized as a multi-

layered social phenomenon. Finally, qualitative data analysis looks for patterns or 

themes in order to call for change. Given the uneven history of the study of trans and/or 

nonbinary people and the mental health field, it is essential that any new research be 

attuned to any ramifications of bringing this population under further scrutiny. Ideally, 

any new research will do work that is beneficial to the community. In this case, findings 

can guide mental health professionals and policy makers in providing more accessible, 

appropriate, respectful and meaningful care. 

Braun and Clarke’s model of thematic analysis 

Thematic analysis is a method for identifying, examining, interpreting, and 

reporting repeated patterns of meaning within data. It involves searching across a data 

set to find themes in order to delve into specific aspects of the research topic. Thematic 

analysis is not tied to a given epistemology and can be used within different theoretical 

frameworks. Writing from the field of psychology, Braun and Clarke (2006), argue for a 

more standardized, deliberate, and rigorous application of thematic analysis that could 
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be considered a method in its own right. They believe that a more methodologically and 

theoretically sound application of thematic analysis could become the foundational 

method that novice qualitative researchers learn since it is relatively accessible, can be 

applied across a range of theoretical and epistemological approaches, and employs a 

core skill- “thematizing meanings” - used across qualitative methodologies. I employ 

the six-stage model of thematic analysis Braun and Clarke propose because of its 

user-friendliness, intentionality, and clear and rigorous guidelines. The six stages are: 

1) getting familiar with the data, 2) generating initial codes, 3) searching for themes, 4) 

reviewing themes, 5) defining and naming themes, and 6) producing the report.  

Epistemology 

Epistemology queries how humans know reality and acquire knowledge (Ford & 

Urban, 1998). The epistemology of a study informs how meaning is theorized from the 

data and what is said. In this study, I employ a “contextualist” epistemology that 

recognizes both people’s individual meanings and the inseparability of sociopolitical 

and historical context from those meanings (Braun and Clarke, 2006). I chose this 

epistemology because it honors and trusts individual subjectivity yet does not approach 

truth so relativistically, individualistically, or ‘neutrally’ that it cannot be critically 

examined. Contextualism moors individual truth to collective and material contexts. 

Thus, the analysis takes the needs and experiences of nonbinary clients at face value 

while simultaneously incorporating how structural, sociopolitical, and historical 

conditions shape how they understand themselves and their experiences. This 

contextual epistemology shapes my understanding of the research process itself as 

well.  As a researcher, I am embedded in structural, sociopolitical and historical 

conditions myself and the knowledge I co-produce with my participants in this thesis 

has the potential to shape how people view those phenomena. Thus, critical research 

has the potential to facilitate nonbinary clients’ active involvement in defining ideal and 

effective mental health care. 

Critical trans politics 

This research is invested in and shaped by critical trans politics. Critical trans 

politics, as outlined by Spade (2011), is a trans politics that demands more than 

recognition and inclusion, working instead towards transformative change in current 

logics relating to social equality, state, and security.  The politics Spade proposes finds 
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inspiration in, and overlaps with, a larger politics of resistance that include “women of 

color feminism, disability justice politics, prison abolition, and other struggles against 

colonization, criminalization, immigration enforcement, and capitalism” (p. 12).  Critical 

trans politics consider regimes of practice and knowledge that produce populations with 

different levels of vulnerability and security in society, viewing both power and 

opportunities for resistance as decentralized. It is particularly concerned with the 

enforcement and deployment of norms, which are socially constructed and disciplinary 

in origin and function, and how they shape people’s existence, beliefs, self-

understanding, understanding of others, imagination, and behavior. Spade argues that 

norms, while applied inconsistently, are central to how the idea of an ever-threatened 

state is mobilized to justify how certain populations are systemically awarded life 

chances, wealth, and security while others experience increased surveillance, violence, 

and vulnerability. In keeping with this understanding, critical trans politics focuses on 

demands such as an end to poverty, immigration enforcement, and imprisonment in 

tandem with access to health care, housing, and education for all. Critical trans politics 

calls for collective mobilization led by the populations who are most harmed by systems 

that distribute wellbeing, deprivation and violence.  

My thesis is consistent with critical trans politics in that its primary concern is 

with access to and quality of mental health care for nonbinary and/or trans people. It 

recognizes the source of many barriers and the lack of adequate counsellor 

preparedness as rooted in societal norms that require everyone to be gendered a 

certain way and which impact all people and permeate societal structures and 

institutions. My approach to this research acknowledges the differential access to 

available health care that results from people’s specific constellation of social locations 

and the way secure access to quality healthcare by those who are enfranchised results 

in a general deprioritization of health care for everyone else. Importantly, I look to those 

who are harmed by this deprioritization for knowledge about its impact and as a basis 

for generating recommendations for change. 
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Procedure 

Recruitment 

After completing the Ethics approval process, I set about recruiting for the 

project. I recruited eight adult participants through informal social networks (Facebook) 

and at community centers that serve this population (Three Bridges and Ravensong 

Community Health Centres, SFU Counselling Centres). In all cases, I posted the same 

research advertisement (see appendix A).  Participants were invited to contact me 

directly to express interest in participating. I screened prospective participants via a 

phone interview wherein I explained the nature of the study and ensured that they met 

the criteria (see Appendix C). Qualifying criteria were that participants be ready and 

willing to participate, be legal adults, hold a gender identity outside the binary, and that 

they had attended at least 3 sessions within the past 5 years with a therapist (defined 

as a counselling psychologist, psychologist, or psychiatrist). I also had a discussion 

with prospective participants to ensure that they felt confident that narrating past 

involvement in counselling would not present problems for them in the areas of 

physical safety or mental wellbeing. Participants were offered a small honorarium for 

their participation in the research interview, and an additional one for participation in 

the feedback session. 

Study population and participants 

I defined the study population as ‘individuals who hold gender identities under 

the nonbinary umbrella’. People interviewed were asked to state their age, to describe 

their gender, and if there were other social locations they occupy that they felt were 

salient to a conversation about counselling experiences. In this section I summarize the 

information participants shared to provide the reader with a more complex picture of 

the contexts of their lives and their engagement with counselling services, beyond the 

given that they experience gender outside of a strict binary. I present this summary in 

aggregate form only in order to protect the anonymity of my research participants who 

are members of a small and tight knit extended community of young to middle-age 

adults in Vancouver (for academic precedents of presenting demographics in 

aggregate see Bryson and MacIntosh, 2010 and Jordan, 2009).  
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Critical trans politics shaped the way I collected demographic data from and 

about my participants. I believe that the traditional set up of requiring people to classify 

themselves according to predetermined categories established by a researcher is 

disempowering at the best of times and especially awkward in the context of qualitative 

interviewing where the rest of the exchange is conversational and relatively open-

ended. It is also limiting in terms of the knowledge and understandings respondents are 

able to share. So, after consulting with my supervisor, Sharalyn Jordan, I adopted an 

open-ended process and instead invited people to name what else they felt about them 

was relevant to bring to the table in a discussion about counselling. This was an 

attempt to mitigate the power dynamics of standardized interview practice; it was a 

gesture to put the agency of naming back in participant hands. Using a more traditional 

approach to collecting demographic data would betray the spirit of critical trans politics. 

However, this also means I am missing what would be considered traditional 

demographic data. It would betray the spirit of this method to make inferences, even as 

they sometimes reflect other operations of power (for example, how my social 

locations, particularly my Whiteness, almost certainly impacted what participants 

named, or, as second example, how people tend to name their subjugated identities 

while their relatively privileged positions often go unvoiced). Nevertheless, the project 

of centering participants’ autonomy and voices supersedes these concerns. I was 

careful to stay true to the language and wording that they used to describe themselves. 

Participants ranged in age from late teens to late thirties. Two people identified 

as youth. People’s relationships to gender were diverse, fluid, and multi-faceted. No 

one summarized their gender with just one phrase. While participants did not feel a fit 

with binary gender categories, several also named a lack of connection to or 

dissatisfaction with the current umbrella term ‘nonbinary’. Descriptors people gave for 

themselves included: gender fluid, gender confused, genderqueer, trans nonbinary, 

Two-Spirit, non-conforming, gender neutral, gender asshole, gender monster, femme, 

soft nonbinary, genderqueer nonbinary, genderweird trans woman, nelly, non-existent, 

nothing fits, tomboy, genderless, genderqueer woman, trans woman, and the gender 

equivalent of queer. Several participants’ gender identities changed between the two 

meetings, pointing again to the complexity of gender.  

When asked to name other social locations they considered relevant to their 

experience with counselling, participants brought up race and culture, economic 
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circumstances, ability, neurodiversity, sexuality, and subculture/lifestyle. One person 

brought up her Indigenous identity, another that she is a person of colour, and another 

identified as racialized (specifically rejecting the language of ‘person of colour’) and 

included as relevant the several ethnic communities in which she was born and raised. 

One participant identified being Jewish as a salient cultural identity and another felt 

strongly impacted by the experience of being raised by European immigrants. With 

regard to economic conditions, seven of the eight participants referenced that their 

lives are impacted by past and present economic constraints. One participant reported 

receiving social assistance and three mentioned being on government disability. One 

person spoke about experiencing chronic health problems and having invisible physical 

disabilities. Three participants considered their neurodiversity to be a significant factor 

influencing their experience with mental health care. Most participants identified as 

queer and all described themselves as circulating in queer subcultural realms that 

shaped their cultural interests, living arrangements, sexuality, relationship practices, 

political values etc. One participant was actively enrolled in counselling school, so 

came to the project with experiences both as a client and a counselling trainee. There 

is a clear intersectional take-away from the identities that participants named as 

significant with regard to their experiences with mental healthcare: participants in this 

study cannot just be understood as ‘nonbinary’; they bring multifaceted social locations 

that they hold close and which shape their lives in complex ways.  

Interviews 

Participant comfort and confidentiality were the primary factors in determining 

where interviews took place. Some participants opted to meet in private meeting rooms 

at Simon Fraser University and others in accessible, convenient, and familiar private 

conversation spaces of their choosing. Interviews lasted between forty-five minutes to 

an hour-and-a-half in duration and were digitally recorded. Interviews began with a 

discussion about the nature and stages of the research and my social 

locations/investment in it. I opened up space for participants to ask questions about me 

or the research. I then reviewed the informed consent form and obtained participant 

signatures (see Appendix B). I emphasized that even after signing they had the right to 

withdraw at any time. I also supplied participants with a list of health resources for trans 

and/or nonbinary people in the Greater Vancouver Area (see Appendix E). Interviews 
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were conversational and semi-structured, based on the following set of open- ended 

questions covering the main areas of interest of the thesis (see also Appendix D):  

1. How do you describe your gender? 

2. What are your views on counselling? 

3. What are your views on how the mental health establishment understands and 

services nonbinary people? 

4. How did you choose your counsellor? What were some of your considerations 

in the process? 

5. What are some experiences you have had with counselling that stand out to 

you as positive or helpful? What were the factors contributing to these 

experiences being positive or helpful? 

6. What are some experiences you have had with counselling that stand out to 

you as negative or unhelpful? What were the factors contributing to these 

experiences being negative or unhelpful? 

7. Reflecting on your experiences, what needs did you have that your counsellors 

did or did not meet, going into the counselling process? 

8. What role do you feel your gender identity plays in your experience of seeking 

out and partaking in counselling? 

9. In an ideal world, what would mental health care look like for you?  

In each interview, I was flexible about the wording, order, and choice of the 

questions. I went with the flow of topics participants brought up and returned to 

uncovered topics later. Throughout the interviews I took a stance of curiosity, using 

probes, reflections, and open questions. At the end, I asked if participants would like to 

choose a pseudonym and reminded them of the invitation to provide feedback on the 

transcripts and thematic findings. I asked for their preferred method of contact to elicit 

this feedback and let them know I would be in touch within a few months. 
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Analytic decisions 

Before undertaking the six-stage thematic analysis, Braun and Clarke (2006) 

emphasize that the researcher should make several decisions explicit. These are: the 

breadth of focus for analysis, what counts as a theme, whether the analysis will be 

inductive or theoretical and the ‘level’ at which themes will be identified. As the thesis 

concerned an under-researched area with participants whose views on the topic are 

not well known, I aimed to provide a rich description of predominant themes across the 

entire data set rather than a detailed account of a particular theme. I determined that to 

be considered a theme, data had to capture something important in relation to one of 

my research questions and come up in at least two (ideally more) participant 

interviews. In keeping with project aims, I chose to identify themes inductively and at a 

semantic level so that they would be strongly linked to participants’ voices/the data 

itself. Accordingly, I organized data to show patterns in semantic content and then 

theorized the broader significance and implications of those patterns. 

Phase 1: Getting familiar with the data  

Phase 1 entails transcribing the data, reading the transcripts repeatedly, and 

writing down initial ideas. I transcribed the interviews myself, both for participant 

confidentiality and to maximize my familiarity with them. Transcription required listening 

to interviews multiple times and checking the transcripts against the original audio for 

accuracy. After my initial “messy” transcriptions were completed, I cleaned them up to 

remove fillers, dysfluencies, and my own interjections (Riessman, 2008). I also 

removed direct and indirect identifiers at this stage, such as names, places, job titles, 

etc. I then read through each interview several times, jotting down initial ideas and 

impressions in a notebook. These included notes on the context of the interview, the 

tone, topics of interest, take-aways that really stuck with me, questions that came up, 

etc. The process was loose and organic to each interview. 

Phase 2: Generating initial codes 

Phase 2 involves coding data in a systematic fashion across all interviews, and 

then collating the data relevant to each code. I read through each interview again with 

the guiding questions of the study in mind: ‘What factors came into play in finding a 

counsellor?’, ‘What experiences in counselling stood out as significant?’, ‘Within these 

experiences, what needs were reflected?’, and ‘How does gender mediate all of the 
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above?’. I colour-coded the passages relevant to each question within each interview. I 

then identified codes within the passages, keeping participants’ original wording. So, 

for example, some of the codes relating to finding a counsellor for Britney were: ‘gut 

feeling’, ‘proximity to home’, and ‘a level of understanding of my lifestyle’. I created a 

concept map unique to each interview using the participants’ words and 

conceptualizations. The concept maps were essentially a visual representation of the 

interviews (see Figure 1).  
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Figure 1: Sample interview concept map 
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Participant feedback/member checking 

After phase 2, I extended an offer to each participant, as had been agreed 

upon, to meet and discuss transcripts and emergent codes if they were interested. This 

occurred between two to seven months after the initial interviews, depending on when 

the original interview took place. Five of the eight participants met with me to do a 

member checking session. Feedback meetings lasted from fifteen minutes to an hour 

in length and once again took place in a private location of the participants’ choosing. 

Participants were invited to look for any potentially identifying information within the 

‘cleaned up’ transcripts as well as anything they would like to redact. I presented their 

interviews in concept map form to check for validity of the extracted key points. Most 

respondents ended up expanding upon their ideas and/or adding additional points. 

Phase 3: Searching for themes 

Phase 3 involves organizing the various codes into potential themes and 

collating all the relevant coded data extracts within the identified themes. Following the 

feedback stage, I took my long list of codes from Phase 2 as well as my interview 

concept maps and began mind mapping potential parallels and overlap across the 

codes from different participants (see Figure 2).  
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Figure 2: Mind map of a subtheme 
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These mind maps, in their later renditions, became candidate themes (and 

subthemes). The goal was to represent most of the Nvivo 12 codes from Phase 2 

within a candidate theme or subtheme. However, some codes were not represented if 

they came up under only one interview and/or if I did not see connections yet. I kept 

track of these in a bucket theme called ‘miscellaneous’. Part of phase 3 also involved 

beginning to think about relationships between the candidate themes and their ‘levels’ 

(eg. theme, subtheme, subsubtheme etc.) Three separate overarching topics emerged 

– seeking counselling, engaging in counselling and horizons of the possible for 

counselling services. I created a collated document for each topic with the relevant 

candidate themes and their corresponding codes and interview passages pasted 

below.  

Phase 4: Reviewing themes  

Phase 4 is comprised of reviewing themes on two levels: against the coded 

data and across the data set. First, I read through the collated extracts under each 

candidate theme to appraise whether they indeed represented a coherent theme. 

Some themes needed to be re-worked or refined, some themes were merged as they 

were revealed to overlap, and some extracts were removed and placed into different or 

altogether new themes. Once I was satisfied that my themes were internally coherent 

and distinct from one another, I created an initial thematic map by hand of how the 

themes relate to one another. This took several messy renditions. When I had my 

thematic map at hand, the second review level required that I consider the validity of 

the candidate themes in relation to the entire data set. I did this by re-reading the 

interviews with the thematic map on hand to see if the themes ‘worked’ and to look for 

relevant text that I had missed in earlier phases of analysis. The end results of this two-

level lengthy and iterative reviewing process were that I had solidified my candidate 

themes into definitive themes and had a refined thematic map of how they interrelate 

(see figure 3). 
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Figure 3: Refined thematic map 
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Phase 5: Defining and naming themes 

Phase 5 entails identifying the essence of each theme and how it fits into the 

larger story emerging from the data. I analyzed each theme individually and considered 

what aspect of the data that theme captures, generating definitions. Then I improved 

upon theme names, making them more succinct.  

Phase 6: Producing the report 

Phase 6 is producing the formal scholarly report of the analysis. I took my 

finalized themes and worked to compose an analysis that was logical, compelling, well 

supported through data, and interesting for the reader. The resulting analytic narrative 

made arguments relating back to my research question backed by relevant and 

powerful interview extracts. As the emphasis was on inductive findings and centering 

the voices and perspectives of participants, I tried not to bring existing research or 

theory into the analysis, reserving that for the Discussion chapter.   

Quality of Research 

Strengths and limitations of the thematic analysis 

Thematic analysis produced a picture of common experiences across 

participants grounded in and emergent from the data. It provided enough detail that 

these themes became three-dimensional. In line with the goals of the research design, 

it preserved and prioritized the voices of research participants. It allowed for data 

interpretation that considered both individual circumstance and historical, sociopolitical 

and subcultural realms. Finally, it generated unanticipated insights. These outcomes 

are resonant with the principal aims of the study. 

The focus on themes across participants also left several aspects of the data 

unexplored. Experiences or concerns salient to individual participants but which did not 

fit into a group theme were left out. Similarly, a sense of continuity within individual 

interviews is lost. Since individual accounts are not examined internally, a level of 

personalized nuance is missed and paths of analysis are foreclosed, such as those 

related to language usage and narrative contradictions. Nevertheless, I believe 
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thematic analysis was the most respectful and appropriate design for the parameters of 

this particular study. 

Ethical considerations  

Ethical considerations factored into all aspects of my thesis: the research 

design, the interviews, the analytic method and presentation of findings. Because I was 

researching within my own extended community, I was keenly aware of how nonbinary 

people are often framed, treated and understood, of our elevated safety needs, and of 

the positively mediating factors of my White privilege and education. It was crucial to 

me that even as a low impact Masters’ thesis, my research be constructive to how we 

circulate academically. I strove to proceed with integrity and fidelity towards my 

community. Based on the questions people asked me about myself and the research, it 

was clear also that people were willing to talk about this subject/responding to the 

research advertisement in part because I am nonbinary myself. I consider the privilege 

of this access to add yet another layer of ethical responsibility to my research and 

reporting process. 

Ethical approval to conduct this research project was obtained from Simon 

Fraser University’s Research Ethics Board (REB). The study was deemed as minimal 

risk. I informed participants of the limits of confidentiality at the start of the interview 

process and we went over the informed consent form together. Interviews were 

designed and conducted through a trauma-informed strengths-based lens (Nonomura 

et al., 2020).  While I felt some pressure to meet in formal university settings, as it 

would be deemed more ‘neutral’ or ‘professional’, I prioritized meeting people in private 

spaces of their choosing. As a SFU Counselling Psychology graduate student, I am 

trained in sensitive relational interviewing skills and strong empathic attunement. In 

order to maximize participant agency and minimize the possible discomfort or distress 

that can occur when recounting significant experiences, all questions were optional and 

open-ended. This included framing the questions quite generally so people could 

choose how deep to go and how much detail to share. As the interview was semi-

structured, I did ask on topic follow up questions, but kept things on the level people 

were offering. At the end of the interview, I debriefed with each participant and provided 

a resource list of TNB-positive crisis lines as well as local, low-barrier community, 

mental health, and health organizations. I included member checking sessions in my 
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research design, not only for validation of my findings but also as another forum in 

which participants were actively contributing to the knowledge production of the project. 

 I paid people a small honorarium out of pocket in recognition of their time and 

work, though I wish I had advocated with the Research Ethics Office at SFU to pay 

more. While beyond the scope of this thesis, I think there is a larger discussion to be 

had about ethics boards’ conceptions of ‘undue influence’ regarding payment versus 

intercommunity ethos regarding sufficient compensation for research 

participation/knowledge production. Other than the honorarium, there were no direct 

benefits to individual interviewees for participation. People may have experienced 

being listened to in a validating manner as positive. Participants may also have 

experienced a sense of satisfaction at the opportunity to assist in the advancement of 

knowledge that may improve services for a population of which they are part.  

As outlined above, I also chose an analytical method and made presentation 

decisions centered around honouring the wisdom of my participants as well as 

safeguarding their confidentiality. I included their voices as short and extended quotes. 

Presenting demographic data as aggregates and participant voices as excerpts under 

themes were conscientious choices given the small close-knit demographic from which 

participants were drawn. Outlining individual demographic characteristics and/or 

sharing complete individual narratives would have compromised confidentially. Rather 

than bring in outside voices/commentary via literature and theory in the Analysis 

chapter, I share themes that emerged inductively across people’s accounts. I bring in 

some subcultural, sociopolitical and historical context but stay as close to participant 

meaning making as possible. Again, this is in keeping with the study’s contextualist 

epistemology. In the Discussion, I bring the most salient themes from participant 

interviews into conversation with the other chapters. Finally, I give the participants the 

last word, closing the thesis with their answers to the question: ‘what are your views on 

counselling?’ 

Subjectivity of the researcher  

My interest in this project is both personal and political. I grew up in a town in 

Pennsylvania where at the time it was not particularly safe let alone accepted to be 

queer and nonbinary. As an adult, I have lived within both the Montreal Anglophone 
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and Vancouver queer and trans communities. I spent a decade in Montreal involved in 

social justice organizing. I was influenced and inspired by people around me who 

refused a single axis outlook and organized across political causes. My time doing 

community organizing also increased my awareness of the ways I need to be sensitive 

about and accountable to my relative privilege-particularly my Whiteness and 

socioeconomic background-when doing solidarity work. While in Montreal I also 

completed an undergraduate degree. I bring my background in Sociology forward into 

this Counselling Psychology thesis. My involvement in the Vancouver community while 

in graduate school was mainly personal, though I spent time advocating for the 

concerns and interests of gender diverse kids and teenagers in my professional life as 

a support worker and as a research assistant co-facilitating a youth advisory 

committee. I bring all these experiences into this research project. My own background 

as a nonbinary person who has both received and provided counselling services 

inevitably also permeated all levels of this study. My insider status brings biases just as 

it grants me heightened sensitivity to, and awareness of, the nuances of the subject at 

hand.  

As a researcher, I am interested in contributing to knowledge that will maximize 

the healing and strengthening potential of counselling processes. I am invested in 

counselling through which nonbinary individuals are resourced in support of the lives 

they desire. I believe in the potential of counselling to reduce the impact of past pain 

and trauma, to provide resources in the form of intrapersonal and interpersonal tools 

that improve the quality of relationships and daily lives, compassionately increase 

awareness of personal areas for growth, re-energize through connection to a sense of 

overcoming past pain and trauma, and inspire new possibilities. I believe in the power 

of counselling to contribute to the overall energy, health, and sustainability of 

community.   

Trustworthiness and rigour 

Approaches to ensure trustworthiness and rigour vary considerably across 

qualitative literature (Creswell, 2013). Creswell (2013) views qualitative work as 

uniquely poised for accuracy due to the closeness of the researcher to participants and 

the detail and richness of the data. He recommends the use of multiple validation 

strategies regardless of the approach. I employed member checking, rich thick 
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description, repeatability, and clarification of researcher bias. I took my initial findings 

back to interested participants to solicit their views and feedback. Member checking 

increases the accuracy of the study. Rich thick description allows for transferability by 

providing sufficient detail when describing a theme that a reader can decide whether 

findings can be applied to other contexts. Repeatability increases dependency and 

refers to the inclusion of in-depth methodological information that would enable a future 

researcher to repeat the study. Finally, by discussing my background I elucidate how 

the study and my approach were influenced by my subjectivity. However, the content of 

the questions and open question format, researcher transparency with participants, and 

“bottom-up” semantic data driven analysis were designed to ensure that research 

findings centered the participants. 

Conclusion 

The current study sought to gain an understanding of the counselling needs and 

experiences of nonbinary clients. I applied Braun and Clarke’s (2006) six-stage model 

of thematic analysis to center themes salient among participants, preserving their 

voices while protecting their anonymity. The Analysis chapter describes emergent 

themes across three major sections: seeking help, engaging in counselling, and 

horizons of the possible for mental health care. The Discussion chapter then delves 

into the greater implications of these themes, circling back to the Literature Review and 

critical trans politics. 
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Chapter 4.  
 
Analysis 

In this chapter, I share themes located across the eight interviews. The themes 

represent and contextualize what people found most salient to tell me about their 

needs, experiences, and desires for counselling. Three overarching processes 

structure the content of my analysis: 1) “Seeking Help,” 2) “Engaging in Counselling,” 

and 3) “Horizons of the Possible for Mental Health Care.” As will be shown, although 

often implicit, gender mediates all of the above. 

Seeking Help 

In this section I address factors at play before participants walk into the 

counselling room. I begin by providing a brief overview of reasons people sought out 

therapists and then look at factors that influenced which professional participants 

ultimately accessed. In doing so, my analysis reveals shared concerns across 

participants as well as barriers and service gaps.  

Reasons for pursuing therapy 

In keeping with critical trans politics and acknowledging ways non-normative 

genders continue to be pathologized, I specifically and intentionally did not ask 

participants what brought them to counselling. The research topic was their 

experiences and needs from therapy, not why they were there, and it was important to 

me that participants had full control over what, if anything, they brought up relating to 

their mental health. As a result, not everyone specified their reasons for pursuing 

therapy during the interviews. However, the topic did come up organically in most 

interviews and two threads emerged across participant accounts that merit explication. 

As is the nature of our emotional worlds, these threads are cannot be strictly 

compartmentalized.  

The first thread involved seeking help to work through challenging life events, 

such as a break-up, a loss, or a major change. Participants wanted to receive external 

validation for their feelings as well as to make meaning of and process specific 
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situations. While this could lead to more ongoing work, this thread is characterized by 

more singular incidental goals. The second thread concerned seeking support in order 

to work towards living the lives they desired. Here, participants brought up ongoing 

challenges with their mental health, including experiences of trauma and estrangement, 

feelings of difference and an array of (often shifting often unhelpful) diagnoses. This 

second thread included therapy work that is more long-term in nature such as working 

to better understand themselves and their histories, to build upon their strengths, to 

identify areas for personal growth, to ease symptoms of mental distress that impact 

their daily lives and to gain tools to improve relationships with other people.  

Role of gender in seeking counselling   

No participant cited seeking therapy for gender identity or exploration reasons. 

While several have accessed and/or continue to access gender affirming medical 

services, they did not raise any related experiences with mental health care 

professionals in their discussion of counselling, suggesting that they may consider 

these interactions to be more gatekeeping in nature than therapeutic. Several people 

did state that they have gender questions they would like to explore in therapy; they 

just are reticent to do so with most counsellors and tend to turn to peers or the Internet 

for matters related to gender (see: ‘Managing Stigma’). Thus, it is important to note that 

what participants brought to therapy to work on was influenced by their perceptions of 

what therapists could help them with.  

While participants largely did not go into therapy with the intention to discuss 

gender, they still emphasized gender as a factor in which professional they ultimately 

accessed. Wolf Daddy Hot Princess Parade (WDHPP) lays out the situation:  

I felt that a lot of the things I was really struggling with had nothing to do 
with gender which is also kind of humorous cause I'm not a gendered 
person, so yeah it has nothing to do with gender (laughs) – they are all 
non-gendered issues. You know what I mean? But again, it has 
everything to do with gender because I don't really feel like I fit in. So it 
has nothing to do with gender and it always does.   

Paradoxically, therapy has both everything and nothing to do with gender. People’s 

problems and the solutions to them are influenced and shaped by gender, and they 

want this neither pathologized nor erased. Thus, there is an important gendered 

dynamic alive within the counselling process, even when participants are seeking 
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therapy for other specific reasons. Interviewees were consciously aware of this. Thus, 

since they did not feel they could expect therapist fluency in gendered lives outside the 

binary, most people screened for a baseline knowledge of the operations of norms 

around gender (and sexuality) as well as a perceived openness to difference. 

Significantly, these criteria were frequently met through guesswork, inference, and 

maintaining a low baseline of gender and sexuality competence. Britney: “She lives in 

East Vancouver, so I was like ‘maybe she has more awareness of this kind of stuff?’ 

My impression of her was that she was not super status quo or anything so I thought 

that even if she was not super familiar with stuff, she would at least be chill about it, 

which I feel is like the minimum requirement.” Rowan: “It was a hard choice to pick 

because it was either pick a white cis man or an older white cis woman. I was like okay, 

I am going to go with the woman because at least there is one more layer of 

something.” These standards both point to how people make the best of available 

options and to a large discrepancy between community needs and available services. 

Qm succinctly lays this out as an accessibility problem:  

It's a furthering of accessibility where there is this pool of counsellors who 
isn’t going to treat me like shit because of gender and sexuality and stuff, 
and the pool that meets this baseline is super small. It’s an ongoing thing 
that I hear from my friends around here where the community is so hugely 
underserved. And it’s not that big of a community.  

Only two respondents considered finding counsellors familiar with gender identities and 

expressions outside the binary to be a fruitful and viable pursuit and thus, made it a 

strict criterion in who they accessed. Ajoite: “That’s absolutely one hundred percent a 

factor. They just need to understand that there are more than two genders. Absolutely. 

Because that is just the way it is. I don’t think I would see somebody who didn’t 

understand that.”  

Importantly also, no participant spoke of gender in isolation; instead, it was 

conceptualized as one interconnected part of their lives that they wished therapists to 

be open to. Queer subculture in particular was discussed in tandem with gender and by 

every participant. Related subcultural topics that came up included: relationship, 

friendship and housing models, values around consumption and employment, 

definitions of success, sources of entertainment and joy. Essentially, within the two 

broad reasons given for seeking therapy, which do not significantly differ from those of 

the general p ublic (Egan, 2014), are the specifics of participant’s lives and life values, 
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which often do. People were concerned about how therapists would respond to their 

lives and life values, variously articulated as their politics, backgrounds, worldviews, 

and lifestyles. This, more than a knowledge of various genders, is where their need to 

screen therapists for being respectful and open-minded came in: they wanted 

professionals who could be empathetic to and work within values and lifestyles outside 

normativity. 

The value of outside trained emotional support  

Alex, Nelly, Qm, and Rowan all brought up how it can be helpful to access 

professional emotional care outside their immediate circles of contact. Nelly points to 

the value of an un-enmeshed trained perspective: “People need to talk about their 

feelings and identify their personal history of where they come from. Sometimes it's 

good to talk to friends, but some friends are not the healthiest, especially when you are 

dealing with confusion, and they are also dealing with confusion, and they are also 

trying to find their voice.” Similarly, Rowan and Qm point out the need just to unload 

sometimes without having to worry about the listener. Qm: “It is really great, it’s like I 

can just have no filter with this person and just talk through stuff.” Rowan elaborates: 

I think about it more broadly in terms of emotional labor in communities 
and how to balance that in different ways. For instance, I’ve found it very 
difficult to consistently open up to people that are in community or friends 
about certain topics because either they are directly involved or because 
of not wanting to spend that time, spend that energy, with people in that 
certain way. It’s like everyone constantly has low spoons but we are trying 
to do what little we can for each other. Sometimes it feels like we don’t 
have the energy to do anything for ourselves and even less so for 
someone else…That’s one of the reasons that counselling has been 
something that is essential to me: just to be able to not feel guilty about 
having this time that’s specifically for talking about this or doing that.  

Rowan references the spoon theory or metaphor, used with disability and some mental 

health conditions, that describes having only so much physical and mental energy for 

the activities and tasks of daily living7. The spoons visually represent the reduced 

amount of energy upon which one can draw.  Alex further speaks to sometimes 

 
7 Spoon Theory was originated by Christine Miserandino as a way to express how having lupus 
feels to a friend, see https://butyoudontlooksick.com/articles/written-by-christine/the-spoon-
theory/ 
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needing to do work beyond what a friend can provide: things “I could really use 

somebody’s expertise on”.  

These quotations highlight a specific and nuanced role therapy can play for 

members of trans and queer communities. Due, in part, to an ongoing historically 

grounded ambivalent relationship with the mental health establishment, many members 

of trans and queer communities are well schooled in emotional care and helping one 

another is an intracommunity value (Lakshmi Piepzna-Samarasinha, 2018; Rembis, 

2018; Shepard, 2010). However, sometimes people do not want to, or cannot, turn to 

peers. In explicitly naming why they did not turn to their friends, participants are 

implicitly engaging with both the value of intracommunity care and community wariness 

towards mental health professionals. They are saying that sometimes they seek 

therapists because of their expertise (extended training), their role as a listener without 

needs (which they cannot or intentionally will not ask of friends), and a desire for an 

outside (implicitly unimplicated and empathetic) perspective.  

Access factors 

Participants spoke at length about how resource and availability factors shaped 

the care that they ultimately accessed. This section outlines the major themes that 

arose across participant interviews, including the role of cost, location, age and 

urgency. Laced throughout these factors are participant strategies for vetting care 

providers. As much as they could, participants screened their therapists before walking 

into the counselling room.  

Cost 

Cost was ultimately the predominant factor in determining which professional 

participants ended up seeing. Nelly: “I think because socio-economically I'm not in 

place where money is as accessible and also living in an expensive city, I had to base 

it on being free”. Five of the eight people interviewed explicitly referenced their need for 

free services and a sixth needed sliding scale services. The seventh person did not 

bring up her financial situation but only referenced accessing free services, and the 

eighth, who voiced that they could afford standard counselling fees, said in the same 

breath that cost tends to be a barrier for most trans and/or gender nonbinary people 

they know: “I don’t have a problem paying the full amount but a lot of people I know 
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can’t.” As a theme, economic barriers outweighed all other factors in finding a 

counsellor. While not a direct juxtaposition, cost roughly correlates with differences 

between private and community settings. 

Private settings 

Participants who accessed a counsellor privately (typically but not exclusively 

for full cost or sliding scale) had the advantage of more opportunities to vet who they 

accessed. They largely relied on peer recommendations and/or their perceptions of 

counsellors’ online profiles. Alex: “I’ll ask friends. Usually if I get a bunch of names, I 

will look at their website and it’s a combination of how they talk on their website and 

anecdotal recommendations from people.” Interviewees sought out counsellors with 

experience in their areas of concern, background in their social locations, and 

frameworks and approaches that they felt might be a good fit.  For instance, Ajoite 

“looked for the specific things that I knew I needed to talk about and experience in who 

I am”. It should be noted that no respondent had exclusively accessed therapy through 

private settings and those who did brought past learnings from experiences of other 

settings forward. Participants appreciated that private settings provided an initial picture 

of what they are walking into and the option of vetting for multiple criteria.  

Respondents also said that, in their experience, most therapists who have skills 

and subcultural knowledge around gender and sexuality tend to work privately. Rowan: 

“Usually the really good counsellors cost a lot more money and that’s not really 

accessible to me.” Jimbles concurs: “A lot of counsellors that people can access, 

especially low-barrier counsellors, aren’t adequately aware of specific issues.” People 

thus indicated that the most desirable counsellors can only be accessed by an 

economically comfortable minority of nonbinary people. 

Community organizations 

Participants also referenced accessing therapy through free community 

organizations. They commented that nonbinary invisibility is the trend in these settings, 

bureaucratically and individually. Jimbles: “I mean, like most people don’t even know 

we exist.” Rowan speaks to how the gender binary typically plays out at intake: “When I 

have gone to various mental health organizations it’s always like: ‘well you have to 

check one of those sex boxes’ or something like that on the referral forms. It’s 
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completely invisibilized, in a broader queer sense as well, not even specific to gender.” 

There are a few community organizations within Vancouver that specialize in areas of 

gender and sexuality and which participants found largely refreshing to patronize. 

However, these organizations were also described as under-resourced and sometimes 

participants would turn to more general organizations that could provide ongoing 

services. Rowan again: 

My needs are on an ongoing basis, it’s not something I can do some 
sessions and be done with…It also depends on what time of year you sign 
up to be part of the program. I know at the start of the year with students 
going into school, September and January times, that’s when they seem 
to have super high volume, with a three-or-four month waiting list or 
something like that for the up to twelve sessions. There’s an important 
need for it but there’s so little capacity. 

It was generally emphasized that outside of paid private settings, long waiting lists, 

drop-in or limited sessions, seasonal student counsellors completing their internships, 

and therapy predicated on crisis management and problem-solving, are the standard.  

Notably also, participants emphasized that in community organization settings 

they did not get to “choose a counsellor”; they were assigned to one. Qm: “I go 

somewhere asking for help and get assigned to someone, which seems to be most 

people’s experience. It is just ‘this is who is available’.” While they did not always have 

a say in the counsellor to whom they were assigned, interviewees vetted whom they 

accessed in other ways. For example, Qm sought out a referral through a service for 

trans and gender diverse people. Rowan prioritized community organizations that did 

not limit sessions and that had mandates with an intersectional political analysis. Once 

there, they asked for an “LGBT friendly” counsellor. Jimbles lives outside of metro 

Vancouver and could not choose between organizations, but advocated for what they 

wanted within the available organization: “They let me have a say in the process, they 

were like: ‘what’s the course of action that you would like to take?’ I suggested seeing a 

psychiatrist, getting meds, and also starting counselling sessions.” If Jimbles did not 

like their counsellor, they would ask to switch. Thus, participants accessing counselling 

through community agencies were able to exert agency in whom they saw by being 

intentional about which organization they accessed and by maneuvering within 

organizations when they could.  
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Location  

A second salient access factor mentioned by the majority of participants was 

location. People generally commented that urban areas bring more options and more 

specialized professionals. Ajoite: “I think if you are in a city there’s a degree of 

professionalism in counsellors, therapists. They are more readily available than in a 

smaller area like where I was from.” Jimbles, Qm, and Alex all spoke of Vancouver as 

relatively well resourced within the Canadian context. Alex:  

I think in Vancouver it’s a bit better. Like I constantly see people asking 
for counselling or any type of service provider that is nonbinary friendly or 
trans friendly or queer friendly on social media. I can only speak to being 
here because I only came out as trans nonbinary when I moved here, but 
there are definitely people here, there is not just one counsellor. 

Qm adds the nuance that it is not only a matter of having more options in Vancouver 

but that there is a gender policy element wherein Vancouver’s surrounding 

“municipalities have not adopted the same standards as Vancouver.”. In other words, 

services outside the city of Vancouver are systemically less safe. The difference in 

services between living inside and outside major Canadian urban centres was a distinct 

thread across the interviews. Montreal, Toronto, and Vancouver were all named as 

better resourced.  

The final aspect of location that people commented on was time and energy 

required to travel to therapy. Essentially, the closer to home the better. For example, 

Britney noted that she purposely accessed a counsellor within walking distance of her 

home. Jimbles spoke to the added time and effort involved in transport to therapy when 

one lives outside of the city; even to access services in a neighbouring municipality: “I 

had to take several buses and one of them only came once an hour.” As these 

accounts demonstrate, location matters in terms of the time and energy required to 

access resources, the resources available, and the policies governing those resources. 

Age  

Another factor that participants named as affecting what resources they could 

access was age. At the time of the interviews, both Rowan and Jimbles were still 

accessing services for youth (defined as under age 25 by many services within the 

Greater Vancouver Area). They cited youth service organizations as more plentiful, 
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more ongoing in nature, and more likely to be free than their adult counterparts. 

Rowan: “Once you get through that threshold, and I know so many people who are like 

twenty-six, twenty-five, it’s like a drop off the cliff for services.”  While their accounts of 

youth services were checkered, the prospect of transition to adult services was a 

source of apprehension that compounded other aspects of the transition to adulthood 

for Jimbles. In their words: “post-adolescence is hard!” 

Urgency 

Significantly also, there were times when people’s mental health needs were so 

acute that all other considerations took a backseat. Vetting counsellors was in the 

interest of preventing harm and maximizing helpfulness. Unfortunately, the urgency of 

needing help precluded participants’ ability to vet available resources as there is less 

opportunity to vet within crisis care settings. WDHPP: “My mental health at the time 

was at such a state that I was like I’ll take what I can get, honestly.”  In these times, 

people had some of their least helpful experiences with mental health care. Alex 

describes an experience of seeking help to cope with severe mental health symptoms:  

When I was in college, I was having some pretty intense bipolar 
symptoms. I wasn’t diagnosed yet and I was having hallucinations, and I 
remember going to a mental health centre and they were doing an intake 
and I was like “I think people can hear my thoughts,” and they were like 
“well you know that can’t happen right?” and were really condescending 
in the sense of like “but you know that’s not real.” I’m like “I’m having 
hallucinations,” and they were like “well you know that can’t...” It was just 
the completely wrong thing to say at the time.  

In addition to not meeting people where they are at or working alongside them to 

relieve distress, some of the participants experiences of urgent care point to an 

endemic lack of trans competency. For example, Qm shares her nightmare experience: 

I have gone to the hospital before when I’m in crisis and have been treated 
like shit because of gender to the point where it’s like okay I’m just not 
going to go to the hospital anymore. If I’m in that situation again I’m going 
to try everything else I can and if I have to go to the hospital, I’ll go to the 
one in Vancouver because I’ll be treated better. Even when I tried to tell 
them their policies suck, they wouldn’t change... It was small things like 
the name on my wristband and a gender marker and stuff. It’s like this 
information is not helpful to you at all, if anything it’s going to hinder my 
care…and having to explain about trans stuff. It’s like cool I get to do 
emotional labour now, awesome. I do not have the energy for this but I 
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have to basically say what I can, say it the best I can, so you will let me 
leave now because now I can’t leave unless you say I’m allowed to. 

Qm’s experience highlights several problems. The first is the harm done when 

hospitals have conservative and antiquated gender policies. The second is the 

terrifying spectre of loss of autonomy inherent in crisis care. Both these problems can 

understandably influence a person’s willingness to seek help in the future, even when 

in crisis. Overall, across participant accounts, quality of care was negatively impacted 

by how desperately people needed that care. 

Engaging in Counselling 

In this section I delve into participant feedback on their experiences of 

counselling and the concomitant needs that are revealed through these experiences. I 

draw on interview data to address what went well, what went wrong, and to identify the 

factors at play in determining the quality of care received. It is important to attend 

closely to this feedback, because, as Nelly says: “The negative experiences of 

counselling can be more traumatic than the original trauma itself.” Participant feedback 

fits under three broad themes: counsellor competence, relationship factors, and desire 

for diagnosis. I conclude by summarizing some positive outcomes of therapy that 

participants shared.  

Counsellor competence 

Counsellor competence refers to the knowledge and skill required to perform 

the counselling role effectively. Interviewees were concerned about counsellors’ 

fluency in queer and trans realities and about their more general effectiveness as 

therapists. 

Subcultural fluency 

The main theme that emerged under competence was subcultural fluency: 

defined here as therapist preparedness to skillfully navigate the lives and life values of 

people who are not strictly cisgender and who exist in queer realms. In this sense, 

subcultural fluency encompasses more than the types of knowledge commonly 

associated with queer or trans competency trainings; it is a meaningful cultural 

engagement. 
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Lack of knowledge and having to educate 

Every participant shared experiences of therapists’ lack of familiarity with queer 

and trans subcultures.  Britney: “I feel like people can be caring but there is a certain 

level of understanding that I would really benefit from…they may not agree with it, but 

just having that awareness of that idea.” Alex: “I don’t mind educating people a little bit, 

like, if they just don’t know a certain word or language or whatever, but I don’t want to 

have to explain what my gender or sexual orientation is and have the person be like ‘I 

have no idea.’ I don’t want it to be an issue.” Qm: “It’s just like them having no idea 

about trans and gender stuff and so not being able to help me at all there.” Lack of 

knowledge was the most common negative theme for participants. Nelly expressed her 

frustration:  

I just feel dumbfounded that it is not being spoken of in certain settings in 
this day and age with people who are supposed to be mental health 
practitioners. It’s just not in the curriculum and it should be because we 
live in a society that has different constructs and there are lots of 
individuals that are championing these ideas. I don’t understand why in 
counselling programs it hasn’t stuck. 

Jimbles’ account elucidates the emotional labour, time, and energy consumed when 

educating one’s therapist: 

I feel like a lot of people are pretty clueless in general, just on every level 
of mental health services, especially counselling. A lot of the time you are 
spending your sessions trying to explain stuff to people instead of talking 
through what is going on. When you are struggling with mental health it’s 
really hard and intimidating to seek help and then you’re kind of like, this 
doesn’t help me, all I’m doing is explaining my life and identity over and 
over again in the most basic terms. 

However, there is more going on here on both sides than therapists not having 

background knowledge in gender and sexuality, and this relates again to how 

participants describe their lives and life values as subcultural. Jimbles would not have 

to be explaining herself “over and over again in the most basic terms” to the same 

people if therapists were not having a hard time with what they are being told. Thus, 

there is another layer in these accounts. 
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Managing stigma 

While often implicit, stigma8 was live in the room in many participants’ accounts 

of lack of counsellor knowledge. Stigma showed up in how therapists processed and 

reacted to information. It impacted what was said and how sessions went. On the one 

hand, therapists, usually meaning to do good, were trying to manage their own 

prejudice that they had internalized around what they were hearing. On the other, 

participants were cognizant this was happening and trying to manage both what they 

said and their therapist’s reaction so that they could get the most out of the therapy 

session. For example, Rowan’s experience when they started to talk with their 

counsellor about relationship issues related to the multiple people they were seeing: “I 

was talking about polyamory and she was like “oh do both of these people know?!” and 

it was kind of like one of those suburban mom sort of things where I’m like I’m going to 

stop talking about this to you because you don’t seem entirely comfortable with it...” As 

another example, WDHPP describes sitting down with a therapist at a youth drop-in 

center: 

Before I even got to ‘I'm trans’ she was having a really hard time grasping 
that a) I dumpster dive and b) I'm on welfare, which I thought was kind of 
shocking, that that was shocking to her. So that was a red flag for me. I 
don't want to have to explain everything or have that be shocking.  

WDHPP then ended up having to ‘counsel their counsellor’ on a couple of points, 

expressing that “I didn't even feel judged I just don't want to have to reassure my 

counsellor about my lifestyle.”  

A related common pattern, aside from big reactions by therapists that depart 

significantly from unconditional positive regard, was therapists becoming fixated on 

aspects of client’s lives. Sometimes they were personally intrigued and other times they 

seemed to be stuck on something. Either way the focus was not therapeutic. Rowan: 

It was a very weird dynamic. I was almost like a test subject with this 
person. They were like: “Oh so how would you describe this thing?” They 
were very interested in their own personal way. It just didn’t work out for 

 
8 Stigma is defined here as ways a person is marked or discredited based on their social, 
individual, and/or physical characteristics that fall outside of dominant norms (Kleinman & Hall-
Clifford, 2013). Stigma has a strong moralizing dimension and operates in interpersonal, 
intrapersonal, and structural ways. To tie stigma back to Spade (2011), it is disciplinary norms in 
action. 
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me. After one or two sessions, being a learning experience for a 
counsellor does not feel comfortable at all. 

Qm and Alex both recounted therapists becoming fixated on their trans identities in 

particular. Alex tells the story of going to see a psychiatrist for a specific task entirely 

unrelated to gender identity: “and we went a whole forty minutes without her talking 

about it and then she was like: “so tell me about your gender” (laughter). In Alex’s 

account it seems like she may have even known better but just could not help herself.  

Unsurprisingly, some people choose to elide aspects of their identity or 

experience in therapy if they feel the spectre of stigma management looming. Nelly: 

“I've gone to counselling, and sometimes it’s hard to talk about gender and sexuality, 

because I think that the person who I am going to see will not understand and will also 

have a really biased idea, so I am apprehensive to vocalize that.” Both Rowan and 

Jimbles typically avoid bringing up gender altogether. Rowan: “With certain long-term 

counsellors I would keep talking about the same subjects not wanting to get into this 

thing or that thing where I was like this counsellor won’t understand…If it’s something 

related to gender I usually just end up, again, doing my own research.” Jimbles 

similarly omits their gender in therapy:  

You know I’m not sure how much they understand trans stuff because a 
lot of the time I don’t even bother to tell them because I feel like whenever 
they want to discuss trans stuff it’s mostly like identifying as a binary 
gender and wanting to transition, which is not relevant to my experience. 
I’m sure that’s perfectly helpful for people who need that, but I don’t know, 
I’m not quite sure how to explain it without confusing them. 

At the same time people do want to talk about these things and be understood, 

they just don’t want to have the carry the conversation or manage stigma. Britney 

wished her therapist had actively acknowledged her world:  

I definitely felt a little bit wanting her to be aware and I wasn’t sure how 
much she was familiar with- I didn’t ask her directly, nor did she ask me 
much about it, so I just left it as is and mentioned things when speaking 
about my experience, but it wasn’t something was delved into per se. I 
feel like I would’ve preferred that it was-just to get that acknowledgment 
that I am being understood. But I feel that should be coming from her, 
otherwise I am teaching the counsellor who is supposed to not have any 
needs, supposedly (laughter), but yeah. 

Having to educate and manage stigma can diminish or eliminate the 

helpfulness of therapy. Rowan reports that in the absence of feeling like they could 
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bring up those subjects that were meaningful to them “I just ended up cycling through 

the same things. It was sort of like chewing and chewing gum. It doesn’t get very much 

insight done.” Nelly’s account poignantly speaks to the personal impact of the 

mismatch between her experience and needs and where her therapist was socially 

located: “it was really hard because I literally thought they had the skills and education 

to navigate what was necessary for me and they didn't. That made me apprehensive 

about seeing a counsellor again.” She goes on:  

I think when there aren’t skills they are giving me beyond this esoteric 
idea or this archaic idea that is not applicable to my lifestyle, it becomes 
really hard to continue on. Especially being queer and also having hidden 
disabilities, being a minority in all the ways-physically, emotionally, 
visually. Even though we are in 2017 and we have so many more ideas 
around gender and sexuality and more visibility there isn't enough 
education so there isn't that sense of trust that happens between the 
professional and the client. 

Familiarity with nonbinary identities, queer and trans subcultures 

In contrast, people shared how refreshing it was when therapists were familiar 

with trans, nonbinary, and queer realities and how this facilitated the counselling 

process. Jimbles expressed feeling seen:  

I feel more of a connection and more of an openness and an ability to be 
vulnerable with people who understand. It feels like a safer space and a 
space I can confide in and really work through stuff. I always really like 
when people ask pronouns and don’t assume from my file, ask about my 
relationships and who I’m open with, and ask me to describe my gender 
and that sort of thing. When people are up with it. When people ask my 
pronouns and don’t assume I’m a woman because of how I present 
myself.  

Alex relates how having a therapist who is an insider can prevent the trope of personal 

struggles being attributed to marginalized aspects of that person’s identity:  

I don’t know if my last counsellor was queer, but the one before that was. 
She was also really open in the sense she was non-monogamous friendly 
and kink-friendly and even though she is not part of those communities, I 
still felt she was knowledgeable enough that when I talked about stuff she 
wouldn’t be like “well do you think this is because you aren’t 
monogamous,” or whatever, that never came into play.  

Rowan recounts how lived experience brings knowledge of spaces, intra-community 

practices, and cultural codes:  
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Being able to explicitly talk about queerness and how it relates to every 
other situation in life definitely did give me some insights that I hadn’t 
experienced through the other counselling service. It definitely made it a 
lot easier and a lot simpler to be able to get some common ground. Even 
just mentioning spaces or the community aspects of poly or things like 
that, that are very queer specific, and cis straight people wouldn’t really 
tangibly understand or know in the same way. You can’t really just 
research how communities evolve and stuff like that.  

Familiarity with queer and trans communities can also produce unique 

counselling opportunities that are directly relevant to aspects of those subcultures. Wolf 

Daddy Hot Princess Parade describes an eight-week non-monogamy group therapy 

course they attended:  

They would basically ask us questions - it’s relationships and breaking 
down the idea of what is nonmonogamy and what is monogamy - so 
asking us that and how we relate to relationships. Each session had a 
focus. So that was really informative, trying to figure out what our values 
were, and then our communication styles, what kind of traumas we have, 
and mental health issues and how that all affects relationships. So getting 
to know yourself and yourself in relationships and hopefully navigating 
them better in the future. We did a boundary setting workshop. Just giving 
me fundamental lessons that I never would have learned in school 
otherwise. That was really great. 

Subcultural fluency also entails understanding and acknowledging being binary 

cisgender: several people related how much they appreciated it when therapists 

addressed this directly. WDHPP: “She tried her best to try and bridge being cis and 

was very clear about bridging it being like 'I can't really relate to being trans, but I can 

relate in ways of being a person of color. It's different things, but it's also a struggle.' I 

really appreciate that she was really clear, open, and honest.” Rowan: 

With the first counsellor that I saw, she wrote down that she would look 
more into it. She was definitely interested and didn’t have experience but 
said she was going to work and try to be as resourceful as she could be. 
I think she told me that she would sometimes ask her advisor questions 
and stuff like that…she tried to look into things and to be as helpful and 
supportive as possible. 

In these examples, it is crucial that therapists acknowledge their lack of 

experience/knowledge and actively try to educate themselves outside of the therapy 

session. Ajoite: “I think if a therapist doesn’t understand, transparency is key. Just 

explain and say that you don’t understand.” All in all, participants emphasized that their 
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counselling experience is greatly improved when their counsellors know how to 

navigate queer and trans subcultures.  

Effectiveness 

The second theme that falls under counsellor competence concerns the work 

being done in session. Interviewees found some therapists to be much more effective 

than others.  

The problem with problem-solving 

Laced throughout the interviews are instances where people feel that 

counsellors are not truly tuning into what they are saying and what they are asking for 

from therapy. In particular, participants describe going in wanting to do deeper work to 

get at the root causes of their mental health challenges and receiving surface tools and 

advice. Alex shares how patronizing and frustrating this can feel: “They matched me 

with somebody, and I was trying to tell him about my depression and stuff like that and 

he’s like: ‘so what you should do is write down things you like about yourself and then 

when you are not feeling well you should look at that list,’ and I was like ‘are you 

fucking kidding me, are you talking to a ten-year old? It was just so unhelpful.”  Jimbles 

shares a similar story where her therapist went to a specific problem-solving space 

when she was hoping to explore deeper aspects of her relationship with anxiety and 

the world: 

They were like “oh what are you anxious about?” and I’m like “I don’t 
know! Everything makes me anxious!” and they’re like “okay, let’s help 
you with time management at school so you’ll be less anxious about that,” 
and I’d be like “that’s not really helping me, that’s not really going 
anywhere deeper with this.” It wasn’t really going anywhere deeper and 
new problems just spring up everywhere.  

This desire to address root causes extends to crisis care. Qm: “I went to them and it 

was about your coping strategies in dealing with suicidal ideation. I was like cool, this is 

not helping, I have other problems that are leading to these, we are not addressing 

those, okay I’m just going to stop showing up.” Having a therapist adopt a mode of 

advice giving can also be quite jarring and upsetting, especially if the client is in the 

process of emotional work. Britney: 
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She was very passionate but every time I would say something- I guess 
she is just someone who just fills space?- so even though I needed time 
for it to land or for it to be drawn out more, she would jump, they call it 
‘spiritually leap frogging’ or something- to just like going to the answer or 
giving me advice. It would be this giant monologue and it would take me 
out of myself and I think almost make me dissociative because I was trying 
to get into my feelings but then all of a sudden taken away from there and 
then like being bombarded by words I couldn’t even digest at a certain 
point. So when she was done with her monologue I would just be staring 
at her blankly and not knowing what to do. 

Tools and worksheets have their place, and participants were not opposed to 

learning skills, in fact they appreciated ones that were meaningful to them. However, 

they are describing a disconnect where it seemed mental health professionals were not 

hearing them, including around the therapeutic work itself, and defaulting or redirecting 

to problem-solving. Nelly believes that part of the reason this is commonplace is that 

therapists will sometimes default to random interventions and advice-giving when they 

are overwhelmed or do not know what to do: “it’s good to be like ‘oh okay, there is a 

framework for it’ versus nothing and being like ‘hmm, let’s try this: if you were a 

staircase then...’” Whatever the cause, problem-solving, especially when it feels 

unwelcome, irrelevant or inappropriate to the situation, leads people to mentally 

disconnect from session and sometimes leave therapy altogether. Jimbles: “It just 

doesn’t work and you’re like smiling and nodding (laughs). ‘Yeah yeah. Okay! I’ve 

heard that before, it doesn’t work, but that’s fine.’” 

Quality of listening and skilled questioning 

Interviewees spoke to a quality and presence of listening that they appreciated. 

Britney: 

My positive experiences have been with people who know how to give me 
space and narrow into the little subtleties in what I’m saying and ask 
questions to help me say more because I find when I talk about 
emotionally difficult topics I get blank, I get confused; it takes me awhile 
to articulate what I’m saying, and I can be all over the place. So someone 
who can gently guide me to whatever it is I am saying but also gently point 
out the feelings that are in that. 

Ajoite similarly describes how important attuned nonjudgmental listening is to her: 

“She, more than anyone else at that time, was someone who could properly listen to 

me. She didn’t give much insight on how to fix anything; she just let me express what I 
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needed to and that in of itself was healing.” Part of good listening is also skillful guiding 

questions. Nelly:  

I like how these two individuals who I have gone to who have been a 
healthy experience for me are able to ask questions that are not invasive, 
that are healthy for me to think about and try and navigate on my own, but 
yet are also a guiding hand. It's like speaking to a friend, but a friend who 
has more knowledge and skill sets to get you to that healthy place and 
not to go into a deeper emotional hole. 

The specific techniques and frameworks that people found effective depended 

on personal fit, as well as what particular issue they were trying to address. Most 

participants named feelings, relationship, and childhood trauma work as helpful. 

Cognitive behavioral therapy, mindfulness, and mediation also were brought up by 

several interviewees as integral to their healing. Britney voiced that it can be useful to 

address the spiritual dimension of healing as it “shapes the narratives around how you 

make meaning of things.” However, all participants appreciated a quality of listening 

and questioning. When counsellors had strong listening and questioning skills, people 

were able to organize their thoughts, work through feelings, and achieve insights. 

Relationship factors 

Relationship factors are discussed in therapy literature and training as 

encompassing the working alliance between client and counsellor as well as therapist 

behaviours such as openness, humility, authenticity, and warmth (Lambert, 1992). The 

working alliance is the agreement between therapist and client as to how they will work 

together and maintain a bond necessary to do the emotionally vulnerable and intimate 

work of counselling. Together, these factors are estimated to account for about 30% of 

the personal change that can occur from therapeutic processes. Multiple themes arose 

in participant accounts that fall under relationship factors. These include: the 

importance of connection, the balance between counsellor authenticity and 

professionalism, transparency in counsellor values and frameworks, respecting client 

autonomy, inviting feedback, and generosity. 

Importance of interpersonal connection 

After vetting where they could when finding a therapist, there was a second, 

more informal, screening process for everyone once they actually met their therapist. 
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This had to do with interpersonal connection, described variously as getting along, 

comfort, personality, and fit, but always as a gut emotional response to encountering 

someone. Alex: “There’s so much you can read from a website, but you don’t really 

know until interacting with the person whether they are going to be the right fit or not.” 

Ajoite believes connection is ultimately personal. She respects and appreciates her 

current therapist as a person and a professional: 

That’s the thing, it’s just kind of random. You could meet up with 
somebody and they could just totally work. The person that I’m seeing 
now is absolutely the best that I’ve ever met. He is just a very thoughtful 
person and he lived a life before he pursued psychology and I really 
admire that.  

Interpersonal connection or fit is a known therapeutic factor but it is not a given that it 

would so highly valued when people have significant access factors to contend with 

and are also screening for a baseline knowledge around gender and sexual diversity. 

But for Nelly, for example, rapport is the most salient factor in staying with a therapist: 

“Some of my friends base it on if they are queer- or poly-friendly but that's not always 

my route. For me it's if I get along with them. It’s if I feel comfortable with them.”  

Fit can be elusive to describe or screen for as it is an intangible interpersonal 

experience, but respondents knew what they were looking for and recognized it when 

they found it.  Qm quips: “I feel similarly about finding a counsellor now as dating where 

it’s like I know what I’m looking for, I know the red flags.” Wolf Daddy Hot Princess 

Parade sums up why interpersonal connection matters: “…it really depends who's 

working with you and how. It's like medicine; counselling is medicine. Everyone is 

different, everyone's bodies are different, and everyone's traumas are different, so 

yeah, finding the right kind of medicine, the right counsellor is important.” 

Qm and Ajoite also spoke to the flip side of connection and how mental health 

professionals can make one feel dehumanized and more alone. Qm: “It seems like 

there are a lot of people in the mental health field who are just like fascinated with 

mentally ill people and we don’t get treated like people.” Ajoite articulates how 

damaging this can be:  

The negative experiences with past counsellors were when they did not 
make me feel human at all. I felt completely isolated at a time as a 
teenager where I already had so much angst and didn’t need to feel any 
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more isolated or any more alone because that is just not true. But it made 
me feel that it was true. 

Like good experiences of interpersonal connection, these negative experiences with 

disconnected, pathologizing counsellors were understood to be a product of the 

therapist not merely as a professional but as a person. The harm caused speaks to 

what happens when therapists do not connect to (or view) their clients as people within 

power dynamics that are inherent to professional contexts for sharing one’s emotional 

and psychic worlds. Interpersonal connection was a high priority across participant 

accounts.  Counsellor skill and competence were a prerequisite for their healing, but 

not sufficient. Connection really mattered. 

Balance between counsellor authenticity and professionalism 

Another relationship factor is how counsellors balance being accessible and 

genuine and maintaining their professional role. This is a skill that respondents named 

as both important to them and complicated. For instance, Qm discusses how it feels 

bad that “I know next to nothing about any of my counsellors and psychologists I’ve 

seen where it’s like they know some of the deepest darkest details of my life” yet how 

relative anonymity is necessary to the counselling role: 

It’s a really hard thing to address. It’s really complicated. I don’t think I’m 
going to solve it right now. I don’t want to know your life details, because 
I’ll start sympathizing with you, and I’ll feel guilty for putting all this other 
stuff on you when that’s your role. Your role is to take on that emotional 
labor. 

Her analysis highlights a tension other participants describe as well between making 

them comfortable by being as real and present as possible, while not being so genuine 

that fissures and struggles come through. Ajoite and WDHPP both speak to how the 

extreme end of this tension can result in counselling your counsellor. Ajoite: “Yeah it is 

really unfortunate going into someone’s room and finding out that while at first they 

seem really empathetic, it goes down this weird strange path where I learn more about 

them than they do about me.” Wolf Daddy Hot Princess Parade: “I actually ended up 

kind of counselling her at the end of the session cause she started talking about how 

she's spread thin at the moment and I talked about my mom for a second and she 

started talking about how it's hard to be a mom...” When appropriate to the context and 

relationship, however, disclosure can be quite positive and productive. WDHPP speaks 
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glowingly about bonding with another counsellor about being immigrants and growing 

up in rural areas. Their therapist’s disclosures helped them feel comfortable and 

understood. Britney, a future therapist herself, is contemplating her counselling profile 

and what amount of disclosure will best serve her future clientele: 

Another thing that I have felt not clear on is when I advertise myself as a 
counsellor one day to what degree should I mention my queerness and 
genderqueerness. On the one hand, I want people who are those 
identities to feel there is someone who can understand them and to let 
them know that a person exists that has a basic framework of 
understanding their experience. But then I have this fear or idea that 
people who don’t identify as queer or gender nonconforming, when they 
see that they will think ‘oh this person is only serving a certain 
demographic’ or ‘they won’t understand my experience’ so there is this 
disconnect or feeling of difference that will bring up some kind of level of 
discomfort enough for them to not want to see me as a counsellor. My 
thought is I don’t necessarily have to come out on my bio as being queer 
but in my list of skills and people I can serve I would list that kind of thing. 

Discussions of therapist approachability and genuineness tie back into the need for 

interpersonal connection as described earlier. For some people, skillful and appropriate 

therapist disclosure around shared lived experience or social locations can help the 

working alliance. 

Transparency in counsellor values and frameworks 

The ideal of counsellor objectivity is laced throughout the counselling codes of 

major associations. For example, the American Counselling Association’s code of 

ethics (2014) states: “Counselors are aware of—and avoid imposing—their own values, 

attitudes, beliefs, and behaviors” (A.4.b). Due to their varied experiences of therapy, 

participants were very cognizant of counsellor bias. Many believed that it is impossible 

to suppress those experiences, attitudes, values, and beliefs that make a person who 

they are, and they preferred that therapists make their backgrounds more explicit rather 

than try to appear impartial. As Wolf Daddy Hot Princess Parade put it: “I feel like the 

mental health establishment is a bunch of human beings coming together and trying to 

treat each other, so people are going to bring their own personal biases into the 

healthcare system.”  

Interviewees spoke of times when counsellor bias unconsciously showed up as 

painful. WDHPP again: “It was very evident that she is coming from her specific lens of 
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feminism in which masculinity is inherently toxic. That doesn't bode well with me 

because I'm forced to oftentimes live in this dichotomy. Therefore, with that kind of 

attitude of ‘feminine=good’, ‘masculine=bad,’ then inherently part of me is bad. So that 

sucks.” This was perceived in the counsellors’ attention to and focus on the femininized 

aspects of WDHPP’s experience as well as her general framings of masculinity. Within 

the innately unequal context of therapy, it was not reasonable to expect WDHPP to 

initiate feedback that was not only on a personally vulnerable topic but which would 

entail drawing attention or even challenging an unnamed a worldview. 

Ajoite is skeptical of the category of counsellors in part because of the myth of 

therapist neutrality: “Counsellors in my experience have, kind of, there’s nothing that 

they can’t say it seems, like it’s much more opinion-based than fact-based.” Her 

objection is tied to the power that therapists hold by virtue of their expert status and the 

ways in which they can influence people, or even override a person’s truth: “You 

question a lot of things. Unless you have certainty that what you just experienced is 

unhelpful but…I’ve been confused by a lot of counsellors in a really terrible way.”  As 

an extreme example of the extent of harm counsellors can inflict on clients/patients, 

Ajoite was sent to government-funded gay conversion therapy as a youth. 

The other really negative experience I had was when I came out to my 
parents and everything, it was before I moved out and my dad is a 
[government employee] and his [government organization] funds this one 
counsellor, under this organization, I don’t know the name but, it was 
basically a “pray the gay away” sort of thing. I was going through this 
process with this woman who had lost her son to AIDS, and the woman 
would just burst into tears. Also, my parents were on the other side of me 
for every single session, and they would just be crying, and I would try to 
explain who I was, and they would just say that’s not who I am and that I 
need to just be a Christian. So it was pretty radical. It wasn’t therapy at 
all; it was complete bullshit. I had to read all these books and do all this 
stuff and break up with my partner at the time, and eventually I knew I had 
to lie and say I was not gay. I went back in the closet and shortly after 
moved out and then came back out again. That was garbage.  

Ajoite’s experience is extreme but not unique. It is the natural end of a spectrum in 

which therapists hold cultural power and are not regulated to prevent their personal 

value systems coming into session. Homophobia was part of the mainstream mental 

health establishment until a few decades ago and while conversion therapy now occurs 

on its fringes, it has yet to be federally banned (Boisvert, 2021). Ajoite’s experience 

also has the added dimension of vulnerability related to her being a minor at the time. 
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The ideal of therapist objectivity becomes further problematized by the 

insidiousness of dominant cultural myths and values that can be mistaken as neutral. 

Trans competency trainings can help counsellors be sensitive to dominant discourses 

around sex and gender, but nonbinary people are also impacted by, for instance, 

discourses of health and productivity and normative life course timelines related to the 

hallmarks of adulthood. Dominant discourses show up in Rowan’s account of speaking 

to one therapist: 

At one point when I was talking about having difficulty with structure she 
was like “why don’t you go back to school and go straight into academia 
and do all these normalized things” like “this is my box of how life should 
be, two point five kids etc.”  

Britney’s experience at counselling school shows how seemingly neutral language can 

reflect a political stance: 

When I was trying to explain some of the concepts around anti-oppression 
and mentioned the term “anti-oppression,” the response I got from one of 
the facilitators was “we don’t like ‘anti’ things, we like supporting ‘pro’ 
things, like ‘pro diversity’.” I was like “well I see what you are saying, but 
this isn’t really about the name ‘anti-oppression’, like it’s the same thing 
with the word ‘feminism’ should be ‘humanism’ or whatever, you are 
diverting away from the whole point of the movement.”  

The facilitator initially resisted the concept of anti-oppression because it seemed 

biased, revealing the trap of ever trying to be “value-neutral,” since subbing “pro-

diversity” for “anti-oppression,” and “humanism” for “feminism,” masks the workings of 

structural oppression.  

Respondents’ accounts challenge the idea of therapist objectivity. They would 

prefer if counsellors were professional yet clear in owning their own experience, values, 

and frameworks. At the same time, there are limits to what types of biases can come 

into session. If people are to be employed as therapists, they would prefer their 

personal values and frameworks be meaningfully inclusive and affirmative of genders 

and sexual diversity. 

Respecting client autonomy  

Client autonomy, respecting and providing opportunity for a client’s self-

determination of choice, is widely viewed as a core ethical principle for counsellors 
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(Cottone & Tarvydas, 2016). Participants prefer an explicitly collaborative process of 

care where their autonomy is upheld first and foremost, and services are shaped 

around their needs and preferences. Jimbles: “Respecting my autonomy is really 

important. A lot of it is just, you know, respecting my experiences and respecting that I 

don’t need life coaching.” Jimbles, Qm, and Alex all expressed that taking the lead in 

the therapeutic process was integral to them. Qm: “A lot of it was talking through a 

problem with her and then me kind of figuring it out…She would never be like ‘this is 

what’s happening.’ She would sort of nudge me in different ways, that sort of thing, or 

make little suggestions.” Qm also ties autonomy to gender: “Be more accommodating 

and not so insistent on strict adherence to these outdated ideas around gender and 

stuff like that. If you are going to be there to help people, actually help people, and help 

them on their terms, versus trying to dictate the conditions under which they can 

receive help.” Within a broader societal context of invalidation, erasure, and danger, 

autonomy was perceived as a matter of not only respect but safety. Interviewees were 

vigilant about their own autonomy in session. 

Part of taking responsibility and control over one’s own mental health is also 

openness to looking at one’s potential areas for growth and/or stretching one’s comfort 

zone. Personal autonomy and therapeutic trust are key to this process for participants. 

Jimbles spoke of being challenged in group therapy before they were ready (and badly 

on the therapist’s part): 

At one point I guess we were all sharing how our week had been going 
and I was saying something along the lines of “you know I’m making 
progress and I’m happy about this and I’m still sad about my breakup but 
I feel like I’m getting to a better place” and the facilitator, the adult 
facilitator, was kind of accusing me of not being truthful to that and was 
kind of saying “oh are you just denying that so you can pretend to be 
happy” and stuff like that. I just felt really confronted so I started tearing 
up because I get super anxious when I get confronted and she was like 
“oh I see that you’re crying- are you really upset about this?” and pointed 
it out in front of all these people who I didn’t know. Yeah. I just kind of felt 
like she was trying to make me go get to a progress place that I didn’t 
consent to going to and so I felt really put on the spot. 

While this was quite a negative experience for Jimbles, they brought up how 

sometimes people need to be uncomfortable in order to grow: “It’s kind of hard to figure 

out the balance between autonomy and making a change in a person’s life that they 

might not necessarily be easily willing to do, like you know it’s really easy to avoid 
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therapy. I don’t know how to explain it. Consent is really important, being able to have 

the final say in what happens to you.” Alex similarly points out the need to actively 

check in as clients will not necessarily speak up: “I’m a [health care provider] and I get 

it in a different way where I will be like ‘just tell me if something is uncomfortable’ but 

there are certain people who just won’t and I even tell them ‘there’s a power dynamic, if 

you tell me to change something it’s never going to hurt my feelings,’ but it’s really hard 

for people to get over that.” They share appreciating when a therapeutic relationship 

has reached a level of trust and mutual regard: “I also like when I feel like counsellors 

call me on my shit. (laughs) In a caring kind of way, like ‘you’re doing that thing.’ I really 

like the accountability part of it, especially if I already have a rapport with them.” Thus, 

Alex and Jimbles emphasized consent and the need for a strong well-established 

therapeutic alliance before productive confrontation can take place. Participant 

accounts also indicate that the tool of therapeutic confrontation should not be a given 

with nonbinary clients.  

There are also scenarios in which the mental health profession is currently 

sanctioned to override client autonomy. Qm views involuntary hospitalization as highly 

problematic: “In forced or coerced hospitalization, the person’s consent to the situation 

is being taken away from them.” Earlier in the thesis, Qm described taking measures to 

prevent hospitalization: “I have to basically say what I can, say it the best I can, so you 

will let me leave now because now I can’t leave unless you say I’m allowed to.” In other 

words, while in crisis, she felt she had to be wary about what she could say to the 

people supposedly there to help her. As discussed in the seeking help section, 

participants experienced crisis settings, especially hospitals, as unsafe. The threat of 

loss of personal autonomy compounds other systemic issues with these settings.  

Inviting feedback and accepting it gracefully 

Feedback in the counselling context involves checking in about the client’s 

subjective experience of and satisfaction with the counselling process, goals, 

interventions and relationship. It is an opportunity for clients to share what is and is not 

working for them. While many therapists incorporate formal or informal feedback in 

session, it is optional to counselling practice. Participants expressed that they got more 

out of counselling when their counsellors actively invited feedback, gracefully received 
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it, and incorporated it in session. Alex felt that openness to feedback directly 

contributed to the efficacy of their counselling: 

One thing that I really liked that she did was that at the end of the session 
she was like, “what worked for you today and what didn’t work?” She 
asked for feedback in a way that I felt I could give her totally honest 
feedback and it wouldn’t be taken personally. I could’ve been like ‘that 
thing we were doing was total crap for me;’ and she would be like: ‘great, 
let’s not do that again.’ I had that from a previous psychologist as well who 
I saw three years ago. There were some things we were doing that I 
wasn’t really sure were working for me, and she was again really 
awesome about being like ‘if that kind of stuff isn’t working for you, we can 
do something else’ and just really trying to check in.  

Alex goes on to describe how if the relationship is strong, feedback can go both ways 

and how they appreciate being (caringly) ‘called on my shit’ as a tool for growth. Wolf 

Daddy Hot Princess Parade speaks to how feedback helped strengthen their 

counselling relationship: 

She actually asked me, she's intuitive enough, which I think is a good 
quality to have as a counsellor (laughing), she brought up like “how do 
you feel about our last session?” as a check in. After I told her, she 
thanked me and was like thank you for clarifying that and for sharing that. 
So it was like a really good exchange, I think. The way that she received 
my criticism, that was really great. 

After her therapist framed one of her personal experiences in session in a way that 

broke Qm’s trust and her sense of emotional safety, Qm appreciated that her 

counsellor was proactive in acknowledging that she had caused a rupture: “she 

reached out and apologized, she was like ‘if this is it, I understand.’ She was always 

good about being like ‘this [therapy] is a thing you can retract,’ that I didn’t owe her 

anything, other than money for sessions.” While her therapist had caused a rupture 

beyond repair, owning it was crucial in not causing further harm, in not replicating past 

experiences of trauma and in providing some closure in the therapeutic relationship. 

Overall, respondents report feedback as helpful to making therapeutic relationships feel 

safer and more productive. 

Counsellor generosity 

Participants deeply appreciated counsellors who they felt went above and 

beyond in their practice. Alex values counsellors who seem invested in making sure 

they are a match. They describe how one of their latest therapists was giving to this 
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end: “My last counsellor offered the first half an hour free and we ended up doing an 

hour because I liked talking to her and it was going well. I really appreciate that kind of 

stuff: that you don’t have to commit to the full time and can just have a meeting or a 

phone meeting to see if you’ll be the right fit.” WDHPP voiced how their counsellor was 

flexible in adapting to where they were at (emotionally and physically): “she offered to 

Skype with me if I was too fucked up to leave the house. When I left for Ontario she 

offered her contact services, and she always tried to schedule - and even let me stay 

longer - to do a re-centering/grounding exercise before I left sessions.” Similarly, Nelly 

relates appreciating still being able to see a (former student) therapist after that 

therapist graduated, especially considering the therapist lives in Hong Kong: “She now 

has her own practice and I still time to time go see her. She has been very considerate 

in offering some time even though it's a big time difference.” Participants viewed 

generosity as evidence that counsellors genuinely cared about them and were 

passionate about what they were doing. 

Desire for diagnosis 

In Canada, experiences of seeking diagnosis fall under hospital, clinic, and 

private settings with a psychiatrist or psychologist. Diagnosis is outside of the scope of 

practice for counselling psychologists. Feedback on diagnosis requires a separate 

section because the nature of diagnosis interview appointments differs from mental 

health counselling sessions. The subject of diagnosis came up in six of the eight 

interviews, notably, never around gender (aka the diagnosis of Gender Dysphoria), but 

in order to improve participant mental health. Interviewees sought out diagnoses for 

self-understanding and to alleviate symptoms they experienced as inhibiting their lives. 

Overall, they found these processes frustrating and time consuming. Further exposure 

to diagnosis brings risks such as misdiagnosis, overdiagnosis, and stigma surrounding 

diagnosis9. Most people cycled through several diagnoses across clinicians and/or 

continue to search for a diagnosis that aligns with their lived experience.   

 
9 The process of diagnosis is not an exact science: there is overlap in symptoms across 
diagnoses, the role of trauma is not well accounted for in presenting symptoms, and the DSM is 
culturally biased towards the Euro-American experience (Allsopp et al., 2019). There is also 
variability across practitioners and room for bias. Racialized and impoverished communities in 
particular have been historically overdiagnosed (given unnecessary diagnoses due to 
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Rowan’s experience illustrates the nebulous, shifting, and elusive nature of 

diagnosis: “I’ve found that lately my symptoms have been changing and also I never 

have had consistent mental health boxes like ‘classic depression’ or classic whatever.” 

They go on to describe how they mobilize their own agency in influencing their own 

diagnosis:  

Usually they’ve asked questions like “have you ever heard voices?” or 
something and, because I’ve looked it up, I’m like you are definitely asking 
me do I have bipolar disorder or schizophrenia. If I haven’t read into it or 
if I’m unsure myself about something maybe I’ll answer this, or answer 
that, because they are trying to guide me into these diagnoses. More 
recently, I’ve been looking for less common things like CPTSD and stuff 
like that after hearing about a few friends who have had misdiagnoses 
with ADHD and various other things that can be all be very…it is so hard 
to completely distinguish between symptoms. So it’s been me basically 
saying “yes I have this thing” more so than the other person telling me 
anything.  

Like other interviewees, they are seeking diagnosis for relief: “for me, medication’s 

been the main reason why I’ve wanted to look into something more definitive. I’ve been 

on med trials for a couple years, tried different things, and there’s always been 

underlying symptoms that have never really gone away. So having that information 

could be helpful.” Qm’s treatment around diagnosis endangered her life: 

I got misdiagnosed as bipolar when I have BPD [Borderline Personality 
Disorder]. I was put on meds that made things worse for me and was also 
not given the proper information around them. I was on a really high dose 
and things were getting worse and worse and I just went off them cold 
turkey and got so ill. I was on such an extreme dose and the guy’s 
justification was just cause I’m a bigger person but it’s like that’s not how 
psych meds work! My brain is the same size…I got really ill and we 
thought I had mono or something for a few months. My new doctor has 
since told me, when I told her what happened, she’s like “that could’ve 
killed you.” She was like “you could’ve had a seizure or a stroke and died.” 

There were multiple phobias at play on the part of the healthcare practitioner in the 

medical harm done to Qm (she also states she was misdiagnosed because of gender). 

In contrast, Ajoite’s experience exemplifies why interviewees sometimes seek 

diagnosis: “I think the good thing is that now I do understand that I do suffer from Post-

Traumatic Stress Disorder and that was properly diagnosed. She goes on to explain 

 
disproportionate scrutiny and surveillance) and/or misdiagnosed (given the wrong diagnosis due 
to prejudice or cultural misrecognition) (Mills, 2015; Schwartz & Blankenship, 2014). 
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how, in contrast to messaging she has received where she was the problem and just 

had to “grow up a bit”, her diagnosis has helped her recognize how trauma has 

impacted her and allowed her to focus on “living with these experiences and feelings 

that I have.” Complex trauma came up for a few participants as a helpful and 

personally meaningful diagnosis.  

Positive outcomes 

As stated at the outset of this chapter, participants sought out counselling to 

work through difficult life events and/or towards living the lives they desired. Despite all 

participants having had negative experiences of therapy, they nevertheless shared a 

collective belief in the potential of quality therapy to improve their lives. When naming 

positive outcomes they have experienced, participants emphasized the power of 

validation, the importance of gaining practical and emotional skillsets, and having a 

better relationship with themselves and their personal histories. 

Validation 

Half of the people interviewed named a sense of validation as a major positive 

outcome for them. Ajoite: “I just feel more comfortable now knowing that these 

experiences and memories, like it’s not going to go away, but it’s nice to know it’s real 

and not this fabricated or fake problem. I feel very much validated.” Alex relates how 

they seek out counselling in part for validation and how that can be grounding and 

reinvigorating: 

My last counsellor when I was going through a break-up was …I think a 
lot of it was that I needed to see that what I was feeling was okay. I needed 
some validation and some tools on how to deal with ending the 
relationship and how to have an outlet for that. I was having a lot of 
conflicting feelings. She was really helpful. Validation is usually a big one 
because I get so lost in my head a lot of the time that I don’t know and 
because of previous experiences and growing up with a narcissist parent, 
sometimes I don’t trust my own feelings. So just having someone be like 
“no, that’s totally okay that you are feeling like that,” especially around the 
past break-up, just feelings of like, I felt I was being blamed for a lot of the 
things so it was helpful to have someone be like “where is their part in all 
of this?” and bringing up those kind of questions has always been really 
helpful.  
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WDHPP’s key take away from therapy was validation of their 2nd generation European 

immigrant background as a part of their personhood and experience: “She has been 

encouraging me to get in touch with my roots, and it's really lovely and really affirming 

and has been grounding in a lot of ways. So that is one of the most positive things that 

has ever come out of counselling.” The way interviewees spoke to their appreciation of 

validation was quite poignant. The fact that external validation was so important in 

these accounts may also relate to the ways homophobia and transphobia circulate in 

society, negating people’s experiences and personhood. Implicit in these accounts of 

the power of validation for people is also, once again, the value of empathetic outside 

emotional labour. 

Skillsets that improve daily living 

Participants appreciated that they had gained a variety of practical and 

emotional skills from counselling that they could apply to their daily lives. For example, 

Ajoite explains how practicing mindfulness has lessened the impact of her harder life 

experiences: “With the practice of mindfulness it’s important to feel what you are feeling 

and to take your time to just pay attention to your body and to your breathing. It’s an 

exercise. In time you will be able to live with these experiences and feelings that you 

have.” Nelly shares how she values skills she can carry forward: “It's kind of like riding 

a bike-it's like here's how you ride a bike, this is the skillset and once you know you can 

use it and apply it. You can apply it to the next relationship you have –be it a friendship, 

a romantic relationship, or a social setting. It's like 'oh okay cool these are my strengths 

and weaknesses'. You can be forthright and set boundaries.”  People generally 

described acquiring a few insights and/or skillsets from therapy along the lines of 

communication, emotional regulation, thought patterns, boundary-setting or navigating 

relationships.  

Improved relationship to self and history 

Significantly, successful therapy has also helped a few people better 

understand, move through, and improve their relationships with themselves and their 

histories. Qm comments on how important it was for her to revisit her past and 

contextualize what she experienced within broader forces: “One of the only things that 

can really help me recover is trying to figure out things and looking back at things and 

being like ‘oh you never did well in school but that wasn’t your fault, there was stuff 
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going on that made it this way’ and stuff like that. Putting the responsibility for stuff that 

has happened to me throughout my life where it actually belongs.”  Ajoite felt 

empowered by reconnecting to her personal agency: “He [my therapist] encourages a 

sense of overcoming instead of only identifying as a victim or staying inside that. You 

need to take the time to think about something that is unsettling. It’s okay to 

acknowledge being a victim in that circumstance, but it’s important in due time to try to 

connect with a sense of overcoming.” People’s stories show the transformative 

potential of therapy, that healing is possible. Wolf-Daddy Hot Princess Parade 

described learning about their values, communication styles, traumas, mental health 

issues, boundary-setting and about themself in relationship: “I feel like I'm doing pretty 

great. I feel like I'm actually kind of winning.”  

Horizons of the Possible 

The final section of this chapter concerns participants’ desires for mental health 

care that have not been met but potentially could be. Two broad themes emerged as 

horizons of the possible: more competent, prevalent, varied, and accessible services, 

on the one hand, and a societal shift where mental health is appreciated and 

understood beyond traditional understandings of wellness, on the other.  

Service changes 

The first theme in participants’ ideal scenarios concerned service provision at 

an institutional level: interviewees advocated for free, multi-faceted, ubiquitous 

counselling integrated into Canada’s universal health care system, services equipped 

to do both crisis management and deeper work, and practitioners effective in helping 

people with complex backgrounds and experiences. 

Therapy as part of universal health care  

Participants were unanimous in their desire for mental health services to be 

more readily available and accessible. Britney, Ajoite, and WDHPP had the idea for 

mental health to be covered under the Canadian healthcare system, in the same way 

family doctors are. This could help make it more accessible in terms of options and 

cost, and potentially help regulate the quality of care.  Britney explains:  
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I feel like counselling should be free for all as part of medical care. It’s 
quite expensive, especially to get good quality counselling: over one 
hundred dollars, and I’ve heard over two hundred dollars for some people. 
There are a lot of free services, but it seems like they are in high demand, 
or some free services aren’t that good, so it would be nice if it was a lot 
more prolific, free and not just successful but of good quality. 

WDHPP added that this format would help mental health care to be “as commonly 

available as care for physical injuries and physical illnesses and not stigmatized.”. In 

other words, not only could care be more available and accessible, but integrating it as 

part of health care could change its status culturally, making it more normalized. 

Further, they note that this format could better accommodate the ways physical and 

mental ailments can interlock or overlap and argued that healthcare general should be 

degendered10 “in this way where people don’t assume. Get rid of assumption!” 

Multi-format ongoing services 

Participants also envisioned more variety and flexibility in service models, 

outside the current model of ten-ish forty-minute-to-one-hour sit down sessions with 

one person in a room. Nelly asserted that this model presents barriers for some people. 

She stressed that other formats have their unique strengths and should be taken as 

seriously as the classic therapy format: 

I mean there are so many ways and means, group therapy, online 
therapy... If one feels a discomfort, there are online phone services where 
other individuals who feel the same way but are not in the same country 
can come twice a week for an hour and draw on their similarities of life. 
Something like that would be really nice versus the framework that is in 
place now which I feel is slightly archaic and where there is no 
maneuverability.  

Rowan and Jimbles envisioned services being more long-term. Jimbles notes that most 

financially accessible services cap the number of sessions for which one can see a 

therapist and suggests that it might be beneficial if people could see their therapists 

long-term:  

Services are not consistent, and they are confusing to navigate and not 
entirely accessible, so it’s really easy to fall through the cracks. Being able 

 
10 Degendering refers to restructuring practices, interactions, language, discourses etc. that are 
currently informed by dominant binary gender logic and assumptions. One example is 
decoupling body parts and processes from assumed gender: eg. saying “people who 
menstruate”.  
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to have an actual relationship with that person and having those mental 
health skills and services applied to all the changing aspects over your 
life would be ideal. 

Rowan points out further that in practice, most mental health services are geared 

towards crisis management rather than based on a model of ongoing care that could 

look at the root of problems or address them as they emerge: “There are so many crisis 

stopgaps at the last thread, but ten steps before that is when it’s cheaper, it’s actually 

helpful, and it’s not just people cycling through these emergencies constantly.”  

Quality control 

Part of improving services for some participants was raising the bar on what 

people can expect from counsellors. Ajoite is wary of the term “counsellor” as 

counsellors are not held to a common standard of care: 

The term “counselling” is really broad and like anyone can do it so it’s kind 
of a bit of dangerous thing to me: to have people who can be employed 
by government services as counsellors, or in schools as counsellors, and 
be there to talk to people who need help. Someone can come in and be 
a counsellor and try to help somebody but not really know what they are 
talking about and not have any experience, or any insight, or any 
consideration. 

Ajoite is alluding to the fact ‘counsellor’ is not a restricted term in Canada and anyone 

can publicly represent themselves as such (CCPA, 2021). While provincial and national 

counselling associations have come up with specific terms to signify membership such 

as ‘Registered Clinical Counsellor’ in BC, and ‘Certified Canadian Counsellor’ 

nationally, this is arguably not part of public knowledge nor does it translate evenly into 

on the ground hiring practices. The unregulated nature of the term is part of the reason 

interviewees had such a range of experiences from people who called themselves 

counsellors.  

In addition to having more competent counsellors out there in the field, Qm also 

wished for more checks and balances on therapists, especially in light of the power 

they yield. She points out the imbalance of power inherent in the relationship, the 

potential for abuse of power, and the implications of the scarcity of resources: “it’s like 

where else are you going to go? If you are in a situation with a health professional that 

is abusive, you are much more likely to stay because it’s like this is better than 

nothing”. She adds that client confidentiality needs to be prioritized within any new 
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safeguards, however. Finally, there is another implicit element to people’s comments, 

where there is a desire for people skilled in healing work and with a strong ethical 

praxis to be doing these positions, and the acknowledgement that this is not always the 

case. So quality control would not only involve increased counsellor preparedness and 

oversight but would require schools and counselling associations to screen better for 

aptitude and personal readiness. Ajoite: “I just wish it would be a very studied, very 

thought out thing instead of the broad thing it is now”. 

Therapists prepared to navigate complex identities and experiences 

The general consensus among participants was that all therapists should have 

baseline knowledge around gender and sexual diversity and how non-normative 

identities and practices generate both opportunities and barriers in people’s lives. 

Beyond this baseline however, participants wished that mental health practitioners be 

prepared to support people with complex identities and experiences.  No interviewee 

spoke of their gender in isolation, but rather “nonbinary competency” was understood 

as inextricable from sexuality and interrelated with awareness around race, culture, 

neurodiversity, ability, and socioeconomic context, dependent on each participant’s 

social locations. Nelly explains: “I think my dream scenario would be that counsellors 

have the tools and education for me to navigate without hesitation: a framework made 

by a group of individuals working hard to achieve certain ideas.” 

Training programs 

Participants believe counsellor education programs to be crucial to this end. 

WDHPP, Rowan, and Jimbles all wished for a counsellor who was explicitly politically 

progressive, who, in Jimbles words “exists in a worldview that includes social justice.” 

Britney elaborates on what training could look like:  

Counsellors should have a module that educates them about different 
identities. I haven’t been in a program where they have addressed things 
to be cognizant of when counselling people from different cultures: 
respect, expressions, topics... I would hope that queer and gender 
identities would be part of the discussion of inclusivity in navigating 
complex identities. Also, it’s one thing to have as a module, it’s another 
thing if that person carries it forward. It would be cool if there were different 
exercises and scenarios of different cultures and identities and that kind 
of thing. 
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Lived experience 

Interviewees also hope for better representation in the counselling field. They 

argue that part of the endemic lack of knowledge around gender and sexuality is due to 

the underrepresentation of queer, trans and/or nonbinary people in the field as 

counsellors and as knowledge-makers. WDHPP says “it would be really great to have a 

trans counsellor. I've never had that before but I would really like that because I would 

really appreciate their perspective and any wisdom that they might throw my way.” 

Several people also brought up that there should be more racialized counsellors in the 

field. Alex: “it would be nice if there were more counsellors of colour.” Jimbles hopes for 

counsellors who are neurodiverse whom they could better relate to. Rowan believes 

there should be more counsellors who themselves have lived experience of mental 

health struggle: 

Going back to the lived experience thing: having the perspective of being 
in various states of mental health that you can’t get out of for weeks on 
end or things like that. It’s definitely so much harder to channel and get 
into helping from the inside when you have no personal experience with 
that. You can read books but it’s not necessarily always reflected in them 
what is the most helpful or what is going to work for various people. 

Overall, participants’ desire for better representation among counsellors was based on 

the value of having a common frame of reference with their counsellor. Rowan explains 

that going into depth with therapists is “not really as possible if they don’t really have 

that lived experience to really take the sum of those parts and be able to help me in a 

full holistic way”. 

Care for counsellors   

Both Rowan and Ajoite raised concerns that counsellors be more “taken care 

of,” in terms of income and their own mental health care. Ajoite states: “it would be 

really cool if the people doing the work were paid, but then everyone was just covered. 

The therapist to has be taken care of and it recognized that their work is important.” 

Considering what would happen if the general population of counsellors were more 

demographically representative of the population at large, Rowan adds “thinking again 

about emotional labour, and thinking about the counsellors for counsellors, and how 

with queer and/or racialized counsellors, probably some of the heavy important topics 

that are delved upon are ones in which they also personally involved, those larger 
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support systems for counsellors are an important part of mental health care.” Thus, 

within the vision of mental health services as more accessible, effective, and 

representative, respondents saw the need for integrated attention to counsellor 

economic security and emotional wellbeing. 

Societal shifts 

The second theme in my participants’ visions of the possible is the need for a 

societal shift towards not only greater acceptance and understanding but beyond that, 

the questioning of traditional understandings of normalcy and wellness. This would 

necessarily entail greater attention to the role of systemic inequities in people’s mental 

health struggles.  

Destigmatization of mental health  

All participants emphasized the importance of greater societal awareness 

around and de-stigmatization of struggles with mental health. Again and again, 

respondents brought up the need for mental health challenges to be normalized and 

mental health care more prioritized. Participants expressed the conviction that greater 

acceptance would follow if the general public were more aware of issues and 

challenges related to mental health and the need to access care was more normalized. 

Britney suggested that “psychology and emotional wellbeing be made part of 

compulsory public education…then it would be this language, this common 

knowledge.” Rowan maintained that everyone should have the option of having a 

counsellor but stated that this could only happen if there were a societal shift that 

acknowledged that everyone can benefit from counselling: “I feel that in my experience 

basically everyone can benefit from it, like no matter, even if it is like the happiest 

person ever. It seems like such an essential and important service, that I feel like 

should definitely be not stigmatized and used more.” Stigma around mental health 

struggles and seeking mental health treatment would be reduced if there was a 

common understanding that every person has a relationship to mental health that could 

use attention.   
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Beyond dominant understandings of wellness 

Beyond a shared belief in the importance of normalization, however, some 

participants emphasized the need for mental healthcare to move away from the 

dominant, norm-based model of how people should think, behave, and feel. This 

overlaps with and also moves beyond the issue of being open and respectful to queer 

and trans lives and life values outside of dominant norms. Throughout the interviews, 

participants referenced pressure to perform the role of a certain type of client and/or 

that they were “getting better.”  The traditional medical model features progressive 

stages that begin with symptoms and moves to diagnosis to treatment to cure 

(Thompson, 2019). Qm explains how this constitutes an additional burden on people. 

She states it would help to: 

Not have the pressure to ‘get better’ and perform in a certain way. The 
degree to which I am mentally ill and experience mental illness is 
debilitating at times and so it’s like “oh if you can just take care of yourself 
and not have to worry also about how you are going to eat.” It would take 
a lot of pressure off of things if I could just be. 

Ajoite shares how “when I was talking to other people in the past, they expressed that I 

was almost depressed but not quite and that I was going to get through [my emphasis] 

it, I just had to grow up a bit and like that kind of critique.” In these conceptions, 

wellness itself needs to be interrogated as a norm and as a binary: the idea that people 

are either mentally healthy or mentally ill, and if they are mentally ill, interventions are 

needed to bring them back to health. This can be contrasted with more cyclical 

understandings of mental health that view mental health experience along a spectrum 

and/or opening focus on providing support to people with ongoing mental ill health 

and/or complex trauma to live well. Hence, Qm asking to be allowed to ‘just be’. 

Multiple people also pointed to how ideals of productivity tie into dominant ideas of 

wellness and wished for them to be decoupled. Rowan: “me not being a productive 

citizen or whatever is not the problem.” 

The need for systemic change  

Within the accounts of nearly every participant was an implicit or explicit critique 

of broader systemic forces that produce or exacerbate the mental health challenges 

they experience. These critiques encompass the impacts of cisnormativity and 

transphobia on trans lives and take into account overarching systems of social 
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inquality. Ajoite: “If somebody can understand I’m a trans person just trying to work and 

live comfortably then the whole political aspect is very much part of it, it’s all tied 

together, just to see the world and knowing there is so much to fight for.” Rowan: “I’ve 

always not seen mental health as the problem but tried to more normalize it and see 

the capitalistic system as the problem.” Mental health care is both situated within this 

overarching context and, when done properly, is part of broader efforts of resistance 

and social change. WDHPP believes, for example, that trans and/or nonbinary people 

are underserved, not merely because of stigma or ignorance, but because we are not a 

lucrative niche market: “I would also generally say that gender nonconforming people 

have a hard time getting health care because it’s not profitable for people. People are 

not trying to get our buck.” WDHPP’s comment raises broader, perhaps uncomfortable, 

questions concerning how the priorities of the mental health care industry are profit-

driven. Britney observes that the acute need for mental health care today is “inevitable 

in this capitalist world where we are strained beyond humanly possible means. I just 

see it as something that is super needed right now given the huge load of trauma we 

have been carrying for centuries now.” Her quote situates individual struggle within 

ongoing historical systems of power and distribution and brings attention to their 

cumulative impacts on bodies, hearts, and minds. Implicit also in her statement is the 

potential for individual and collective healing. Rowan insists that a redistribution of 

resources needs to occur in tandem with greater access to gender and sexuality 

diversity-informed counselling services: 

Individually it can be helpful, but when I think of counselling and mental 
health there’s all these other issues from housing, to physical health, to 
nutrition, to x,y,z. Again, it’s such an intersectional thing. The resources 
currently available and the way our system has gotten to be is just the 
exact opposite. I know certain people who are very hesitant or scared of 
going to counselling, and if they had more other resources, then having 
an ongoing counsellor would be less of a priority for them or something 
they wouldn’t need as much.  

Participants statements suggest that mental health care reform is helpful but systemic 

change is necessary to truly improve mental health on a societal level. 

Conclusion 

Even as gender remained largely unarticulated, interviewee accounts of 

seeking, engaging, and reimagining therapy were mediated by gender. WDHPP 
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expressed this eloquently: “it has nothing to do with gender and it always does.” 

Further, the role of gender in therapy cannot be neatly separated from the role of queer 

subculture for participants; people experience them in tandem. Their gender and 

sexual identities and practices influenced how interviewees approached therapy: 

strategically, somewhat skeptically, and as a trained resource outside their immediate 

circles. Within a context of other access concerns, subcultural factors reduced the 

number of therapists they could access since a baseline knowledge in gender and 

sexual diversity was of primary concern. Once in therapy, gender and sexuality 

influenced what people would share and how they wanted to work. Participants 

expressed specific needs relating to therapist approachability, receiving external 

validation, and getting to drive and provide feedback on the therapeutic process. The 

baseline experience with mental health professionals unprepared to work with gender 

and sexual diversity was an unsaid dynamic of stigma management that required 

people to put their time and energy in nontherapeutic ways while in therapy. The more 

extreme experiences were harmful and traumatic. So, although participants were not 

seeking therapy for reasons explicitly tied to gender, gender had a profound impact on 

how they understand, approach, experience, and envision therapy. At the same time, 

many participant experiences, needs, and ideas around mental health services are 

broadly relatable. As the horizons of the possible section showed, counselling 

reconceptualized through a nonbinary lens can help improve services for everyone.  
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Chapter 5.  
 
Discussion 

My principal aim in embarking on this project was to mobilize and center 

nonbinary voices to give insight on mental health practice as it currently operates and 

mental health practice as it could be. So, what can the salient themes that my study 

identifies through the interview and research process bring to the theory and practice of 

mental health care with nonbinary clients? The following section puts the chapters of 

my thesis into conversation in order to layout its most significant findings. 

Significant findings 

In the Literature Review, I described Spade’s (2011) model of the three 

interlocking modes of power in society that create conditions of control and distribution 

which affect the health and security of populations. To recap, these are: 

perpetrator/victim practices, disciplinary norms, and population management. Moving 

forward from the Analysis to Discussion, I now filter participant needs, experiences, 

and ideals for counselling through Spade’s model in order to engage with them more 

dynamically. As the goal for this section is to be constructive, I recast the three modes 

as interpersonal helping factors, re-working norms, and systemic support for health and 

security.  

Interpersonal helping factors 

Interpersonal helping factors are elements that improve the experience of 

therapy at the one-to-one level. A major finding revealed by this study was the degree 

of stigma management occurring in session and the concomitant need for therapists 

with subcultural fluency around gender and sexuality. When participants discussed 

screening for a (low) baseline of knowledge to this end, it was pragmatic; it was in the 

interest of preventing harm given the overall lack of facility with gender and sexual 

diversity within the counselling field. Interlaced throughout people’s accounts are the 

various strategies they used to minimize their exposure to stigma and the multitude of 

ways stigma negatively impacted them anyway. Their experiences provide valuable 
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feedback for the counselling profession. While some examples are quite obvious 

(Ajoite’s conversion therapy, Qm receiving the wrong gender markers at hospital 

intake), participants speak to a range of ways therapists imbibe information and 

express inaccurate knowledge and prejudicial value and belief systems that may not be 

as readily apparent. This includes avoidance of, or fixation on, certain topics, unease, 

overwhelm, and confusion that interferes with their ability to be present, as well as 

overt reactions such as shock, judgment, and hostility. It also encompasses when 

therapists center normative models of productivity, wellness, and success even if they 

are not meaningful to or desired by the client, or, more generally, anytime the therapist 

is unable to adequately perform their professional role because of they are viewing 

their client through the lens of social stigma (Clare, 2017). Therapists and those 

charged with educating them need to know that queer and trans people hold the 

spectre of stigma management as part of their lived personal and community 

knowledge and often enter therapy on guard. This can be true even if the client 

appears to be fully engaged with the counsellor’s process and at ease, as many 

nonbinary people have trauma histories and related adaptive trauma responses to 

stress such as fawn or freeze (Langer, 2019). Interviewees limited what they said and 

where they would go with therapists unless a therapist explicitly demonstrated 

openness and respect towards their lives and life values. Thus, lack of subcultural 

fluency on the part of the counsellor/therapist both impeded the usefulness of therapy 

and opened opportunities for harm. 

So, what could subcultural fluency look like in the context of gender and 

sexuality? I define it here as counsellor preparedness to skillfully engage with the lives 

and life values of people who are not strictly cisgender and who exist in queer realms 

outside of multiple types of normativity. I chose the term subculture fluency purposely, 

in order to avoid the overemphasis of the role of knowledge acquisition associated, 

rightly or not, with cultural competence (and in this way it is closer aligned with cultural 

humility, see Tervalon and Murray-García, 1998). There is specific knowledge involved 

such as pronouns and gender identities, but subcultural fluency also encompasses 

more than that. Things that were commented on in the interviews include the 

importance of counsellor self-reflection on their own background, biases and 

discomforts, and their ability to name their own social locations and privileges. 

Participants also valued what I came to recognize as the set of community values and 



98 

norms associated with public queer subculture that emerged from navigating stigma 

and interlocking systems of homophobia and transphobia without the same familial and 

cultural support networks available to others (Cheng Thom 2019; Cvetkovich 2003). It 

is significant that all participants were engaged with queer subculture to various 

degrees given that that I recruited only along the lines of gender.  Specific factors 

coming from these community norms which participants noted as valuing (either as 

apparent in their day-to-day lives or aspirational goals) were openness to feedback, 

cultivation of emotional skills, queer temporalities, communal housing models, familial 

friend networks and definitions of success unmoored from capitalism. There also was 

an emphasis on the importance of structural perspectives, such as mental health care 

as a fraught space and dominant society norms as limiting. As a final note on 

subcultural fluency, however, people wanted to feel seen, respected and connected to 

in their entirety; to have the realities of their gender and sexuality integrated into the 

larger picture of who they are. So subcultural fluency, as envisioned here, is an 

orientation towards connection as opposed to a manual. This is not as daunting as it 

may seem. As Britney puts it: “Even if there is discomfort where these people don’t 

understand the queer and genderqueer elements of my life, there is a basic sameness 

in our human experience that is a really good grounding for any kind of healing so I feel 

like that is more than enough to ease the discomfort with other stuff.” 

A second finding from participant accounts of therapy was the significance of 

relationship factors to the quality of the counselling experience. Although this was a 

research project focused on best practices around an identity, relationship factors were 

central to participants: the therapeutic connection and sense of the therapist as a 

person were as (or more) important as subcultural fluency for every interviewee. As 

articulated in the Analysis, participants’ needs in the working alliance underscored the 

importance of collaborative processes that honour client self-determination and 

integrate regular feedback and consent regarding both the therapeutic relationship and 

the therapy itself. Trust-building and external validation -classically viewed as too 

“directive” within some counselling paradigms – were essential to a productive 

therapeutic relationship. Participant needs to this end reflect their lived experiences 

and highlight an area of sensitization for counsellors, especially around therapeutic 

confrontation. Instances of confrontation were experienced as a violation of safety 

unless the therapeutic relationship was extremely strong and reciprocal feedback well-
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established. Effective working alliances were formed and maintained through trauma-

informed therapeutic approaches (Nonomura et al., 2020).   

The way respondents described their most positive experiences of therapeutic 

connection closely mirrored Rogerian core conditions of counsellor congruence, 

unconditional positive regard, and accurate empathic understanding (Rogers, 1957). 

Interestingly, interviewees also articulated a need to feel an affinity with the counsellor 

as a person. In other words, fit was described as more than the meeting of two minds, 

shared identity and/or formal ‘competence’ in gender diversity; there is an intangible yet 

instinctually ‘known’ human connection element that needs to be fully acknowledged. 

The way participants articulated their need for connection is interesting for reflection on 

both mainstream Western mental health models, which tend to emphasize the mind 

over the heart, body, and spirit, and queer and trans social justice movements, which 

sometimes conflate identity or shared experience with automatic connection (Cheng 

Thom, 2019).  

It should also be highlighted that interviewees were creative and resourceful in 

their approach to seeking help: they knew what they wanted, already had mental health 

language and skills going in, and did not feel defined by what they were told by 

practitioners. This showed up, for example, in how people navigated existing services, 

counselling goals, individual therapists, and the issue of diagnosis. It is illustrated in 

how they framed seeking counselling as useful when they wanted trained empathic 

support outside their immediate communities. Thus, the strategic and local approach to 

the medical establishment, as advocated for by theorists within the Literature Review 

(Cabral 2010; Clare 2013; Namaste 2000; Spade 2006), is already happening for these 

interviewees. It is further telling, given how exhaustively gender dysphoria is debated in 

the literature, that even though more than half of my participants had been clinically 

assigned this diagnosis, it did not really come up as a salient topic worth discussing, 

beyond some offhand frustrations about how it may contribute to therapists having a 

binary understanding of gender. Participant accounts reflect a resilient and savvy 

relationship to the healthcare world already in action.  
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Reworking norms in mental health services 

Reworking norms refers to how disciplinary norms about proper and desirable 

behaviour can be challenged, rewritten, and/or expanded in mental health care. This 

thesis has brought forth several norms that circulate in the mental health establishment 

that need to shift. These are: norms around gender, therapist professionalism, and 

mental health itself.  

Gender systems and norms are undergoing a significant challenge in society at 

large currently, with growing visibility of gender diversity in mainstream media as well 

as gender equity and trans rights movements, a cultural push from youth, and shifts in 

education and psychology emphasizing the traditionally undervalued development of 

empathy, emotional, and relational intelligence for all (Iantaffi, 2017; Langer, 2019). 

While a “gender affirmative medical industry” has emerged in recent years, this a small 

segment of mental health services, the cost of which has effectively further 

exacerbated pre-existing disparities in access to quality care (Travers, 2018). Within 

the field of mental health care, a profession-wide reflection on the operation and impact 

of gender in society and a broadening of norms is badly needed. Three actions are 

crucial for achieving greater gender and sexual diversity-inclusion in the field of 

counselling/mental healthcare:  

1. Challenging gendered stereotypes and assumptions embedded in general 

counselling theories by making them explicit and by paying greater institutional 

attention to the more contemporary and inclusive theorists within each modality 

(see for example: Barker and Iantaffi, 2017). 

2. Incorporating meaningful and substantive gendered self-reflection and 

awareness building in training and continuing education programs (see for 

example: McGeorge, Coburn and Walsdorf, 2021). 

3. Degendering aspects of care that are unnecessarily gendered and making 

physical spaces and information systems welcoming and inclusive (bathrooms, 

signage, forms, registration systems etc.). 

Participants also challenged a second set of norms that operate a bit more 

covertly. These are the norms around counselling practice, ethics, and competency. 

associated with professionalism. Participants questioned the efficacy of the current, 

standard format/modality for counselling sessions, asking for more variety in setting, 



101 

form, and length. They challenged the possibility of therapist objectivity, especially due 

to the insidiousness of dominant cultural values and disciplinary norms, asking that 

therapists who are culturally encapsulated not be allowed to practice and that the rest 

be clear in owning their background and frameworks. A further point was that if 

representativeness improves and there are more trans and nonbinary counsellors, 

current standards around dual relationships should be revisited11. Within Canada, trans 

and queer communities are small (especially the racialized trans and/or nonbinary 

communities). Current standards of professionalism severely limit the ways counsellors 

can participate in their extended communities and this can impact their ability to live full 

lives as well as their own mental health (Everett et al., 2013). Relatedly, respondents 

also noted that the importance of mental health care for counsellors should be more 

normalized and foregrounded. Standards of competency would also have to be re-

worked to honour people’s desire for more therapists with direct experience of difficult 

mental health. Many practitioners today have lived experience with mental health 

struggle but they hide it in the interest of seeming competent and conforming to 

professional norms (Sullivan and Mancillas, 2015; Tay et al. 2018). However, the 

current standards are somewhat out of touch with reality and there are many levels 

between absolutely thriving and unable to do your job. Ethical tools and parameters 

around therapist mental health are required instead of silence on the topic. The mental 

health support and guaranteed pay provisions for counsellors advocated for by 

participants would be helpful towards enabling a broader range of mental health 

experience to be represented in the field.  

A third set of norms challenged in participant accounts regards what it means to 

be well in society. Participants pushed back on mental health ideals, especially in light 

of the impacts of ongoing structural inequity and the demands of capitalism (Clare, 

2017; Mingus, 2011; Piepzna-Samarasinha, 2018). They had a utilitarian approach to 

diagnosis and medication rather than faith in in the two as objective or exact science. 

 
11 Dual relationships are situations where multiple roles exist between a therapist and a client, 
such as being someone’s counsellor and patronizing the same community spaces. In ethics 
documents and training programs dual relationships are primarily framed as potentially harmful 
and as avoidable (Everett et al., 2013). Everett, MacFarlane, Reynolds, and Anderson point out 
that: “for counsellors working with clients who live in the margins the counsellors also inhabit, 
these dual relations are pre-existing” (p.17). 
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They noted how wellness, as it circulates in society, often eclipses the impacts of 

structural oppression, pathologizing and shifting responsibility onto individuals instead 

(Haines, 2019). This echos interventions by Black and Indigenous scholars, who point 

to the ways that Western psychological models pathologize people’s responses to 

ongoing colonialism and genocidal displacement, instead of recognizing the impact of 

multigenerational trauma (Linklater, 2014; Menakem, 2017). Within this critique, there 

is a push to address trauma healing as an inter-relational process that must include 

social change, not just as an individual undertaking. Participants pointed out parallels 

between understandings of wellness and capitalist ideals of productive hard-working 

citizens engaged in linear cisheteronormative life paths (Berne et al., 2018). Current 

norms of mental health stigmatize and devalue people who regularly navigate intense 

emotions and states and undermine their contributions to the subject. These norms 

also tacitly undermine people’s humanity, by creating a frame in which those 

experiencing intense mental health impacts are framed as not possibly having access 

to a full or fulfilling life. This has been argued against by the growing Disability Justice 

movement, who argue for a frame which makes space for complex mental health and 

trauma as an ongoing part of an individual’s life, rather than a catastrophe to overcome 

(Mingus 2011; Piepzna-Samarasinha 2018).  Wellness, as it circulates in society, is 

also tied to moral goodness in unfortunate ways that replicate capitalist and White 

supremacist structures (Clare, 2017). Interviewees envisioned a more grounded and 

expansive appreciation for how mental health operates and for what individuals wish 

for their lives. Overall, this study makes a case for a shift beyond the current well-

unwell dichotomy and towards broader and more interesting ways to look at health, 

healing, and resourcing.  

Systemic support for health and security 

Systemic support encompasses the ways mental health care, as a population-

wide program, could act as a safety net as well as a source of individual and collective 

healing and strengthening. This study identified several areas that need to be 

addressed to this effect.  

First, regulation of the profession is needed to improve services and obviate the 

possibilities for harm. The lack of basic counselling competency of many of the 

therapists in participant accounts was striking. Multiple issues arise with the fact that 
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“counselling” is not a fully regulated health profession in Canada (it is regulated in 

some provinces and has a national association without censuring powers) (CCPA, 

2021). If counselling were nationally regulated, candidates could be screened for being 

thoughtful, empathic, open-minded and gifted in the art of healing, standard 

competences in education and clinical training could be set, and there would be greater 

oversight of therapists in the field. Regulation would not only help with general 

competency but could help subcultural fluency around gender. The fact that best 

practice resources are already out there, yet so many therapists are unprepared to 

meaningfully engage with people occupying structurally marginalized social locations, 

raises questions of practical incentives for counsellors on the ground to learn best 

practices. A regulated profession could make following best practices and staying up to 

date via continuing education a requirement. To be a source for systemic health and 

security, the profession needs to become institutionally more social justice oriented and 

informed: in theory, education, practice, administrative systems, and physical spaces.  

However, even if counselling became fully regulated there is still the issue that 

the term is unrestricted. There is not a single over-arching definition of counselling, and 

anyone can advertise using the term (CCPA, 2021). This is why, in part, participants 

had such wildly variegated ‘counselling’ experiences. So, another crucial step that 

could take place after the profession was regulated, would be the creation of a 

nationally restricted term that could signal a certain level of preparation, training, and 

oversight to prospective clients. 

A second major area for attention in terms of population health and security is 

access barriers. Structural access gaps and injustices were central to participants’ 

experiences of seeking counselling. The ways cost, age, location, and degree of 

urgency shaped their experiences is important to emphasize, especially as structural 

access factors are not given substantial attention in the counselling literature on trans 

and/or nonbinary people.   

As noted in the Analysis, virtually all participants needed to access free or 

sliding scale mental health services at some point. Cost increases with expertise and 

training in the mental health realm, but even private community counselling (the least 

expensive specialty) starts at $120 an hour plus GST in British Columbia (BCACC, 

2021). Critically, participants named that low barrier services were less resourced, less 
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useful and/or less safe. Cost is therefore a significant barrier that is reinforcing 

systemic inequities that deserves more attention. One solution that proposed by 

participants would be to have a continuum of mental health services and supports 

covered under Canadian universal health care. Accessibility feedback also included the 

need for more ‘safe and competent’ resources period (especially outside of major 

urban centers), for greater diversity in mental health service options and formats, for 

better representation among therapists, and for counsellors equipped to meaningfully 

help clients with complex identities and/or experiences. A key takeaway from this 

access feedback is that service changes envisioned by interviewees are actually critical 

to accessibility more broadly. If the ways that mental care is failing trans and non-

binary people are adequately addressed, other groups of people failed by the 

healthcare systems will benefit as well.  

A related highly troubling take-away from interviews with participants is that the 

more desperately the care was needed, the worse the experience.  Indeed, hospital 

and emergency care settings, which include the possibility of non-voluntary coercion, 

were uncomfortable and even dangerous places for nonbinary people seeking urgent 

mental health care. It is not a coincidence that these settings were the worst for 

participants as they are the ones most closely tied to (ongoing) racialized histories of 

carceral institutionalization, in both hospitals and prisons (Gill-Peterson, 2018). The 

carceral aspects of mental health care (including the role of police) need more 

interrogation (“Defund the police” 2020; Thompson, 2021). The importance of 

improving services is therefore most acute for crisis care: crisis care systems need to 

prioritize dignity and self-determination. There is already some community-based social 

organizing around mutual aid and crisis care occurring along these lines. Examples 

include community training in emotional crisis skills, crisis lines that are peer staffed 

and do not call 911 (eg. the Trans Lifeline, MH First Sacramento), and advance 

directives- signed legal documents where people lay out specifics of the care and 

treatment they want and do not want if they go into a crisis (MH First Sacramento, 

2020; Trans Lifeline 2020; Zelle et al., 2015). 

Study limitations 

There are several aspects of my thesis that necessitate that its findings be 

taken in context. First of all, it focused on the narratives of eight people with genders 
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outside of the binary. It is not generalizable to all nonbinary people; it offers depth not 

breadth. In the interest of confidentiality, my study also limited itself to themes across 

people’s experiences and needs and did not give full context to or narration of 

individual experiences. Many of the participants spoke exclusively to counselling 

experiences within the Greater Vancouver Area, which allowed for a rich discussion of 

Vancouver but may or may not apply to the larger Canadian context. Finally, the thesis, 

by design, hones in on nonbinary gender as an axis of experience within mental health 

care in order to make practical and policy recommendations to improve care. Thus, 

while it captures some elements of the interrelation between gender and other social 

locations it does not claim to be a full intersectional analysis. 

I grew and learned as a researcher during this thesis. These were my first 

qualitative interviews and my first project on such a scale. While an innate feature of 

Masters’ theses, I do believe my inexperience was a limitation. The course of the 

project was also interrupted, first by personal loss and then by the emergence of a 

global pandemic. This created a circumstance where the thesis was conceived and 

largely completed before the emergence of nonbinary mental health literature. As 

detailed in the literature review, however, my thesis remains timely and relevant, 

particularly in its structural lens and mobilization of firsthand accounts from nonbinary 

clients. It also, interestingly, is part of the reason the project became so cross-

disciplinary, as I initially had to pull from texts outside of mental health literature. 

Recommendations for future work 

In terms of mental health research concerning nonbinary people, there were 

several threads throughout this project that could be interesting and useful to pursue 

further. Most notably: how to best ameliorate the phenomenon of stigma management, 

what unique factors are needed to create a strong working alliance, and how to adapt 

formal services so that they are more complementary with alternative models of care or 

community resourcing already being enacted. This thesis also pushed assumptions 

regarding the role of the counsellor, the goals, tasks, and structure of counselling, and 

wellness, all of which merit more in-depth exploration. There was clear thematic 

overlap between themes across participant accounts and discussions currently 

happening within critical race and critical disability scholarship. The field of counselling 

could do well to incorporate these perspectives. 
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There appear to be several missed opportunities in which queer, nonbinary 

and/or trans communities and researchers and writers in the mental health field could 

learn from each other and compare notes. For instance, I think the more intangible 

aspects of counselling fit are really interesting and could be a fruitful dialogue. A 

second example is the growing literature on nonbinary mental health and its framing 

(Aparicio-García et al., 2018; Goldberg et al., 2019; Harrison, Grant, and Herman, 

2012; Lefevor, et al., 2019; Lykens, et al., 2018; Streed, McCarthy, and Haas, 2018; 

Thorne et al., 2019). The high rates of mental health struggle among nonbinary people 

that this research is showing and its relation to unique aspects of nonbinary experience 

that are structurally hard is something that could get more attention within my extended 

communities. However, researchers in the mental health field should more closely 

adopt the frameworks trans and queer communities are using to conceptualize gender 

and its operations. If there are going to be studies comparing and contrasting the 

wellbeing of people based on their gender identities, transmisogyny needs to be 

factored in rather than just grouping all nonbinary people together (and sometimes all 

binary trans people together as well). The operations of transmisogyny need to be 

more integrated in mental health literature on trans people period.  

The role of professional therapists for members of queer and trans communities 

is also more nuanced than is commonly understood. These are communities that highly 

value their own emotional labor resourcing but, at least currently, are not equipped for 

anything and everything (Boyce, n.d.). Participants described seeking the level of skill 

and expertise that comes with years of training. They also sometimes wanted to see 

someone they were not socially connected to and liked the aspect of the counselling 

role where they did not have to worry about the wellbeing of the therapist while sharing. 

It could be useful to consider where those gaps in community preparation commonly lie 

and how queer and trans communities could be further resourced to take care of 

themselves. Similarly, mental health professions could learn from the more grassroots 

models of care happening within queer and trans communities. 

Finally, I believe structural access and availability factors should be considered 

more regularly in research regarding needs for mental health care. Most of the 

literature I read for this project started and ended in the counselling office. Ideally, 

future research will work towards practical solutions for lowering barriers to and 

increasing the quality of mental health care in Canada. This will necessitate a multi-axis 
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approach as barriers occur along the lines of ableism, racism, settler colonialism, 

xenophobia, heteropatriarchy, transphobia, homophobia, economic disparity and 

criminalization. In terms of policy and regulation, trans and nonbinary inclusion in crisis 

care and the banning of conversion therapy deserve immediate attention on a national 

level.  

Conclusion 

Nonbinary people should get to help shape the landscape of service provision, 

see greater representation of themselves among service providers, and contribute to 

re-imaginings of health and wellness. This requires greater attention to and a lowering 

of access barriers surrounding counselling services. When they do enter the 

counselling room, nonbinary people should be met, witnessed and supported as 

valuable, agentic, and as possessing inherent dignity. As my thesis has shown, the 

move towards accessible, effective, respectful and relevant mental health care for 

nonbinary clients requires more than a checklist of how to do right by people; it is 

interactive, it is iterative, and it interrogates mental health and mental health care as we 

currently know it. However, if there is to be a single take-away for therapists from this 

project, it is that they need to meaningfully interrogate the larger operations of gender 

norms, including their own biases, experiences of gender, and the accessibility of their 

counselling practice, before they can effectively help nonbinary people, client-led, to 

heal and work towards the lives they desire. And they are asking for help. Because it’s 

hard to be a diamond in a rhinestone world.  

Afterword: Participant views of counselling 

Nelly: I think it's healthy. The reason why I think it's healthy is that people need to talk 

about their feelings and identify their personal history of where they come from. 

Sometimes it's good to talk to friends but some friends are not the healthiest, especially 

when you are dealing with confusion and they are also dealing with confusion and they 

are also trying to find their voice. 

Wolf Daddy Hot Princess Parade: I’m a big fan. It's like harm reduction or healing... 

but it really depends who's working with you and how. It's like medicine; counselling is 

medicine. Everyone is different, everyone's bodies are different, and everyone's 
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traumas are different, so yeah, finding the right kind of medicine, the right counsellor is 

important 

Rowan: I think that it is something that is very beneficial. I feel that in my experience 

basically everyone can benefit from it, like no matter, even if it is the happiest person 

ever. It seems like such an essential and important service that I feel like should 

definitely not be stigmatized and should be used more. 

Alex: I’m a big fan of counselling as long as you find the right counsellor. I have had 

some not great experiences but I think that just has to do with the type of counselling. 

Jimbles: Counselling is definitely something I see as potentially positive. I think it is 

important to have a good counsellor. A lot of counsellors that people can access, 

especially low-barrier counsellors, aren’t adequately aware of specific issues. 

Qm: Counselling is a good tool, but it’s hard to find ones that work. The further you are 

from the norm or further from the average or whatever, the harder it is to find good 

counselling services, especially ones that are consistently good. 

Ajoite: I think counselling is too big of a pool. The problem is that the term counselling 

in itself is really broad and like anyone can do it. It’s kind of a bit of dangerous thing to 

me; someone can come in and be a counsellor and try to help somebody but not really 

know what they are talking about and not have any experience, or any insight, or any 

consideration. I just wish there was a lot of experience and thought for every 

counsellor.  

Britney: I think counselling is super important especially in this capitalist world where 

we are strained beyond humanly possible means. I just see it as something that is 

super needed right now given the huge load of trauma that we have been carrying for 

centuries now and I think it is something that should be more accessible and become 

more socially accepted as well, less stigmatized. 
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Appendix A. 
 
Recruitment Letter 

 
 

FACULTY OF EDUCATION     
Department of Counselling Psychology 
8888 University Drive, Burnaby, BC, Canada V5A 1S6 

 
 

It’s Hard to be a Diamond in a Rhinestone World:  
A Narrative Inquiry into the Counselling Needs and Experiences of Gender Non-Binary 

Clients 
 

Call for Participants 
 

Do you hold a non-binary gender identity? 
 

Have you attended at least 3 counselling sessions within the past 5 years? 
 

Are you an adult (19 years or older)? 
 
Researchers at Simon Fraser University (SFU) are looking for volunteers who hold gender non-binary 
identities to participate in a study on their counselling needs and experiences. The counselling could 
have been sought out for any reason (not necessarily gender identity); we are curious about how 
gender identity mediates the experience of seeking and experiencing counselling services. This study 
aims to expose theoretical blind spots, name positive and negative experiences, identify barriers and 
service gaps, and reveal the horizons of the possible for service provision.  
 
Participation will involve:  

  
An interview where you share your experience of seeking and using counselling services  

  
The opportunity to provide feedback on the transcript of your interview & initial research findings 
 
Your participation will be kept confidential.  
 
If you are interested in participating in this research, please contact me: 

Terese Knoppers Email:  -----@sfu.ca      Phone: ------- 

This phone and voicemail is designated for the research project and checked by the researchers. Please 
note that telephone and email are not fully confidential mediums.  Consider leaving a message that 
includes only your first name or pseudonym and contact number.  
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Appendix B. 
 
Consent Form 

 
FACULTY OF EDUCATION     
Department of Counselling Psychology 
8888 University Drive, Burnaby, BC, Canada 
V5A 1S6 

 
 
Title of Project: It’s Hard to be a Diamond in a Rhinestone World: A Narrative Inquiry 
into the Counselling Needs and Experiences of Gender Non-Binary Individuals  
 
Principal Investigator: Terese Knoppers, MA student, Department of Counselling 
Psychology, Phone: -----  Email: -----@sfu.ca 
Faculty Supervisor: Sharalyn Jordan, PhD, Assistant Professor, Faculty of Education, 
Phone : ------ Email: ------@sfu.ca 
 
The impetus for this study is the completion of a Master’s Thesis at Simon Fraser 
University. Permission has not been obtained from organizations/institutions to conduct 
this study. The thesis will be a public document available through the Simon Fraser 
University library.  
 
You being invited to take part in this research as a gender non-binary person who has 
sought out and used counselling. The overall goal of this research is to lend insight into 
counselling practice with gender non-binary clients through the mobilization and 
centering of stories from those individuals themselves. This research will address the 
issue of the lack of voice of non-binary people in counselling psychology literature as 
well as the lack of research with transgender people by transgender researchers. It aims 
to expose theoretical blind spots, name positive and negative experiences, identify 
barriers and service gaps, and reveal the horizons of the possible for service provision. 
 
Your participation is voluntary. You have the right to refuse to participate in this study. 
If you decide to participate, you may still choose to withdraw from the study at any time 
without giving a reason. If you choose to withdraw from the study, there will be no 
penalty and all data collected about you will be destroyed. Refusal to participate or 
withdrawal/dropout after agreeing to participate will not have an adverse effect or 
consequences on you, your employment, education, or services. 
 
If you decide to take part in this study, participation involves a one-on-one interview 
(one to one and half hours) about your experiences. I will record the interview with a 
digital recorder. Once I have completed all interviews, I will re-contact you over a 
medium of your choice to invite you to an optional feedback session (thirty minutes to 
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an hour) in which you can give input on my initial findings and the transcript of your 
interview. Interviews and feedback sessions will take place in private conversation 
spaces within public institutions such as local community centres and libraries. I will 
book a private room in a place local to each participant. 
 
Some of the questions asked may be sensitive or personal. You do not have to answer 
any questions you do not want to. There may or may not be direct benefits from taking 
part in this study. This study has been designated as minimal risk to participants. 
 
Participants will receive a $15 honorarium for the initial interview and $10 one for the 
feedback session. Payment is not dependent on completion of the project. However, 
each payment is attached to a given stage of the project. If you withdraw after the 
interview session you will not receive payment for the feedback session.  
 
To protect your confidentiality, your name will be changed in all reporting and unique 
identifiers (names, places, organizations, addresses etc.) will be removed. Your 
participation in the project will be kept confidential unless you choose to tell others that 
you have participated.  Please note for any telephone calls or emails that they are not 
confidential mediums. 
 
All original data with your personal information attached will be stored on a password-
protected USB memory stick and kept in a locked filing cabinet in the locked office of 
the research supervisor. The transcribed interviews (with identifiers removed) will be 
kept in a locked filing cabinet in the locked residence of the PI in two forms: a paper 
version and an electronic version on a password-protected USB memory stick. Both the 
PI, Terese Knoppers, and the research supervisor, Sharalyn Jordan will have access to 
all data. The audio files, contact information, and paper transcripts will be destroyed 
upon completion of the thesis in 2017.  Electronic copies of the transcripts will be 
maintained on a password protected USB stick in a locked filing cabinet in the locked 
office of the research supervisor as per the code of ethics of the Canadian Psychological 
Association to which the research supervisor is bound. After 7 years (in 2024) it will be 
securely destroyed.  
 
I will not be offering direct counselling support to participants. A resource list of free 
and low cost counselling services, phone services, community support groups and drop-
ins, and community organizations is included at the end of this document. 
 
The only circumstances under which confidentiality will be breached will be if you 
report potential harm to others, self-harm, or harm to you by others. I will comply with 
all legal requirements for reporting for researchers in counselling psychology as 
described by the BC Association for Clinical Counsellors and the Canadian 
Psychological Association.  
 
If you have any further questions about the research project, please do not hesitate to 
contact me.  
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If you have any concerns about your rights as a research participant and/or your 
experiences while participating in this study, you may contact Dr. Jeffrey Toward, 
Director, Office of Research Ethics -----@sfu.ca or -----. 
 
The results of this study will be reported in a graduate thesis. They may also be 
presented at research conferences or published in journal articles. 
 
Please let me know if you wish to have a copy of the final thesis and I will be happy to 
send it to you. 
 
Taking part in this study is entirely up to you. You have the right to refuse to participate 
in this study. If you decide to take part, you may choose to pull out of the study at any 
time without giving a reason. 
 

• I have received a copy of this consent form for my records. 
• I consent to participate in this study.   
• I understand that I do not waive any of my legal rights by participating in this 
study. 

 
Name_________________________________________________Date  
(Please Print)                                        (mm/dd/yyyy) 

 
Name__________________________________________________Date  
(Signature)         (mm/dd/yyyy) 
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Appendix C. 
 
Telephone Interview 

• Thank you for your interest in this study.  

  

• What interested you about the study?  

 
• There are some inclusion criteria for this study, can I ask you a few questions? 

o What is your age? 
o Have you attended at least three counselling sessions within the past five 

years? What type of mental health professional did you see? 

o How do you describe your gender? 
o Are there other aspects of your experience or identities you hold that you 

feel are relevant to this conversation about counselling? 

o What part of the city would you like to meet in? 
o The interviews will involve remembering and talking about past 

experiences with counselling, so we might be touching upon difficult 

topics. Do you have any concerns about that? Do you see this presenting 

any problems for your physical safety or mental well-being? 

 

• Do you have any questions about the study and how it works? 
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Appendix D. 
 
Interview Questions 

• Thanks for your interest in this study and for dedicating your time to this interview today. 

• Do you have any questions about the study and how it works?  

• Do you have any questions for me? 

• How do you describe your gender? 

• What are your views on counselling? 

• What are your views on how the mental health establishment understands and services 

nonbinary people? 

• How did you choose your counsellor?  

o What were some of your considerations in the process? 
• What are some experiences you have had with counselling that stand out to you as positive 

or helpful?  

o What were the factors contributing to these experiences being positive or helpful? 
• What are some experiences you have had with counselling that stand out to you as negative 

or unhelpful?  

o What were the factors contributing to these experiences being negative or 
unhelpful? 

• Reflecting on your experiences, what needs did you have that your counsellors did or did 

not meet, going into the counselling process? 

• What role do you feel your gender identity plays in your experience of seeking out and 

partaking in counselling? 

• In an ideal world, what would mental health care look like for you?  

• As part of the measures we take to protect your confidentiality I will change your name in 

the transcript and all reporting to a pseudonym. What would you like that pseudonym to be? 
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Appendix E. 
 
Health Resources for Nonbinary People in the GVA 
2016 

Free or Low Cost Counselling 
 

Catherine White Holman Wellness Centre  
Free drop-in counselling for trans and gender diverse clients during clinic hours. These visits are an 
opportunity for trans and gender diverse people to access immediate support, resources, and referrals to 
other services. Appointments are made with the receptionist at the front desk on a first-come, first-served 
basis. 
http://www.cwhwc.com  
604 442 4352 
contactus@cwhwc.com 
 
Dragonstone Counselling 
Low cost counseling for LGBTQ people.  Offers individual counselling or relationship counselling for 
any type of relationship, including partners, siblings, parents and adult children, or friends. 
http://www.dragonstonecounselling.ca 
604 738 7557 
 
Family Services of Greater Vancouver-LGBT Service Options 
Low cost counselling for LGBT people, their partners, and families.  
https://www.optionsforsexualhealth.org/providers/family-services-of-greater-vancouver-lgbt-service-
options 
604 731 4951 
 
QMUNITY: BC's queer resource centre  
Free counselling for LGBTQ community members. Up to 12 sessions. 
https://qmunity.ca/get-support/counselling/ 
604 684 5307  ext 100 
reception@qmunity.ca    

Phone Services 

24-Hour Vancouver Crisis Line 1 604 872 3311 

PFLAG Canada 1 888 530 6777 ext 226 
24/7 support. Provides support, information and resources to gay, lesbian, bisexual, transgender or 
questioning people, as well as to their families and friends. 
 
Prideline (QMUNITY) 604 684 6869 
Operates weeknights from 7-10 PM. The Prideline is staffed by trained volunteers who can provide peer 
support as well as information on social and community events, referrals to social service agencies, 
support groups, and LGBT-friendly doctors or therapists. 
 
Trans Lifeline 877 330 6366 
A hotline staffed by transgender people for transgender people. Trans Lifeline volunteers are ready to 
respond to whatever support needs members of our community might have. 
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Community Support Groups and Drop-Ins 
  
A Queer State of Mind (QMUNITY) 
New support, discussion, and community group for LGBTQ2S+ folks with lived experience of mental 
health and/or addictions issues. All gender welcome from the North Shore and all neighbouring / Metro 
Vancouver communities. Wheelchair accessible. Scent-reduced. 
Thursdays 2-3:30pm 
The Canadian Mental Health Association 3rd Floor, 1835 Lonsdale Avenue, North Vancouver 
For Info: contact Gill at 604 649 1983 or the Queer State of Mind group at stateofmind@qmunity.ca 
 
Adult Drop-In Group for Gender Diverse and Trans People (THiP) 
An adult drop-in group for gender diverse and trans people. This group incorporates a variety of 
activities, including discussions, guest speakers, community building, and social opportunities. 
1st and 3rd Fridays of the month, 5-7 pm. 
Room 150 at Three Bridges Community Health Centre, 1290 Hornby Street, Vancouver 
604 734 1514 
transhealth@vch.ca 
 
FTM ETC 
FTM peer-run discussion/support group for anyone assigned female at birth, who is either questioning 
their gender identity, or identifies some or all the time as male. Anyone on the FTM spectrum welcome, 
regardless of what stage. Wheelchair-accessible. 
3rd Saturday of the month, 1-3 pm. 
For location & info: contact Lukas W at 604 996 8169 or bcftmnetwork@hotmail.com 
  
GenderQueer, Non-Binary, Agender and those Fluid, Neutrois, Apora-, Maverique, etc. 
This group is intended as a forum for those who don’t Identify with the Male/Female gender dichotomy, 
there are those are between and even absent of having a gender identity. 
For info: http://www.meetup.com/Trans-Gender-Queer-Aspies/ 
 
I Belong  
Free Peer Support Social Group for LGBTQ Immigrants, Refugees, and Newcomers 
Meet new people, make friends, and participate in fun activities! Volunteer language support available. 
Every 2nd Monday of the month, 5:30-7:30pm 
Free Counselling Support Group for LGBTQ Immigrants, Refugees, and Newcomers 
Share your experiences and explore opportunities to make positive changes to your life! Interpretation 
available. Every last Monday of the month, 6:30-8:30pm 
MOSAIC Burnaby Centre for Immigrants, 5902 Kingsway 
Please register with Darae at 604 254 9626 or ibelong@mosaicbc.com  
 
LGBT2SQ Drop-In Group (Prism/DAYTOX) 
Ongoing support for addiction recovery and/or mental wellness.  This open group welcomes everyone 
who are anywhere on the trans spectrum – and those who are lesbian, gay, bi, pan, queer, Two Spirit. This 
is a drop-in group, registration is not necessary. 
Thursdays 5:00-6:00 pm, Daytox, 377E. 2nd Avenue 
For Info:  604 658 1278 and ask to speak with Mitch or Heather 
  
Our City of Colours 
A community-based non-profit organization helping to address issues facing LGBTQ people in different 
linguistic and cultural communities around Metro Vancouver. 
facebook.com/ourcityofcolours 
info@ourcityofcolours.com  
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Queer and Trans Mood Disorder Peer Support Group 
A free drop-in group for people experiencing symptoms of depression, anxiety, or bipolar disorder. 
Fridays 6-8pm, MOSAIC Community Room, 1720 Grant Street, Vancouver 
For info: Contact queertransmda@gmail.com 
 
Rainbow Refugee Committee (RRC) 
A community group that supports and advocates with people seeking refugee protection because of 
persecution based on sexual orientation, gender identity, or HIV status. RRC engages in outreach, 
advocacy and public education on QLGBT/HIV+ refugee issues.  
7:30pm every 2nd Thursday of the month, Qmunity, 1170 Bute Street, Vancouver, BC  
http://www.qmunity.ca/home/community-groups-and-meetings/rainbow-refugee-committee/ 
 
Salaam: Queer Muslim Community of Canada 
The Salaam Support Group is directed towards providing support to and fostering a sense of community 
amongst queer-identified Muslims and their allies. Information is also available about group meetings in 
Vancouver. 
http://salaamcanada.org/ 
salaamgroup.to@gmail.com 
 
Sher Vancouver 
Sher Vancouver is a social, cultural and support group for gay, lesbian, bisexual and transgendered South 
Asians and their friends, families and allies. 
http://www.shervancouver.com/ 
 
Sylvia & Marsha’s Place 
A drop-in & social support group for trans, genderqueer/non-binary, and two spirit folks who have 
experience working in the sex trade. This group is open to both current and former sex trade workers, 
indoor and outdoor workers, as well as both trans female-spectrum (MTF) and trans male-spectrum 
(FTM) folks. First come, first serve. All attendees get a $5 stipend and some light snacks. 
Wednesdays at 1pm, PACE Society, 148 W. Hastings 
Contact: Kay at 604 872 7641, pace-kay@telus.net, 604-872-7651, http://www.pace-society.org/ 
   
Trans Gathering (QMUNITY) 
A weekly social gathering drop-in space, for all variations of trans and gender-variant folks. Opportunity 
to connect, share, discuss, & learn in a safe & supportive environment.  Significant others and family are 
welcome. 
Saturdays, 1-3pm, #610 - 1033 Davie Street 
For info: 604 684 5307 or transgathering@qmunity.ca 
  
Trans Taking Care Of Business/TTCB (THiP) 
Weekly drop-in for trans sex workers. Food, information and support provided. Confidential space. 
For location & info: contact April at 604 734 1514 or transhealth@vch.ca 

 
Community Organizations 

 
Catherine Hollman Wellness Centre 
Volunteer run centre that provides low-barrier wellness services to transgender and gender non-
conforming people in a way that is respectful and celebratory of clients’ identity and self-expression. 
Services include: 

• General health care 
• Free Hormone Injection Equipment 
• Drop-in counselling, Education, Advocacy, and Referrals 
• Binder and Chest Compressor Swap 
• STI, HIV, and Hep C Testing 
• A nutritionist and community kitchen 
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• Summary legal advice/document notarization 
604 442 4352 
contactus@cwhwc.com 
 
Prism Alcohol and Drug Services 
Prism is Vancouver Coastal Health’s clinical, education, information and referral service for substance-
use affected lesbian, gay, bisexual, trans, queer and Two Spirit (LGBTQ2S) communities. 

• Counselling 
• Referrals 
• Workshops and training  
• Substance use prevention for LGBT2QA youth 

604 875 6601 
prism@vch.ca 
 
QMUNITY  
A non-profit organization based in Vancouver, BC that works to improve queer and trans lives.  

• Youth and Older Adult Services 
• Counselling, support Groups 
• Referrals 
• Bute Street Clinic- independent, drop-in, sexually transmitted infections (STIs) clinic 

604 684 5307 ext. 100   
reception@qmunity.ca 
 
Transgender Health Information Program (THIP) 
A BC-wide information hub providing information about gender affirming care and supports, is in the 
process of integrating with the Trans Care BC program at PHSA. 

• Telephone and email support 
• Referrals to gender affirming care and supports 
• Web and print resources 
• Health care provider consultation services 
• Support and information groups 

1 866 999 1514 
transcareteam@phsa.ca 


