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EXAMINING PATHWAYS TO EFFECTIVE DEPRESSION
TREATMENT FOR SEXUAL MINORITY WOMEN AND
TRANS PEOPLE OF ALL GENDERS IN ONTARIO

INTRODUCTION
Marginalization, the experience of being put in a position of
social disadvantage and disempowerment, has a negative
effect on our mental health. Among sexual minority
(lesbian, gay, bi or queer) people, mental health problems
can arise as a result of stresses associated with being
marginalized, like needing to hide your sexuality, or facing
violence from intolerant family and community members.1
Trans people also experience higher rates of depression
associated with experiences of marginalization.2 When
lesbian, gay, bi and trans people are also facing other
sources of marginalization, (ex., being racialized, living in
poverty, living with a disability, etc) the multiple stresses
can have a combined effect that makes feelings of
emotional distress and poor mental health even worse.

Our study sought to:
• d escribe specific barriers to effective depression
treatment encountered by lesbian, bisexual/pansexual
and other sexual minority women, and trans people of
all genders;
•	compare the mental health service use patterns of
Ontario lesbian, bisexual and other sexual minority
women and trans people of all genders, to service use
patterns of cisgender heterosexual women;
•	
understand how sexual and/or gender identities
intersect with other identities and experiences, like race
and class, and how they affect people’s encounters with
seeking and receiving mental health care;
•	use the knowledge gained to inform mental health
service delivery, in order to ultimately reduce disparities
in the prevalence of depression in these communities.t

1	Mayer, Kenneth H., et al. “Sexual and gender minority health: what we know and what needs to be done.” American Journal of Public
Health 98.6 (2008): 989.
2	Rotondi, Nooshin Khobzi, et al. “Prevalence of and risk and protective factors for depression in female-to-male transgender Ontarians:
Trans PULSE Project.” Canadian Journal of Community Mental Health (Revue canadienne de santé mentale communautaire) 30.2 (2011):
135-155.
	Rotondi, Nooshin Khobzi, et al. “Depression in male-to-female transgender Ontarians: Results from the Trans PULSE Project”.
Canadian Journal of Community Mental Health (Revue canadienne de santé mentale communautaire). 30.2(2011):113-133.
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METHODS
RESEARCH METHODS
A sample of 704 people – sexual minority women, trans
people of all genders, and heterosexual cisgender
women – from across Ontario completed an internet
survey asking about their experiences of depression in
the past 12 months, their experiences of mental health
service use in the past 12 months, and information on
their life circumstances and identities. A sample of 26
participants who experienced depression in the past 12
months met with researchers individually for in-person
interviews about their experiences accessing services for
depression treatment in Ontario.
Upon the advice of women of colour on our community
advisory committee2, we adjusted our original research
questions to address not only LGBTQ identities, but also
intersections of these with other identities and experiences
that may be associated with oppression and/or privilege.
In this project, we looked at how sexual minority women,
and trans people of all genders experience mental health
services in comparison to heterosexual, cisgender
people, considering how other identities associated
with oppression and privilege, such as race and class,
intersect with and affect experiences with services.
We used an intersectional approach to build our research
sample, creating a sampling matrix consisting of nine
groups (see Sampling Matrix in the appendix, page 9
of this document). An intersectional approach brings to

attention the way race, sex, gender, socioeconomic (class)
status, sexuality and other identities are interrelated and
cannot be separated from each other or experienced
individually3,4. As we recruited participants, we ensured
that enough participants were recruited in each category
to allow for meaningful data analysis. Our outreach
strategies also used a staged approach to first approach
groups that could be harder to reach (e.g., low income,
racialized and/or trans people). It was only after we had
enough participants from these groups that we posted
broader calls for participants.
The survey was open to all participants online. To make
the survey accessible to people who might not have a
computer or internet access, researchers also visited
places where people went to receive services – drop in
centres, health centres, etc. – and set up stations with
laptops that people could use to complete the survey.
For our analysis, we artificially made four identity
groups mutually exclusive; trans people, bisexual /
pansexual women, lesbian / queer people, and cisgender
heterosexual people. While we recognize individuals
can have overlapping identities (e.g., trans people who
also identify as bisexual, lesbian or queer), few studies
exist that look at the specific experiences of bi and trans
people, so we made each group distinct to more closely
explore their unique experiences.

2	
We particularly acknowledge the contributions of Punam Khosla, a former member of the Pathways Research Team. Her critical anti-racist
feminist contributions were instrumental in shaping the intersectional framework, design and methodology of this project. The following
publications reflect the analytical frame she brought to this research:
		Khosla, Punam. “Privatization, segregation & dispossession in Western urban space: An antiracist, Marxist-feminist reading of David
Harvey”. Outstanding Graduate Paper Series, Faculty of Environmental Studies, York University. 11.2(2005). http://www.yorku.ca/fes/
research/students/outstanding/index.htm%23Series2005
		Khosla, Punam. (2003) If low income women of colour counted in Toronto. Community Social Planning Council of Toronto. Available
from: http://dawn.thot.net/election2004/issues.htm%2330
		Khosla, Punam. (2007) “Building Local and Global
Democracy”, Security and Citizens: New Definitions and Partnerships with Local Government.
Montreal: The CAROLD Institute. Available online from: http://www.carold.ca/
3	Collins, P.H. (2002). Black Feminist Thought: Knowledge, Consciousness, and the Politics of Empowerment.
Retrieved from http://www.feministes-radicales.org.
4	Mingus, Mia. (2010). “Intersectionality” is a Big Fancy Word for My Life”.
Retrieved from: http://leavingevidence.wordpress.com/2010/02/25/%E2%80%9Cintersectionality%E2%80%9D-is-a-big-fancy-word-for-my-life/
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A community-based participatory action research (CBPR)
approach was applied in this study. CBPR aims to address
the power differences between community members
and researchers through a partnership approach, where
members of a community, representatives of organizations
and academic researchers are involved in every aspect
of the research process, from study development to
distribution of results.5 Partner organizations in this
project included the Centre for Addiction and Mental
Health, Rainbow Health Ontario and Women’s Health in
Women’s Hands Community Health Centre, as well as
York University and the University of Toronto. A provincial
advisory committee of mental health service users and
service providers who were members of, and/or worked
closely with, LGBTQ communities also guided this
research.

SURVEY AND
INTERVIEW QUESTIONS
In the online survey, people were asked three sets of
questions: about their personal health circumstances,
about their mental health supports, and about their life
experiences.
Questions about personal health circumstances covered
people’s perceptions of mental health and depression,
possible suicidal thoughts, and mental health diagnoses
they may have received.
Questions about mental health supports included whether
participants felt like they needed mental health support,
what kinds of support they wanted and/or looked for, as
well as whether or not they received that support. They
were asked what kind of help they looked for and received
from mental health professionals like doctors, therapists
and psychiatrists in the last 12 months, the quality of
service they received from those professionals, and any
barriers they encountered when trying to get the services
they wanted.

Participants were also asked about their lives in their
communities, including experiences of discrimination
in the workplace, with law enforcement, at school, and
in day-to-day activities. They were also asked about
what they felt were the reasons for that discrimination –
including sexual orientation, gender, race or ethnicity, HIV
status, income, disability, appearance or other factors.
They were also asked to identify the specific types of
discrimination they experienced, including harassment
and physical violence.
During the in-person interviews, participants were asked
to share their experiences in regards to their mental
health, and seeking mental health support over the past
year, in greater detail.

STUDY PARTICIPANTS
Participants ranged in age from 19-77, and were located
all over the province. The majority of participants were
from the Greater Toronto Area (31%), Central Ontario
(24%) and Southwestern Ontario (23%). There were 464
LGBTQ study participants: 192 identified as trans, 118
identified as bisexual, and 154 as lesbian or queer. There
were 245 cisgender heterosexual participants.
Out of the total participant group, 40% identified their racial,
ethnic, or cultural identities as something other than white
only (i.e – “racialized”). Among those participants, 11%
identified as Aboriginal / First Nations, 8% of participants
identified as Black Caribbean, and 5% identified as South
Asian.
When asked about income, 38% of participants indicated
they had a combined household annual income range of
$20,000-59,000 and 37% of participants had an annual
income of less than $20,000.
Full details of study participant demographics are provided
in Table 1 in the appendix, page 9 of this document. t

5	Access Alliance with Switzer and Adams. (2012) Community-Based Research Toolkit: Resources and Tools for Doing Research with
Community for Social Change. Retrieved from: http://accessalliance.ca/sites/accessalliance/files/CBR_Toolkit_Jan2012.pdf
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RESULTS
UNMET NEED IN
LGBTQ COMMUNITIES
Our study examined the rates of people’s perceived
unmet need – times during the past 12 months when they
experienced a need for treatment, services, resources or
support that was not fulfilled. While all respondents had
high rates of unmet need, our results show that trans
people had the highest rates of unmet need (78.2%),
followed by bisexual/pansexual women (72.4%), lesbian
and queer identified women (67.1%), and cisgender
heterosexual women (59.6%). These figures are shown
in further detail on Table 2 in the appendix, page 9 of this
document.

LESBIAN COMMUNITIES
Out of the 154 lesbian and queer study participants, the
majority (58%) came from Toronto. Of the lesbian and
queer women surveyed, 44% identified as racialized, and
47% were of low socioeconomic status.
When asked about different kinds of unmet mental health
needs, 50% of lesbian and queer participants had an unmet
need for counseling, 31% had an unmet need for practical
help, 23% had an unmet need for help with identity-related
issues, and 21% had an unmet need for information. While
lesbian and queer people experienced higher overall
rates of unmet need than cisgender heterosexuals, the
difference was not statistically significant: 66% of lesbian
and queer participants experienced unmet need, as
compared to 59% of cisgender heterosexual participants.

“I always [have concerns] when coming
out to a new doctor – a therapist or a
psychologist.”
– Black lesbian participant

TRANS COMMUNITIES
Perceived unmet need for mental health care by
sexual orientation/gender identity
80%
70%

78.2%

72.4%

60%

67.1%
59.6%

50%
40%
30%
20%
10%
0%

Trans

Bisexual / Pansexual

LQ

Cisgendered Heterosexual

The 192 trans participants in this study were predominantly
from Toronto (60%) and Southwestern Ontario (15%).
Over half (56%) of trans participants identified as having
low socioeconomic status, and 40% of trans participants
identified as racialized.
Our study results indicated that trans respondents had
more than twice the rate of unmet need for mental health
care than cisgender heterosexual respondents. After
accounting for rates of depression, trans people still

“There is no trans specialist.
I looked and looked.”

– white, heterosexual trans woman participant living
in a rural community

had almost twice the rate of unmet need as cisgender
heterosexual participants. However, after accounting
for experiences of discrimination and social support,
trans people no longer had a significantly higher rate of
unmet need than the cisgender heterosexual group. This
suggests that discrimination and a lack of social support
affected trans people’s perceptions of unmet need.
All respondents were asked about the number of
discriminatory events they had experienced. Nearly 60% of

PAGE 5

trans participants had experienced 3 or more discriminatory
events in their lifetimes. People were also asked about
experiences of systemic exclusion – when they encountered
barriers to accessing services normally available to
others, as a result of discrimination. For trans people, this
can include things like the failure of service providers to
recognize, understand and support trans identities and
experiences. People who reported experiences of systemic
exclusion had nearly twice the rate of untreated depression
than those who did not experience systemic exclusion.
When the rate of systemic exclusion was factored in to
our analysis, rates of untreated depression were similar
between all groups, suggesting a link between exclusion
and access to depression services for trans people.

EXPERIENCES OF
RACIALIZED PARTICIPANTS

BISEXUAL / PANSEXUAL COMMUNITIES

In this study, 281 of the participants identified themselves
as having a racial, ethnic or cultural identity as something
other than white only (e.g., racialized). Participants
described their heritage as part of Aboriginal, African,
Caribbean, Asian, Arab or Latin American communities,
heritage or experience. There were 51 participants
who named their identities in distinct ways we grouped
together under the category of “Other”.

“There are many facets to who I
am. Like I’m not just a woman
who engages in heterosexual
relationships.”

– Aboriginal, two-spirit, bisexual participant

While all respondents in this study had high rates of
unmet need for mental health care, 72.4% of bisexual/
pansexual women surveyed reported unmet need, a
rate higher than either cisgender heterosexual women
(59.6%), and lesbian/queer identified women (67.1%).
When surveyed about social supports – friends, family,
and community members who you feel able to reach out
to – bi and pansexual respondents also indicated having
less support available than both cisgender heterosexual
women, and lesbian and queer women.
As well, bisexual and pansexual respondents had
higher rates of experiencing barriers to receiving mental
health care due to systemic exclusion when compared
to both lesbian and queer participants, and cisgender
heterosexual participants: 47% of bisexual and pansexual
respondents experienced these barriers, compared
to 43% of the lesbian/queer women and 29% of the
cisgender heterosexuals surveyed. This may be due to a
lack of bisexual / pansexual awareness or support within
the health care system.
The
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“Being depressed and being a Black
woman are sort of synonymous and this
is just the reality of the body I live in.
It feels that way sometimes. I’m sure
if I sat down and analyzed the system,
depression is a result of being a Black
woman – or, rather, racism and sexism.”
- Black, bisexual participant

Perceived unmet need for mental health care by
sexual orientation/gender identity
100%

Not Racialized

90%
80%

Racialized

70%
60%
50%

75.7%
60.2%

71.1%
59.1%

40%
30%
20%
10%
0%

NOT LBTQ

LBTQ
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Our results suggest that people who experience
discrimination associated with their racialized identities
have further elevated rates of unmet need for mental
health support. We found that LBTQ participants who
identified as racialized had a nearly 5% higher rate of
unmet need for mental health support than LBTQ people
who were not racialized. When compared to cisgender,
heterosexual people who were not racialized, racialized
LBTQ people also had a nearly 16% higher rate of unmet
need for mental health support.
Survey results noted that racialized respondents
experienced microaggressions (subtle, everyday
occurrences of non-physical aggression or hostility
directed at people due to their different racialized or
cultural identities, sexuality, gender identity, ability or
class status) at a 7% higher rate than those who were
not racialized. Racialized respondents also reported
experiencing general discrimination at an 8% higher rate
than those who were not racialized.
Other identities that may be associated with discrimination
also work together to affect mental health service access.
Survey respondents who were racialized, LBTQ and had
low socioeconomic status experienced a 20% higher rate of
unmet need than non-racialized, cisgender, heterosexual
respondents with higher socioeconomic status.
Racialized LBTQ participants with low socioeconomic
status participants also had a 14% higher rate of unmet
need for mental health care than non-racialized LBTQ
respondents with higher socioeconomic status. These
rates of unmet need may be tied to discrimination from
service providers, or a lack of services for individuals who
have multiple identities that are marginalized.
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EXPERIENCES OF PARTICIPANTS WITH
LOW SOCIO-ECONOMIC STATUS
“I’m constantly stressed out about
money. Constantly stressed out about,
like, am I going to make it this month?”
– Métis, bisexual participant

For the purposes of this study, low socio-economic
status (low SES) was based on a person having at least
two indicators of low SES from a list of six possible
variables, including employment, percent of income
spent on housing, annual household income, and
number of people in a household supported on that
income. There were 329 participants in the survey who
could be identified as low SES.
When we took peoples’ sexual and/or gender identities
into consideration, we found that low SES LBTQ people
had a nearly 22% higher rate of perceived unmet need
for mental health support, compared to higher income,
cisgender, heterosexual participants. Low SES LBTQ
people surveyed also had a 13% higher rate of unmet
need than LBTQ people of higher income.
More than half of respondents who had a low SES or
lived in poverty also reported experiencing discrimination,
which included being unfairly fired, targeted by police,
bullied, denied housing or experiencing physical violence
related to one’s identity. Low SES respondents also
indicated they had experienced microaggressions at a
higher rate than people who were surveyed who were not
of low SES. t

CONCLUSION
Through our study findings, we know that bisexual/
pansexual women and trans people of all genders
experience higher rates of unmet need for mental health
care and support than cisgender heterosexuals. We
also know that other experiences of marginalization, like
having a low socio-economic status or being racialized
can also mean you experience higher rates of unmet
need for mental health care than people who are not
marginalized in the same ways. (e.g. racialized LGBTQ
people having even higher rates of unmet need than white
LGBTQ people)
Living with experiences of discrimination and oppression
can have impacts on quality of life – legacies of
imperialism and colonialism, targeted policing, exclusion
from communities, the inability to afford medications or
stable housing, unemployment or unstable or unsafe
employment, the stress of microaggressions and other
experiences can have real physical and emotional effects.
When you experience multiple forms of discrimination, the
effects of discrimination can multiply as well. Experiences
of discrimination are also often interrelated (racist
sexism, classist transphobia). While finding support that
understands and appreciates one aspect of your identity
can be a challenge, finding support that speaks to your
whole self can be much more difficult.
While health care institutions in the province recognize
oppressions like poverty, racism and homophobia, as
factors that influence people’s health and wellbeing,
services available to respond to those experiences are
often limited, leaving service providers with a lack of
resources to offer those who turn to them for support.
This is especially true for resources that address
multiple marginalized experiences, and recognizes
those experiences often intersect.
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Ensuring that all service providers understand that
marginalization affects the health and well-being of
people is a crucial component of improving access
and support for community members who are LGBTQ,
racialized and/or of low socio-economic status. Another
key component of improving care is making service
providers aware of the resources and programming
available in their city or region to respond to diverse
health care needs. Ensuring that a wide array of
supportive programming related to health and social
services continue to be funded is also vital – particularly
in times of economic austerity and cutbacks.
We all can play a role in making change. Service providers
need to advocate for changes to make health and
social services more accessible to people experiencing
marginalization, and for increased funding to community
and social service organizations that provide programming
to racialized people, LGBTQ people and people living in
poverty. If community members feel it’s safe to do so,
we can speak out about discrimination, or join friends,
family and community groups to organize, protest and
speak out together. We can all work to advocate for
change in our government, social service organizations,
and communities to increase support and accessibility
for people experiencing marginalization, to challenge our
present economic and social systems and to end racism,
homophobia, gender discrimination and poverty. t
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APPENDIX
Sampling Matrix
RACIALIZED
YES

NO

LOWER SES
YES

X

X

X

X

X

NO

YES

X

X

X

NO
67
X

X

X
X

TOTAL NUMBER OF PARTICIPANTS

X
X

X

LGBT

82
X

X
X

X

X

X
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324

250

316

47
127

X

62

202

704

ANY GROUP + DISABILITY
242

45
88

X

X

48

138
364

Table 1: Baseline characteristics all respondents
Variable

Trans (n=192)

Bi (n=118)

LQ (n=154)

Cis-het (n-245)

Mean (SD)
n(%)

Age (n=697) (Range:19-77)

36.1 (11.3)

33.8 (9.8)

36.9 (11.4)

41.8 (11.7)

37.9 (11.6)

Geographic Region
Eastern Ontario
Central Ontario
Toronto
Southwestern Ontario
Northern Ontario

15 (8.1%)
27 (14.6%)
110 (59.5%)
27 (14.6%)
***

11 (9.9%)
21 (18.9%)
60 (54.1%)
11 (9.9%)
8 (7.2%)

19 (13.2%)
26 (18.1%)
84 (58.3%)
13 (9.0%)
**

22 (9.3%)
60 (25.4%)
88 (37.3%)
39 (16.5%)
27 (11.4%)

67 (9.9%)
134 (19.8%)
342 (50.6%)
90 (13.3%)
43 (6.4%)

Education
High school or less
College or Bachelor’s Degree
Graduate or professional

76 (39.8%)
84 (44.0%)
31 (16.2%)

26 (23.0%)
55 (48.7%)
32 (28.3%)

45 (30.4%)
59 (39.9%)
44 (29.7%)

62 (25.7%)
137 (56.8%)
42 (17.4%)

209 (29.7%)
335 (47.6%)
149 (21.2%)

Employment
Full time paid (incl self-empl)
Part-time paid
No paid employment
Disability
Retired
Missing (3)

60 (31.4%)
56 (29.3%)
44 (23.0%)
29 (15.2%)
**

53 (46.5%)
23 (20.2%)
25 (21.9%)
13 (11.4%)
0 (0.0%)

63 (41.4%)
37 (24.3%)
37 (24.3%)
14 (9.2%)
**

117 (48.0)
50 (20.5)
42 (17.2)
30 (12.3)
5 (2.0)

262 (37.2%)
32 (4.5%)
154 (21.9%)
52 (7.4%)
103 (14.6%)
19 (2.7%)

Combined Household Income
<20,000
20,000-59,000
>59,000
Missing (12)1.7%

84 (44.4%)
69 (36.5%)
36 (19.0%)

42 (37.2%)
47 (41.6%)
24 (21.2%)

61 (40.4%)
54 (35.8%)
36 (23.8%)

70 (29.3%)
97 (40.6%)
72 (30.1%)

257 (36.5%)
267 (37.9%)
168 (23.9%)
12 (1.7%)

Total social support

72.2 (13.1)

75.6 (11.3)

75.2 (11.9)

76.5 (11.8)

74.9 (12.2)

% racialized
Aboriginal/First Nations
Arab
Black African
Black Caribbean
Chinese
Filipino
Japanese
Korean
Latin America
Southeast Asian
South Asian
West Asian
Other

75 (39.1%)
25 (13.0%)
5 (2.6%)
5 (2.6%)
8(4.2%)
6 (3.1%)
**
0 (0.0%)
**
8 (4.2%)
**
11 (5.7%)
**
16 (8.3%)

35 (30.7%)
11 (9.6%)
**
6 (5.3%)
8 (7.0%)
**
0 (0.0%)
0 (0.0%)
0 (0.0%)
**
**
**
0 (0.0%)
5 (4.4%)

72 (47.1%)
11 (7.2%)
**
9 (5.9%)
13 (8.5%)
7 (4.6%)
**
0 (0.0%)
0 (0.0%)
**
**
16 (10.5%)
**
11 (7.2%)

99 (40.4%)
31 (12.7%)
**
11 (4.5%)
26 (10.6%)
***
**
**
0 (0.0%)
6 (2.4%)
**
***
**
19 (7.8%)

281 (39.9%)
78 (11.1%)
9 (1.3%)
31 (4.4%)
55 (7.8%)
21 (3.0%)
7 (1.0%)
**
**
30 (4.3%)
9 (1.3%)
38 (5.4%)
**
51 (7.2%)

% Low SES

107 (55.7%)

42 (36.8%)

67 (43.8%)

113 (46.1%)

329 (46.7%)

% 3 or more discriminatory events

112 (58.3%)

55 (48.2%)

70 (45.8%)

86 (35.1%)

323 (45.9%)

% 3 or more microaggression

36 (18.8%)

11 (9.6%)

19 (12.4%)

24 (9.8%)

90 (12.8%)

Self-Reported General Health Poor or Fair

60 (31.3%)

25 (21.9%)

25 (16.3%)

61 (24.9%)

171 (24.3%)

Self-Reported Mental Health Poor or Fair

102 (53.1%)

57 (50.0%)

57 (37.3%)

96 (39.2%)

312 (44.4%)

12 month dep or anhedonia

162 (84.4%)

87(76.3%)

106 (69.3%)

178 (72.7%)

533 (75.7%)

MINI screen positive

49 (27.4%)

24 (22.2%)

30 (20.8%)

55 (23.2%)

158 (23.7%)

Sociodemographic factors

Discrimination

Mental health morbidity (need factors)

Bolded results indicate statistically significant differences.
**suppressed cells with fewer than 5 respondents *** suppressed cells with fewer than 10 respondents
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Table 2: Types of unmet need by sexual orientation or gender identity

% with unmet need.

Trans

Bi/Pan

LQ

Cis-Het

Total

136 (75.6%)

76 (69.7%)

96 (66.2%)

137 (58.5%)

445 (66.6%)

112 (58.3%)

69 (60.5%)

77 (50.3%)

117 (47.8%)

375 (53.3%)

Type of unmet need
Need for counselling
Need for practical help

81 (42.2%)

45 (39.5%)

48 (31.4%)

80 (32.7%)

254 (36.1%)

Need for information

65 (33.9%)

34 (29.8%)

32 (20.9%)

62 (25.3%)

193 (27.4%)

Need for help with identity-related issues

84 (43.8%)

41 (36.0%)

35 (22.9%)

22 (9.0%)

182 (25.9%)

Need for medication

34 (25.2%)

12 (15.6%)

18 (18.6%)

30 (21.9%)

94 (21.1%)

Bolded results indicate statistically significant differences.

**suppressed cells with fewer than 5 respondents

Table 3: Service use and barriers to use by sexual orientation or gender identity.
Variable

Trans

Bi/Pan

LQ

Cis-Het

Total

Past 12 months spoke to a professional

116 (76.8%)

69 (71.9%)

82 (73.2%)

138(75.8%)

405 (57.5%)

Source of most helpful care:
counselor/psychotherapist
social worke/social service
family doctor/GP/other MD
psychiatrist
psychologist
non registered/lay providers
RN or OT

28 (26.2%)
25 (23.4%)
17 (15.9%)
13 (12.1%)
9 (8.4%)
12 (11.2%)
0 (0.0%)

19 (30.2%)
12 (19.0%)
11 (17.5%)
10 (15.9%)
7 (11.1%)
**
**

28 (40.0%)
11 (15.7%)
8 (11.4%)
7 (10.0%)
7 (10.0%)
***
**

22 (19.1%)
22 (19.1%)
22 (19.1%)
20 (17.4%)
14 (12.2%)
12 (10.4%)
**

97 (27.3)
70 (19.7%)
58 (16.3%)
50 (14.1%)
37 (10.4%)
35 (9.9%)
8 (2.3%)

Past 12 months treated for depression

90 (48.9%)

50 (44.6%)

60 (40.8%)

110 (46.2%)

310 (44.0%)

Past 12 months medication (From Most
helpful provider)

25 (22.9%)

18 (28.6%)

15 (22.4%)

42 (35.9%)

100 (28.1%)

Past 12 months counseling (from most
helpful provider)

89 (81.7%)

48 (76.2%)

56 (80.0%)

94 (78.3%)

287 (79.3%)

Working Alliance Inventory most helpful
professional

67.4 (12.0)

66.3 (10.8)

63.6 (13.6)

65.8 (11.1)

65.9 (11.7)

Intrinsic Motivation for counseling

4.5 (1.5)

5.0 (1.4)

4.3 (1.4)

4.3 (1.4)

4.4 (1.4)

Availability barriers to care

69 (35.9%)

31 (27.2%)

52 (34.0%)

59 (24.1%)

211 (30.0%)

Cultural Safety barriers to care

109 (56.8%)

53 (46.5%)

65 (42.5%)

72 (29.4%)

299 (42.5%)

Accessibility barriers to care

105 (54.7%)

60 (52.6%)

72 (47.1%)

105 (42.9%)

342 (48.6%)

Personal Beliefs

55 (28.6%)

29 (25.4%)

31 (20.3%)

56 (22.9%)

171 (24.3%)

%  very satisfied with most helpful prof

34 (40.5%)

16 (34.8%)

23 (43.4%)

37 (41.6%)

110 (40.4%)

% helped a lot by most helpful prof

51 (58.6%)

26 (56.5%)

29 (54.7%)

49 (53.8%)

155 (56.0%)

Bolded results indicate statistically significant differences.
**suppressed cells with fewer than 5 respondents *** suppressed cells with fewer than 10 respondents
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Table 4: LBGT related barriers to care.
Your provider ….

Trans

Bi/Pan

LQ

Never assumed you were heterosexual

n/a

23 (52.3%)

37 (72.5%)

Never focused on sexual orientation/gender identity when it wasn’t the issue

57 (67.1%)

41 (91.1%)

39 (75.0%)

Never indicated that your sexual orientation/gender identity is sick or disorded

81 (95.3%)

45 (100.0%)

49 (96.1%)

Never insisted that your current sexual orientation or gender identity is just a phase

81 (96.4%)

45 (100.0%)

49 (94.2%)

Never suggested that you become heterosexual/accept the gender assigned to you at birth

79 (94.0%)

44 (97.8%)

51 (98.1%)

Never behaved in a homophobic/transphobic way

76 (90.5)

42 (93.3%)

48 (94.1%)

Always addressed you with your preferred pronoun

68 (81.0%)

n/a

n/a

Never made you feel unsafe

77 (91.1%)

38 (84.4%)

45 (86.5%)

Always was supportive of your sexual orientation/gender identity

62 (74.7%)

22 (50.0%)

34 (65.4%)

At least sometimes asked about stressed related to being LGBT

57 (67.0%)

13 (28.8%)

31 (59.7%)

Often or always acknowledged the importance of partners/ family members in your life

55 (64.7%)

29 (64.5%)

39 (75.0%)

At least sometimes suggested LGB/trans resources such as books, pamphlets, websites

28 (35.9%)

5 (11.0%)

14 (26.9%)*

At least sometimes encouraged you to make connecting in the LGB/trans community

36 (43.4%)

9 (20.4%)

23 (45.1%)

At least sometimes referred you to an LGB/Trans group/service that helped you

26 (31.7%)

**

12 (24.2%)
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GLOSSARY
BISEXUAL:

A person whose sexual orientation
is directed towards individuals of
more than one sex/gender, though
not necessarily at the same time.

CISGENDER:

A person whose gender identity
matches the gender they were
assigned at birth; someone who is
not trans.

LESBIAN:

A woman whose primary sexual
orientation is to other women.

LOW SOCIOECONOMIC
STATUS:
Having a low rate of household
income and/or living in poverty.

MICRO-AGGRESSIONS:

Subtle, everyday occurrences
of non-physical aggression or
hostility directed at people due
to their different racialized or
cultural identities, sexuality, gender
identity, ability or class status.

PANSEXUAL:

An orientation that does not limit
affection, romance or sexual
attraction to any one gender or
sex, and that recognizes more than
just two genders.

QUEER:

A term that has traditionally been
used as a derogatory and offensive
word for sexual and gender minority
people; however, many, particularly
younger people in urban areas,
have reclaimed this word and use
it proudly to describe their identity.
For many, ‘queer’ is a way of
identifying their non-heterosexual
orientation yet avoiding the
sometimes strict boundaries that
surround lesbian, gay, bisexual and
trans identities. Sometimes ‘queer’
is used as an umbrella term for
minority sexual orientations and
gender identities or as a synonym
for LGBT. Some transsexual and
transgender people identify as
queer; others do not.

RACIALIZED:

The term ‘racialized’ positions race
as a social construct that carries
significant material and social
consequences. It acknowledges
that the physiological and social
attributes that constitute ‘race’
change across time and culture.
While the same could be said
about whiteness, the term
‘racialized’ is used to refer to
groups who experience racism
in order to acknowledge the
power relations that structure the
process through which people are
categorized into racial groups.1

SYSTEMIC EXCLUSION:

Not having access to services that
are normally available to others, as
a result of discrimination.

TRANS:

An umbrella term referring to people
who do not embrace traditional
binary gender norms of masculine
and feminine and/or whose gender
identity or expression does not fit
with the one they were assigned
at birth; can refer to transgender,
transitioned and transsexual people,
as well as some two-spirit people.

TWO-SPIRIT:

An English language term used to
reflect specific cultural words used
by First Nations people who have
both a masculine and a feminine
spirit or to describe their sexual,
gender and/or spiritual identity. t

The appendix in the following article was used for LGBTQ related definitions: Ross et al., ‘Sexual and Gender Minority Peoples’
Recommendations for Assisted Human Reproduction Services’. Journal of Obstetrics and Gynaecology Canada, 2014;36(2):146–153.
http://www.jogc.com/abstracts/full/201402_Education_1.pdf
1	Pilling, Merrick. “Invisible Identity in the Workplace: Intersectional Madness and Processes of Disclosure at Work”. Disability Studies
Quarterly. vol 33, number 1 (2013).
The

Pathways Project

PAGE 14

RE:SEARCHING FOR LGBTQ HEALTH
HEALTH SYSTEMS AND HEALTH EQUITY RESEARCH GROUP
Centre for Addiction and Mental Health
33 Russell Street - Room T406 Toronto, ON M5S 3B1

PHONE:

416-535-8501 x30590
1-866-371-6667

FAX:

416-205-9522

EMAIL:

lgbtq.health@camh.ca

To download this report and for more information:
http://lgbtqhealth.ca/projects/pathways.php
Published April 2014

Recommended citation:
Pinder, S (2014). The Pathways Project: Examining pathways to effective depression treatment for sexual minority
women and trans people of all genders in Ontario. Toronto: Re:Searching for LGBTQ Health, Health Systems and
Health Equity Research Group, Centre for Addiction and Mental Health.

This study is funded by the Canadian Institutes of Health Research (CIHR), Co-principal Investigators: Dr. Lori Ross, Dr. Leah Steele, and Punam Khosla. Co-Investigators:
Dr. Andrea Daley, Loralee Gillis, Dr. Charmaine C. Williams, and Dr. Deone Curling. Partner Organizations: Rainbow Health Ontario, Women’s Health in Women’s Hands
Community Health Centre, York University and the University of Toronto. Project Coordinator: Heather McKee (Year 1), datijie green (Year 2). We also acknowledge the essential
contributions of our participants and Advisory Committee members. Please see www.lgbtqhealth.ca for details.

