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ABSTRACT:  

Globally, transgender people have been described as a highly marginalised population due to cisgenderism that delegitimises their gender 

identities and expressions. Despite robust evidence from many countries noting the association of discrimination and stigma for being 

transgender with heightened mental health risks, qualitative research that examines the nuances of mental health indicators using health equity 

frameworks has been scant both in Aotearoa/New Zealand and overseas. Using an inductive thematic approach, this paper analysed 222 open-

text responses in the mental health section of the 2018 Counting Ourselves: Aotearoa New Zealand, Trans and Non-binary Health Survey. Our 
findings showed four overarching themes: gender-affirming healthcare, mental healthcare services and accessibility, gender minority stress, and 

self-affirmation and social support. Participants’ narratives described pervasive gender minority stress experiences in gender-affirming and 

mental healthcare services, including unmet healthcare needs, lack of competency in healthcare delivery, and pathologisation of their genders. In 

social settings, our participants commonly reported discrimination and violence, although they also reported that self-affirmation strategies and 

social support offset the impacts of gender minority stress on their mental health. The current findings indicate the importance of exploring 

mental health outcomes for transgender people in relation to cisgenderism and resultant gender minority stress. 
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Introduction 

The term transgender commonly refers to people whose gender 

differs from their sex assigned at birth. It is used as an 

umbrella term to encompass, trans men (people assigned 

female at birth who identify as/are men), trans women (people 

assigned male at birth who identify as/are women), and 

people with non-binary genders (those who identify as/are 

other genders, across a spectrum of gender diversity; 

American Psychological Association, 2015). In Aotearoa/New 

Zealand, there are many ways of understanding gender 

diversity, including those specific to Pākehā (New Zealand 

European), Māori, Pacific, and Asian cultures (Tan et al., 2019). 

Gender diverse identities within Māori and Pacific cultures 

may carry historical, political, and social connotations that are 

not directly translatable to western concepts, and these are 

reflected in a range of identifications such as Māori takātapui, 

whakawahine, and tangata ira tāne, and Pacific identities 

including Sāmoan fa’afafine and Cook Islands Māori akava’ine 

(Tan et al., 2019). In an attempt to minimise the limitations 

associated with the usage of the umbrella term ‘transgender’ 

to cover this broad range of diversity, we will be giving 

specific attention to race/ethnicity, gender, and age group 

differences in our analyses. 

Cisgenderism and gender minority stress 

Cisgenderism refers to discriminatory attitudes, policies, and 

practices against transgender people at systemic level, which 

may be related to cisnormativity that identifies cisgender 

people as the dominant, normal, and superior group (Ansara, 

2010; Tan et al., 2020a). The privileging of cisgender identities 

through cisgenderism and cisnormativity is an example of the 

injustice of exclusionary social norms (Ansara, 2010), as it 

exposes people who do not conform to the cisnormative 

expectations of being a cisgender man or a cisgender woman 

to gender minority stressors (e.g. prejudice, discrimination, 

and violence; Tan et al., 2020a). Gender Minority Stress Theory 

postulates that transgender people face a continuum of 

stressors, ranging from distal to proximal (Tan et al., 2020a; 

Testa et al., 2015). Distal stressors are external events, such as 

discrimination and victimisation that occur at interpersonal 

(e.g. peer rejection and cyberbullying) and structural (e.g. 

barriers in obtaining legal gender recognition) levels (Testa et 

al., 2015). Proximal stressors refer to subjective experiences 

such as the internalisation of cisgenderism, the development 

of expectations related to distal stressors, and the concealment 

of one’s gender identity (Tan et al., 2020a; Testa et al., 2015). 

 

Testa et al. (2015) found evidence that proximal stressors 

partially mediate the effect of distal stressors on mental health. 

This suggests that mental health concerns (e.g. psychological 

distress and suicidality) among transgender people originate 

from distal stressors and may be influenced by individuals’ 

proximal appraisal systems or evaluation of minority stress 

experiences (Tan et al., 2020a). The negative consequences of 

minority stress, however, can be mitigated when transgender 

people have adequate access to protective factors. Some of the 

most crucial domains of social support with known protective 

influences on transgender people’s mental health are family 

and peer support (Fuller & Riggs, 2018; Olson et al., 2016; 

Singh et al., 2014; Veale et al., 2017) and a sense of connection 

to a transgender community (Brennan et al., 2017; Singh et al., 

2014; Testa et al., 2015). Individual-level protective factors 
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such as identity pride are also important aspects of resilience 

among transgender people to buffer against gender minority 

stress (Testa et al., 2015) and can be fostered, as necessary, 

with support from mental health professionals and social 

support networks (Singh et al., 2014). 

Mental healthcare access 

Access to mental healthcare is undoubtedly of major 

importance for transgender people, given the high prevalence 

of mental health difficulties due to gender minority stress 

(Ellis et al., 2015; James et al., 2016; Tan et al., 2020b). Despite 

transgender people’s higher mental health needs, transgender 

people face difficulties in accessing equitable mental 

healthcare services due to cisgenderism. The 2012 United 

Kingdom, Trans Mental Health Study reported one-third 

(34%) of participants were dissatisfied with their mental 

healthcare experiences and approximately half (51%) 

expressed concerns about discussing their gender with a 

healthcare provider (Ellis et al., 2015). Other studies also 

showed that transgender people were likely to delay accessing 

mental healthcare services and terminate mental healthcare 

services prematurely due to unhelpful healthcare providers 

who, for example, misgendered their clients or appeared to 

lack trans-specific knowledge (Alpert et al., 2017; Halliday & 

Caltabiano, 2020; Pitts et al., 2009). 

Gender-affirming healthcare 

Provision of mental healthcare services and gender-affirming 

care is not always mutually exclusive in Aotearoa/New 

Zealand, as an assessment by a mental health professional is 

usually required for access to gender-affirming surgeries. 

Transgender people might also consult mental health 

professionals for assistance with the informed consent process 

while accessing other gender-affirming care such as hormone 

prescriptions (Oliphant et al., 2018) although this is not always 

required. At the time of writing, hormone therapy can be 

accessed through primary healthcare, sexual health services, 

and hormone specialists, though District Health Boards 

(DHBs) outside the larger cities reported some difficulties in 

providing these services (PATHA, 2019; Veale et al., 2019). 

Gender-affirming surgeries such as chest reconstruction, and 

to a lesser extent breast augmentation, are provided by 

specialists in some local District Health Board (DHB) areas 

(Ministry of Health, 2020). Referrals to a publicly funded 

national gender-affirming (genital) surgery service require 

transgender people to have a readiness assessment from a 

health professional (e.g. mental health professional, 

endocrinologist, or sexual health physician) who has gender-

affirming healthcare expertise (Ministry of Health, 2020). It can 

be difficult for transgender people to access referrals due to 

the absence of clear gender-affirming pathways in each DHB 

and limited knowledge about, trans health across the wider 

health workforce. Limited capacity for all gender-affirming 

healthcare results in a high level of unmet need (Veale et al., 

2019) and at least a 10-year waiting time for genital 

reconstruction surgeries. 

 

There is a rising demand for gender-affirming medical 

interventions with substantial growth in the number of 

transgender people seeking such services across different 

countries (Delahunt et al., 2016; Telfer et al., 2018). Studies 

have demonstrated the positive associations between such 

gender- affirming interventions (e.g. hormones and surgeries) 

and the mental health of transgender people, as these 

interventions help align transgender people’s physical 

characteristics with their affirmed gender and to alleviate 

bodily gender dysphoria for many transgender people 

(Brennan et al., 2017; Tomita et al., 2019). For transgender 

people who were actively seeking gender-affirming surgery 

but could not access it, a study with a transgender sample in 

China found that they were at greater odds of developing 

suicidal thoughts (Chen et al., 2019). In spite of the negative 

mental health effects associated with the inability to fully 

affirm their gender, transgender people often have to wait for 

a long duration before being able to access gender-affirming 

care (Ellis et al., 2015). 

Objectives  

International research (e.g. James et al., 2016; Pitts et al., 2009) 

has consistently demonstrated stark mental health inequities 

affecting transgender people compared to their cisgender 

counterparts. Research that describes the nuances of mental 

health indicators affecting transgender people in 

Aotearoa/New Zealand has been limited, however. While 

there are numerous qualitative studies that have researched 

transgender people’s experiences of healthcare access (e.g. 

Alpert et al., 2017; Halliday & Caltabiano, 2020), and gender 

minority stress and protective factors (e.g. Howell & Allen, 

2020; Singh et al., 2014), these studies have not specifically 

investigated the relationships of these determinants to mental 

health outcomes. This qualitative paper is the first, to our 

knowledge, to exclusively analyse open-text survey responses 

from a large nationwide sample of transgender people, with 

the objective of exploring the mental health needs of 

transgender people. Building on Gender Minority Stress 

Theory (Tan et al., 2020a; Testa et al., 2015), we analyse 

participants’ responses by accounting for the influences of 

structural and environmental contexts alongside the full range 

of determinants from biological, psychological, to social, that 

play crucial roles in promoting mental health equity among 

transgender people (Fredriksen-Goldsen et al., 2014).  

Method 

The data presented here was obtained as part of the 2018 

Counting Ourselves: Aotearoa New Zealand, Trans and Non-

Binary Health Survey, which recruited 1,178 transgender 

people aged 14 or older who lived in Aotearoa/New Zealand. 

This comprehensive study collected data on transgender 

people’s physical and mental health, experiences in general 

and gender-affirming healthcare services, gender minority 

stress experiences, and levels of support from friends, family, 

and the wider community. The survey received ethical 

approval from the New Zealand Health and Disability Ethics 

Committee (18/NTB/66/AM01) and was open for participation 

between June and September 2018. In order to maximise the 

diversity and representativeness of our sample of transgender 

people, our recruitment strategy involved reaching out to 

potential participants via social media (e.g. Facebook), 

community newsletters and notice boards, and word of mouth 
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by collaborating with community advisory group members, 

academic researchers, and health professionals working with 

transgender people.  

 

There were 1,380 initial responses, with 1,178 of these meeting 

the inclusion criteria. These excluded responses that were 

duplicates, participants not from Aotearoa/New Zealand, and 

participants who did not complete the demographic section to 

indicate that they were transgender (see Veale et al. (2019), for 

more details). As this was a lengthy survey, attrition led to 

some partial completions; however, more than three quarters 

of participants (n = 905) completed the mental health section of 

the survey.  

 

A general open-text question was placed at the end of each 

topic section of the survey, with the aim to identify additional 

issues that were not covered by the closed questions. In this 

paper, we analysed the open-ended question in the mental 

health section ‘Is there anything further about your mental 

health that you would like to share with us?’ Responses such 

as ‘no’ and ‘no, all good’ were treated as non-responses and 

excluded from analysis, leaving 222 responses to this specific 

question that were included in this analysis. Each response 

was classified by the participant’s gender (i.e. trans man, trans 

woman or non-binary), age group (Youth: 14–24; Adult: 25–54; 

Older adults: 55 and above), and ethnicity. 

 

Analysis 

 

A thematic analysis was employed to analyse qualitative 

comments from the open-text question and identify patterned 

codes and themes (Clarke et al., 2015). Specifically, we chose 

the inductive approach of thematic analysis that positioned 

participants as the chief informants of their own experiences. 

Critical realism recognises the existence of reality as socially 

determined and proposes that there is a need to provide 

contextual analyses by bridging the disjuncture between 

human beings and social context (Cruickshank, 2012; 

Danermark et al., 2002). As critical realism treats the social 

world as theory-laden (Cruickshank, 2012; Danermark et al., 

2002), this study drew on Gender Minority Stress Theory (Tan 

et al., 2020a; Testa et al., 2015) to explore how our participants 

made sense of their mental health in relation to wider social 

environments and associated norms (e.g. cisgenderism). The 

coding process began with the first and second authors (KT 

and JS) familiarising themselves with the data and then 

systematically reading all of the responses to generate initial 

codes. Any discrepancies in coding decisions were reviewed 

by the third author (SE) and the three authors worked together 

to compare and refine codes before grouping the responses 

into a set of mutual categories. Suggestions were also made to 

amalgamate codes into themes during this process. All coding 

themes were jointly discussed and a consensus was reached 

among all authors. An individual response could contribute to 

more than one code or theme if the comments touched on 

several issues.  

 

Given that only 19% of those who undertook the survey, and 

25% of those who completed the mental health section, elected 

to provide a response to this open-ended question, we were 

interested to see if there were any demographic differences 

among this group compared to the overall sample. IBM SPSS 

Statistics version 25 was used to conduct this quantitative 

analysis. Differences in the proportion of participants who left 

a qualitative comment by demographics (gender, age, and 

ethnicity/race) were determined with chi-square goodness-of-

fit (χ2) tests. Standardised adjusted residuals were used to 

identify statistically significant differences between the 

number of cases observed and the number expected in a cell. 

Residual values that exceed ± 1.96 indicate the proportion of 

participants who left a comment versus those who did not to 

differ significantly for a demographic group. These results 

showed that only youth participants were less likely, and 

older adults more likely, to respond to this question; the 

statistical findings are outlined in online supplementary file 

(Table S1).  

Results and Discussion 

Our qualitative analysis resulted in four overarching themes 

to summarise the contents across participants. While each 

theme is distinct, they needed to be considered alongside each 

other to paint a coherent picture of the determinants of mental 

health for transgender people. Figure 1 presents the thematic 

map of four determinants that our participants described as 

essential to their mental health.  

 

Gender-affirming care 

Unmet need for gender-affirming healthcare is a prevalent 

issue for transgender people in Aotearoa/ New Zealand. In the 

Counting Ourselves survey, unmet need was defined as those 

who wanted but could not access specific medical 

interventions. For instance, there was a high percentage of 

Counting Ourselves participants who had an unmet need for 

hormone treatment (19%), breast augmentation surgery1 

(35%), and chest reconstruction surgery2 (48%) (Veale et al., 

2019). Many participants reported that not being able to access 

gender-affirming medical interventions impacted negatively 

on their mental health, for example:  

 

Any depression I experience is due to the fact that my exterior 

physical image does not match the psychological image I wish to be 

that could be corrected by surgeries that I can neither afford or could 

see happening through the NZ health system anytime within my 

lifetime. (NZ European/Pākehā, Trans woman, Adult) 

 

Consistent with previous studies (Brennan et al., 2017; Ellis et 

al., 2015; Tomita et al., 2019), our participants who had 

undertaken medical procedures to affirm their gender had 

better mental health and wellbeing because of this, for 

example: ‘I used to have serious clinical depression, from my 

early teens. When I started taking cross-hormones all that 

disappeared within a couple of weeks. Turns out in my case 

it’s largely a matter of hormonal balance’ (Māori, Trans man, 

Adult).  

 
1Among trans women and non-binary participants assigned male at 

birth 
2Among trans men and non-binary participants assigned female at 

birth  



Tan, Schmidt, Ellis, Veale, and Byrne (2021) 

 

 

In 2018, a multidisciplinary group of health professionals 

developed a guideline document for the provision of gender-

affirming care that is culturally relevant to Aotearoa/New 

Zealand context (Oliphant et al., 2018). The document 

recognised the high unmet needs for gender-affirming medical 

interventions and the current practising of pathologisation 

models by some health professionals that have presented 

challenges for transgender people to access medically 

necessary healthcare (Oliphant et al., 2018). An example of this 

is the reliance on the Diagnostic Statistical Manual (DSM; 

American Psychiatric Association, 2013) to assess eligibility for 

gender-affirming care. One participant demonstrated their 

dissatisfaction with the pathologisation of transgender identity 

through the DSM model.  

 

I don’t put much value in the DSM and think it is absurd. It’s been 

historically used to police gender normative behaviour and I am very 

uncomfortable with the way we are now trying to get the psychiatric 

discipline onside in our quest for gender rights. Master’s house with 

the master’s tools and all that. I’m not on board. (NZ 

European/Pākehā, Non-binary, Adult) 

 

The perception that gender diversity is an indicator of mental 

disorder has been institutionalised since the listing of 

‘transvestism’ in DSM-I (American Psychiatric Association, 

1952) and ‘transsexualism’ in the International Classification of 

Disease (ICD-9; World Health Organization, 1975). The 

continued listing of transgender people’s experiences as a 

diagnostic category, including ‘gender dysphoria’ in DSM-5  

 

has been critiqued for reinforcing the pathologisation of 

transgender identities and the normalisation of cisgender 

identities, as well as implying that medical intervention is a 

mandatory trajectory for transgender people to affirm their 

genders (Castro-Peraza et al., 2019; Tan et al., 2019).  

Transgender scholars and advocates have celebrated the 

World Health Organization’s recent depathologisation of 

transgender identities (Castro-Peraza et al., 2019), signalling 

that they will move the diagnosis for transgender people from 

the Mental and Behavioural Disorders chapter to the new 

chapter of Conditions Related to Sexual Health in the 11th 

edition of the ICD (World Health Organization, n.d.). This 

depathologing movement implies that being transgender 

should no longer be considered a mental illness. The findings 

discussed here also reflect that being gender diverse is not the 

cause of the distress that many transgender people 

experience– rather, this distress is related to societal reactions 

to gender diversity and transgender people’s inability to 

access services many need to affirm their genders. 

 

Mental healthcare service and accessibility 

 

Published findings using the same study as this paper showed 

transgender people in Aotearoa/New Zealand were 

experiencing disproportionate mental health burdens with 

approximately nine times higher psychological distress for 

transgender people (72%) compared to the general population 

(8%; Tan et al., 2020b). The Counting Ourselves report also 

revealed a high prevalence of transgender people engaging in 
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suicidal thoughts (56%) and suicide attempts (12%) in the past 

year, findings which have been found to be associated with 

gender minority stress experiences (Veale et al., 2019). Given 

the high prevalence of mental health concerns that 

transgender people face, it is no surprise that they are more 

likely to seek mental healthcare services for support related to 

the consequences of gender minority stress or concerns 

regarding their mental health.  

 

The benefits of mental healthcare services (e.g. counselling or 

medication) in providing support in the face of discrimination or 

rejection, relief from distress, coping skills to manage emotional 

vulnerabilities, or gender-affirming strategies were mentioned by our 

participants. One of the hardest periods of my life was when I started 

transitioning and lost most of friends and the dyke community I 

lived in at that time. It was very important for me to have access to a 

psychotherapist to deal with that stress, and the discrimination and 

exclusion I experienced - either intentionally or because the 

community at that time did not know how to respond. I was lucky I 

could afford to pay to see a psychotherapist, especially as there was 

very little peer support available for, trans men. (NZ 

European/Pākehā, Trans man, Older adult) 

 

Our findings supported previous studies that have 

documented high unmet needs for mental healthcare services 

among transgender people (Ellis et al., 2015; James et al., 2016). 

The lack of allocated funding to expand the provision of 

mental healthcare services for minority populations in 

Aotearoa/New Zealand has led to a long waiting time for 

transgender people to access much-needed healthcare services 

(Clunie, 2018; Delahunt et al., 2016). Participants with mental 

health conditions reported that their conditions were 

exacerbated by these delays. I don’t think my mental health is 

bad enough that I need to urgently see anyone, but I definitely 

think I could use some help - if only seeing mental health 

professionals wasn’t so expensive and I didn’t have to wait for 

months and months just to get an appointment. I don’t want to 

die or self-harm, but I don’t know how else to explain my 

constant low mood, lack of motivation, awful sleep schedule, 

constant tiredness, negative self-talk, sensitivity - among many 

other symptoms - other than as some kinds of depression? 

Talking about it and figuring it out with somebody would be 

nice, but here I am, anonymously typing into a box because I 

can’t get help elsewhere. (NZ European/Pākehā, Non-binary, 

Youth)  

 

In addition to the high cost of private services and the low 

availability of publicly provided mental healthcare provision 

in Aotearoa/New Zealand, even in areas where services were 

available, many participants reported that having to navigate 

through a system that largely did not recognise or accept their 

genders deterred them from visiting mental healthcare 

professionals. For example, one participant did not think that 

mental healthcare services would be helpful as ‘Most 

treatments offered comprise of 4 or 5 appointments with 

counsellors who know nothing about, trans issues. Waste of 

time and resources’ (NZ European/Pākehā, Non-binary, 

Adult). While the inclusion of such knowledge in the training 

of medical professions has been deemed essential in 

promoting inclusivity towards transgender healthcare, a 

recent study surveying academic staff at Aotearoa/New 

Zealand medical schools found that little to no content relating 

to gender diversity was introduced in the preclinical 

curriculum for medical health professionals such as 

psychiatrists (Taylor et al., 2018). International studies have 

found that when mental healthcare service providers 

possessed sufficient knowledge about transgender issues, they 

were more likely to respect transgender people by using their 

preferred name and pronouns, and to have a solid 

understanding of the gender minority stress that their clients 

encounter (Ellis et al., 2015; Halliday & Caltabiano, 2020). 

 

Cisgenderist prejudices were also evident in mental healthcare 

services. As one participant said:  

 

I’ve often had my mental health conflated with my “trans” status. 

I’ve had countless times where assumptions have been made that my 

mental health is poor due to being apparently “part way” through 

transitioning or implying that because I haven’t had chest surgery 

for example, that’s why I’m in a bad space. (Māori, Non-binary, 

Adult) 

 

The lack of transgender-competency on the part of mental 

healthcare professionals, sometimes coupled with judgemental 

attitudes, can lead transgender people to question the ability 

of the provider to effectively render care. One participant 

shared an experience that could be interpreted as a gender 

identity conversion effort (GICE; Turban et al., 2020), ‘I have 

had a psychiatrist tell me she could “fix” my gender and 

sexuality as it was caused by trauma. She said this in front of 

my queer, trans partner’ (NZ European/Pākehā, Non-binary, 

Youth). It is notable that in the Counting Ourselves 

quantitative data, about one-sixth (17%) of participants 

reported attempts at gender identity conversion in their 

lifetimes (Veale et al., 2019). A recent United States survey 

found that transgender people who were exposed to GICE in 

their lifetime had higher prevalences of psychological distress 

and suicidality (Turban et al., 2020). Practices that impede 

transgender people from affirming their gender are an 

example of cisnormative indoctrination and have been 

deemed as unethical and harmful by the New Zealand 

Psychologists Board (2019). Previous transgender-affirmative 

research urges mental healthcare providers for transgender 

people to go beyond clinical competency (i.e. having 

knowledge of clinical issues related to gender-affirming care) 

and to include cultural competency (i.e. acknowledge the 

social context of health inequities affecting transgender people 

and being inclusive of gender diversity in the content and 

processes of healthcare delivery (Alpert et al., 2017; American 

Psychological Association, 2015; Ellis et al., 2015). 

 

Gender minority stress 

 

In their comments, survey participants talked about how their 

mental health was negatively affected by cisgenderism and 

gender minority stress. Cisgenderism describes 

marginalisation and prejudice against transgender people, 

which often results in pathologising people who do not 

conform to the conventional cisgender norms (Tan et al., 

2020a). The marginalisation of transgender identities in society 
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may lead to the social isolation of transgender people, an effect 

that has that much negative influences on mental health, as 

one participant shared:  

 

While I don’t agree with these specific assumptions and diagnoses 

[gender identity disorder], I do agree that gender variance has 

influenced my mental health and will continue to. Not because it is 

an issue for me so much as dealing and navigating in a world that 

often does it’s best to make me alienated, alone, less than. (Māori, 

Non-binary, Adult) 

 

Another participant criticised the notion that transgender 

identity is pathological, ‘Being, trans isn’t something that in 

itself causes mental distress or harm. It’s how the world 

around you treats you for being, trans that does the harm’ (NZ 

European/Pākehā, Trans man, Adult). The pathologising 

perspective that transgender identity is a cause of distress has 

been widely taken for granted without much consideration of 

the consequences of the specific form of stress that 

transgender people face due to cisgenderism – gender 

minority stress (Schulz, 2018; Tan et al., 2019). Many 

participants conveyed how cisgenderism manifested in their 

daily lives, including one participant who noted not being 

acknowledged appropriately for his affirmed gender: ‘All the 

time struggling daily with being misgendered – not seen and 

read correctly’ (NZ European/Pākehā, Trans man, Adult). 

Other examples of cisgenderism that participants brought up 

ranged from experiences of violence (e.g. sexual abuse and 

workplace bullying) and lack of understanding from the 

society about transgender issues, to the need to advocate for 

basic human rights to lead a life without being stigmatised. 

Cisgenderism has specific impacts on those with non-binary 

identities, which one participant described as being ‘non-

binary in a binary world’ (Māori, Non-binary, Adult), and the 

need to resist pressure to identify as one of two normative 

gender categories. 

 

Self-affirmation and social support 

 

Emerging evidence suggests that affirmative family 

environments can mitigate the high prevalence of mental 

health concerns among transgender people (Fuller & Riggs, 

2018; Veale et al., 2017). One United States study found that 

socially transitioned transgender youth who were supported 

by family members in affirming their gender were no more 

likely than their cisgender counterparts to exhibit depression 

and anxiety symptoms (Olson et al., 2016). Our participants’ 

responses corroborated these findings, for example, ‘Being 

accepted and affirmed by my family and whānau (extended 

family) in my preferred gender improved my mental health’ 

(Māori, Trans man, Adult). Conversely, transgender people 

who were estranged from family members may feel that 

challenging cisgenderism without support makes them 

vulnerable, as one participant (Middle Eastern, Trans man, 

Youth) noted ‘There is little to no understanding in society, 

and often people like myself are told it’s our fault that we’re 

miserable. To be “more positive”. It is hard, when I don’t have 

family connections’.  

 

In a society where transgender people may often feel socially 

ostracised, the presence of trans-affirming friends, family, and 

community members can be crucial in ensuring that 

transgender people are equipped with support systems to 

enable them to cope with the effects of gender minority stress 

(Singh et al., 2014; Testa et al., 2015). Studies found peer 

support may provide additional mental health benefits on top 

of support from the family of origin for transgender people, 

suggesting that they may benefit from extending their 

networks to form ‘families of choice’ and peer support groups 

that comprise members who are supportive of their gender-

affirming routes (Fuller & Riggs, 2018; Veale et al., 2017). A 

comment from our participants echoed these previous 

findings.  

 

The only other time I have considered it [suicide] was during the 

process of realising I was trans, because it took me a long time to 

come to terms with it and I was scared of what I might have to deal 

with, but that improved with time and with support from friends and 

family. (Asian, Trans man, Youth) 

 

Pathways of gender affirmation are not necessarily limited to 

medical interventions, but also include processes that are 

social (e.g. changing presentation through clothing) and legal 

(e.g. name change on formal documents; Oliphant et al., 2018; 

Olson et al., 2016). Some participants mentioned that coming 

to terms with their transgender identity improved their mental 

health: for example, one participant noted ‘Forty years of 

depression cleared in two days after realising (or admitting to 

myself) that I am transgender. I had secretly cross dressed all 

my life since about 3–4 years old. I couldn’t connect the 

depression with being transgender’ (NZ European/Pākehā, 

Trans woman, Older adult). Others noted the mental health 

benefits of embracing their transgender identity through 

gender affirmation: for example, ‘Coming out and 

transitioning has allowed me to get in touch with my body 

and emotions and achieve a more holistic wellbeing’ (NZ 

European/Pākehā, Trans woman, Adult). Our findings 

supported a previous qualitative study with transgender 

youth that suggested being able to come out or self-define 

one’s gender identity was an integral factor for transgender 

people in promoting personal resilience to mitigate the effects 

of gender minority stress (Singh et al., 2014). 

 

Strengths and limitations 

 

The Counting Ourselves study is the largest survey of 

transgender people in Aotearoa/New Zealand to date with 

recruitment of a diverse range of subgroups (gender identity, 

age, and ethnicity) across various geographical locations in 

this country. The majority of participants responded to the 

survey online and while a recruitment strategy was employed 

to reach wider audiences via internet groups and transgender 

community organisations, our sample may over-represent 

those who were younger and more connected to transgender 

communities. When identifying if there is a risk of bias in the 

open-text responses used for this specific paper (when 

compared to the overall sample for Counting Ourselves), we 

only found the proportion of people who responded to the 

open-text responses to differ by age group, with younger 

participants being less likely to leave a qualitative comment 

and older participants (aged 55 and above) being more likely 

to respond (see Table S1). Higher response rate among older 
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participants aligns with another study that analysed free-text 

comments embedded within large quantitative surveys 

(Cunningham & Wells, 2017). There were no statistically 

significant differences for other demographic characteristics 

(i.e. gender, ethnicity, and region), suggesting that there was 

minimal bias among participants who self-selected to provide 

a qualitative comment based on these other demographic 

factors.  

 

Studies have shown that the use of ‘any other comments’ 

question in surveys could help to redress research power 

imbalances because participants can express their opinions or 

concerns without the constraints inherent in closed questions 

(O’Cathain & Thomas, 2004). Researchers’ interpretation may 

be restricted, however, because respondents may provide only 

a few words or sentences, resulting in a lack of context and 

conceptual richness (O’Cathain & Thomas, 2004). However, in 

our study many participants provided often lengthy details 

about their perceptions of their mental health. We judged the 

open-ended comments in the mental health section to be very 

useful, given high numbers of participants (222) responded, 

providing valuable information to complement the 

quantitative findings published elsewhere (Tan et al., 2020b; 

Veale et al., 2019). 

 

A strength of this paper is its ability in capturing the broad 

range of issues related to mental health such as gender 

minority stress and mental healthcare access. However, the 

space constraint does not allow us to go more in-depth on 

each inductive theme. There are many other open-ended 

comments that can be assessed from other sections of the 

survey to further consolidate our findings, but this is beyond 

the scope of this paper. 

 

Conclusion and implications  

 

This paper extends beyond the pathological perspective that 

positions transgender identity as the primary cause of internal 

distress among transgender people. Using indicators from 

health equity frameworks (e.g. Fredriksen-Goldsen et al., 

2014), our findings affirm the need to understand the social 

determinants that result in mental health inequities among 

transgender people. Participants in our study reported 

individual and collective experiences of cisgenderism across a 

range of social settings. These included gender minority stress 

experiences (e.g. discrimination and misgendering), social 

exclusion, and loss of social support from friends and family 

members. The high rates of gender minority stress and 

violence among our participants endorse the recent Human 

Rights Commission’s call to explicitly mention transgender 

people as a population whose human rights need to be 

safeguarded under the Human Rights Act 1993 in 

Aotearoa/New Zealand (New Zealand Human Rights 

Commission, 2020). 

 

Transgender people have greater healthcare needs due to 

gender minority stress experiences and their need for gender-

affirming medical interventions, and yet our findings suggest 

that they experience inequities and gaps in accessing both 

gender-affirming and mental health services. It is very 

concerning that healthcare services, which should be 

supporting transgender people during some of the most 

difficult times of their lives, may present obstacles to accessing 

medically necessary healthcare, may exacerbate mental health 

symptoms through gender minority stress and pathologisation 

models, or may be avoided for fear of unhelpful and non-

inclusive treatments. 

 

The lack of transgender-specific training among mental health 

professionals in Aotearoa/New Zealand is likely to contribute 

to the gaps in, trans clinical and cultural competency in 

healthcare provision for transgender people (Taylor et al., 

2018). Being knowledgeable about the latest guideline for 

gender-affirming healthcare is crucial as the guideline situates 

transgender people at the core of decision-making processes 

and recognises their right to bodily autonomy and self- 

determination (American Psychological Association, 2015; 

Oliphant et al., 2018; Schulz, 2018). Health professionals 

should consider the informed consent model as an alternative 

to the Diagnostic Statistical Manual (DSM), as the former 

acknowledges transgender people as the experts of their own 

lives and that mental health assessment is an option rather than 

a prerequisite for access to gender-affirming interventions. 

Instead of relying on a diagnosis to gatekeep transgender 

people’s access to gender-affirming care, health professionals 

can work alongside transgender patients by presenting them 

with information about the risks and benefits of undertaking 

gender- affirming medical interventions and ensuring that 

they are informed in authorising their own treatment. Our 

findings echo a recent submission to the government’s mental 

health and addictions inquiry for the need to implement the 

informed consent model in healthcare settings, as well as, to 

urge policymakers to identify transgender people as a named 

priority in mental health policies (Clunie, 2018). When 

transgender people are feeling socially included in healthcare 

settings and are living in social environments that are 

supportive of their identities, our findings propose that they 

can achieve mental health equity and are able to participate 

fully in society. 
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Table S1.  

Demographic details of participants who provided a response in the open-text box 

  Respond n 

(%) 

Adj Std Residuals  

Age Groups 
  

14-24 80 (20.1) -2.7 

25-34 65 (24.8) 0.1 

35-44 32 (31.4) 1.7 

45-54 14 (20.0) -0.9 

55-100 31 (41.9) 3.6 

 χ2 (4) = 19.648, p = .001 

Gender 
  

Trans women 71 (26.3) 0.8 

Trans men 55 (21.3) -1.4 

Non-binary AFAB 78 (26.6) 1.0 

Non-binary AMAB 18 (21.4) -0.7 

 χ2 (3) = 3.021, p = .388 

Ethnicity 
  

Māori 27 (23.7) -0.2 

Pākehā/NZ European 180 (25.2) 1.0 

Othersa 15 (19.0) -1.2 

 χ2 (2) = 1.553, p = .460 

Regions   

Auckland  60 (22.1) -1.2 

Wellington 67 (26.2) 0.7 

Other north island 41 (26.3) 0.5 

Other south island 52 (25.0) 0.1 

 χ2 (3) = 1.539, p = .673 
aDue to the low number of respondents for Pasifika, Asian, 

and others, responses of these ethnic groups were merged. 

 


