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Abstract  

Research with 2SLGBTQIA+ communities is a growing domain of interest in Canada 

(MHCC, 2012), yet, still considered inadequate (Waite & Denier, 2019). Research on mental 

health, for instance, is robust in the description of the characteristics of mental health across 

these populations (Filice & Meyer, 2018; Kidd et al., 2016; McIntyre et al., 2011; Veltman & 

Chaimowitz, 2014); however, there are insufficient initiatives investigating the kinds of care and 

treatment that would best serve these communities (Pachankis et al., 2022).  

2SLGBTQIA+ populations are known to be negatively affected by stigma and 

discrimination, which impact mental health outcomes and treatment access (Filice & Meyer, 

2018; Kidd et al., 2016; McIntyre et al., 2011; Veltman & Chaimowitz, 2014). Thus, it is vital to 

understand how these communities experience oppression and find ways to buffer against the 

perils of prejudice. The pandemic is an exceptional circumstance that offers insight to 

exceedingly difficult conditions, which can shed light on exacerbated inequities, as well as 

protective coping strategies. Moreover, the pandemic impacted delivery of mental health care, 

with many practitioners transitioning to remote service provision. Mental health care providers 

working with 2SLGBTQIA+ populations during the pandemic are in an advantageous position to 

provide illuminating information on service provision, as well as the challenges and wellbeing of 

2SLGBTQIA+ populations. 

This study focuses on the experiences of mental health care service providers who 

worked with 2SLGBTQIA+ communities in Montreal, Canada during the first year of the 

coronavirus disease pandemic. Using the Integrated Social Justice Consultation Model (Sinacore, 

2022) as an epistemological framework, this qualitative inquiry study employed interpretive 

phenomenology to explore clinician experiences. Participants were 14 members of a network of 
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clinicians dedicated to providing affirmative mental health care for sexual and gender minorities. 

Data was collected via demographic survey, three focus groups, and 14 individual interviews. 

Two major domains emerged from the results: the evolution of service provision in response to 

the pandemic, and subsequent changes in therapeutic processes. These domains offer insight on 

remote therapy, approaches to practice, new clinical experiences that arose during the pandemic, 

clinician knowledge mobilization, clinician resource sharing, and how 2SLGBTQIA+ clients 

were impacted during the pandemic.  

 

Keywords: coronavirus, COVID-19, infectious disease outbreak, pandemic, wellbeing, 

community psychology, mental health care, 2SLGBTQIA+, remote service delivery, social 

justice, minority stress 
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Résumé 

Bien que la recherche en santé mentale au sein des communautés 2SLGBTQIA+ au 

Canada soit en constante évolution (MHCC, 2012) elle reste insuffisante et inégale (Waite & 

Denier, 2019). En effet, alors que les spécificités des troubles mentaux touchant ces populations  

sont plutôt développées (Filice & Meyer, 2018; Kidd et al., 2016; McIntyre et al., 2011; Veltman 

& Chaimowitz, 2014 ) les propositions autour des soins et des traitements demeurent en deçà de 

ce que mérite ces communautés (Pachankis et al., 2022). 

Les discriminations et les stigmatisations dont sont victimes les communautés 

2SLGBTQIA+ impactent les résultats sur la santé mentale et l’accès aux traitements (Filice & 

Meyer, 2018; Kidd et al., 2016; McIntyre et al., 2011; Veltman & Chaimowitz, 2014). Il est 

essentiel de comprendre l’oppression dont ses communautés font l’expérience et se prémunir 

contre les préjugés. Les circonstances exceptionnelles de la pandémie offrent un aperçu de la 

difficulté de la prise en charge, des conditions autour de celle-ci, et mettent en lumière les 

inégalités dans le traitement et dans la mise en place d’une stratégie de protection. La pandémie a 

également impacté l’accès aux soins en matière de santé mentale avec notamment la mise en 

place des consultations et des services à distance de la part des médecins et praticiens. Il est du 

ressort des professionnels de la santé mentale travaillant auprès des communautés 2SLGBTQIA+ 

d’apporter des informations sur l’accès des services, les défis rencontrés par ces populations et 

leur bien-être, pendant la période de pandémie. 

Cette étude s’intéresse aux professionnels de la santé mentale œuvrant auprès des 

populations 2SLGBTQIA+ à Montréal pendant la première année de la pandémie de Covid19. 

Cette enquête qualitative base son cadre de travail épistémologique selon le Integrated Social 
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Justice Consultation Model (Sinacore, 2022) et explore les expériences cliniques selon une 

analyse interprétative phénoménologique. 

Les 14 participants de cette enquête, sont tous des professionnels de la santé mentale 

travaillant avec les minorités de genre et de sexe. Les données ont été collectés selon une enquête 

démographique, trois groupes d’étude et 14 entretiens individuels. Deux sujets sont 

majoritairement ressortis de cette enquête : l’évolution des services de prise en charge à la suite 

de la pandémie et les changements dans les processus thérapeutiques. Ces résultats offrent un 

aperçu de la thérapie à distance et des nouvelles approches cliniques mises en place pendant la 

pandémie, ainsi que la mise en partage des ressources et des connaissances cliniques, et des 

répercussions de cette période sur les patients 2SLGBTQIA+. 

 

Mots clés : coronavirus, COVID19, maladie infectieuse, pandémie, bien-être, communauté 

psychologie, santé mentale, 2SLGBTQIA+, service à distance, justice sociale, stress des 

minorités. 
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Contribution to Original Knowledge 

This dissertation represents a contribution to original knowledge as one of the few studies 

to date to explore the experiences of a group of mental health care providers working with 

2SLGBTQIA+ populations during the coronavirus pandemic in Canada. This study is unique in 

that it reflects the experiences of clinicians working with marginalized clientele, as well as the 

experiences of clinicians with marginalized identities. Further, as participants in this study were 

part of a network of clinicians, findings indicate the benefits of belonging to a professional 

community, particularly in navigating the difficulties of the pandemic. This study expanded on a 

growing literature that sheds light on how clinicians adapted their practices to the changing 

circumstances of the pandemic, and clinician perspectives on how this impacted care. Moreover, 

this study facilitated clinician understanding of their practices during the pandemic, as well as 

the ways their 2SLGBTQIA+ clients were affected by and coped with the conditions of the 

pandemic.  

Findings from this study contributed to a body of knowledge exploring the transition of 

mental health care to remote service delivery during the pandemic. Uniquely, this study 

demonstrated the use of community-based knowledge mobilization amongst clinicians to 

transition their practices to remote care. The most widely endorsed resource that helped guide 

clinicians in this study set up and adapt their practices, was speaking with each other. Together, 

clinicians reported developing skills to adapt to the pandemic and gaining confidence in their 

work. Further, clinicians reported wanting to continue to collectively imagine ways to move 

forward and to navigate complex clinical decisions about future modes of remote, in-person, and 

hybrid service provision. Findings indicated that there were accessibility needs for clinicians 

during the pandemic and emphasized integrating the needs and preferences of clinicians, in 
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addition to clients, into decisions about future service provision modalities (e.g., in-person, 

remote, hybrid).  

Many of the results regarding 2SLGBTQIA+ populations in this study contributed to and 

are reflected in broader literature examining pandemic experiences. This study emphasized the 

impact of discrimination within these communities, as well as community capacity to foster 

collective resources. Clinicians demonstrated their awareness of how clients were discriminated 

against based on their identities within interpersonal relationships, as well as relationally within 

organizations, institutions, and societally. Results illustrated how clients with multiple 

intersecting minoritized identities (e.g., trans, neurodiverse, and experiencing financial precarity, 

or racialized, refugee, lingual minority and gay) were more likely to experience barriers to 

relationships and resources, in several ways at once. Additionally, this study illustrates creative 

ways clients navigated the risks and uncertainties of the pandemic, while also indicating that 

privilege facilitated this resource-intensive task. Some of the complexities of care indicated in 

this study reflect the likelihood of 2SLGBTQIA+ clients to be embedded into community-built 

systems of care, as well as the detriment of insidious prejudice and discrimination against these 

populations.  

This study also contributed to literature exploring approaches to practice during the 

pandemic, particularly with 2SLGBTQIA+ clients. Participants were part of team of clinicians 

who facilitated systemic understandings and interventions. This study demonstrated the 

importance of clinicians working together, to share knowledge, resources, and community-based 

understandings of mental health care, which was exceptionally crucial to navigate the 

coronavirus pandemic. Further, this study emphasized the inherent personal value that clinicians 

derived from engaging in meaningful clinical work. For 2SLGBTQIA+ clinicians working with 
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2SLGBTQIA+ clientele, the skills and expertise needed to work within one’s own community 

were illustrated, as well as new challenges that arose working within small communities during 

the pandemic, when there were increasingly shared experiences between clients and clinicians. 

Lastly, findings illustrated how clinicians adapted therapeutic processes in response to changes 

to the therapeutic frame, or the parameters of therapy, (e.g., physical space, modes of 

communication, financial compensation), which were altered by conditions of the pandemic. 

 This study has contributed original knowledge to the understanding of mental health 

provision during the pandemic, in Canada, specifically with a team of providers working with 

2SLGBTQIA+ populations. Findings provide insight on transition to remote care, adaptations to 

therapeutic processes, clinician experiences, and clinician perspectives of client experiences.   
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Chapter One: Introduction 

 The outbreak of the coronavirus disease 2019 (COVID-19) has had significant 

detrimental impact globally. Healthcare systems were overburdened for lengthy periods of time 

(Pujolar et al., 2022) and many people became acutely ill and died. Canada, and specifically 

Montreal, Quebec, were considered high-risk areas for COVID-19 at the time of this research 

study. Worldwide, countries, including Canada, responded to the fast spread of this highly 

infectious disease by enforcing quarantines, isolation, and social distancing policies (Brooks et 

al., 2020; How it spreads, 2020). These measures were enacted to slow the spread of the virus, 

allowing health care systems to be able to respond more adequately (How it spreads, 2020). At 

the same time, many services and business adapted to protect workers and general populations 

by limiting access or pausing service delivery. Across Canada, all businesses and services except 

those deemed “essential” were mandated to close during peak waves of the coronavirus 

pandemic during 2020, and many essential services moved to remote service delivery options 

(Coronavirus disease (COVID-19): Prevention and risks, 2020). Further, essential services faced 

restrictions; for instance, restaurants were limited to take out, and grocery stores implemented 

protective strategies, such as providing hand sanitizers, lowering store capacity, and providing 

workers with masks (see Appendix L for a timeline of Quebec closures and distancing 

mandates). Many forms of healthcare, including mental health care, began remote delivery, using 

phone and digital technology to provide care.  

Remote mental health care was particularly important considering the tremendous mental 

health risks associated with experiencing infectious disease outbreaks, such as the COVID-19 

pandemic (Torales et al., 2020). Psychological wellbeing is affected by the uncertainty and fears 

integral to infectious disease, as well as to certain conditions of outbreaks, including mandated 
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quarantines, curfews, and social distancing. Provision of mental health services during 

pandemics is of the utmost importance due to high rates of negative psychological symptoms, 

including fears, anxieties, distress, and low mood (Brooks et al., 2018; Brooks et al., 2020; Chew 

et al., 2020). In response to the overwhelming mental health care needs at the time of the 

coronavirus pandemic, mental health practitioners in Canada and worldwide began remote 

delivery to ensure continuous service provision. Despite years of remote service delivery prior to 

the pandemic, and despite previous research calls for more access to remote therapy, never 

before had there been such a catalytic precedent to transition to remote therapy (Wind et al., 

2020). It is necessary to understand the effects of this service delivery transition and the impact 

of the pandemic on mental health and mental health care.  

Research from previous pandemics has demonstrated that certain populations and 

subgroups have unique experiences, resiliencies, and vulnerabilities during infectious disease 

outbreaks (Brennan et al., 2020; Holmes et al., 2020; Logie & Turan, 2020). The contexts 

specific to 2SLGBTQIA+1 communities may influence the ways in which infectious disease 

outbreaks impact these populations (Brennan et al., 2020; Logie & Turan, 2020; Meyer, 2003). 

As the result of social, political, and historical inequities, sexual and gender minorities face 

challenges that can significantly impact their wellbeing; at the same time, however, these 

populations also have a history of developing empowering coping strategies to face adversity 

(Brennan et al., 2020; Greteman, 2021; Logie & Turan, 2020; Meyer, 2015). This combination 

 
1 In this dissertation, “2SLGBTQIA+” is used to speak about the many representations of gender 
and sexualities that diverge from Canadian heteronormative and cisnormative models of gender 
and sexuality. It includes people who identify as Two-Spirit, lesbian, gay, bisexual, trans, 
nonbinary, queer, intersex, asexual, as well as a diversity of other genders and sexual orientations 
that would be impossible to capture, even imperfectly, within an acronym.  
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suggests that sexual and gender minorities are likely to face augmented hardships during the 

pandemic yet may also be likely to develop resources to deal with these challenges.  

Research has demonstrated the many and pervasive effects of stigma that 2SLGBTQIA+ 

people face, stemming from cisgenderism and heterosexism, as well as gender and sexual 

phobias (e.g., homophobia, transphobia) (Hendricks & Testa, 2012; McInroy et al., 2022; Meyer, 

2003; O'Handley, 2023). Relational consequences of prejudice include increased vulnerability to 

rejection and isolation, as societal views on gender and sexuality impact relationships for sexual 

and gender minorities in every realm, including with their families, work, friends, and intimate 

partners (Brennan et al., 2020; Logie & Turan, 2020; Meyer, 2003). During the context of the 

pandemic, positive social connection, a known buffer and antidote to the harms of  

discrimination, was limited by quarantine measures such as social distancing restrictions, leaving 

these communities with less protection from the perils of prejudice (Blair & Holmberg, 2008; 

Brennan et al., 2020; Logie & Turan, 2020; Meyer, 2003) (see Appendix L for a timeline of 

Quebec closures and distancing mandates). Further, the relational discrimination these 

communities face is associated with being at risk for experiencing physical and psychological 

violence (Brennan et al., 2020; Logie & Turan, 2020; Meyer, 2003). Early pandemic research 

demonstrated that domestic violence was reported at higher than usual rates during the pandemic 

(Campbell, 2020; Jenkins et al., 2021), and 2SLGBTQIA+ people may be more susceptible to 

this domestic harm than cisgender and heterosexual peers, with limited ways to protect 

themselves (Brennan et al., 2020; Logie & Turan, 2020; Meyer, 2003). Furthermore, elevated 

rates of mental illness within 2SLGBTQIA+ communities is well documented; these mental 

health disparities are attributed to the prejudice, discrimination, and stigma put upon these 

communities (Hatzenbuehler, 2009; Hendricks & Testa, 2012; Meyer, 2003). Pre-existing mental 
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health conditions were predicted to be amplified by the stress, anxiety, and uncertainty provoked 

by the pandemic, and thus it was likely that these populations would experience higher-than-

usual levels of mental distress (Brennan et al., 2020; Logie & Turan, 2020; Meyer, 2003). 

Moreover, there are medical interventions essential to the mental wellbeing of some within these 

communities (i.e., hormone treatment, gender reaffirming surgeries, STI testing, antiretroviral 

therapy) that were compromised by health system burdens and quarantine restrictions during the 

pandemic (Brennan et al., 2020; Logie & Turan, 2020; Rosa et al., 2020). Considering these 

parameters, at early stages of the pandemic, it was possible to predict a detrimental impact on 

2SLGBTQIA+ mental health that warranted research as well as nuanced care from mental health 

practitioners.  

 However, sexual and gender minority communities are also known for their resilience 

and ability to overcome tremendous challenges and barriers (Asakura & Craig, 2014; Colpitts & 

Gahagan, 2016; Gahagan & Colpitts, 2017; Lev, 2015). Insights may be gleaned from 

2SLGBTQIA+ populations on how to buffer against the difficulties of the pandemic. These 

communities hold a shared knowledge of navigating a complex infectious disease outbreak, 

learned from experiences of the HIV/AIDS pandemic beginning in the 80’s (Logie & Turan, 

2020). Moreover, these communities have a long history of using activism, advocacy, and social 

support as means of care (Asakura & Craig, 2014; Colpitts & Gahagan, 2016; Gahagan & 

Colpitts, 2017; Lev, 2015). With nurturing networks as a norm in these communities, there are 

likely to be distinctive ways of responding to the COVID-19 pandemic.  

Governmental prioritization of research regarding mental health concerns for 

2SLGBTQIA+  populations (MHCC, 2012) has supported researchers in detailing the rates and 

determinants of mental health across these populations (Kidd et al., 2016) and client experiences 
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of mental health care (Filice & Meyer, 2018; McIntyre et al., 2011; Veltman & Chaimowitz, 

2014). Yet research regarding these populations is still lacking (Waite & Denier, 2019). And, 

despite evidence of high mental illness rates within these populations, there are few research 

initiatives mapping out adequate mental health care approaches for sexual and gender diverse 

clients (O'Shaughnessy & Speir, 2018; Pachankis et al., 2022). Further, many clinicians lack 

comprehensive training in working with 2SLGBTQIA+ populations, (Melendez, 2021; Obasi et 

al., 2023; Rutherford et al., 2012; Stryker et al., 2022), which can result in providing insufficient 

or even harmful care (Morris et al., 2020; O'Shaughnessy & Speir, 2018). However, there are 

some specialized practitioners working with 2SLGBTQIA+ populations who have developed 

distinct knowledge and approaches to practices (Rutherford et al., 2012). The unique experiences 

of service providers trained to work with 2SLGBTQIA+ clientele can provide greater 

understanding of care for sexual and gender diverse communities.  

Considering the ongoing impact of stigma and discrimination faced by 2SLGBTQIA+ 

populations, it is vital to gather more information about how these communities experience 

oppression and find ways to buffer against the perils of prejudice. The pandemic is an 

exceptional circumstance that offers insight to exceedingly difficult conditions which can shed 

light on exacerbated inequities, as well as protective coping strategies. Mental health providers 

working with 2SLGBTQIA+ populations hold an advantageous position that can provide 

illuminating information on service provision as well as the challenges and wellbeing of 

2SLGBTQIA+ populations during the pandemic. Moreover, the pandemic impacted delivery of 

health and mental health care services, with many practitioners offering remote care. Research is 

necessary to fully understand the implications of this pandemic on mental health and mental 
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health care. Potential gains include insights on mental health risks, remote care delivery, 

wellbeing practices, and resiliencies that may inform future initiatives.  

This study worked with mental health practitioners serving 2SLGBTQIA+ communities 

to gain deeper understanding of the ways in which the pandemic impacted mental health care 

delivery, 2SLGBTQIA+ communities, and mental health care clinicians working with gender 

and sexual diverse populations. The aim of this research was to examine the experiences of 

mental health care service providers who work with 2SLGBTQIA+ communities in Montreal, 

Canada during the first year of the COVID-19 pandemic. An Integrated Social Justice 

Consultation Model (Sinacore, 2022) was used to guide the epistemological framework of this 

study. Interpretive phenomenology, a qualitative inquiry approach used in psychological research 

to capture detailed descriptions of personal lived experiences (Eatough & Smith, 2008; Smith & 

Osborn, 2015), was selected to guide data collection and analysis. Data was collected via 

demographic survey, focus groups, and individual interviews.  
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Chapter Two: Review of the Literature 

Mental Health and Infectious Disease Outbreaks 

Infectious diseases are profound in the ways they shape society and culture (Huremović, 

2019). Looking to previous infectious disease outbreaks can provide insight for predictions, 

preventative measures, and useful coping mechanisms, (Brooks et al., 2018; Brooks et al., 2020; 

Chew et al., 2020). Yet, few psychological studies have actually examined the effects and 

lessons gleaned from past outbreaks (Huremović, 2019). The studies that do exist demonstrate 

the significant impact on mental health and community wellbeing from previous infectious 

diseases, such as various Ebola outbreaks (beginning in 1976 with the largest outbreak in 2014-

2016), the severe acute respiratory syndrome (SARS) in 2002/2003, the H1NI influenza in 2009, 

the Middle East respiratory syndrome (Camargo et al.) in 2012 (Chew et al., 2020) and the 

HIV/AIDs pandemic (Betancourt, 2020; Edelman et al., 2020; Hargreaves et al., 2020; Logie & 

Turan, 2020). Studies indicate that there are pervasive psychological repercussions associated 

with infectious disease outbreaks that affect all populations, even those within populations 

uninfected by the disease, which can have long-lasting effects after the outbreak (Chew et al., 

2020). Psychological responses across these infectious diseases have included anxiety, fear, 

depression, anger, guilt, grief, loss, stigmatisation and symptoms of posttraumatic stress (Chew 

et al., 2020). However, positive responses have also been recorded and include positive social 

connective factors such as empowerment and compassion towards others (Chew et al., 2020).   

Research on COVID-19 has demonstrated the pandemic’s deleterious effects on mental 

health across populations, including elevated rates of anxiety, depression, suicidality, and 

substance use (Jenkins et al., 2021). These high symptom rates are associated with isolation 

measures, unemployment, economic uncertainty, burdening caregiver roles, housing instability 
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and food insecurity (Jenkins et al., 2021). Further, burgeoning literature is documenting how the 

risk of mental health challenges increases in relation with social inequities, which are determined 

according to privileges and power associated with social indicators such as race, gender, age, 

language, religion, disability, sexual orientation, prior mental health conditions, and resources 

(e.g., employment, income, food, housing, social support) (Jenkins et al., 2021).  

Certain populations are at greater risk for mental distress during pandemics, according to 

research on prior infectious disease outbreaks. For instance, those working in primary health care 

roles during infectious disease outbreaks are known to suffer severe mental health outcomes 

(Brooks et al., 2018; Brooks et al., 2020; Nobles et al., 2020; Pfefferbaum & North, 2020). Risk 

for psychological distress is linked to working conditions that impact mental health, such as 

feeling untrained and unprepared; not having personal protective equipment; being exposed to 

high-risk work environments (e.g., feeling unsafe or at risk of infection); having to make difficult 

decisions about limited resources; having a lack of control in work; feeling compromised in the 

ability to perform expected roles; experiencing stigma; and, experiencing social rejection and 

isolation (Brooks et al., 2018; Brooks et al., 2020; Nobles et al., 2020; Pfefferbaum & North, 

2020). The greatest mental health risks for health care professionals are attributed to social 

isolation. Lack of connection with colleagues, isolation from friends and family, and rejection 

due to stigma were associated with low mood and low motivation (Brooks et al., 2018; Brooks et 

al., 2020; Nobles et al., 2020; Pfefferbaum & North, 2020). 

Not surprisingly, quarantines are known to be one of the most profound factors to worsen 

mental health during infectious disease outbreaks (Brooks et al., 2018; Brooks et al., 2020; 

Nobles et al., 2020; Pfefferbaum & North, 2020). Being quarantined has been associated with 

symptoms including suicidality (Barbisch et al., 2015), acute stress (Bai et al., 2004) and 
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posttraumatic stress (Wu et al., 2009), as well as a lack of motivation to work, deterioration of 

work performance (Brooks et al., 2018), increased alcohol use (Wu et al., 2008), feelings of 

stigma (Brooks et al., 2018), anger, and avoidant behaviors (Marjanovic et al., 2007). Due to the 

emotional distress caused by restrictions, research participants have reported that it was difficult 

to fully comply with quarantine protocols during previous quarantines (Pfefferbaum & North, 

2020). Brooks and colleagues (2020) outlined the difficulties of quarantines during past 

outbreaks, noting of the social separation, restriction of freedom, uncertainty, and boredom, all of 

which created an unpleasant experience and contributed to irritability, depression, low mood, 

insomnia, emotional disturbance and emotional exhaustion. The length of quarantine and 

extensions of quarantine were known to worsen negative psychological symptoms (Brooks et al., 

2018). Moreover, negative psychological symptoms lasted well after the quarantine ended, 

coupled with other long-term effects such as a delayed return to normal functioning, vigilant 

handwashing, and avoidance of crowds (Brooks et al., 2020).   

Insights from previous pandemics should be used to mitigate adverse psychological 

effects in current or future infectious disease outbreaks, such as the coronavirus pandemic. For 

healthcare workers, feeling trained, being prepared, and having sufficient resources to carry out 

work tasks contribute to the protection of wellbeing. But most impactful is having support from 

employers and colleagues (Brooks et al., 2018). In general, support and perceived support from 

others, including friends and family, buffered negative mental health outcomes in past infectious 

disease outbreaks, and was considered essential for those in quarantine (Brooks et al., 2018). 

Additionally, those who spent less time in quarantine and who stayed physically healthy had 

better mental health outcomes (Brooks et al., 2018).  
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Lessons from HIV/AIDS for COVID-19 

Extant research from previous infectious disease outbreaks has focused on health care 

workers, leaving out the experiences of others, namely 2SLGBTQIA+communities. What is 

known suggests that these populations are vulnerable to mental health risks, even more so during 

extreme social isolation conditions, such as those implemented during the COVID-19 pandemic. 

However, in addition, research is beginning to show that these populations are likely to have 

specific experiences that may actually be beneficial for navigating the complexities of infectious 

disease outbreaks (Betancourt, 2020; Guta & Newman, 2021; Haritaworn, 2020; Quinn et al., 

2021). We see evidence of these lessons from the HIV/AIDS pandemic.  

The human immunodeficiency viruses (HIV), which if untreated, can cause acquired 

immunodeficiency syndrome (AIDS), is an infectious disease that first saw a widespread 

outbreak in the 1980s (HIV/AIDS, 2019), and which offers valuable lessons for the COVID-19 

pandemic (Edelman et al., 2020; Guta & Newman, 2021; Hargreaves et al., 2020; Logie & 

Turan, 2020). Worldwide, HIV has affected many people and remains an ongoing present-day 

endemic disease (HIV/AIDS, 2019). Historically in North America, HIV has had devastating 

impacts on 2SLGBTQIA+ communities (HIV/AIDS, 2019). Gay and bisexual men and trans 

women have been disproportionately affected by HIV/AIDS in North America, as have 

racialized people, injection drug users, people in prison, sex workers and their clients 

(HIV/AIDS, 2019).  

HIV is considerably different from COVID-19, being more deadly and spreading less 

quickly, mainly through the exchange of bodily fluids such as blood, breast milk, semen, and 

vaginal secretions. In contrast, COVID-19 kills a small percentage of those infected but is 

transmitted easily with close physical proximity through coughing and sneezing (Edelman et al., 
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2020; Hargreaves et al., 2020; HIV/AIDS, 2019). Despite their many differences, there are 

similarities between these diseases. For example, both disease outbreaks have highlighted fault 

lines in health care systems. Initially there were no cures, pharmaceuticals, or vaccines for either. 

Additionally, population behavior interventions were widely endorsed means to slow 

transmission for both COVID-19 and HIV (Hargreaves et al., 2020). Socio-demographics 

including gender, sexual orientation, race, and ethnicity are considered risk factors for HIV as 

well as COVID-19, pointing to the vulnerabilities faced by marginalized communities in many 

health crises. Further, during both outbreaks misunderstandings of undergirding health 

determinants contributed to the perpetuation of forms of stigma and prejudice for select 

populations, such as 2SLGBTQIA+ people (Edelman et al., 2020; Hargreaves et al., 2020). The 

dearth of adequate response to the HIV outbreak from governments in North America and 

Europe is known to have been fuelled by discrimination towards sexual and gender minorities. 

While response to the COVID-19 pandemic overall has been much more vigorous, the lack of 

early reaction is similar to the political reluctance to address HIV outbreaks. Similarly, the 

activism that played a critical role in shedding light on HIV was reflected in scientific and health 

care efforts to bring awareness to COVID-19 (Edelman et al., 2020). Further, health care system 

inequalities and inadequacies that were highlighted with the arrival of HIV and resulted in 

healthcare system changes, are patterns that have reverberated with COVID-19 (Edelman et al., 

2020).  

Early on it was apparent that there would be many repetitions of mental health issues with 

COVID-19 that were seen before with HIV (Hamza Shuja et al., 2020; Shalev & Shapiro, 2020). 

Stigma plagued persons living with HIV/AIDS, their caretakers, and populations associated with 

the disease (Edelman et al., 2020; Hamza Shuja et al., 2020; Hargreaves et al., 2020). Similarly, 
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throughout the COVID-19 pandemic, stigma and prejudice were aimed at health care workers, 

authority workers, and people of Asian descent. These attacks included rejection, threats, and 

violence, as well as scorn from political leaders (Hamza Shuja et al., 2020). Loss and grief which 

were pervasive with HIV arose again with COVID-19 (Edelman et al., 2020). HIV/AIDS created 

extremely challenging psychological contexts which persisted for years, namely of navigating 

uncertainty and managing a lack of knowledge about the virus including effective treatments. 

This context similarly marked the beginning of the COVID-19 pandemic (Edelman et al., 2020). 

Feelings of paranoia and mistrust for medical care which were prevalent with the outbreak of 

HIV also returned during the coronavirus pandemic (Hamza Shuja et al., 2020).  

However, alongside these calamities, several beautiful outcomes emerged: social 

connectivity and social change occurred in tandem during the HIV pandemic and have re-

emerged during COVID-19. Researchers have noted higher rates of social support, community 

connection, optimism, and hope, factors known to have tremendous power to mitigate negative 

mental health symptoms and contribute to better disease control (Edelman et al., 2020; Hamza 

Shuja et al., 2020). Further, increased participation in activism and advocacy, as well as critical 

consciousness-raising were parallel outcomes across both disease outbreaks (Betancourt, 2020; 

Guta & Newman, 2021; Haritaworn, 2020; Quinn et al., 2021). 

Remote Mental Health Care  

In response to the pandemic, many mental health care providers began to offer remote 

services to provide mental health care without risking infection. Early on, there was a flurry of 

expedited papers reporting on mental health care during the pandemic (CORD-19, 2020). The 

sudden switch to remote therapy that was necessary for most practitioners was a turning point in 

mental health service provision (Wind et al., 2020). Despite previous barriers preventing 
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implementation of remote therapy, the context of the pandemic enticed many, if not most, 

clinicians to offer remote services, and prompted mental health care systems worldwide to 

include digital technologies (Aghili & Arbabi, 2020; Nobles et al., 2020; Stoll et al.; Torous et 

al., 2020). In Canada, the associations regulating mental health practices (i.e., Canadian 

Psychological Association, Canadian Counseling and Psychotherapy Association) encouraged 

remote therapy and offered free online workshops and best practice guidelines to help clinicians 

transition their practices (COVID-19 Member Messages, 2020). More online mental health 

services have emerged since the beginning of the pandemic, such as crisis lines, youthlines, chat 

support and peer support groups. A free online mental health care service to support primary 

health care workers was also developed by volunteer mental health care providers (COVID-19 

Member Messages, 2020). Additionally, new policy was developed in response to the pandemic. 

For instance, insurance companies extended coverage to mental health services delivered by 

psychotherapists and counsellors, lifting the previous limitation of services provided only by 

psychologists (COVID-19 Member Messages, 2020). 

Review of Remote Mental Health Care 
  

Remote mental health care comes in many forms and by many different names including 

e-mental health care, web-based therapy, teletherapy, online therapy, video therapy, computer-

based therapy and phone therapy, to name a few (Lal & Adair, 2014). Essential to remote 

services is delivery of care without in-person contact. While a single description may not capture 

the scope of remote mental health care, a widely used definition is as follows: “mental health 

services and information delivered or enhanced through the internet and related technologies” 

(Christensen et al., 2002, p. 3). Most definitions incorporate the use of technology into services 

(Oh et al., 2005). The range of activities included in remote mental health care may include 
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screening, assessment, prevention, treatment, monitoring, social support, training, 

psychoeducation, administrative support, and research (Lal & Adair, 2014). Historically, remote 

services have been used to serve many differing populations (Cwikel & Friedmann, 2019) 

including youth, low social economic status populations, rural and northern communities (Lal & 

Adair, 2014), Indigenous peoples (Schellenberg et al., 2014; Toombs et al., 2020), people with 

limited mobility, the incarcerated, the elderly, infant care-takers (Cwikel & Friedmann, 2019), 

patients with social phobia and agoraphobia (Arnberg et al., 2014; Bouchard et al., 2004), and 

2SLGBTQIA+ communities living in rural areas and small towns (Bowman & Fox, 2020).   

There are many forms of remote mental health care developed with evolving technology 

that are transforming the Canadian mental health system (Schellenberg et al., 2014). Teletherapy, 

such as talk therapy delivered via the telephone, is an early conceptualization of remote therapy 

that is still prominent today due to its ease of use. Video conference platforms are slightly more 

complicated in their setup but allow clients and clinicians to see and hear each other. In addition 

to these traditional therapies, people can also access chat or text-based support, and online peer 

support (Schellenberg et al., 2014). In the current age of computers, and tablet and phone 

applications, new formats of mental health care are emerging, such as wearables, monitoring 

devices, and apps designed to assess, prevent and educate about mental health (Schellenberg et 

al., 2014). Games and virtual reality are another new frontier that are challenging previous 

notions of mental health care delivery, offering players a new way to assess, learn, build skills 

and take on new roles to manage their mental health (Stoll et al., 2020). Similarly, computerized 

treatments for specific mental health gains, such as mitigating depression or fostering resiliency 

in young adults, are being designed and implemented. These interventions do not require a 

clinician and are typically designed as psychoeducational tools to develop awareness and skills 
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(Schellenberg et al., 2014). Beyond mental health care platforms for clients, technological tools 

are also being implemented within clinical practice and mental health care systems. Online 

practice tools keep track of appointments, assessments, and notes and payment, and big data can 

be used to track large scale trends (Schellenberg et al., 2014).  

 Remote therapy is known to be advantageous for numerous reasons. The most widely 

endorsed and researched benefits of remote therapy include increased access, availability, and 

flexibility in service provision (Stoll et al., 2020). If services can be accessed anywhere, anytime, 

this extends the reach of care and allows for more immediate and frequent care opportunities 

(Stoll et al., 2020). A prominent argument for remote therapy is its potential to reduce costs of 

mental health care and thus increase accessibility (Bennett & Glasgow, 2009; Griffiths et al., 

2006; Lal & Adair, 2014). Research demonstrates that therapy can be enhanced with remote 

delivery, for instance by adding online modules, by allowing therapists to easily attend in vivo, or 

real-life exposure interventions, virtually, and through online documentation of progress (Stoll et 

al., 2020). Moreover, data suggests that online modalities are as efficient, effective, and 

efficacious as traditional therapy, or more so (Andersson et al., 2019; Berryhill et al., 2019; 

Christensen et al., 2002; Karyotaki et al., 2018; Stoll et al., 2020; Warmerdam et al., 2010). 

Remote therapies can be useful in addressing specific client characteristics, such as rurally 

located clients, and mobile-impaired clients, as well as clients whose symptoms are a barrier to 

service, such as agoraphobic and socially phobic clients. Remote therapy is able to serve mildly 

symptomatic clients who can benefit from online education programs, as well as clients in crisis 

who need immediate intervention (Stoll et al., 2020). A recent review of remote therapy practices 

found that clinicians and clients perceived remote therapy as convenient and acceptable and 

expressed interest in engaging in remote therapy (Stoll et al., 2020). Remote therapies have been 
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used in Canada for over 50 years and have been integrated successfully into public health care 

plans in the UK and Australia (Stoll et al., 2020). 

Despite the advantages of remote therapy, there are arguments that caution against 

employing technology for mental health care provision (Humphreys et al., 2000). At the top of 

these concerns are issues related to privacy, confidentiality, and data security (Alleman, 2002; 

Humphreys et al., 2000). Training is required to provide remote therapy, particularly in regard to 

selecting and integrating technology safely (McBeath et al., 2020; Rutkowska, 2022; Stoll et al., 

2020). Clinicians are not able to rely solely on in-person skills that are currently the focus of 

most training curricula and, instead, require training specific to the remote therapy being 

employed (McBeath et al., 2020; Rutkowska, 2022; Stoll et al., 2020). A noted difficulty of 

remote therapy is working with less access to emotions and other non-verbal cues, which 

contribute important clinical information (McBeath et al., 2020). These forfeited data can 

contribute to miscommunication or skewed assessments. Even though research suggests remote 

therapy is as effective or can even be more effective than traditional therapy, many researchers 

claim that the extant research is insufficient and cannot give adequate evidence that remote 

therapies are comparable to in-person treatment (Schellenberg et al., 2014; Stoll et al., 2020; 

Warmerdam et al., 2010). In fact, contrary to popular opinion, remote therapy is not always 

accessible. For instance, in rural and northern Canada, funding and infrastructure limit the 

availability of and access to remote therapies (Bouchard et al., 2004; Dyck & Hardy, 2013). 

Clientele without access to private space or technology is unlikely to be able to access remote 

therapy without considerable effort organizing these essential structures. Further challenges to 

remote services include the verification of client identity and location, and navigation of 

emergency situations (Alleman, 2002; Humphreys et al., 2000). 
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In addition to these difficulties, mental health care in Canada has been slow to adopt new 

technologies that are now commonplace within the general health care system, such as 

technologies to screen, track and control for illness (Vis et al., 2018; Wind et al., 2020). This 

trend is not unique to Canada – barriers to remote mental health care stall implementation in 

other countries as well, including Sweden and the Netherlands (Vis et al., 2018; Wind et al., 

2020). Training has been named as one barrier to being able to integrate technology into practice 

(Cwikel & Friedmann, 2019; Schellenberg et al., 2014). Training programs lack adequate 

curricula to prepare mental health professionals to open remote practices (Murphy et al., 2008). 

Additionally, remote service provision involves technologies which evolve quickly, and also 

require competency in areas that may be less familiar for clinicians, such as data security and 

technology (Alleman, 2002; Schellenberg et al., 2014). One of the biggest barriers to the 

adoption of remote care is the  lack of acceptance of remote practices by mental health 

professionals, who feel they are not prepared to deliver therapy online and are not convinced that 

the results will be equivalent to in-person approaches (Topooco et al., 2017; Vis et al., 2018; 

Wind et al., 2020). Since the care model was long established to be in-person, the biggest barrier 

is getting a shift in mindset.  

2SLGBTQIA+ Populations  

 The lived realities, histories, and social locations of 2SLGBTQIA+ populations in 

Canada may contribute to unique experiences of the COVID-19 pandemic. These populations are 

vulnerable to a host of dangers including health risks, economic precarity, and social disparities 

contributing to mental health perils that were likely to be worsened in the circumstances related 

to the pandemic (Egale, 2020). At the same time, 2SLGBTQIA+ people have a history of 

resilience that has mitigated the hazards of discrimination, and which predicts the ability to 
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navigate hardships, such as the COVID-19 outbreak (Betancourt, 2020; Guta & Newman, 2021; 

Haritaworn, 2020; Meyer, 2015; Quinn et al., 2021).  

Research for 2SLGBTQIA+ Populations 

Research with 2SLGBTQIA+ populations is a domain of interest that is growing, yet still 

considered inadequate in Canada (Waite & Denier, 2019). There is a paucity of population-wide 

data on 2SLGBTQIA+ people in Canada and researchers face many challenges in assessing the 

extant Canadian 2SLGBTQIA+ literature (Waite & Denier, 2019). For example, few studies 

thoroughly span the diversity of identities subsumed in the 2SLGBTQIA+ acronym, as it is 

nearly impossible to represent the breadth of these populations, yet, in addition, few studies 

focus on specific identities (Waite & Denier, 2019). Moreover, focusing on specific identities, 

rather than gender and sexuality as experiences, can have complications. For instance, many 

people span several identities within this acronym (e.g., an asexual nonbinary queer person). 

There are also imprecisions in the commonly used definitions of sexuality and gender identities, 

as well as insufficient explanations of the definitions used to describe populations. To exemplify, 

some people do not identify as gay, lesbian, bisexual or queer, even though they may participate 

in sexual behaviors or have sexual attractions with genders of their own (Graham et al., 2011; 

Waite & Denier, 2019). Most research relies on shared definitions of sexual and gender 

identities, rather than allowing participants to self-identify. When studies do allow for self-

identification, the vast permutations and understandings of identities are apparent (Watson et al., 

2020). Similarly, the complexity and variations in gender along with the generative language 

used for gender diversity are often poorly addressed in research (Graham et al., 2011; Greytak et 

al., 2014).  
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Scoping reviews of sexual and gender minorities present another research issue: even 

those conducted by Canadian-based scholars do not focus specifically on Canadian populations 

(Filice & Meyer, 2018; Kidd et al., 2016; Seeman, 2015). There are far more reports 

summarizing the lives and health of 2SLGBTQIA + populations in the United States than in 

Canada, which makes sense according to population sizes, but also means Canadians often rely 

on U.S. data. Of course, some factors contributing to mental health concerns, such as 

discrimination, affect the lives of 2SLGBTQIA + people in both countries (Meyer, 2003; 

Veltman & Chaimowitz, 2014); however, it does so differently. There are laws, policies, and 

cultural differences that impact the lives of 2SLGBTQIA+ populations in disparate ways. For 

instance, in Canada, many rights are countrywide, such as same sex marriage, legal gender 

change, and recognition of non-binary gender identities. However, in the United States, these 

rights vary by region, such that countrywide there is a lack of unified consensus around the 

legitimacy of diverse genders and sexualities and their deserved rights. For instance, in Florida 

the HB 1557 law (passed in 2022), known as the “Don’t say gay” bill, prohibits discussion of 

gender identity and sexual orientation in public schools before grade four. There are also 

differences across health care systems, which impact access to treatments specific to these 

communities that affect mental health, such as gender affirming care, STI testing, and fertility 

support. For example, in Canada, but not the United States, many gender affirming treatments 

are covered by public health care plans, making these treatments accessible financially. Further, 

experiences of sexuality and gender are inextricable from intersections of other social locations, 

such as social economic status, religion, location, language, ability, race and ethnicity, 

immigration status and age. Identity, cultural, and location are interconnected and thus 

understanding gender and sexuality in context requires contextualized research. Current research 
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fails to capture these vast experiences, and does not accurately capture 2SLGBTQIA + lives, 

thereby perpetuating the marginalization of these populations (Wada et al., 2019). Canadian 

scholarship is necessary to better understanding the lives of 2SLGBTQIA+ populations within 

Canada. 

Health Disparities for 2SLGBTQIA+ Populations  

There are significant health inequalities for 2SLGBTQIA+ populations in Canada that are 

related to social injustice and systemic discrimination (Mulé, 2015; Mulé et al., 2009). Mulé and 

colleagues (2009) have outlined a framework detailing the systemic oppression that contributes 

to worsened health for gender and sexually diverse populations. For instance, policy and care has 

overlooked these populations to such a degree that it is common for the needs and experiences of 

2SLGBTQIA+ populations to be missing from health care services altogether (Mulé, 2015; Mulé 

et al., 2009). The resulting syndemics, or concurrent health disparities due to structural inequities 

(Singer, 2009), of these overlooked communities contribute to even lower health indexes across 

these populations.  

Due to the social inequalities of health and health care in Canada, marginalized 

communities face greater risks of infection of COVID-19, have less access to treatment, and 

experience higher rates of mortality (Choi et al., 2020; Rosa et al., 2020). 2SLGBTQIA+ 

populations are vulnerable to these risks, and some may experience compounding 

marginalization due to other social locations they inhabit. Critically, acronyms like 

“2SLGBTQIA+” can lead to understanding diverse populations as a homogenous group, when 

these populations are composed of many variations in sexual orientations, sexualities, and 

genders that lend to diverse social positions (Rosa et al., 2020). Inclusive amongst these groups 

are the many other intersecting identities that can shape one’s social position, including race, 
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ethnicity, age, location, citizenship, socioeconomic status, physical ability, language, and 

religion, resulting, at times, in multiple, intersecting marginalized social locations facing 

exponentially worse health outcomes. The overall health of diverse 2SLGBTQIA+ populations 

in Canada is threatened during a pandemic, where there is less access to health care and greater 

danger of contracting a deadly infectious disease (Choi et al., 2020; Mulé et al., 2009).  

In addition to being at greater risk for contracting COVID-19, the reduction in health care 

services due to the pandemic worsened unmet health care needs for gender and sexually diverse 

populations (Brennan et al., 2020; Rosa et al., 2020). There are specific treatments that are 

essential to the health and wellbeing of these communities, such as access to antiretroviral 

therapies and STI testing, reproductive services, gender affirming surgeries, and hormone 

therapy (Brennan et al., 2020; Rosa et al., 2020). Moreover, the health care system provides 

treatment for many of the health issues with high prevalence in 2SLGBTQIA+ communities, 

including substance and alcohol use, smoking, psychiatric disorders, and eating disorders (Mulé 

et al., 2009). The conditions of the pandemic greatly reduced services and treatment in general 

and more so for 2SLGBTQIA+ affirmative services, impacting the health of these populations 

(Brennan et al., 2020; Rosa et al., 2020). 

Health was also compromised as rates of physical violence towards sexual and gender 

minorities increased during the pandemic. Researchers documented augmented rates of domestic 

violence in general populations (Campbell, 2020; Jenkins et al., 2021), and specifically toward 

sexual and gender minorities (Xue et al., 2020). Family violence toward 2SLGTQIA+ youth was 

documented as worsening during the pandemic, oftentimes resulting in homelessness 

(Abramovich et al., 2022). Sexual and gender minorities faced higher rates of physical violence 
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than their cisgender and heterosexual peers, and often had limited options for protection, due to 

pervasive societal discrimination (Brennan et al., 2020; Logie & Turan, 2020; Meyer, 2003).  

Access to Work for 2SLGBTQIA+ Populations 

Employment can be central to wellbeing, contributing to financial stability to secure 

necessary resources (e.g., housing, food, clothes, safety), as well as nurturing identity, adding 

meaning to life, and facilitating schedule structure (Waite et al., 2019). Discrimination, as well as 

fears of discrimination often shape the employment of 2SLGBTQIA+ people (Gibb et al., 2020; 

Goldberg, 2020; Waite et al., 2019). Studies on employment experiences show that it is common 

for 2SLGBTQIA+ individuals to experience discrimination and prejudice at work, including 

being fired, not being promoted, and earning less compared to cisgender heterosexual peers 

(Gibb et al., 2020; Goldberg, 2020; Waite et al., 2019). Avoiding discrimination, or not being 

able to find work in the first place, limits the type of work available to these populations (Gibb et 

al., 2020; Goldberg, 2020; Waite et al., 2019). Other intersecting identities, such as race, 

disability, language, and class also impact employment experiences and accessibility. Moreover, 

geography is an influential factor. Wage gaps are larger for 2SLGBTQIA+ populations in rural 

areas compared to Montreal, Toronto, and Vancouver (Denier & Waite, 2017). Notably, in these 

major Canadian cities, gay men and lesbian women fare better than other sexual minorities and 

trans populations in the world of work, experiencing less discrimination and more opportunities 

for employment, as well as more comparable wages to cisgender peers (Waite et al., 2019).  

Many workplaces experienced closures during the pandemic, creating financial distress, 

particularly for those without savings or access to support from family. Workplaces that did not 

close may or may not have provided safe working environments for employees. The overall 

precarity of work for 2SLGBTQIA+ populations suggests that these populations were more 
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likely to be out of work during the pandemic, or working in less-than-ideal contexts, which has 

been confirmed in research (Gibb et al., 2020; Prokopenko & Kevins, 2020). More research is 

needed to fully capture the experiences of 2SLGBTQIA+ employment experiences; however, 

there is evidence that these communities were likely to experience psychological distress in 

relation to work inequities that were exacerbated in the conditions of the pandemic (Gibb et al., 

2020).  

Mental Health in 2SLGBTQIA+ Populations   

2SLGBTQIA+ populations in Canada are known to face greater risks for mental health 

disorders than heterosexual and cisgender populations (Kidd et al., 2016; Kidd et al., 2011; 

O'Neill et al., 2015; Pakula et al., 2016; Rutherford et al., 2012; Simeonov et al., 2015; Veltman 

& Chaimowitz, 2014). Of these groups, gender minorities, such as transgender, non-binary, and 

gender diverse populations report some of the highest mental health risks (Moody et al., 2015; 

Rotondi, Bauer, Scanlon, et al., 2011 et al., 2011; Rotondi, Bauer, Travers, et al., 2011 et al., 

2011). Depression prevalence rates in transgender populations are above 60% (Rotondi, Bauer, 

Scanlon, et al., 2011 et al., 2011; Rotondi, Bauer, Travers, et al., 2011 et al., 2011) and 

suicidality rates are high as well: multiple studies demonstrate that over 40% of trans and gender 

diverse participants have attempted suicide at one point in their life (Bauer et al., 2013; Moody et 

al., 2015; Scanlon et al., 2010). Intersex populations also lack adequate research attention, yet the 

few extant studies show vulnerability to mental health risks and cite high rates of affective 

disorders (e.g., anxiety, depression, posttraumatic stress disorder) (Sanders et al., 2021). 

Research focusing on sexual minorities indicates higher rates of anxiety, mood disorders 

and heavy drinking in comparison with heterosexual peers (Pakula et al., 2016). Within sexual 

minorities, research shows worse mental health outcomes for bisexuals than their gay and lesbian 
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peers, including higher rates of anxiety, mood disorders, and drinking (Pakula et al., 2016; Steele 

et al., 2017). Few studies have been conducted with asexual populations; however, a recent study 

indicated that asexual adolescents and young adults may be vulnerable to mental health risks due 

to difficulty with identity integration and self-stigmatization (McInroy et al., 2022).  

Most studies tend to centre white sexual and gender minorities; however, the few studies 

that attend to racialized 2SLGBTQIA+ populations indicate mental health disparities compared 

to non-racialized peers (Williams et al., 2022). Sexual- and gender-diverse Indigenous 

communities, including Two-Spirit2 people, are known to be all the more vulnerable to mental 

health risks including anxiety, depression, complex trauma, substance use, and addiction (Hardy, 

2022; Hunt, 2016). These perils to wellbeing are considered to be the consequences of the 

pervasive cultural violence stemming from the impact of colonialism on Indigenous communities 

(Hardy, 2022).  

While overall 2SLGBTQIA+ research is limited, it consistently indicates that the mental 

health of sexual and gender minorities in Canada is in peril (Veltman & Chaimowitz, 2014; 

Waite & Denier, 2019). Higher mental illness rates within minority populations, such as 

2SLGBTQIA + populations, are considered a product of minority stress, a phenomenon wherein 

discrimination and prejudice contribute to a mental state that is hypervigilant to adverse events 

based in discrimination as well as higher rates of self-stigmatization due to internalized negative 

societal messages (Hatzenbuehler, 2009; Hendricks & Testa, 2012; Rutherford et al., 2012; 

Simeonov et al., 2015). Moreover, mental health issues across 2SLGBTQIA + communities are 

 
2 Two-Spirit is an umbrella term recognizing that Indigenous understandings of gender and sexual are not distinct 
from culture and community Hardy, Z. B. C. (2022). Indigenous LGBTQ and Two-Spirit health. In E. K. Amy 
Bourns, Allan Peterkin, Cathy Risdon (Ed.), Caring for LGBTQ2S People: A Clinical Guide (2nd ed., pp. 465-490). 
University of Toronto Press. https://doi.org/https://doi.org/10.3138/9781487515249-015 , Hunt, S. (2016). An 
introduction to the health of Two-Spirit people: Historical, contemporary and emergent issues. National 
Collaborating Centre for Aboriginal Health Prince George, BC. . This term is used by some but is not accepted as a 
reflective term by all. 
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not presumed to be caused by gender identity or sexuality (Meyer, 2003; Veltman & 

Chaimowitz, 2014). Rather, many of the mental health issues prevalent in these communities are 

linked to societal mistreatment that spawns from heterosexist and cisgenderist values that have 

historically shaped Canadian society, and as such have also influenced psychology and mental 

health care services (Meyer, 2003; Rutherford et al., 2012; Schudson, 2021).  

Throughout the pandemic, researchers have found sexual and gender minorities in 

Canada experienced worse mental health outcomes compared to cisgender and heterosexual 

populations (Jacmin-Park et al., 2022; Jenkins et al., 2021; Slemon et al., 2022). In Quebec, one 

study demonstrated that more marginalized sexual identities, such as asexual and bisexual 

participants, saw worse mental health than other sexual and gender minorities (Jacmin-Park et 

al., 2022). Further, rates of suicidality and substance use increased among sexual and gender 

minorities during the pandemic (Slemon et al., 2022). Pre-existing mental health challenges were 

seen as risk-factors to worse mental health outcomes during the pandemic (Slemon et al., 2022).. 

Mental Health Care Utilization  

Considering the prevalence of mental health risks in 2SLGBTQIA+ populations in 

Canada, it follows that these populations are more likely to access mental health care services, 

and we see evidence that they do (Filice & Meyer, 2018; Rutherford et al., 2012; Tjepkema, 

2008). Unfortunately, research shows that 2SLGBTQIA+ populations face barriers in accessing 

care; barriers such as prohibitive costs, difficulty finding service providers, delays in accessing 

care, long wait lists, lack of 2SLGBTQIA+ competent service providers, and negative 

experiences with service providers (Filice & Meyer, 2018; McIntyre et al., 2011; Simeonov et 

al., 2015; Steele et al., 2017). 2SLGBTQIA+ service users with severe mental illness reported 

facing heteronormative and cisnormative stigma when trying to access services (Kidd et al., 
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2011). Burgeoning research shows that intersecting identities and social locations compound 

mental health status and service experiences (e.g., experiences of being a racial minority as well 

as sexual minority may lead to greater health risks and worse service experiences) (Filice & 

Meyer, 2018; Giwa & Greensmith, 2012; Simeonov et al., 2015; Veenstra, 2011). Community 

action and research call for future studies to attend to the many identity factors that interact with 

homophobia and transphobia to gain more nuanced understanding of how systems of oppression 

affect mental health status and service use (Filice & Meyer, 2018; Giwa & Greensmith, 2012; 

Simeonov et al., 2015; Veenstra, 2011).  

In the few Canadian studies examining client satisfaction with mental health services, 

results are varied (Filice & Meyer, 2018; Simeonov et al., 2015). Many 2SLGBTQIA+ service-

users are satisfied with services; however, service-users also report screening mental health 

professionals and seeing several service-providers before finding appropriate care (Filice & 

Meyer, 2018; Simeonov et al., 2015). Research demonstrates that there are insufficient service 

providers to meet mental health care needs in 2SLGBTQIA+ communities (McIntyre et al., 

2011; Rutherford et al., 2012). Additionally, not all 2SLGBTQIA+ clients experience service 

satisfaction (Filice & Meyer, 2018; Simeonov et al., 2015; Steele et al., 2017). It remains that 

2SLGBTQIA+ populations have unmet mental health needs, despite being more likely to access 

care than cisgender, heterosexual peers (Seeman, 2015; Simeonov et al., 2015; Steele et al., 

2017). Moreover, those with the highest mental health care risks, such as Two-Spirit, trans, 

gender diverse and bisexual people, have the highest rates of unmet mental health needs and 

experience the lowest rates of satisfaction with mental health care services (Filice & Meyer, 

2018; Robinson, 2022). 
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The pandemic made it even more difficult to find affirmative mental health care 

clinicians, leaving 2SLGBTQIA+ populations in need and without access to care (Chaiton et al., 

2021; Kennedy et al., 2022). Further, other mental health supports were limited during a 

pandemic. 2SLGBTQIA+ affirmative spaces foster important opportunities to connect and share 

without fears of discrimination (Slemon et al., 2022). These kinds of spaces and experiences are 

linked with wellbeing and buffer against the harmful rejection from family and friends situated in 

cisgenderist and heterosexist values (Garcia et al., 2020; Hoy-Ellis et al., 2016; Watts & 

Thrasher, 2023). Closure of physical spaces during the pandemic left 2SLGBTQIA+ people 

without their usual networks of care. In addition, 2SLGBTQIA+ subpopulations such as teens, 

seniors, and immigrant/refugee, religious minorities, lingual minorities, racial minorities, were 

more likely to be isolated from crucial community support. Research conducted during early 

phases of the pandemic in Quebec highlighted the relationship between lack of social support 

and worsened mental health (Jacmin-Park et al., 2022). 

In addition to the lack of support, for some, social distancing procedures may evoke 

previous traumatic experiences relating to rejection, discrimination, and prejudice. The fears, 

pain and hypervigilance associated with minority stress is likely to be heightened in these 

conditions (Hatzenbuehler, 2009; Hendricks & Testa, 2012; Meyer, 2003). On a similar note, 

some 2SLGBTQIA+ community members may be psychologically transported to the trauma of 

the HIV/AIDS outbreak beginning in the 1980s (Goldberg, 2020). These communities endured 

incredible uncertainty while watching many community members die, resulting in tremendous 

loss. The egregious lack of initial response from governmental and health care systems during 

the HIV/AIDS endemic may elicit fears and mistrust of the structures in place to protect the 

population. 
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Clinicians Working with 2SLGBTQIA+ Populations 

Many mental health care providers do not have adequate training or experience working 

with 2SLGBTQIA+ populations (Canvin et al., 2022; Melendez, 2021; Obasi et al., 2023; 

Rutherford et al., 2012; Stryker et al., 2022), which can result in perpetuating harmful biases in 

their work (Morris et al., 2020; O'Shaughnessy & Speir, 2018). Research has indicated that 

overall clinicians are more comfortable and knowledgeable working with sexual minority clients 

than with gender minorities (Singh & dickey, 2016; Stryker et al., 2022). While some mention of 

these populations may be present within graduate courses, there are few opportunities to engage 

in comprehensive trainings or clinical experiences (Canvin et al., 2022; Stryker et al., 2022). 

Research regarding clinicians working with 2SLGBTQIA+ populations is sparse and tends to 

focus on attitudes of practitioners or training experiences (Canvin et al., 2022; Stryker et al., 

2022). However, studies that examine how clinicians work with 2SLGBTQIA+ populations 

contribute valuable insight on clinical approaches to practice (Ali, 2014; Banks, 2021; Kahn et 

al., 2017). Some research has indicated how clinicians working with 2SLGBTQIA+ clients were 

motivated to gain experience, which tended to be due to personal connection with these 

communities (being or knowing someone in these communities) (Rutherford et al., 2012; Stryker 

et al., 2022).  

Resiliencies Among 2SLGBTQIA+ Populations 

Conditions of the COVID-19 pandemic provoked many factors that were likely to impact 

wellbeing for 2SLGBTQIA+ communities, including over-stretched health and mental health 

services which have left many without adequate care. Yet, the rich history of resiliency within 

these communities is a protective factor that may help to buffer against these harms. Research 



MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

46 

has begun to analyze the many ways in which 2SLGBTQIA+ populations are resilient and have 

embedded resiliency practices into the norms and values of their communities (Meyer, 2015).  

Resiliency is the ability to positively cope with significant stress or adversity (Fergus & 

Zimmerman, 2005). Models of resiliency facilitate and promote positive contributions to 

wellbeing, and illustrate how resiliency can be developed within individuals, as well as in social 

and cultural norms (Colpitts & Gahagan, 2016). 2SLGBTQIA+ communities have made 

significant societal advances to cultivate resiliency through advocacy and activism. For instance, 

anti-discrimination and rights campaigns develop positive self-esteem and self-acceptance, while 

reducing shame (Colpitts & Gahagan, 2016). Genders and Sexualities Alliance Clubs in schools 

have also fought for gender and sexual orientation to be included in human rights charters, and 

advocated for equality in workplaces and health care systems (Colpitts & Gahagan, 2016). Other 

influential initiatives include increased positive media representation of 2SLGBTQIA+ people, 

as well as education outreach for families, schools and workplaces (Colpitts & Gahagan, 2016). 

Not only do these methods foster positive acceptance in individuals and society, but they also 

demonstrate triumphs over difficult challenges, triumphs that can motivate and inspire future 

generations in the face of other hardships.  

It is the connectivity, support, care and resourcefulness of 2SLGBTQIA+ communities 

that is most often noted for developing resiliency within these populations (Abreu et al., 2021; 

Lev, 2015). Community experiences can affirm and mirror identities, foster a sense of belonging, 

and reduce negative mental health outcomes (Saewyc et al., 2020). Visible 2SLGBTQIA+ 

community spaces are important ways to promote positive representation, as well as create 

locations where 2SLGBTQIA+ people can safely spend time without fear of harassment. In 

Canada, and in Montreal, for example, there are many 2SLGBTQIA+ spaces, including centres 
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for social services, community activities, refugee support, religious practices, art-making, 

HIV/AIDS support and many kinds of activism (Labelle, 2019; Tremblay, 2015). Networks of 

care that are part of the social norms of many 2SLGBTQIA+ communities within Canada model 

mutual support and affirmative approaches to relationships (Tremblay, 2015). Participation in 

these kinds of communities mitigates the effects of social rejection and isolation that many 

2SLGBTQIA+ people face, while promoting resilience.  

During the pandemic there were also new initiatives started by and serving 

2SLGBTQIA+ communities. For example, Haworth (2022) wrote about peer-support projects 

that addressed mental health concerns and isolation, as well as the use of remote technologies to 

include reach people in exceedingly oppressive regimes. And in Montreal, researchers noted the 

creative appropriation of Zoom technology to foster online queer social space by creating “Club 

Quarantine” events (Duguay et al., 2022). In the United States, when researchers asked LGBTQ 

participants how they were resilient during the pandemic in addition to building community and 

engaging in support for others, participants indicated that previous hardships had fostered 

resilience and use of radical acceptance contributed to resiliencies (Gonzalez et al., 2021). Many 

2SLGBTQIA+ initiatives have not been and are unlikely to be captured by research; however, 

more research is starting to highlight the ways in which resilience is fostered within sexual and 

gender communities (Duguay et al., 2022; Gonzalez et al., 2021; Haworth, 2022; O'Handley, 

2023). This is exceptionally important, as it moves away from the deficit models that dominate 

2SLGBTQIA+ research, which can contribute to further discrimination of these communities 

(Colpitts & Gahagan, 2016; Gahagan & Colpitts, 2017).  
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Research Questions 

The mental health disparities faced by 2SLGBTQIA+ populations are attributed to 

stigma-related stressors (Bränström, 2017; Hendricks & Testa, 2012; Kidd et al., 2011; McInroy 

et al., 2022; Meyer, 2003; Meyer, 2015; O'Handley, 2023; Pachankis et al., 2022). Further, 

stigma can contribute to structural barriers that impact access to adequate mental health care 

(Filice & Meyer, 2018; Hatzenbuehler & Pachankis, 2021; Kidd et al., 2011; McIntyre et al., 

2011; Simeonov et al., 2015). While some studies have shown that 2SLGBTQIA+ populations 

seek mental health care at higher rates than the general population (Cochran et al., 2017; Filice & 

Meyer, 2018; McIntyre et al., 2011; Tjepkema, 2008), these populations also report higher rates 

of unmet mental health needs (Filice & Meyer, 2018; Simeonov et al., 2015; Steele et al., 2017). 

Further, these populations experience challenges to accessing care, including predicting and 

experiencing discrimination during treatment from provider (Cronin et al., 2021; Kcomt et al., 

2020; Simeonov et al., 2015), or difficulty finding 2SLGBTQIA+ affirmative providers (Ferlatte 

et al., 2019). These challenges are not unwarranted; few mental health care providers have 

adequate training in working with 2SLGBTQIA+ populations (Melendez, 2021; Obasi et al., 

2023; Rutherford et al., 2012; Stryker et al., 2022), which can result in perpetuating harmful 

biases in their work (Morris et al., 2020; O'Shaughnessy & Speir, 2018). Moreover, insufficient 

research has been dedicated to developing appropriate, effective mental health interventions for 

2SLGBTQIA+ populations, as research has predominately focused on describing the mental 

health experiences of these communities, rather than developing strategies to improve wellbeing 

(O'Shaughnessy & Speir, 2018; Pachankis et al., 2022). 

Yet, there are clinicians committed to working with 2SLGBTQIA+ populations. 

Practitioners with expertise working with this clientele are specialized clinicians with distinct 
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knowledge and skills sets that go beyond traditional mental health care treatment protocols 

(Rutherford et al., 2012). Training is these areas is not widely available nor easily obtained and 

thus requires exceptional motivation (Stryker et al., 2022). While not a requirement, often 

practitioners specialized in 2SLBGTQIA+ mental health care are also members of these 

communities (Rutherford et al., 2012; Stryker et al., 2022). Despite the long-standing knowledge 

that most clinicians are inexperienced in working with 2SLGBTQIA+ populations, and that 

research lags in providing effective best practice treatment guides, few studies utilize the 

experiences of clinicians specialized in these areas to advance research and clinical practice. 

Practitioners working with these populations are likely to have unique experiences and important 

perspectives that may contribute generatively to the wellbeing of clients, as well as treatment 

planning and approaches to practice. 

It was predicted at early stages of the pandemic that subpopulations facing 

marginalization, such as sexual and gender minorities, would experience worsening conditions 

(Holmes et al., 2020). Research that has since been published has validated this prediction, 

demonstrating how the multifaceted disparities that 2SLGBTQIA+ populations face were 

exacerbated during the pandemic, including disparate inequities in health (Egale, 2020; Pujolar et 

al., 2022; Tami et al., 2022), mental health (Jenkins et al., 2021; Kidd et al., 2021; Slemon et al., 

2022), employment (Egale, 2020; Ghabrial et al., 2021; Smith et al., 2021), and housing 

(Abramovich et al., 2022; Chaiton et al., 2021; Egale, 2020). Predictions also indicated that these 

populations may have unique ways of coping with calamities, developed through facing past 

hardships, such as navigating the HIV/AIDS pandemic, as well as navigating ongoing pervasive 

discrimination (Edelman et al., 2020; Quinn et al., 2021). Research is beginning to illustrate the 
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strengths of these communities and shed light on the ways in which they have endured 

oppressive forces (Duguay et al., 2022; Greteman, 2021; O'Handley, 2023). 

More research is needed to understand the experiences of 2SLGBTQIA+ populations in 

general, and in the face of stigma and discrimination. Examining the impact of the exceptional 

conditions of the pandemic, which in many cases exacerbated pre-existing inequities, is likely to 

shed light on challenges faced by these communities and ways of overcoming them. Further, the 

pandemic transitioned most mental health care to remote service delivery, and research is 

necessary to understand the effect of these changes. Mental health providers working with 

2SLGBTQIA+ populations during the pandemic have unique experiences that speak to 

pandemic-related service provision changes, as well as the care for 2SLGBTQIA+ populations. 

This study focuses on experiences relating to mental health care for 2SLGBTQIA+ 

clients during the COVID-19 pandemic. The aim of this study is to gain insight on how 

clinicians working with 2SLGBTQIA+ clients describe and understand their experiences of the 

pandemic and the impact it has had on their work. The research question for this study is: How 

do clinicians serving 2SLGBTQIA+ communities describe their experiences and the evolution of 

their clinical practice in response to the coronavirus pandemic?   
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Chapter Three: Methodology 

This study explores the experiences of mental health care providers offering care to 

2SLGBTQIA+ clients during the COVID-19 pandemic. Members of “The Network,” a team of 

independent mental health clinicians in Montreal, QC, dedicated to providing accessible, 

affirmative mental health care to 2SLGBTQIA+ populations, were invited to be participants of 

this study. This team of clinicians will be referred to as The Network going forward. The goal of 

this study is to describe the experiences of clinicians working with 2SLGBTQIA+ clients during 

COVID-19, to gain perspective and a richly detailed understanding of the ways in which this 

pandemic has influenced 2SLGBTQIA+ mental health care. The design and plan for 

implementation of this study was approved by the Research Ethics Board-II at McGill 

University.  

This qualitative research study used the Integrated Social Justice Consultation Model 

(Sinacore, 2022) as an epistemological framework and applied interpretative phenomenology to 

guide the method and analysis. Surveys were used to collect basic demographic data. Focus 

groups and interviews were conducted with members from The Network to facilitate participants 

in describing their understanding of their experiences providing mental health care services 

during the COVID-19 pandemic. Focus group participants had the opportunity to add additional 

thoughts through an online questionnaire administered post-focus group.  

Researcher’s Assumptions and Context 

Qualitative research does not claim to focus on objectivity nor generalizability. Rather, it 

strives to produce contextual knowledge and understanding that can be transferable. Some 

scholars have described this as interpretation-driven research, as it centers interpretation as the 

mode of knowing (Levitt, 2015). Study design serves to illustrate the parameters of 
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interpretation, such as how the goals of research are aligned with the epistemology, data 

collection, analyses, and the views of researchers (Levitt, 2015). As research is influenced by the 

values, biases, and assumptions of those engaged in the research design and implementation, it is 

important to provide information about relevant assumptions and circumstance, as well as 

philosophical frameworks, to contextualize the study design and interpretative findings (Levitt, 

2015). 

Relational Context 

First, it is important to acknowledge that I, Jann Tomaro, the principal research 

investigator, am a member of The Network. Within qualitative inquiry, developing relationships 

with a group of study participants is common, and even recommended in some cases, to assure 

that research is purposeful and welcome for those involved. Relationships are important for 

establishing trust and enough safety to share personal experiences. Research conducted without 

prior relationship can be harmful to participants, who may not have enough information to be 

able to trust the researcher and the research agenda. Relationship building is particularly 

important for underserved populations, like 2SLGBTQIA+ communities (Harrison & Michelson, 

2022). Furthermore, research without connection to participants can be extractive, reproducing 

certain hierarchies and power dynamics, serving researchers and institutions, without considering 

the needs and aims of participants. While there is always an inherent imbalance in the position 

between researcher and researched, it is important for researchers to consider their position in 

relation to participants and the impact it will have. Relationships within research are complicated 

and require ongoing researcher reflexivity, as well as openness to feedback from participants to 

think through ethical dilemmas, conflicts of interest, and the impact these relationships may have 

on participants (Råheim et al., 2016). In this study, I practiced reflexivity alone and with my 
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academic research supervisor. Further, I offered discussion with research participants during and 

after data collection. Members of The Network already had a practice of discussion in place prior 

to research; and, since The Network is a group of mental health clinicians skilled in 

communication, I trusted that it would be possible to bring up issues as they arose. Further, as 

this group shares common goals, I trusted that were issues to arise, participants would be 

motivated to resolve them. One additional step I took to ensure relational safety for participants 

was to create an online questionnaire that allowed participants to be able to communicate 

anonymously.  

As mentioned, 2SLGBTQIA+ populations have been underrepresented within research, 

and additionally, these individuals are underrepresented in positions within academia and 

research (Harrison & Michelson, 2022). Yet, it is predominantly 2SLGBTQIA+ people who 

advocate for and conduct ethical research with these communities. Further, there are many 

instances where without the input of the community being researched, research initiatives 

embedded in discriminatory beliefs have caused pervading harm, a pattern that has repeated 

across many different groups who are not signaled as the hegemonic deserving norm (Buchanan 

et al., 2021; Gagné-Julien, 2022). Research perpetuating stigmatizing views has contributed to 

harmful treatment of 2SLGBTQIA+ communities. For example, minoritized sexual orientations 

and gender identities have been considered mental health disorders that were included in the 

Diagnostic Statistical Manual (Drescher, 2015). Further, conversion therapies were 

recommended to treat these so-called “disorders” (Drescher et al., 2002). Hence developing 

relationships with research participants, or even initiating research out of group-based desire or 

concern, can result in ethical research processes that invest in and enrich participants’ lives.  
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This research project was inspired by processes of knowledge mobilization that are 

inherent to The Network, as well as challenges The Network faced in providing services during 

the pandemic to marginalized clients. Before initiating this study, I reflected on reasons for 

engaging in research, discussed the ethics of this project with my academic supervisor, and 

approached The Network to see if this specific project would be of interest. There were no voices 

of dissent and members of The Network encouraged moving forward with the project. The 

overarching aim was to design research that was useful to participants during participation, as 

well as through the dissemination of results. My initial hope for this research was that it would 

make a direct impact on specific challenges faced by The Network, namely adapting modes of 

service delivery during the pandemic. I hoped that engaging in research would facilitate a 

meaningful process of working with this challenge, as well as serve as a legacy document, and 

potentially inform future initiatives. Further, it was my hope to connect academic research and 

The Network, bridging the gap between research and practice, as well as scholastic endeavors 

and community. Even though there is a long history of activism lead by 2SLGBTQIA+ people in 

Canada, and Montreal, many of the sustaining initiatives of these groups are not represented 

within academic realms, contributing to the erasure of theses groups’ initiatives, and contributing 

to a lack of knowledge sharing between institutions and grass-roots organizations.  

Personal Context, Biases, and Assumptions 

As the primary investigator, I, myself, identify within the 2SLGBTQIA+ umbrella, and 

have long practiced an authentic exploration of my sexuality and gender. I am deeply grateful to 

be engaged with 2SLGBTQIA+ communities, and could not imagine my life without the vitality, 

connection, and knowledge that has come from my relationships with other queers. One of the 

lessons fostered from within these communities that is integral to my beliefs, is to strive to 
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engage with all humans in a way that is socially just and compassionate. I hold all genders and 

sexualities in equal positive regard and believe that all humans deserve to live in a world that 

reflects this understanding.  

I also recognize that I have been taught many biases by living in hetero- and cis-

normative contexts, that are founded by colonial capitalist frameworks which hierarchize people 

along the lines of social locations and identities (e.g., race, class, ability, age, gender, sexuality), 

resulting in the promotion, empowerment, and prioritization of select identities to the detriment 

of others. I understand that gender and sexuality are contextual, influenced by culture, and 

deeply relational, and acknowledge that current understandings of gender and sexuality have 

been impacted by contemporary and historical sociopolitical agendas. I recognize that I hold 

many privileges due to present day hierarchies, and I strive to utilize my privilege in ways that 

do not perpetuate this system of harm. I endeavor to bring these biases into my awareness and to 

push back against the oppressive forces they may hold. And I acknowledge that there are 

influential values embedded in society regarding social locations including race, ethnicity, age, 

ability, religion, language, and social economic status, such that I may hold and enact biases and 

prejudices without awareness. I am engaged in ongoing work to be reflexive, open, and 

responsive in understanding my biases and critically questioning my values, with the goal of 

holding all people in my mind and all interactions in a way that is equitable and honors positive 

regard for others. Thus, my assumptions and values are in accord with and are reflected in the 

epistemology, theoretical framework, and research design of this study. These assumptions and 

values are integral to conducting research that does not further harm sexual and gender 

minoritized populations.  
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Epistemological Framework 

The Integrated Social Justice Consultation Model (ISJCM) is a specific social justice 

framework that was selected to guide the epistemology of this study (Sinacore, 2022). As an 

organizational consultation and research model, the ISJCM examines issues across varying 

levels, such as the individual, institutional, community, and societal (Sinacore, 2022). The 

ISJCM is useful for analyzing systemic issues, like health care systems and pandemic-related 

societal changes, due to its attention to complex variables that play out at multiple levels of 

interaction. There are five principles integral to the ISJCM; 

Principle I: Inequities within institutions are biproducts of an organizational climate 

that reflects a broader socio-cultural context. 

Principle II: Power dynamics contribute to and result in the silencing and 

marginalizing of certain individuals and groups. 

Principle III: Rules that govern social interactions and decision-making processes 

take into account individuals’ multiple intersecting identities. 

Principle IV: Institutional, social, and structural change may result in controversy, 

which can productively lead to positive change through dialogue and education. 

Principle V: Advocacy and outreach are essential components of social justice. 

(Sinacore, 2022, pp. 299-300).  

Further, intersectionality and analyses of the ways intersecting identities relate to power and 

oppression are fundamental to the ISJCM (Enns & Sinacore, 2005). Intersectionality is a 

framework that brings understanding to the ways that oppression and empowerment may be 

uniquely experienced in relationships to intersecting identities (e.g., race, age, gender, location, 

religious affiliation, disability) an individual holds (Runyan, 2018). These principles illustrate 
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contexts that affect knowledge creation and speak to factors that impact whose knowledge is 

prioritized. This is essential to epistemology, or the study of knowledge production, as it points 

to the ways in which knowledge is created, validated, and utilized, as well as barriers that may 

prevent knowledge from being considered. To employ an epistemology grounded in social 

justice is to uphold and advocate for the equal rights of all people.  

The ISJCM was formed over many years, beginning in counselling psychology education 

and scholarship led by Enns and Sinacore (2005). Social justice tenets that are integral to 

counselling psychology were initially studied via feminist and multicultural theories (Enns & 

Sinacore, 2005; Vera & Speight, 2003). Then, a social justice pedagogy was created by 

analyzing common factors across feminist and multicultural theories (Enns & Sinacore, 2005), 

which eventually informed principles of the ISJCM (Kassan & Moodley, 2021; Sinacore, 2022). 

Undergirding the ISJCM framework is a constructivist epistemology. This 

epistemological approach asserts that knowledge is known through subjective interpretation 

(Raskin, 2002). Raskin (2002) maintains that constructivist approaches bridge tenets of realism 

and idealism, where realism contends that “material objects exist externally to us and 

independently of our sense experience,” (Chiari & Nuzzo, 1996, p. 166) and idealism posits that 

“no such material objects or external realities exist apart from our knowledge or consciousness of 

them, the whole world being dependent on the mind” (Chiari & Nuzzo, 1996, p. 166). Thus, 

constructivist epistemologies hold that there is an objective world to be known, but the world is 

never directly accessible and thus knowledge is known through the interpretation of the world, 

by the knower (Raskin, 2002). Chiari & Nuzza elucidated on interpretation describing it as 

“historically founded rather than timeless, contextually verifiable rather than universally valid, 

and linguistically generated and socially negotiated rather than cognitively and individually 
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produced” (1996, p. 174). Thus, constructivist epistemologies indicate that knowledge is created 

through meaning made from experiences, which is done in relation to an individual’s past and 

current subjective contexts (Raskin, 2002). Due to this subjective stance of knowledge, 

constructivist epistemological approaches assert that multiple valid realities exist, based on the 

experiences and contexts of each knowing subject’s interpretations. 

However, employing a constructivist epistemology alone would not serve this project 

well, as it does not require researchers to attend to the oppressive forces in society that contribute 

to marginalization of experiences, nor the utility of advocacy in face of these forces. As Levitt  

(2015) holds, a social justice epistemology is useful for research objectives that “bring into focus 

marginalized experiences with the aim of raising consciousness and repairing practices that 

maintain social biases and an awareness that my process of inquiry itself can be fundamentally 

influenced by these biases” (p.459). Use of the ISJCM requires acknowledgement of the ways in 

which power can affect knowledge creation across multiple levels (e.g., interpersonally, 

societally, institutionally). The five principles of the ISJCM attend to specific ways that 

knowledge may be created, utilized, or ignored, invalidated, thwarted. 

The ISJCM model is appropriate to guide this study, which looks at mental health care 

with marginalized communities during the first year of the COVID-19 pandemic, as it allows the 

researcher to attend to how individuals, subcommunities, and systems of care were impacted by 

societal changes made in response to COVID-19. A social justice approach requires recognition 

of intersectionality and analysis of the ways intersecting identities relate to power and oppression 

(Enns & Sinacore, 2005). This framework is relevant for work with marginalized populations, 

such as mental health care clients and sexual and gender minoritized communities who may 

experience social and economic threats (Glassgold et al., 2009). Research conducted from an 
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epistemology that holds respect for diverse voices is able to seek understanding, validate silenced 

realities, and showcase unheard experiences in a way that has the potential to honor and 

empower all of those who are involved. Research approaches without a social justice 

commitment to improving inequitable conditions may further perpetuate marginalization and 

discrimination of vulnerable populations. 

Research Method 

Interpretative Phenomenological Analysis (IPA), used to guide this project, is a 

qualitative approach that has been used in psychological research to capture detailed descriptions 

of personal lived experiences (Eatough & Smith, 2008; Smith & Osborn, 2015). The aim of IPA 

is to understand personal accounts of an event, rather than obtain an objective report (Smith & 

Shinebourne, 2012). An IPA approach is considered useful for examining complex, novel, and 

emotionally laden topics, as well as processes (Smith & Osborn, 2015; Smith & Shinebourne, 

2012). Explorative research methods, such as IPA, are also appropriate for examining new 

phenomenon that have yet to be studied in great depth. It is therefore a useful method to explore 

mental health care provision during an unfolding viral pandemic. IPA recognizes that humans 

have a process of making sense of their experiences; capturing the ways in which participants 

and researchers are making meaning is foundational in this methodology (Smith & Shinebourne, 

2012). IPA allows the research participant to be in an active role of making sense of their 

experiences and the researcher to be in a role of making sense of this process, with emphasis on 

the subjective nature that is inherent in these tasks (Smith & Shinebourne, 2012). As the 

COVID-19 pandemic was a new and changing impactful experience with a great deal of 

uncertainty, it is crucial to record and understand the ways in which meaning was made of this 

experience. 
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IPA is typically used with small sample sizes, to allow for detailed, in-depth case analysis 

and is best used to study participants who are homogeneous to each other in some way (Smith & 

Shinebourne, 2012). In this study, IPA was employed with a group of mental health care 

professionals who provide services for 2SLGBTQIA+ communities. While there is considerable 

diversity within this group, there is a degree of professional homogeneity, as all participants 

shared the experience of providing mental health care to 2SLGBTQIA+ communities during the 

COVID-19 pandemic.  

IPA often uses interviews as a means of data collection to focus on individual experiences 

and sense-making; however, there is also a vibrant if short history of using IPA with focus 

groups, beginning in the early 2000s (Palmer et al., 2010; Phillips et al., 2016). Some advantages 

of using focus groups with IPA are in accessing pre-existing groups who are accustomed to 

sharing, which is the case for the participants selected in this study, as well as capturing a 

breadth of experiences (Dunne & Quayle, 2001; Earle et al., 2005; Phillips et al., 2016; 

Sternheim et al., 2011). Furthermore, newer IPA approaches maintain focus on individual 

experiences while also attending to group dynamics and larger contextual or structural influences 

that are embedded in understanding and sense making (Palmer et al., 2010). Whereas individual 

experiences may be lost in some focus group analyses, IPA can provide a way to capture 

personal meaning-making and shared meaning making, as well as the ways in which groups 

mediate these experiences of meaning making (Palmer et al., 2010).  

There are many advantages for participants in participating in focus groups. With respect 

to the conditions of the pandemic, focus groups were selected as a method that places low burden 

on the research participant, with the potential to provide an experience that offered connectivity 

and support, vital resources during the isolation that ensued. Research has shown that the group 
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experience is more stimulating and can benefit participants more than other forms of data 

collection (Bristol & Fern, 1996). This was useful as mental health care providers are not only in 

primary support roles; they also often work alone. Furthermore, focus groups are recommended 

for working with marginalized communities. When there is group belonging around shared 

experiences, the group scenario can be minimally threatening for participants and can facilitate 

ease of discussion (Krueger & Casey, 2000). Focus groups are also used for their ability to be 

inclusive, to develop community, and to encourage participation from those who feel they have 

nothing to say, or who are reluctant to be interviewed alone (Bristol & Fern, 1996; Halcomb et 

al., 2007; Kitzinger, 1994; Kroll et al., 2007).  

There are also advantages for researchers in employing focus groups, which include 

capturing both breadth and depth in data collected (Kidd & Parshall, 2000). Researchers can 

work efficiently with multiple participants at the same time to elicit extensive, rich data (Krueger 

& Casey, 2000). The dynamic of a group often generates ideas and can allow for a range of 

views to be captured, which may not surface in individual interviews (Kidd & Parshall, 2000). 

Many studies have shown that focus groups may also capture more personal experiences, as well 

as facilitate more sharing about sensitive topics than individual interviews, particularly in health 

research (Guest et al., 2017).   

There is no set protocol for an IPA methodology, rather it is a process (Palmer et al., 

2010; Phillips et al., 2016). Recent literature has outlined several approaches integrating IPA 

with focus groups, with emphasis on capturing the individual experiences as well as attending to 

group dynamics, including positionality, roles and relationships, organizations and systems, 

stories, and use of language (such as metaphors, patterns of speech, function of the language 

used, and emotive language). Careful attention to each aspect of the research process (i.e., 
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recruitment, group formation, questions, facilitation and analysis) is required to set up a research 

design that speaks to personal experiences and is able to describe the meaning making associated 

to these experiences (Palmer et al., 2010; Phillips et al., 2016).  

Methodological Coherence 

An important consideration in designing research is methodological coherence, which 

refers to the degree to which epistemological assumptions and research methodologies are 

aligned. There are complementary intersections between IPA, which seeks understanding of the 

individual’s experience, and the ISJCM, which puts into perspective power dynamics that control 

whose narrative is validated. The ISJCM focuses attention on the barriers that participants may 

face in being able to speak and make sense of their experiences. Moreover, a social justice lens is 

useful in acknowledging challenges and inequities experienced by 2SLGBTQIA+ communities. 

Awareness and inclusion of these challenges is essential in understating the meaning-making 

process of service providers speaking about experiences with 2SLGBTQIA+ clients. Given that 

many of the participants engaged in this study identify within 2SLGBTQIA+ communities, as 

well as within other marginalized identities, the ISJCM works to ensure that often ignored 

experiences are carefully recorded. 

Coherence between the epistemology and research methods also align in attention to 

varying levels of impact. For instance, IPA attends to the individual, interpersonal, group, and 

larger organizational dynamics that contribute to the meaning-making of experiences, 

particularly with focus groups (Palmer et al., 2010; Phillips et al., 2016). This mirrors the 

attention the ISJCM focuses on multi-level analyses. IPA aims to capture rich individual 

experiences, while also situating these experiences within group and larger societal/systemic 

dynamics. Similarly, the ISJCM recognizes the ways in which larger socio-cultural contexts 
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impact personal experiences. These fundamental shared approaches to understanding experience 

are also useful in empowering participants within research. The ISJCM requires power dynamics 

to be considered with research design at all stages of research, for example from how participants 

experience being part of the study, to the ways in which findings may impact participants. 

Attending to these dynamics allowed me to think through experiences that may inhibit or enable 

participation, perpetuate oppression, or facilitate positive reactions for participants. Moreover, 

noting that the ISJCM dovetails with IPA in analysis of personal experiences, permits the 

centering and validating of the perspective of each participant while also recognizing the impact 

of my own subjectivity in this process. Both social justice practices and IPA methods seek to 

hear from all voices, even those that may otherwise be overlooked, thus empowering participants 

in the act of knowledge production.  

Participants  

As discussed, participants were members of The Network, a team of 25 independent 

mental health care service providers dedicated to providing affirmative mental health care to 

2SLGBTQIA+ populations.  

 The Network consists of mental health clinicians who live and practice in Montreal, QC, 

Canada, and who hold varying professional titles, including psychotherapist, psychologist, 

counsellor, art therapist, drama therapist, sexologist, couples therapist, and social worker. Team 

members also comprise a range of career stages, from new trainees with two years of experience 

to clinicians with over 24 years of practice. All but one participant had a master’s degree, four 

participants had obtained PhDs and two other participants were currently in doctoral studies. 

Two participants had post-doctoral training. The majority of participants identified as cisgender, 

white, female, Canadian sexual minorities. Two participants were men and one replied to the 
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inquiry of gender with a question mark. Three participants had immigrated to Canada from other 

countries and three other participants identified as mixed race. All but two participants were 

citizens of Canada; those two were permanent residents. Ages ranged from 27-63. All 

participants spoke English, most also spoke French, and half of the participants knew at least one 

other language. Half of the participants identified a religious affiliation. All participants engaged 

in individual interviews and 12 of the 14 participants also engaged in focus groups.  

Membership within The Network requires that team members commit to the team 

mission statement and attend an annual training focusing on mental health care with 

2SLGBTQIA+ clients. Additionally, The Network offers monthly supervision, resource sharing, 

and ongoing ad-hoc training between annual trainings. Membership in The Network is voluntary, 

and tasks include organizing initiatives of the team, such as making team policy, fielding 

questions from the public, building and maintaining a website, responding to public events, 

organizing and delivering trainings, booking meetings, accounting, team emails, facilitating 

meetings, keeping meeting minutes, and archiving team activities.  

Accessibility, Compensation, Confidentiality 

In designing this project, I prioritized reducing participation burden and increasing 

accessibility to engage in this study. I aimed to reach these goals by informing participants that 

accommodations could be made to facilitate ease of engagement. I invited hearing about any 

participation challenges and concerns, and I was available to think through accommodations, 

while also welcoming suggestions. I made closed captioning available to participants via Zoom, 

and I offered breaks during interviews and focus groups. I was flexible in scheduling according 

to participant needs and I was careful to respect time commitments. And I compensated 
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participants $50 to participate in focus groups, as well as $50 to participate in individual 

interviews.  

I also acknowledged the dual relationship I held with participants when introducing the 

study, as well as at the start of each focus group and interview. I provided space for discussion 

about my roles as a member of The Network and the principal investigator of this research 

project. I was transparent with participants about my commitment to keeping data collection 

confidential and safeguarding who did and did not participate in this project. Additionally, I 

acknowledged that participation in this study could change team relationship dynamics and I 

offered participants an opportunity to discuss any concerns in the moment or in the future, if 

concerns arose. No such concerns have been raised.  

To protect the confidentiality of participants and minimize the potential for any readers, 

including other team members, to recognize participants’ identities, limited information 

regarding individual participants was made available. I used numbers to distinguish between 

interview participants, but did not use pseudonyms, to avoid suggesting any personality 

characteristics that may contribute to identification (whether false or not). Further, I did not link 

interview participants to focus group participants, as this could reveal information regarding who 

participated in focus groups and who declined. To protect the confidentiality of participants, 

specific focus groups were not designated; however, all groups were represented equally 

throughout this study. I also removed vocal disfluencies, or common filler words (e.g., frequent 

use of words such as “like” or “um”) from quotes that may facilitate reader recognition of 

participant identities. 

During interviews and focus groups, participants were asked to think carefully about the 

ways in which information was presented, so as not to reveal the identities of third-party others 
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who had not consented to engaging in research. For instance, if participants wanted to speak 

about experiences of other colleagues or a clinical issue, it was necessary to avoid any identity 

revealing details. Further, during focus groups, I asked participants to keep the identities of other 

participants confidential and participants agreed not to reveal who was or was not present in their 

focus group.  

Materials      

Materials and technologies needed for this study included Zoom; Lime Survey; NVivo; 

informed consent forms for service-providers to join focus groups (Appendix A) and individual 

interviews (Appendix B); demographic survey forms (Appendix C); focus group interview 

questions (Appendix D); individual interview questions (Appendix E); an anonymous online 

questionnaire for additional feedback post focus group (Appendix F); invitations to join the study 

(Appendix G); invitations to engage in anonymous online feedback (Appendix H); the 

transcription agreement of confidentiality (Appendix I); and finally, the script for verbal 

invitation to join study (Appendix J).  

Informed Consent for Participants  

These forms (Appendices A, B) outline a) the purpose of the research study; b) data 

collection procedures and data use; c) participants’ rights; and d) confidentiality and its limits. 

The goal of the consent form was to inform participants of how their data were to be collected, 

used, and stored, the risks and benefits of participation, and their rights as participants.  

Demographic Form 

Participants were asked to complete the demographic form (Appendix C). This form 

collected information about participants’ age, race, ethnicity, sexual orientation, gender, 

education, and professional title.  
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Interview Protocols  

Semi-structured interview protocols (Appendices D, E) were used to guide the interviews 

and focus group processes. A semi-structured format allowed for flexibility while ensuring the 

research agenda was fulfilled. The focus areas of the protocols were the evolution of practice, 

client experiences, and clinician experiences.  

Online Questionnaire 

 An online questionnaire (Appendix F) was conducted through Lime Survey to allow 

participants a chance to provide additional information after focus groups. The aim was to 

capture any forgotten information, to hear from participants about topics that may be difficult to 

share in a group setting, and to provide an opportunity for anonymous feedback, in case there 

was a barrier to sharing data directly with me, the principal investigator.  

Procedure 

A step-by-step protocol of data collection procedures is detailed in Appendix K. 

Following ethics board approval, I began this study by asking members of the Network if they 

were interested in engaging in this project. I introduced the study during a team meeting, 

verbally explaining the project and answering questions. Members of The Network consented to 

the scope of this project, and so I proceeded to send individual invitations to all team members 

via email, to join the study. Using McGill’s LimeSurvey Platform, potential participants were 

able access the online consent form and to fill in the demographic survey. Next, I contacted 

consenting participants via email to arrange focus groups and interviews.  

Data Collection 

To protect the confidentiality and privacy of participants, all hard copy data was stored in 

a locked filing cabinet at McGill University. Data were de-identified. Digital files were password 
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protected and stored on McGill University computers behind password protected user profiles set 

up specifically for this research project, with access limited to principal investigator and 

supervisor. 

Focus Groups. Three semi-structured online focus groups of 3-4 service providers were 

conducted: each lasted 90 minutes. Focus groups were held online using the secure video-

conferencing platform, Zoom, with password entry. There was a 10-minute break after 45 

minutes. Focus group topics explored working with 2SLGBTQIA+ clients in Montreal, Canada, 

during the first year of the COVID-19 pandemic and focused on: 1) clinicians’ evolution of 

mental health service provision in response to the pandemic; 2) clinicians’ understanding of the 

experiences of their clients as a result of COVID-19; 3) clinicians’ understanding of their 

personal experiences as mental health care providers during the COVID-19 pandemic. Focus 

groups were audio recorded and transcribed by a professional service, contracted with a 

confidentiality agreement (Appendix I). 

Following the focus groups, participants were invited to an online questionnaire to add 

any additional feedback that may have been forgotten or difficult to say in a group context. Two 

participants gave feedback in the online questionnaire. 

Individual Interviews. Fourteen participants engaged in semi-structured interviews that 

were 45-60 minutes long, which I conducted online using a professional Zoom account. The 

interview topics explored working with 2SLGBTQIA+ clients in Montreal, Canada during the 

first year of the COVID-19 pandemic and focused on 1) clinicians’ evolution of mental health 

service provision in response to the pandemic; 2) clinicians’ understanding of the experiences of 

their clients as a result of COVID-19; and 3) clinicians’ understanding of their personal 

experiences as mental health care providers during the COVID-19 pandemic. 
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Data Analysis 

Focus Groups. I employed interpretative phenomenological analytical approaches to 

analyze focus group data from demographic surveys, transcripts, and questionnaires with the 

assistance of NVivo software (Palmer et al., 2010; Phillips et al., 2016). First, I read each focus 

group transcript to orient myself in the data. Next, I read each focus group transcript with my 

attention focused on individual participant experiences. As is typical of interpretative 

phenomenological analysis, I focused attention on the claims and experiences of participants, 

which I then recorded, summarized, and sorted into themes (Palmer et al., 2010; Phillips et al., 

2016). Two independent researchers with qualitative research training and commitments to social 

justice, who had no connection to The Network, reviewed de-identified transcripts and the 

themes I had created. These researchers indicated whether they agreed with the themes I had 

created, as well as indicated any other themes they thought were relevant. Themes identified 

across researchers were kept and those without consensus were reviewed and updated.  

Next, I read each focus group transcript with a focus on group dynamics within each 

focus group. I followed IPA suggestions to examine group dynamics that attended to 

positionality, roles and relationships of researchers and participants, references to organizations 

and systems, and participants use of language (such as metaphor, patterns of speech, function of 

the language being used, emotive language) (Palmer et al., 2010; Phillips et al., 2016). There 

were limited interactions between participants, which I hypothesized to be a consequence of 

working via Zoom. I have included examples of participant interactions in the results.  

After this, I analyzed data across focus group themes to see commonalities and 

differences between groups. I conducted a final analysis focused on a broader picture of 

experiences described by the participants.  
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Two participants responded to the online questionnaire following focus groups. Both 

responses indicated additional pieces of information that participants had forgotten to mention 

during focus groups. I integrated these responses into the appropriate themes within my analyses. 

My hypotheses as to the limited use of the online questionnaires are threefold. Firstly, many 

participants also engaged in individual interviews following focus groups, where they had further 

opportunity to share their experiences. Secondly, based on the positive responses regarding this 

research process, which are recorded in the results, and the group cohesion developed prior to 

this project, I suspect participants did not feel the need to disclose information outside of focus 

groups and interviews, as they were comfortable enough to express their opinions within these 

arenas. This is further evidenced in moments where participants openly disagreed with each 

other, and in instances where participants shared vulnerable personal experiences. Thirdly, I 

believe that due to limited personal capacity, most participants could not engage further with this 

study. This is based on participant reports of being busier and more tired than usual, due to 

pandemic related conditions.  

Individual Interviews. I employed interpretative phenomenological analytical 

approaches to analyze individual interview data from demographic surveys and transcripts with 

the assistance of NVivo software. (Eatough & Smith, 2008; Smith & Shinebourne, 2012). First, I 

read each interview to orient myself in the data. Then I created summaries of each transcript that 

I sent to participants to review, offering an opportunity to adjust or approve my understanding of 

the interview. Most participants responded indicated the summary accurately captured their 

intended meaning from the interview. One participant offered clarification about a specific word 

used in the summary to expand its meaning, which I updated. Three participants did not respond. 

Next, I read each transcript and sorted the data into themes. Two independent researchers with 



MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

71 

no connection to The Network reviewed de-identified transcripts and initial themes. These 

researchers indicated whether they agreed with the themes I had created, as well as indicated any 

other themes they thought were relevant. Themes identified across researchers were kept and 

those without consensus were reviewed and updated. Finally, I analyzed themes to see 

commonalities and differences across interviews, forming more general themes that captured 

multiple participants’ experiences.  

Once I had completed analysis of demographic information, focus groups, questionnaires, 

and interviews, I looked for commonalities and differences between these forms of data 

collection. I found many similarities in overarching themes, which was predicted as the majority 

of participants engaged in all forms of data collection.  

My doctoral supervisor reviewed my analyses on an ongoing basis and discussed my 

process at many check points, including after analyzing the first focus group and first interview, 

after analyzing all focus groups and all interviews, and to review overarching themes. Our 

process included reflexive conversations about personal assumptions prompted by the data and 

analytic process.  

Trustworthiness and Rigour 

I aimed to design and conduct this study to ensure quality and rigour of the research, by 

applying the standards of qualitative research set by Morrow (2005), which include sensitivity to 

context, credibility, dependability and catalytic validity.  

Sensitivity to Context 

 There is strength in qualitative research that facilitates deep understanding of a 

phenomenon, including the context in which it is situated (Camic et al., 2003; Stiles, 2014). 

Through research design (i.e., epistemology, data collection, analysis, dissemination), a 
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qualitative study can attune to the context of the participants involved and the phenomenon of 

interest (Wilkinson et al., 2004). In this study, I selected a social justice framework to attend to 

important contexts that may influence the study, such as the social locations of researchers and 

participants, systemic pressures and changes, and group dynamics. I also used IPA to guide the 

research methodology and analysis, as this framework facilitates the ways in which participants 

and researchers make meaning and understand their lives (Eatough & Smith, 2008; Smith & 

Shinebourne, 2012). IPA with focus groups allowed me to capture meaning-making on an 

individual level, as well as within the group (Palmer et al., 2010; Phillips et al., 2016). 

Engagement in on-going reflexivity aids researchers in being open to the data and reduces the 

likelihood of distorting the analysis with a personal agenda or biases that do not serve the goals 

of the research. Thus, sensitivity to context was monitored through a practice of reflexivity, 

wherein the I kept a field journal of personal reflections and emerging interpretations, as well as 

any assumptions and biases that were apparent (Yardley, 2015). I also shared aspects of these 

reflections with my supervisor to process my perspective and its impact on the data.  

Credibility 

 Lincoln and Guba (1985) deemed credibility in qualitative research as how the study 

produces accurate descriptions of the phenomenon of interest, such that the participants can 

recognize and agree with the data. Strategies for credibility include sound research methods, 

multiple forms of data collection, verification, member checks, and field journals (Lincoln & 

Guba, 1985).  

 Clarity and appropriateness of methodological coherence is essential to sound research. 

Sound research methods can be established through the research design and understanding of 

research theory and practice. I selected an epistemological framework that aligns with the 
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research methodology as well as the research goals, research questions and contexts in which 

data was collected.  

Triangulation of data, which refers to comparing multiple data sources on the same topic, 

adds rigour and validity to the results. In this study, participants had multiple ways to provide 

data: through demographic surveys, focus groups, and written online questionnaires, as well as 

via interviews. This offered a robust data collection that corrected for difficulty participants may 

have in sharing information verbally, in written format, or in an individual/group context. For 

instance, if participants had barriers to participating in a group context, individual interviews 

were possible.  

Verification also contributes to credibility when research is audited by others. The design 

of this study was examined by senior researchers, as well as a research ethics board. The study 

was supervised by my doctoral supervisor, Dr. Ada L. Sinacore, and she audited the research 

process, including reviewing analysis and interpretations of data. Further, two research assistants 

aided in a process of thematic review to reduce any biases in analysis.  

Member checking is another way to establish credibility in research. This involves 

inviting participants to verify the accuracy of the analysis. Participants were able to review 

individual transcript summaries. Most participants engaged in this process and of those, all 

summaries were approved, with one minor revision.  

Field journals have been recommended as a way for researchers to practice reflexivity 

(Lincoln & Guba, 1985). As IPA requires subjective interpretations from the principal 

investigator, it is essential to minimize imposing assumptions and biases onto the data. Self-

reflexivity is a strategy to minimize this risk and field journals are a strategy to develop and 

practice this strategy. Therefore, I kept a field journal of my reflections throughout the research 
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process, detailing my thoughts, interpretations, assumptions and hypotheses about the research, 

data, and analyses.  

Dependability 

Dependability is documentation of the research process such that others can examine, 

assess, and follow the steps of research that have been taken and understand the outcomes. 

Dependability was established by recording all research activities at each step of the research 

process, including design, recruitment, data collection, analysis, and publication. The records 

serve as an audit trail and were checked for clarity by the doctoral supervisor, Dr. Ada L. 

Sinacore.  

Catalytic Validity 

 Catalytic validity is a concept referring to the extent to which participants gain or 

enhance their own understanding through the research process (Kincheloe & McLaren, 2005). 

Underlying this principal is the idea that research should be a valuable process of knowledge 

production for participants, as much as it is serves to contribute to institutional knowledge 

bodies. I invested in fostering catalytic validity through the research design of this study. For 

instance, I selected a social justice framework to support research processes that empower 

participants. The ISJCM addresses barriers that may impede participants from being able to fully 

participate and benefit from research processes, and challenges power dynamics that can hinder 

knowledge production (Sinacore, 2022). Moreover, IPA as a process of examining meaning 

making with participants and researchers, thus catalytic validity is inherent to this method. 

Awareness of the process of understanding is essential to IPA. I invited participants to actively 

make sense of their experiences and in parallel, I endeavoured to bring awareness to my own 

experience of making sense of participants’ views. Further, since focus groups can help elicit 
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sharing of personal experiences, group dynamics can generate greater understanding for 

participants through shared reflections, clarifications, perspectives, compassion, and empathy, as 

well as alternative perspectives.  

 One of the best indicators of catalytic validity in this project, as was reflected in the data, 

was that many participants reported that they came to understand their own personal experiences 

as well as the experiences of their colleagues with more clarity due to participation in this study.  
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Chapter Four: Results 

Results from interviews and focus groups illustrated clinicians’ experiences working with 

2SLGBTQIA+ clients during the first year of the COVID-19 pandemic. Results were grouped 

into two overarching domains: The evolution of service delivery during the pandemic and 

changes in therapeutic processes. 

Evolution of Service Delivery During the Pandemic 

Analyses of interviews and focus groups described clinicians’ processes of learning how 

to deliver services in the context of the pandemic restrictions (see Appendix L for a timeline of 

Quebec closures and distancing mandates). Aspects impacting the evolution of service delivery 

included being inundated with requests for services, feeling fatigued, adjusting fees, and 

gratitude for having meaningful work. Clinicians spoke about necessary preparations to provide 

remote services from their homes, as well as the needs and requirements of their clients to access 

these services. Some clinicians reported navigating in-person service delivery during the 

pandemic and described the coordination and flexibility between clinician and client to be able to 

safely share physical space. Resources that helped clinicians set up new modes of service 

delivery were discussed. Clinicians agreed that remote services were effective and discussed the 

benefits and consequences of working virtually and in-person. Predictions regarding service 

delivery models in a “post-Covid world” were made. These processes of setting up and 

delivering services during the pandemic are represented thematically in Table 1 (next page).  

Service Demands  

Participants reported being flooded with requests for clinical services during the 

pandemic. The growing demand for care was linked to participant fatigue, as well as financial 
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stability during a time when many others faced precarity. Clinicians discussed how to ethically 

navigate the cost of services in light of the complex circumstances of the unfolding pandemic.  

Table 1 
 
Summary of Themes and Sub-Themes of Evolution of Service Delivery Domain 

 

 
Increase in Demand for Services. All participants reported a surge in requests for 

therapeutic services as the pandemic began, sustaining an entire year, until data collection. 

Participant 2 stated, “there was really a huge wave of requests, and they continue throughout.” 

Clinicians emphasized the intensity of requests they received as an unprecedented phenomenon 

that indicated unmet needs. Requests for services were not only from new clients, but also from 

clients who had previously sought treatment and wanted to return to therapy for support during 

the pandemic. In one focus group, discussants agreed when a participant stated, “an influx of 

clients that I had previously worked with are wanting to have sessions too.” The demand for 

therapeutic services was described many times, often in a way that highlighted the extent of 

Themes Sub-Themes 
1. Service Demands (a) Increase in Demand for Services 

(b) Clinician Fatigue 
(c) Cost of Care  
(d) Meaningful Work 

  
2. Learning Remote Service Delivery (a) Early Days of Remote Work 

(b) Home Office, Virtual Care 
(c) Service Users Adapting to Remote Care  
(d) In-Person Work Experiences  
(e) Learning Resources 
(f) Participating in Research 

  
3. Advantages for Remote and In-
Person Services  

(a) Schedule Flexibility 
(b) Gender-Affirming Care Support  
(c) Clinician Comfort 
(d) Client Access to Therapy 
(e) Benefits of In-Person Work 
(f) Future of Service Delivery 
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requests, as captured by Participant 3. “The amount of requests I get at this point, weekly, is 

beyond what I could ever hope to manage.” And, as unimaginable as the number of requests, was 

the time spent responding to the service inquiries, clinicians reported. 

A challenge in fielding requests for therapy was that clinicians lacked referral options: 

private practicing clinicians were full, and public services had exceedingly long waitlists. 

Participant 13 succinctly reflected the situation. “Everybody's at full capacity.” Many 

participants cited how clients interested in clinicians with specific competencies (i.e., expertise in 

gender, sexuality, disability, anti-oppressive framework) had even fewer options in potential 

service providers, as captured by a focus group participant. “The LGBTQ+ queer community has 

very specific concerns and challenges that not everybody is equipped or informed to respond to. 

So, you're dealing with a smaller group of providers who I can refer to.” Clinicians stated the 

importance of clients working with knowledgeable providers, to avoid harm that may come from 

working with uninformed clinicians. Participant 8 shared how clients have spoken up about their 

need for knowledgeable clinicians, citing a client who said: “I really need an affirmative 

therapist; these have been my experiences and they're not great and really harmful.” This 

participant, who works for a larger organization with over a hundred practitioners, said only a 

handful of clinicians had experience working with 2SLGBTQIA+ communities, highlighting the 

lack of referral options. Another important factor, which was named by Participant 3, illustrated 

financial limitations in accessing services. “The increase in the demand is not only people 

needing services, but people needing free services. And that's basically unavailable.”  

Clinicians described the intense feelings engendered by the struggle to field a 

bombardment of service requests with no possible referral sources. Most participants shared 

feelings of discomfort being swamped with inquiries for therapy while having no viable 
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resources for clients. Clinicians described being haunted by the amount of people waiting to 

work with them and the difficulty of knowing that many people were in need, yet not being able 

to help them. Participant 1 stated that, “it's hard to know so much, it's hard feeling that there’s a 

world of need out there that I can't meet.” And Participant 3 reported taking on more hours to 

respond to need. “Especially with how much demand for support and how much my work has 

increased since the pandemic started. It's a lot. I work overtime every single week since the 

pandemic started.” 

While notably difficult, participants also recognized the privilege of being able to 

continue to work during the pandemic, a time during which many lost jobs. Participant 2 said, 

“I’m one of the privileged ones whose possibility for gainful employment has increased.” 

Participants even expressed feeling guilty for being in the position of being able to work, 

describing, “the strange situation of almost benefiting from this situation professionally, by 

growing my practice and having more long-term clients.” However, navigating how to work 

during the pandemic came with challenges.  

Clinician Fatigue. Participants reported higher than normal levels of fatigue throughout 

the first year of the pandemic, up until data collection. Participant 12 plainly said, “I feel more 

tired.” Participant 13 contextualized the tiredness as a result of the conditions of the pandemic. 

“It's really the tiredness of this situation that is really present.” Participant 8 named facing 

pervasive negative information as a contributor to fatigue and linked that to personal content 

consumption on the internet. “The doom scrolling phenomenon really tires me out.” Low energy 

levels impacted clinicians’ wellbeing, effectiveness as therapists, and lives. Participant 10 aired 

worries about building a tolerance to fatigue. “I have been on the border of feeling burnt out a 

few times and I’ve been getting a lot better at this, so I would just go on, go on, go on until my 
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body couldn’t do it anymore.” This clinician also spoke about feeling irresponsible to family 

when work required more energy. Other participants also voiced how fatigue became a barrier to 

engaging in activities, such as continuing education. A focus group participant lamented, “I did 

nothing else. I let all of the courses go by. I was immediately very tired. I'm less tired now than I 

was then, but I was exhausted for the first many months.” Some participants recalled wishing 

clients would cancel sessions and others described hoping the workload would lighten, as 

mentioned in a focus group. “I wanted to reduce my practice, but people never went on vacation, 

so I actually didn't reduce it as much as I wanted to. I thought I would do fewer and fewer hours, 

and everyone just stuck.” Working remotely during the pandemic also evoked reflections on 

workload. A focus group clinician explained how remote work “drew my attention to how many 

activities I was doing.” The change in work modalities drew attention to work and this clinician 

realized that even prior to the pandemic, the workload was too much.  

Clinicians reported that a stressor contributing to fatigue was that clients were struggling 

more than ever and had lost many of the supports in their lives. Clients were facing bigger 

challenges with diminished access to friends, family, activities, and thus fewer viable coping 

strategies. Participant 1 reflected on the impact of caring for clients facing so many burdens with 

limited support. “The work itself is harder, absolutely.” Participants described how for 

2SLGBTQIA+ clients in particular, the pandemic may mean moving back home with 

transphobic parents, in addition to no longer being able to access any queer-affirming spaces. 

Some clients were isolated in especially challenging contexts, while also grieving, facing 

uncertainty, without work, and facing the many other adversities brought by the pandemic. 

Participant 12 reported the dire impact of becoming the main resource for clients. “I feel more 

tired. I feel that I wasn’t allowed to take as many breaks. I was getting depressed, and I was burnt 
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out. I was extremely fatigued.” Many others reported feeling these pressures. Similarly, 

Participant 3 shared that there are, “more people in crisis, a lot more people in precarity and 

that's a lot. It's hard to hold.” Clinicians were managing their own grief and adjustment pains, 

while working with the experiences of others, with few opportunities to replenish their spirits or 

guide clients to additional resources.  

Cost of Care. Clinicians discussed the responsibility of offering financially accessible 

services to clients during the pandemic. Participant 2 described working through how to support 

clients who lost work. “They lost their jobs, they lost their income, there was no longer any 

revenue and so then there was a huge adjustment on that level. I had to really think about ‘okay, I 

need to continue working with them.’” Focus group participants also discussed wanting to 

respond to clients who had lost work by adapting fee structures to allow for clients to be able to 

continue care. “As a practitioner in private practice, I've adjusted, and I think that there's a real 

social responsibility to be able to meet people.” In parallel, Participant 12 reported that some 

2SLGBTQIA+ clients struggled to pay for therapy. “It was difficult, they lost their jobs, which 

we did try to figure out: sliding scale or putting on bi-weekly, and so we found different ways to 

manage it.”  

Responsibility to financial accessibility was not limited to pandemic-related job-loss. 

Prior to the pandemic, as part of membership requirements to join the Network, clinicians agreed 

to offer sliding scales and low fee spots to support 2SLGBTQIA+ clients in accessing therapy, as 

these populations often faced barriers that prevented financial stability. Yet, even with 

significantly lower costs, clinicians reported that clients were not always able to access services, 

or able to engage in long-term, comprehensive care. Clinicians discussed that navigating how to 

offer lower cost therapy was difficult. A focus group participant inquired, “As far as accessibility 
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goes, there was that question of ‘Okay, well, how much do I adjust for that and how much do I 

offer?’” Participant 13 similarly spoke about not knowing how to determine who would qualify 

for low-cost therapy. “I cannot offer everybody $40. But then I don’t find it truthful or equal if 

one person pays a $100 and the other one pays $40 and the other one at $100 could have 

benefited from the $40.” Focus group participants shared hopes that mental health care would be 

covered by public funding: “There's more of an emphasis on funding for mental health services 

and it's renewed my desire of commitment to ‘how do we get actually this psychotherapy to get 

coverage and how to get it on a systemic level as well.’”  

Meaningful Work. While participants reported difficulty managing energy and facing 

the burden of working during the pandemic, they also expressed gratitude for having meaningful 

work. Participant 1 expressed this sentiment while speaking about fatigue. “I continue to be 

grateful to have meaningful work. I think having meaningful work through this experience has 

been a resource for myself.” In a similar vein, Participant 6 described working as a therapist as a 

protective factor and said “I don't think I felt the hardships, like feeling isolated, in a way. I know 

therapy, it's not quite the same because you're not sharing about your life, but you're still having 

a social interaction and a meaningful social interaction.” Other clinicians also described meaning 

work brought into their lives. For instance, Participant 3 voiced how, “it truly feels like a huge 

privilege to be able to offer these services, especially at this time.” And along these lines, 

Participant 9 recalled the beautiful moments as clients overcome past traumatic experiences. 

“The shift in the work is really quite astounding as compared to working with those with 

everyday problems, when you're working with trauma, for me anyways, what I see that in the 

shift is beautiful.” 
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Learning Remote Service Delivery 

 March 14, 2020, Premier Legault officially declared a public health emergency in the 

province of Quebec and instituted a series of “lockdown measures” in the surrounding days, in 

response to COVID-19. Participants in interviews and focus groups described transitioning to 

remote service delivery, which included working via video conference platforms (including 

camera on, camera off, and chat features), as well as via telephone. Most clinicians began 

working remotely in March 2020, when mandated. However, some clinicians had different, 

unique experiences. For instance, Participant 7 described seeing clients virtually before it was 

mandated. “I did it pretty early. I am one of those highly anxious people and had been following 

this and so I was thinking about it in January and so I think I did it maybe about a week earlier.” 

Participant 8 took a different approach, deciding on a two-week hiatus from work before 

beginning to offer remote sessions. “I was in a personal situation that was okay. I had the 

finances to be able to not work for that period and I am in a living situation which was 

comfortable.” Nearly all participants indicated that they worked remotely throughout the first 

year of the pandemic, beginning in March 2020 until focus groups and interviews took place, in 

February and March of 2021. In addition, during this year, a few clinicians worked in-person at 

times when restrictions allowed for this (see Appendix L for a timeline of Quebec closures and 

distancing mandates).  

Adapting to virtual therapy demanded a dramatic shift in how services were delivered, 

which required clinicians and clients to make significant changes. Clinicians described the steep 

learning curve of quickly transitioning to offer remote services, setting up technology for virtual 

services, as well as dedicated therapy space within clinicians’ and clients’ homes.  
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Early Days. In focus groups and interviews, participants spoke about initial days of the 

pandemic and in particular, the lockdown, as a markedly different period of the pandemic. 

Remembering the period when information about the COVID-19 was prevalent, but a global 

pandemic had not yet been declared (e.g., early 2020), Participant 14 described the confusion 

that had been present. “There was the weirdness of the first week where people were hand 

sanitizing and not knowing where this would go.” This participant spoke about screening clients 

before sessions and speaking with clients about the possibility of transitioning to remote work. 

Similarly, Participant 12 recalled the uncertainty in the first months of the pandemic. 

“Comparing before the pandemic with the first four months of the pandemic, which was 

confusion and resistance and for everyone: it was not just for the clients, for myself too. It’s just 

adapting to the whole new reality.” Adding to that confusion, one participant who worked for a 

governmental health care organization described not knowing how best to reach clients initially, 

when it was not possible to go into the clinic to access files and before their clinical 

organizations had decided on the means of remote delivery (e.g., phone, video conferencing 

platforms). Clinicians described the challenges of finding ways to contact at-risk clients and 

younger clients who lived with their parents but were old enough to have confidential health 

records. Participant 11 recounted, “It was quite challenging at the beginning. What I remember 

is, the two places I was working having different rules, but it was sudden. ‘Oh, now you can’t see 

patients anymore.’” This clinician explained the confusion of early days. “It was difficult to 

know. What can we do? What can we not do? I was worried for some people and how to access 

people.” Further, Participant 11 reflected the unfamiliarity of the situation. “So that was quite 

challenging. Can we do psychotherapy? Can we access the people for psychotherapy? And how 

we do that, on phone? Never did that before. Then Zoom was right after.” Participant 14 shared 
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the skepticism clients and clinician initially had about engaging in remote sessions. “There was a 

lot of ambivalence, I think both by the clients and myself, about working 100% remotely.” 

Other participants described an easier time adjusting to remote service delivery. For 

example, Participant 6 shared, “I felt working from home was a pretty easy transition.” 

Participants who had already worked remotely were more confident in adapting to remote 

service delivery, as Participant 9 reported: “Moving online, I didn't notice so much because I 

worked internationally for 10 years.” Similarly, a focus group participant noted, “I found the 

transition relatively seamless. I've been seeing clients previously who weren't in province or who 

were away for some reason or another so that part I didn't find too difficult.”  

For those new to remote work, experience was gained. As participants spent more time 

offering virtual services during the pandemic, they reported becoming more confident in their 

ability to work remotely. Participants described learning to use video conferencing platforms, 

and finding ways to overcome internet connection issues, for instance by using a video platform 

as well as the telephone so audio that could remain stable even if there were connection issues. 

Participant 14 summarize learning how to provide remote services. “I really learned how to 

connect virtually, even with new clients. So now I have started and ended [clinical relationships] 

for example. But it was not automatic.” Participant 11 also shared progress within the process of 

learning to provide remote services “I will not say I’m comfortable, but I’m more experienced 

with that.” Some participants reported that initially they had doubts that remote therapy would 

work. With time, participants indicated that remote services were effective, and that this came as 

a surprise, as many clinicians had feared that technology would disrupt the relationship and 

compromise the impact of therapy. Participant 13 declared, “We still manage to work deeply, I 

find, and I was even surprised the first few times on Zoom, [clients] can actually have emotions, 
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even on Zoom.” Developing confidence in remote services was described as helpful for doubtful 

clients as well. Participant 14 said “As that experiential learning occurred, that’s helpful. As you 

believe, your clients can believe also, right? There's kind of a shared hope that this can be 

functional.” Participants also spoke about feeling hesitant to take new clients while working 

remotely until they had gained more experience and felt comfortable with the new way of 

offering services.  

Home Office, Virtual Care. Participants described the challenges they faced setting up 

for remote service delivery. Some participants spoke about encountering obstacles trying to 

quickly convert their in-person practices to function remotely, which required furnishing home 

offices and selecting appropriate virtual technology. Participant 14 recalled: “In the beginning 

there was a very quick turnaround that was required.” Participant 7 reflected the sentiment many 

clinicians felt in adapting to remote delivery initially. “It was a bit of a scramble to figure out 

how to do it online and what platforms to use… some people preferred phone; some people 

preferred video.” Setting up a home office was discussed in most interviews and in focus groups. 

Participants said they had to purchase home office supplies including furniture (e.g., desks, 

chairs) and technology hardware (e.g., web cameras, headsets, screens). Participant 5 spoke to 

the challenges of equipping a new office during the pandemic. “There was a certain amount of 

stress about, not so much about working online as such, but sort of everything around that. So, 

making sure I had the right equipment, making sure that I felt safe with data security issues.” 

This participant also noted that there were supply shortages resulting from the impact of the virus 

on workers and from new supply demands because of the surge in people establishing home 

offices.  
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As Participant 5 indicated, another aspect of setting up remote services was the process of 

ensuring secure data privacy for remote services. Participant 4 reflected that clients were 

informative during the decision-making process. “I had some clients who didn't feel comfortable 

with some platforms and that might have been part of, or connected to, their thoughts and 

feelings about digital security and privacy.” This clinician surmised that many queer and trans 

clients are also more socially engaged and more knowledgeable about data privacy, stating that: 

“finding the platform that I ended up using was also influenced by the kind of social activist 

work that some of my own clients were doing.”  

In addition to gathering office furnishings and selecting digital platforms, clinicians 

needed to make decisions about where to install offices in their homes. Many clinicians reported 

not having dedicated closed offices available in their space. Participants described making 

decisions about what would be visible to clients, and how to separate their space to delineate 

work from home. For instance, Participant 1 shared, “this is the place on the sofa that I sit, and if 

I sit here for work also, I'm going to lose my mind, I'm going to be 24/7 in the same spot in a 

way that's no good.” This participant described the process of rearranging furniture and 

revisioning home space. “I use the chair that's across on the side of the room, that I never sit in, 

and I dragged a coffee table from a different room to be my desk and it created ‘work.’” 

Confidentiality was another concern inherent in the home, particularly for clinicians who did not 

live alone. A focus group participant explained, “the privacy thing had been a bit of an issue at 

first, where I'm living. My partner and I had our offices right across the hall from each other.” 

This clinician described trialling multiple adaptations to establish appropriate home offices. “We 

had a white noise machine going, but it didn't feel comfortable, so we actually had to reconfigure 

the house and move an office to the back and that feels a lot more comfortable.” Not all 
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clinicians could find solutions at home. Participant 14 described working remotely from a clinic, 

due to lack of confidential space at home and limited internet bandwidth. However, this clinician 

faced issues accessing workspace. “I went in, and it was actually very difficult because I was 

being asked by the building manager ‘why was I there?’ And I was very nervous that the 

building might shut down completely.” 

 Clinicians reported that they checked with governing colleges about the rules and 

regulations for working remotely. Some participants had difficulty finding information that 

pertained to their specific practices. For instance, social workers who offer psychotherapy in 

private practice struggled to find information that was relevant to their work context. Participant 

5 reported, “I've found myself between two chairs in terms of my professional organizations and 

one is that the OPQ [Ordre des Psychologues du Québec, Order of Psychologists of Quebec] -

their recommendations are based on the setup for psychologists and the OTSTCFQ [Ordre des 

travailleurs sociaux et des thérapeutes conjugaux et familiaux du Québec, Order of Social 

Workers, Family, and Marriage Therapists of Quebec] under whose rules of ethics I operate.” 

Participant 8 described similar challenges faced as an art therapist trying to access resources to 

guide remote practice. “It has been hard, there not being a ton of online therapy and online art 

therapy resources.” Clinicians aired the challenges they faced in quickly learning the rules and 

setting up new agreements with clients, which included consenting to virtual care, as Participant 

7 exemplified. “I remember feeling a bit lost trying to get a consent form up and going about 

consenting to remote sessions.” 

Participants reported needing to develop an assessment of client capacity to access 

services, which comprised access to technology, interest in remote care, and privacy. This 

required explicit conversations before beginning work, as a focus group clinician described. 
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“Before starting with a new client, having a much longer conversation about fit, about how I only 

work remotely, about internet connection.” This clinician noted that consent forms were part of 

that conversation. “I also changed my consent forms, they're much longer, they go into depth 

about the tele-psychological services and what is required. So, I have mentioned a longer 

preamble about details, including internet connections.” Clinicians also indicated they used 

ongoing assessments of privacy within therapy sessions, particularly for clients who were living 

with others. Participant 11 described assuming some sessions were family sessions, even if the 

intention was to be working one-to-one. “I was working with an individual and now I’m working 

with a family. A queer single mother with children and the children are at home.” Due to the 

abrupt transition to remote work, the participant described not knowing which topics were okay 

to discuss when children were listening. This clinician spoke about needing to learn how to 

evaluate who was present in the session in a specific moment. “So, I said the name of everyone 

to be sure and when I hear ‘Yeah?’ I know they can hear us. That was kind of some strategies I 

tried.”  

Service Users Adapting to Remote Care. While clinicians needed to adapt significantly 

to offer remote services, clients also adjusted to be able to access remote services. Participants 

described the barriers clients faced in securing confidential space and discussed how some 

clients were unable to overcome certain barriers and thus were not able to continue therapy 

remotely. 

Many participants spoke about clients lacking private space where they could attend 

therapy sessions. This was discussed in a focus group. “Well, they might have challenges too, of 

just having a literal space to attend a session at home.” Another clinician replied, “For sure. I had 

a client who sometimes saw me in the bathroom.” Clinicians reported that clients employed 
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many different ways to secure privacy, as Participant 7 detailed: “clients have been really 

creative in terms of sending their partners out on their weekly walk or getting in their car or them 

going for a walk.” Similarly, Participant 14 spoke about feeling confident in knowing how to 

navigate clients who wanted to have sessions while walking, after reading about it. “In an article 

one psychologist was doing therapy walking down the beach. So, actually, I had a couple of 

clients that to ensure their privacy and calmness, they would be outdoors.” This clinician 

reported that documenting the location of the client while walking was required to stay within 

professional regulations. Participants described feeling more flexible about making changes to 

the locations of therapy over time and spoke about the new possibilities for work that bloomed 

during the pandemic. In one focus group a clinician said: “the ideas on how different people 

were practicing just opened up additional spaces and being, always professional, but more 

flexible, with thought-out boundaries in that flexibility.” Participants also experimented with 

technology to protect confidentiality, for instance, using the chat feature on video platforms with 

clients to convey information without saying it out loud, as was shared in Focus Group 2. “And 

so being able to type something rather than say it out loud for safety reasons has also been really, 

really, really helpful.”  

Participants reported that few clients ended therapy, yet one of the main reasons for 

terminating was due to lack of private space. Participant 12 described how the combination of 

therapy without privacy had resulted in domestic abuse, and thus it had been necessary to end 

therapy. “I see my clients being affected, clients who live with families. I had to terminate two 

clients who didn’t have any privacy at home to talk and even just having therapy was turning 

into more violence.” Some participants also reported that clients did not want to work remotely 

and chose to end services. Participant 5 described: “I did have a small number of clients who 
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dropped out because they did not want to work by tele-practice.” A focus group participant 

illustrated specific concerns of immigrants and refugees, who were reluctant to share sensitive 

information online or on the phone due to “fear that someone could be listening.” This 

participant explained that clients’ past experiences could make it difficult to trust remote 

services, and further, it was not possible for clinicians to guarantee privacy. Overall, participants 

reported that most clients remained in therapy and were able to find ways to access therapy 

remotely. 

In-Person Work. Participants who worked in-person during periods when pandemic 

restrictions were lifted described how they navigated this shift. Participants named reasons for 

working in-person which included having migraines from working online, preferring in-person 

work over remote, finding in-person sessions facilitated their approach better, and extending 

services to clients without remote technology access. One participant reported returning to 

remote work after finding the in-person safety protocols distracting in session. Another 

participant stated that they considered in-person work but did not take steps to return the office to 

see clients.  

Participants shared that setting up in-person work required extensive consideration and 

planning. Thinking through the feasibility of in-person work and needing to make decisions 

about who would be able to access in-person sessions, were necessarily considerations, along 

with determining levels of tolerable risk, who would be impacted by risk, what safety 

precautions were necessary, how to put them in place, and what indicators would prompt a return 

to remote sessions. Participants reported using many different strategies to prevent viral infection 

during in-person work, including rearranging office furniture to put distance between clinician 

and client, masks, shields, and sanitization of hands, surfaces, and materials.  
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Participants described adhering to safety protocols as challenging, as well as disruptive to 

therapy. Some of the safety measures created distance between the client and clinician, as 

described in focus groups: “I realized it was very sterile, almost because people are wearing 

masks, I was wearing a mask, a visor. I mean we did manage, but it was complex because of all 

the disinfecting, the protocol, the screening before.” This clinician described how safety 

measures changed the felt sense of therapy. “At one point when somebody was crying, asking 

permission to remove the mask. So, it was actually a very complex dynamic.” During the first 

year of the pandemic, there were changes in the governmental rules that imposed work-from-

home orders, which allowed clinicians to work in-person for periods of time and then forced 

clinicians to change from in-person back to remote work quickly. Clinicians struggled to stay up 

to date with these rules, as Participant 13 summarized. “The stressful part was also with Santé 

Publique always changing their guidelines for us in person. So, I think the first month or the first 

two, three months I would email my clients every two weeks with the new directives.”  

In addition to adapting to changing rules and protocols, clinicians described thinking 

about their clients differently, as their clients’ activities had the potential impact their own 

wellbeing, as well as others in their life, including other clients. Participant 13 described 

worrying about client contact with other people between sessions and using this information to 

determine if in-person sessions were safe to continue. “I think what's really hard is being, not the 

authority, but keeping track in a way with what's happening in the client’s life.” This clinician 

described the discomfort of tracking clients’ activities and reported thinking about how the 

clients’ risks became the therapist’s. “I have to consent in a way, and I have to think about my 

safety.” Participant 13 described thinking about client disclosure of COVID-19 risk during 

sessions: “If you're at risk why are you here? You're putting me and my clients at risk.” This was 
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a new kind of clinical scenario that changed how clinicians thought of their clients, bringing 

more attention to the possible threat associated with client activities. Participants traced safety 

between themselves and the client, as well as between the others in their lives and their clients’ 

lives, as was discussed in focus groups: “The question of seeing people in person was also about 

my comfort as a pregnant person and not wanting to get sick for that reason and of course not 

wanting to get other people sick too.” It was reported that that working in-person added 

considerable mental activity to calculate the factors contributing to safety and to flexibility 

respond.  

Learning Resources. Participants shared the supports that helped them adapt their 

practices during the pandemic. Participants stated that talking with others was one of the most 

important ways they learned about how to adapt their work to the new and changing contexts. 

Participant 1 shared, “I didn't do a lot of the trainings that came out, or reading the guidelines, I 

didn't do a lot of that at all. I did a lot of thinking things through with friends.” Most participants 

reported that they regularly spoke with other clinicians to gather and process information. 

Participant 8 said, “I would say the people in my professional life have been the best resource.” 

Participants reported that supervision was essential for gathering and processing information 

about the pandemic and service delivery decisions. For example, Participant 8 described meeting 

with a supervisor who was also navigating adapting practice during the pandemic and said, “I 

really look up to her as somebody who logistically has her work together and is very good at 

executing the logistics of therapy in an ethical way, so that's been really helpful to meet with 

her.” In addition to supervision, some participants found therapy to be a crucial resource during 

the pandemic. Participant 12 stated, “I couldn’t imagine going through this without having my 

own therapist supporting me and being supervised every week.” Participants spoke about 
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learning from research colleagues within their professional networks as well. This provided 

access to data that had not yet been widely published, which participants used with clients, 

particularly for guiding safety concerns. Participant 11 described how, “with other post-docs who 

were in public health, we’re working on projects and that was helping me to know that I can give 

information that are up to date.” This participant reported being able to collaborate with others 

about specific concerns not addressed yet in mainstream publications, for instance how essential 

workers could protect themselves and families.  

 To stay current about information relating to the pandemic, many participants spoke 

about reading the news more often than before. Some participants reported following news from 

other countries who were further along in the pandemic for insight on what may come next, as 

Participant 12 described. “I followed the experts or people who were involved in other countries 

who were more advanced than Canada because they got it earlier.” Participants shared that 

staying current with the news was difficult during the pandemic, particularly in the beginning 

when much was unknown, and information was rapidly changing. A focus group participant 

discussed the stress associated with digesting vast amounts of news, “hearing [it] every day, the 

new news, sometimes from our very clients before we read it in the newspaper or heard it on the 

news or whatever. That was wild!” Participants reported that hearing news from clients was 

dysregulating and made it challenging to stay in a therapeutic stance. Participants felt they 

needed to follow the news more closely than they would normally, to prevent dysregulation in 

session. As Participant 1 described, “hearing news from my clients wasn't useful. And, it wasn't 

ideal, both in terms of the amount of self-regulation that it might require and also trying to stay 

present for people.” As the pandemic wore on, some participants indicated that they could no 

longer process the same quantities of news, and many reported curbing their news intake. 
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Participant 8 stated, “in terms of keeping up with the pandemic, I was really good until October 

[2020], reading the news and staying informed and now I've chosen to check in once a week 

unless there's a big event.” Clinicians also spoke about using specific websites, such as 

governmental websites, to obtain information about the virus, and from their provider 

associations and colleges for therapy-related information. 

Participants noted that they often felt they lacked resources that would be helpful to their 

clients, as pandemic-related resources often ignored the realities of their clients and failed to 

consider their experiences and needs, relating to gender and sexuality, as well as other social 

locations. Participant 11 recounted thinking about some of the mental health coping strategies 

offered that did not align with client needs. “Doing yoga when people don’t have even the space 

to sit on the floor, that was some stuff that I thought, ‘I’m not sure I will advise yoga right now.’ 

Plus, it’s quite a religious-based activity.” Clinicians felt in need of harm reduction approaches to 

navigate the viral risks of attending, or spiritual-social risks of not attending, religious practices. 

Clinicians also spoke about needing to tailor some resources to client needs. Participant 9 said, 

“sometimes I find resources but that I can't share because the language is too complex and the 

ways that it's presented, the clients I have aren't gonna be able to relate to that.” Few available 

resources were comprehensive enough to be relevant considering multiple intersecting identities 

of clients. Most participants wished there had been appropriate resources for their clients, both 

client-facing and for service-providers. Participants also wished for more information about 

setting up remote services properly and navigating privacy concerns, as well as resources for 

provider self-care. Participants spoke about using resources designed for trauma, chronic illness, 

and disability as helpful frameworks to process aspects of the pandemic and navigating 

restrictions. Additionally, participants noted that trainings were more accessible than ever before, 
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as exemplified by Participant 5, “It's been nice to have some kinds of training, it's not so much 

specifically about dealing with the pandemic but training in general, it's been more accessible.” 

Experiences Participating in Research. Consistent with the reports that speaking to 

other professionals was one of the most helpful ways of learning how to navigate the pandemic, 

many participants identified this research project as contributing to their understanding of their 

experiences. Participant 1 shared, “it has been a really interesting process to have the opportunity 

to think these things through and respond to the questions. I appreciate that.” Clinicians stated 

that it was satisfying to hear others had faced similar challenges, and useful to hear how others 

had managed. Participant 3 spoke about the process of the research and the potential of the 

experience of the focus groups themselves, as much as the end results of the research, to inform 

and benefit clinicians. “Part of what is so interesting about this research project is it's particularly 

important as a resource, like, figuring out what is needed and what are people doing and how can 

we resource each other.” Others also commented that developing thoughts was a benefit of 

engaging in this project, like Participant 6. “These are the kinds of things that have come up that 

are like shapes of thoughts that aren't really formed completely yet.” And others commented on 

their personal findings, like Participant 4. “I was actually surprised by some of the things I ended 

up talking about because I haven't really thought about them. I was able to see and understand 

something about the place of therapy for my clients.” Throughout interviews and focus groups, 

participants referenced their experiences participating in this research project, as well as 

interacting with each other.  

There were many positive interactions between participants during focus groups. It was 

easy to see that participants were listening to each other and having their own thoughts and 

experiences evoked by what others said. Even at times when participants shared different 
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experiences, the conversation respectfully reflected those differences. Often participants would 

be prompted by others, for example, a focus group participant led with, “Just to jump off of what 

[Participant] just said…” Clinicians also ensured others had a place within the conversation. For 

instance, a participant said: “I'm just trying to keep space because I'm wondering if [Participant] 

is sort of gearing up to say something.” Participants demonstrated respect for others to have the 

time and space needed to speak comprehensively. In one instance, a participant asked, “Are you 

done?” And was answered, “Yeah, go for it!” before beginning to talk. In another example, a 

participant apologized, saying, “I think I interrupted you,” after jumping in to speak excitedly. 

There were no examples of participants engaging disrespectfully.  

Some participant interactions were moments when focus group participants offered each 

other advice and shared solutions. Participants spoke about how sharing and talking through 

experiences was helpful and one of their most useful resources during the pandemic. A 

participant described the group sharing together in team meetings. “We met on a monthly basis 

and exchanged and talked about our Zoom fatigue, our challenges, that was really appreciated. 

We could express our own anxieties, challenges, and as therapists had that shared common 

experience which was also very rich.” Other participants agreed that it was helpful. Focus groups 

were useful to explore differences amongst clinicians, and helped clinicians understand their own 

experiences as well as others.  

Many participants spoke about wanting to thoroughly answer questions and expressed 

hope that they were offering enough information to make the research project feasible. 

Participant 1 said, “I'm just mindful of wanting to give you everything you need so, am I? Am I 

doing it?” Participants also sought clarification about questions, suggesting they wanted to 

ensure they offered pertinent examples. For instance, in focus groups, participants sought more 
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detail about an interview question regarding changes to practice, asking: “What kind of 

changes?” Additionally, some participants shared concerns that they had insightful information 

on the topic. At the end of the interview Participant 13 offered feedback on the experience and 

revealed previously held worries about offering useful data. “It's a pleasure. At first, I was like, 

‘Am I gonna even help? I don’t know what to say.’ Now I'm like, ‘Oh, I did say a lot, I'm okay.’” 

It is important to analyze if demand characteristic were elicited such that participants were 

wanting to be “good participants.” Indeed, there are shared values between the researchers and 

participants that would make it plausible that there is a social desirability to present information 

in a specific way. However, participants were willing to volunteer on a team holding these values 

prior to research, indicating these are authentic shared values, not derivative of research 

conditions. Further, participants willingly shared challenging experiences and struggles that they 

faced, indicating that it was a setting in which authentic expression was possible.  

Advantages of Remote and In-Person Work 

Across interviews and focus groups, participants spoke about the benefits and 

consequences of remote work and in-person work. Participants reported many advantages 

inherent in offering services remotely, including ease of scheduling for clients and clinicians, as 

well as opportunity to work from varied locations. Additionally, clinicians found remote work 

more comfortable. Yet, participants did not discount the experience of in-person work and its 

merits. 

Schedule Flexibility. Providers described scheduling as more flexible when offering 

remote services, benefiting most clients as well as clinicians. Participant 11 reported that clients 

with busy schedules preferred remote sessions. “Going to therapy means losing time off work or 

something else and so they can go to therapy while not changing their schedule.” Working 
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remotely meant no longer adhering to an office schedule, which allowed clinicians to more easily 

change their schedules to fit their own needs, as well as client needs, as Participant 2 described. 

“I think that in terms of being able to be more flexible, that was the something certainly marked. 

You can switch things around on screen; it's a lot easier, you're in your environment.” This was 

notable for clinicians who were renting or sharing offices with others, as noted in focus groups. 

“If you have a shared office, for example, and someone's like ‘can you just see me on Thursday?’ 

and you don't have the office on Thursdays, then you can't see them on Thursday.” Participant 10 

spoke to the additional time and energy spent on administrative aspects of renting shared office 

space, as well as financial concerns. “I didn’t have my own office, so I was renting from [a 

clinic], which was not very convenient because it was quite expensive, but also, I don’t like 

having a different office every time.” Participants also reported that if clients cancelled sessions, 

they felt less frustrated, because they were not stuck at their office. Participant 2 exemplified: “I 

could be a lot more flexible around client demands for rescheduling. And when people would 

miss, it just wasn't such a big deal.” Clinicians spoke about being able to be more 

accommodating of client needs as well, finding it less complicated to reschedule, or to offer 

varied kinds of support. One participant spoke about deepening therapy by seeing a client twice a 

week, which was not previously possible due to limited shared office hours. Another clinician 

offered different kinds of sessions, including shorter check-ins to respond to crises or ground a 

client. 

Free of the confines of sharing a clinic office, Participant 5 described being able to devise 

a schedule that provided more rest and time off, which replenished energy levels. “I moved to a 

setup where I work Mondays and Tuesdays every week, and I work Thursdays and Fridays in 

alternating weeks, and this means that every two weeks I have from Wednesday to Sunday off.” 
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This clinician noted how this would have been more difficult, if not impossible in-person. “The 

fact that I'm seeing everybody from home gives me flexibility in that regard. It would have been 

much more complicated if I'd had to deal with scheduling office time and all that.”  

Remote work also benefited participants’ schedules, eliminating time spent commuting. 

Participant 6 realized how taxing travel was on energy levels. “Being able to practice without 

travelling to and from work, being able to be more flexible with my schedule was actually a very 

big relief to me. I was feeling quite burnt out before the pandemic.” Another advantage to remote 

work that participants mentioned was being able to work from other locations. For instance, one 

participant spoke about working from a cottage in a rural area and enjoying being closer to 

nature when work finished. Remote work also made services available to clients at distant 

geographical locations. For some this meant being able to work with 2SLGBTQIA+ clientele 

who may not have access to proximal affirming practitioners. 

Most participants found remote work improved scheduling, but some clinicians, 

especially those with children, indicated that in-person work facilitated ease in their schedule. 

Participant 10 shared how scheduling was more complicated when working from home due to 

frequent Covid-19 scares at day care. “As soon as someone has a fever, a cold or something, they 

are home so I’m spending all of this time to figure out my schedule.”  

Gender-Affirming Care Support. Working remotely offered flexibility that made it 

easier for clinicians to support gender-affirming care. Participants reported that they were able to 

take on more assessment sessions to write letters for accessing gender-affirming medical care, 

such as hormone therapy and surgeries, as scheduling was more feasible without physical offices 

and commute travel time. Participants discussed how it was easier to schedule assessments into 

cancellations spots with virtual care compared to in-person. Focus group participants discussed 
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the difficulties of finding appointment times for short term therapeutic encounters, like surgery 

assessments, when working in person. “It's harder to fit someone into the day, physically.” 

Clinicians reported being able to schedule assessments in off-hours to accommodate clients 

because they were not sharing offices or inconvenienced by traveling to the office. Further, focus 

group participants reported that assessment required less of a robust therapeutic alliance 

compared to therapy, indicating the viability of remote sessions. “It's a slightly different thing 

than starting a therapy process, in terms of the intensity of the alliance that you need to build, it's 

a different kind of alliance that you build, quicker, and doesn't need to last.”  

Clinician Comfort. Clinicians discussed finding remote work from home to be more 

comfortable than working in a clinic. Participants indicated that they had more freedom in how 

they could spend their breaks, which meant they may be better rested for the next session. 

Participant 7 reported having more substantial breaks that involved taking naps or making tea. “I 

like being able to take more of a real break than if I was at my office.” Participants also spoke 

about feeling more grounded and centered in their own homes and named being at home as 

contributing to their wellbeing. Clinicians described a sense of relief not having to commute, 

which for some, provoked social anxiety. Sharing a workspace could further exacerbate social 

anxiety. Working from home alleviated these anxieties and allowed practitioners more attention 

and focus for their sessions. Participant 5 illustrated, “Sometimes it has felt almost like a help 

because I have some social anxiety stuff and not having to go outside all the time, not having to 

go downtown to work and all that sort of thing has been enjoyable.” Similarly, participants 

indicated that working from home offered more opportunity to ease physical pains. Participant 7 

shared, “as someone with a lot of chronic health issues, it's been wonderful to stay home and be 
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able to put a heating pad on my belly and just have the things that I need to feel more 

comfortable.”  

Client Access to Therapy. Participants reported that remote therapy was more accessible 

for some clients. Removing the commute to therapy was helpful for clients with depression, 

anxiety, executive functioning difficulties, sensory stimulation overload, chronic pain, and 

chronic illness. Participant 1 illustrated, “People who chronically cancel and no show, don't do 

that anymore. So, it's definitely provided an accessibility in that you don’t have to leave in order 

to come to therapy.” Focus group participants discussed how clients no longer cancelled sessions 

when they went on vacation. Instead, clients brought their therapist by having remote sessions 

while travelling. Participants reflected about the meaning this may have for clients, including the 

wish to share more of their lives with their therapist. “It raises a lot of interesting questions about 

how the clients are understanding that [having sessions while on vacation] and what their 

fantasies are about, ‘oh, my therapist comes with me everywhere I go.’” Participant 3 spoke to 

the utility of remote sessions considering co-morbidities within neurodivergent populations: “A 

lot of folks are also dealing with all kinds of chronic pain and illness and unpredictably, right? 

So, there's days where I'm meeting with them [virtually] in their bed because it hurts too much to 

go anywhere else.” Participant 11 captured the anxiety some clients experienced attending 

sessions in person, which could be avoided by meeting remotely: “Huge amounts of stress from 

talking to the receptionist, from knowing how things work, waiting. A lot of anxious thinking 

about how they’re late one-minute. Things like that were creating an amount of stress that I 

never saw online.” 

Clinicians reported that audio sessions offered a way for clients to attend therapy without 

being seen. Participant 10 described only using phone with one client. “She has a hard time 
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dressing and washing so she doesn’t want me to see her, and it’s been working very well for her 

because it turns out that she’s able to open up.” Participants reported that some clients who 

experience gender dysphoria found turning off their camera useful to reduce barriers to attending 

therapy. A focus group participant said, “I have a lot of folks I work with who, for dysphoria 

reasons, aren't comfortable turning their cameras on and that's fine.”  

Video conferencing platforms offered new features for therapy, like text-based chat boxes 

and screen sharing, which also increased accessibility. Participant 5 reported working with a 

recently deaf client who needed the clinician to type communication using the chat feature. “It 

wasn't a question of using an interpreter and so we would connect, and I would type questions on 

the keyboard, and they would respond verbally.” Participant 3 named numerous ways that online 

platforms facilitated work with neurodivergent clients. For clients who struggle with verbal 

communication, the chat function allowed for new methods of communication. “We do speak 

verbally, but there's certain folks who I meet with, or I have met with, who it's only by chat, 

which is something that I didn't really have a good setup for before the pandemic.” Regarding the 

chat feature, this participant also offered, “If there's things that are too hard to say out loud or 

they're having a day where they're mostly non-verbal or whatever, it's so, so helpful to be able to 

use the chat.” Participant 3 also noted that the screen share feature was helpful for clients who 

needed assistance understanding emails or filling out applications. Further, video features 

allowed the clinician to see into a client’s space, which could allow the clinician to help a client 

organize items or problem solve with the client, with added visual information.  

Benefits of In-Person Work. When speaking about in-person work, many participants 

described it as a richer experience with more easily available interpersonal information. Some 

participants spoke about preferring the way in-person sessions feel, as Participant 7 noted: 
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“There is something I miss about being in-person though. There's a quality of perception. I don’t 

get to really feel people's energy as the same, remotely.” Clinicians also pointed to the benefits 

of in-person work by describing the challenges of working remotely, such as finding it harder to 

connect with their clients and feeling the experience was diminished or less full. Participant 12 

surmised, “I feel like I put in more, and I received less.” Participants reported having a more 

difficult time gleaning information from clients and found it more complicated to express 

themselves when working remotely. Participant 2 explained, “Not being able to read people's 

bodies is definitely an aspect, and not being able to express myself the way I normally express 

myself. And I think I move a lot and I'm dynamic in that way.” The participant motioned with 

their hands to add expression to their words, gesturing outside of the video frame, while 

explaining how they lack non-verbal information from clients’ body language in session, as well 

as ease in their own range of expression. “I had to try and reframe and say, ‘you can't see what 

I'm doing now, but this is what's happening…’ And I'd have to wonder what their hands were 

doing, what their feet we're doing, so that was a change.” Without the full embodied experience, 

some clinicians found that both clinician and client were less present in session. Participant 2 

explained, “People not being quite as focused, and myself included. There's just more wiggle 

room, right? When you can be in front of somebody and your hands can be doing something 

else, you can be distracted in a way.” Participants indicated that not only do they have less 

clinical information, but they find the experience less enjoyable online and more pleasant in 

person. For some, working online had deterring consequences, as Participant 10 shared, “I really 

found that it was hard, and I started having migraines.” Participants also noted that in-person 

sessions did not suffer from disruptions due technology issues. A focus group participant recalled 

the many times when sessions for interrupted by technical errors. “The irritations of, ‘my 
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connections not very good’ or ‘what, what did you say?’ Or spending ten minutes saying, 

‘maybe if you log in again, blah, blah.’” This participant reported missing in-person sessions and 

said, “it would be kind of relaxing to just be in the same space and not have to deal with all of 

that stuff.”  

Some clinicians stated that working remotely was more tiring than working in-person. As 

Participant 14 described, “I was Zoomed out at the beginning. Exhausted.” Similarly, participant 

8 reported: “feeling a lot of fatigue. Feeling, a lot of my days, even though they're the length 

they've always been, feeling really drained after that, especially working online.” The demands 

of virtual sessions curbed how much work clinicians could do. A focus group participant 

reported how, “because of Zoom fatigue, or just feeling I've been online all day, I don't want to 

do another meeting.” Participant 12 shed light on another way in-person work was energizing 

and preferable: it allowed connection with colleagues. “When you’re in the clinic and that five 

minutes, ten minutes break you have you go to the kitchen, go grab a glass of water, you see your 

colleagues you exchange a smile or joke or something.” This clinician mourned the loss of 

smaller interactions and described no longer being able to ask colleagues quick questions 

between sessions and spoke about the difficulty of connecting with other clinicians in the 

evenings after a long day of video conferencing at work. Isolation and fatigue were elements 

integral to working remotely, and it was challenging to invite smaller social moments into the 

day or have enough time to schedule time to connect with others. This clinician noted the 

difficulties of working in private practice, where clinicians must intentionally plan for peer 

interactions, pay for supervision, and may not have any collegial support.  

Future of Service Delivery. Participants made predictions about their plans to continue 

to offer remote services in the future. Most participants indicated that they would offer a 
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combination of remote and in-person services to accommodate a range of accessibility needs for 

clinicians and clients alike. Not only did many clinicians prefer to work remotely as least part of 

the time, but they also predicted clients would want to continue to access services remotely. As 

many participants found benefits to both types of service delivery, being able to work in both 

formats was indicated as advantageous.  

 Participants imagined having hybrid practices in the future, that offered remote as well as 

in-person services. Participant 6 worked through scenarios that may arise, such as clients 

wanting to switch last minute from one modality to another: “When I do go back to in-person 

sessions and a client decides one day they don't want to come in and they want to do online 

instead, I think it's going to be hard to negotiate that.” This clinician did not have answers for the 

future, but was thinking about how therapeutic services may change, and was curious about the 

impact of those changes: “As I'm thinking about it, maybe there's something that feels a little bit 

casual with the process.” This participant felt there may be advantages to both modalities and 

wanted to feel confident in knowing how to make decisions about service delivery.  

Similarly, Participant 12 expressed interest in research looking at the different factors that 

contribute to effectiveness of service delivery in-person or virtually. “I’m interested in knowing 

about evidence that will come out that can objectively compare remote work, with the in-person 

work in our field, and not just during the pandemic.” This clinician also envisioned offering 

hybrid services in the future and hoped to see more evidence-based literature review the 

implications of blended services. “I’m very much looking forward to seeing good studies, 

objective studies, on comparing the disadvantages and overall impact on the system, on people 

and everything.” 
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During focus groups, participants explored how to respect clinician preferences for in-

person work and brought curiosity to how service provision may impact clinicians as well as 

clients. A clinician imagined what it would be like to not offer remote services. “I feel like I'd 

have to justify it or something, especially if someone was like, ‘well, going out in the world is 

really hard for me and I don't feel safe for whatever reason so why do you make me come to your 

office where it's not accommodating in all the ways that I need?’” Another participant offered a 

way a responding to the hypothetical client. “I think you can be like, ‘I prefer to work in this 

way, and I totally get it if it doesn't work for you.’” Discussing together, these participants 

underlined how accessibility can serve clinicians as well as clients and the complexity of 

deciding what is possible to offer. On an individual level, clinicians explored how to comfortably 

provide services and work effectively, while also thinking through how to provide accessible 

services for clients, across many therapists.  

In addition to thinking through preferences for hybrid service delivery or other 

modalities, participants spoke about the potential to meet clients whom they have only worked 

with virtually, in-person. Participants predicted this would be a surprising experience where they 

suddenly have new information about clients after working intimately for a long time, virtually. 

Participants noted that it would be helpful to have group discussions together to process the 

return to in-person work so that this transition goes smoothly.    
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Changes in Therapeutic Processes 

Analyses of interviews and focus groups organized participants’ experiences of providing 

clinical services in the context of the pandemic and the ensuing restrictions (see Appendix L for 

a timeline of Quebec closures and distancing mandates). Clinicians shared their observations 

regarding client contexts during the pandemic, which included changes in mental health 

experiences as well as the consequential impact on community and relationships due to 

pandemic restrictions. Clinicians also discussed changes to therapeutic contexts. A major 

challenge faced by clinicians was to provide therapy to clients within the unfolding, unfamiliar, 

and yet strikingly mutual experience of the pandemic. Clinicians described how they adapted 

their therapeutic approach to grapple with clients’ experiences, which were ubiquitously parallel 

to their own. Therapeutic adaptations for working virtually were also discussed. Participants 

needed to honour new information that came from working remotely, such as seeing into clients’ 

and clinicians’ homes, and adjust to lost information, such as visual cues of emotion. The rituals 

of arriving, attending, and leaving therapy changed and participants spoke about the perceived 

impact this had on therapy and ways they tried to reinstate this ritual. Clinicians’ descriptions of 

their experiences providing and adapting services to 2SLGBTQIA+ communities during the 

pandemic, are represented thematically in Table 2 (next page).  

Observed Changes in Client Contexts 

Participants commented on the ways in which mental health was impacted during the 

pandemic. Participants discussed detrimental changes for many clients, as well as the pervasive 

isolation and its effects on clients. Yet, some relief was offered for certain conditions, such as 

social anxieties and sensory overstimulation. Participants noted differences in gender 
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exploration, wherein individual exploration was more possible but interpersonal experiences 

were limited. 

Table 2 
 
Summary of Themes and Sub-Themes of Changes in Therapeutic Processes Domain 
 

 
Worsening Mental Health Conditions. When asked how clients fared during the 

pandemic, clinicians reported that overall, mental health worsened. Clinicians attributed this to 

pandemic-related conditions which included tremendous uncertainty, health fears, job loss, 

precarity, isolation, continuous tragic news, and limited access to resources, among other factors. 

Participant 2 reported that more people were seeking therapy without a history of mental health 

concerns, due to the contextual difficulties of the pandemic. “They are experiencing the 

consequences of the pandemic and so, they're traumatic, they're not having the same contact, 

Themes Sub-Themes 
1. Observed Changes in Client 
Contexts 

(a) Worsening Mental Health Conditions 
(b) Stressor Relief 
(c) Building Structure and Routine 
(d) Gender Identity 
(e) Finances and Work 
(f) Making Changes 
(g) Engagement in Therapeutic Work 

  
2. Perception of Client 
Relationships and Community  

(a) Impact of Pandemic Restrictions 
(b) Isolation and Loss of Community 
(c) Family 
(d) Social Media 
(e) Social Movements 
(f) Communities of Care 

  
3. Changes in Therapeutic 
Practices 

(a) Clinician-Client Parallel Experiences 
(b) Evolving Therapeutic Approaches 
(c) In Each Other’s Homes 
(d) Personal Disclosures 
(e) Physical Space 
(f) Location 
(g) New Clients 
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they're feeling isolated.” Participant 12 also noted that many people were traumatized during the 

pandemic, on multiple levels, and that this was more prevalent with marginalized clients who 

faced prejudice, stigma, and discrimination. “I can say that there is more trauma and systemic 

trauma and family trauma and abandonment present in my clients with minority statuses 

including sexual minority, including gender minority.” This clinician went on to explain some of 

the challenges faced. “They’ve been affected because of losing their access to the support system 

they had, and many lost their jobs. It’s a kind of like a snowball of adversity.” Describing how 

marginalized clients were impacted, this participant illustrated how the context of the pandemic 

shed light on the ways in which people experience prejudice and discrimination. “Pandemic 

happens, revealing all the problems that is already there, but it’s more naked.” Along with others, 

this participant demonstrated how the mental health of clients worsened due to the increased 

quantity and intensity of barriers and discrimination faced by marginalized clients.  

Participants also discussed the ways in which existing mental health conditions were 

exacerbated during the pandemic. Many participants reported that depression worsened. 

Participant 1 reported, “People who struggle with chronic depression did a dive. A scary dive.” 

Similarly, Participant 7 stated, “some of my clients who have dealt with depression, I don’t feel 

like this has been helpful for their depression. I feel like it's deepened that experience for them, 

or a lot of them.” Participant 10 described a client with depression who had made significant 

progress in therapy and was at a point of socializing and engaging in hobbies. When the 

pandemic hit, this client regressed, no longer leaving the house, or engaging in pleasurable 

activity. Participant 5 detailed how the conditions of the pandemic contributed to depressive 

symptoms. “The really, really pathological way of living in the now that you have in depression 

where it's impossible to consider you will ever feel anything different from the way you feel 
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now.” The pandemic offered few opportunities for interruptions to this way of thinking, and as 

Participant 5 explained, “the idea that this feeling will go away at some point becomes literally 

not possible to think.” A focus group clinician reported the graveness of situation, describing 

clients who “fell into a deep depression eventually. And I see the deterioration of the situation. 

Lots of suicidality.” 

Depression was not the only mental health condition that was aggravated during the 

pandemic. Participant 7 explained how myriad other symptoms were provoked. “I feel a lot of 

folks who had stuff in remission, like eating disorders and addictions, that those have been 

reactivated.” Participant 5 described how this phenomenon surfaced artifacts of mental health in 

a way that bombarded clients. “Issues are coming up in a very blatant rapid-fire kind of way, 

which is stressful.” And similarly, Participant 1 recounted, “people have been, and it would 

include these depressed folks, triggered into their trauma patterns of that feeling of unsafety.” 

This participant emphasized the severity, saying, “A lot of people went back to their most intense 

place.” Trauma was also discussed in focus groups. As one participant described, it was “an 

imposed opportunity to work with trauma, because the beginning of the lockdown and last year 

and all the changes and confinement, triggered the experience of being trapped for many trauma 

cases that I worked with.” This clinician described how the experiences of traumas emerged 

more intensely. “They started to re-experience lots of dreams, lots of vivid dreams about their 

trauma, the fears came up and it would have taken me, for example, a couple of years to get that 

much material from them.” Another focus group clinician also described this haunting of the 

past. “The other thing I personally have been struggling with a little bit is the regression, the 

eating disorder for clients who had the history of eating disorder, getting back again to those old 

habits.” Clinicians illustrated how clients with prior trauma or mental health conditions were 
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provoked in a way that elicited feelings of those previous experiences, and at the same time, 

evoked previously used coping mechanisms. A focus group clinician described how clients had 

fewer outlets and supports, due to social restrictions, which had helped mitigate symptoms 

before the pandemic. Without these resources, the clinician said it made sense that clients 

returned to early coping mechanisms. “I'm not surprised about it, getting back their old habits in 

this kind of circumstance is not surprising.” Participant 8 also spoke about clients struggling to 

take care of themselves, without access to supports they had put in place before the pandemic 

and had relied upon. “Especially with COVID, they're in the down space a lot of the time 

because they don't have the different coping mechanisms that they would use before COVID, 

like socializing and things like that.”  

Clinicians discussed how clients at different phases of treatment were impacted uniquely. 

Pulling from trans-theoretical models of stages of change (Prochaska & DiClemente, 1983), 

clinicians described how clients in the action stage, who were beginning to feel more agentic and 

capable of making change, experienced the pandemic as an abrupt ending to all the progress they 

had made. As depicted by Participant 1, clients who “were left on a real cusp of change, 

approaching a moment where things felt possible that hadn't felt possible for so long, are now 

confronted with the world shutting down.” This clinician stated that this was relevant for people 

who were recovering from trauma and described a client with complex trauma who said, “I'm 

never going to get to have a good life. I spent all this time healing and now the world is ending.” 

The impact of the pandemic on quality of life directed impacted clients’ sense of hope. 

Participant 1 also described clients in a developmental stage that is planning for a future. “I work 

with a lot of young folks, like under 30 and there's a real confusion about how to move forward.” 
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The uncertainty and the lack of opportunity to engage with others were seen as stunting clients 

who were considering their futures.  

Stressor Relief. In contrast to the worsened mental health conditions participants 

reported, many also noticed ways in clients experience relief, and a break from having 

overwhelmed nervous systems. One domain where this played out, was social anxiety. Clinicians 

reported that levels of social anxiety were lowered during the pandemic for some clients. Limited 

social interactions offered relief to socially anxious clients. Reduced social anxiety provided 

clients with a rare opportunity to experience living without this burden. Participant 7 

reported, “My clients with social anxiety, their anxieties have gone down because they are not 

social at all. So, they're feeling a lot more comfortable.” Similarly, Participant 9 explained the 

deep physical impact of no longer feeling anxious. “They're experiencing a state of calmness, but 

for an extended period of time. A state which their body has not been in for probably many, 

many years.” This clinician found the break to be useful for recovery, to allow clients to feel in a 

way they have never felt before. “The isolation has become reparative in a way that they can 

experience what it is like to be in a relaxed state and understand themselves differently.” A focus 

group participant referenced the typically increased rates of social anxiety in LGBTQ 

communities. “Particularly LGBTQ+ clients of mine, social anxiety is prevalent there and many 

[LGBTQ+] people experience social anxiety.” This clinician also described mitigated symptoms 

of social anxiety. “Not being exposed to the society and doing most of their social life through 

the screen and through the phone, I found it to be a gradual desensitization of the social anxiety.” 

Another focus group participant emphasized the positive effect of reduced anxiety. “Especially 

with social anxiety clients, it's felt like staying off a broken leg.” This participant recounted a 

client’s description of the effect, “I felt like I've been having some time to heal and to get eager 
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to be with people again. And because I have less incidental contact with people, I have more 

reserves left for the socializing that I do.”  

Social anxiety was not the only relief clients experienced. Clinicians also noticed that 

clients with sensory difficulties were no longer forced into overstimulating conditions, as 

Participant 3 explained. “Not having to deal with other people in a small space or a lot of the 

very physical, sensory things.” Additionally, clients who struggled with executive functioning 

faced fewer barriers attending events, no longer needing to plan travel routes. Participant 3 

described clients “not having to take the metro, not having to navigate trying to find a place or 

understand bus schedules or, not panicking if you miss the bus. All that kind of stuff.” Clinicians 

also reported that clients who experience discrimination were able to avoid some types of 

interactions with potential for discrimination, at workplaces or in public, even travelling to 

therapy.  

While clinicians were positive about clients having a break from social anxiety and 

discrimination, as well as limiting overload of sensory stimulation and executive function tasks, 

clinicians expressed worry about how clients would respond when the pandemic restrictions 

ended, and social events returned. Participant 5 wondered whether the respite would help clients 

long term. “Socially anxious people, having had a year off from having to interact with people 

socially and sort of unavoidable ways that they're not comfortable with all the time, whether 

they'll feel more able to handle that in the future?” Similarly, a focus group participant was 

curious about what would happen over time “The exposure in the real life will be even more 

difficult after this? Or no, this is desensitizing them in their social interactions and then it will be 

easier?” Participant 11 noted worries came from seeing clients struggle during periods when the 

pandemic saw fewer cases of COVID-19 and restrictions were lessened, in Spring 2020. “The 
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period after the first big wave, this pre-summer, last days of school, I think when they are 

meeting, had things to go to, or trying to find job and it was quite challenging for some of them.” 

Participant 8 reported that clients also had fears about social anxiety symptoms returning. “I've 

had a few clients recently be like, ‘you know, when things open back up and go back to normal, 

the new normal…’ feeling scared about being able to adjust back to that.” 

 Building Structure and Routine. Clinicians spoke about the loss of routine as 

consequential of social distancing restrictions. Clinicians perceived difficulties that clients faced 

due to having so many activities that reinforced schedule and routine, cancelled. This was 

brought up as notably difficult for neurodivergent populations but was reported as a general 

challenge for many clients. As Participant 3 described, “A lot of folks struggle to make their own 

routines. A lot of folks have been relying very heavily on external routines, so, work and school 

and stuff like that.” Speaking to the impact of routine disruption, Participant 3 emphasized how, 

“having lost routine also is really, really, really messing with people.” Similarly, Participant 12 

stated, “I found for many clients, lack of a structure to be something that they struggle with and 

self-disciplining and putting the structure themselves.” Participant 13 described difficulties 

clients had without separation between roles and tasks, and without outlets, breaks or 

opportunities to relax. “Finding it hard sometimes with their day jobs and their maybe different 

hats too, or different roles as a partner but also maybe as parents and stuff. So having to manage 

it all and sometimes it's 24-7.” Participants reported that it was also very difficult for clients to 

engage in rituals that would be integral to routine and structure, and furthermore, contribute 

meaning to life. For instance, regarding religious events, Participant 11 reported that clients from 

Muslim and Arab communities were asking: “And how you do rituals in this time?”  
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A prevalent change among clients that participants described, was setting up routines and 

finding ways to implement new forms of structure. Participant 3 described how neurodivergent 

communities utilized online community commitments for structure. “There's a very high 

concordance between neurodivergent people and nerds, so there's a lot of people who were doing 

Dungeons & Dragons online before the pandemic and I think has been really helpful.” Similarly, 

Participant 4 discussed how clients who found affirming identity-based communities online prior 

to the pandemic, may be more internet savvy and comfortable connecting to others online: “It 

wouldn't surprise me if there is an element there that was more accessible to people because of 

because of building an alternate community online.” Participant 7 described how the lack of 

structure was beneficial in rebuilding better schedules: “For some clients it actually gave them 

more time to develop healthier habits and healthy routines and spend more time focused on 

themselves in a really healthy way.” This clinician spoke about how restrictions and pandemic 

funding afforded clients time and money to build new routines that improved their lives. “Some 

of my clients started exercising regularly, some of them started eating better, some of them 

started having nice relaxing routines at bedtime that they were never able to kind of have 

before.” Participant 7 spoke about finding disability literature helpful for “thinking through 

routines with people and developing routines; thinking a lot about mutual aid in terms of 

brainstorming with folks who are really feeling completely alone and who live alone and getting 

them hooked into community and community resources.” This clinician underscored the 

importance of maintaining structure and routine, even when circumstance changed and like 

Participant 3, described the importance of community to support routine and structure. 

Participant 5 described how to support clients in reinventing social routines: “I've been 

encouraging some clients to ‘make dates to talk to with your friends on Zoom’, or ‘make dates to 
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set up activities with your friends on Zoom’, the same way you would do in real life, using the 

same procedures.” This clinician spoke about how pre-emptively scheduling in time to socialize 

helped clients prevent isolation and uphold a schedule.  

Prior to the pandemic, part of the structure of routine was maintained by the schedule and 

commute of therapy, which, as participants discussed, changed with the pandemic. Participant 11 

described how early in the pandemic, when it was difficult to reach clients, the disruption in the 

therapy schedule contributed to the overall destruction of everyday routine. “For the patient it 

was like, ‘oh what’s happening everything is closing everywhere, and we don’t have our weekly 

appointment. This routine is also part of the chaos that’s going on’.” On a different level, 

Participant 6 described how clients used the commute to therapy sessions to organize their 

thoughts and prepare for session. Meeting remotely reduced this element of the work. “When 

they were at home, their alarm would go off and they're like, ‘oh, therapy,’ and then just go sit in 

another chair. And so, they would get there and wouldn't be as prepared or as reflective.” This 

quote demonstrates how the change in physical space alters the routine and the process, which is 

discussed more in the Changes in Therapeutic Processes theme, under the sub-theme: Physical 

Location.  

Gender Identity. Participants shared multiple narratives regarding clients’ engagement 

with gender identity. Some participants reported that work with gender took a more prominent 

place in clients’ lives during the pandemic. Clinicians theorized that this may be a result of 

having greater opportunity to face inward and explore the self. Participant 5 explained, “I really 

think there have been a number of people who have taken advantage of not being constantly 

bombarded by the same expectations as usual, to investigate parts of themselves that they have 

not previously done.” Connecting this to gender, Participant 5 said, “There's several people who, 
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over the course of the pandemic, made the decision to come out, or to begin accessing transition-

related care.” Similarly, in a focus group, a clinician reported the topic of gender occurred more 

frequently in therapy. “I have received an exponentially magnified number of requests for people 

exploring gender.” This clinician surmised that in the isolation of the pandemic, clients are 

“maybe exploring and evaluating in a way that's perhaps more immediate and more personal and 

they don't have access either to community-based resources or to groups where this can be 

normalized.” Another focus group participant discussed how the pandemic facilitated personal 

exploration: “I think there's definitely some people who have remarked on the conditions of the 

pandemic being conducive to self-discovery.” This was linked to having more space to consider 

gender. “I've heard from a bunch of clients who I'm talking about them with gender issues. More 

than one client who has been questioning since after the pandemic started, possibly for that 

reason.” Clinicians described how in the absence of social interactions clients faced fewer 

incidences of gender-related discrimination. This phenomenon was described in a focus group. 

“Brutal random encounters of negotiating the city as a visibly trans person aren't happening.”  

In contrast, other participants reported that gender was less imminent for clients during 

the pandemic. Participant 7 described, “A lot of my clients who are questioning their gender 

identity, it has become, for some of them it's just become more of a non-issue because they are 

not being seen and there's not that mirroring happening to them.” Pondering reasons why, 

clinicians discussed how the lack of day-to-day interactions puts less emphasis on relational 

elements, like gender. So being gendered is less important in general, and additionally, people 

are not misgendered as often. Participant 7 stated, “They're not having a lot of misgendering 

happening or they're not having to be perceived in a certain way. And when they're 

misperceived, since it's not happening, there's not that painful dissonance that they experience.” 
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Participant 7 recalled a client saying, “We can put my gender identity work that we've been 

doing on a back burner because I'm not feeling as dysphoric because I'm not experiencing this 

mismatch with how I am and how the world sees me.” Similarly, a focus group participant 

reported that for clients where discovery of gender identity was previously a theme in therapy, 

gender exploration has “fallen into the background because they're like, ‘I'm not being seen, this 

is not on the forefront of my mind anymore.’” This act of being perceived by others was noted 

by clinicians as an important aspect mediating gender identity. The lack of interaction was also 

brought up in another focus group. “For some clients I've found that they've become kind of 

confused about it and not knowing what they want anymore and now knowing how they want to 

be read.” Another clinician in the focus group brought up other barriers to gender identity, as 

well as sexual orientation. “Clients who have been working on clarifying their gender identity 

and sexual orientations, they report regression on that because of not having social exposure 

enough and not being able to date.” This focus group clinician also brought up delays in gender-

affirming medical care that many clients faced, which made it difficult to access hormones and 

surgery, citing “challenges with seeing doctors, hormones, and the body-image issues that come 

back with not receiving the hormones and other kinds of tests that they need, like thyroid.”  

Gender-Affirming Medical Care. Access to medical gender affirming care was discussed 

by many participants. Already a complicated resource to access for trans and gender diverse 

people, the strain on the health care system during the pandemic delayed care and re-configured 

pathways to care. Clinicians reported that lack of access to hormones and surgeries had a 

tremendous negative impact on clients, making an already difficult system more challenging. 

Participant 5 summarized trans clients’ reports attempting to access various medical-based 

gender-affirming care. “I have difficulty accessing services because there are all these wait 
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times, everything is moving more slowly and is a bit more chaotic. I don't understand the service 

delivery routes. The wait lists are crazy, and that's getting me down.” In exploring access to 

gender-affirming medical care, a focus group participant asked, “To get access to hormones, how 

do you even see a doctor at this stage?” The discussion mapped out some of the repercussions 

that clients experienced, such as stress, increases in gender dysphoria, confusion, and difficulty 

waiting. “New prescription for hormones has been very difficult. Surgery was shut down for a 

while and I think people were stressing around that.”  

Finances and Work. Changes in financial security, money, and work, due to the 

pandemic context, were prevalent amongst participant accounts of client experiences. Clinicians 

documented the differences in experiences, noting that some clients’ finances improved during 

periods of the pandemic, whereas others worsened significantly. Participants discussed the 

relationships between the unique intersections of a client’s identities and contexts and financial 

security. “There was a variety of stories around the money and stability aspect of accessibility, 

depending on people's identities and financial resources and vulnerability that might intersect in 

different ways.” 

Participants reported that some clients were not able to work during the pandemic, due to 

closure of workplaces, and were thus financially strained. Participant 2 observed, “A lot of 

people spiraled. They lost their jobs, they lost their income, there was no longer any revenue and 

so then there was a huge adjustment on that level.” Participant 3 described how for many clients, 

savings were depleted, and debt was acquired during periods of time where it was not possible to 

work. “Many people are dealing with much more poverty than they were pre-pandemic, and 

that's such a self-reinforcing cycle. I think a lot of people are also worried about, ‘how do I get 

out of that?’” Participants also discussed how many options for work meant taking pandemic-
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related health risks as well as working in environments that were discriminatory (e.g., 

homophobic, transphobic), which contributed to worsening mental health.  

Participants spoke about how their clientele were more vulnerable to risks of poverty or 

financial precarity, prior to the pandemic, due to societal discrimination towards variance in 

gender, sexuality, and other aspects of identity (e.g., race, disability, religion, language). 

Participant 3 explained: “Populations I'm working with are at several intersectionalities that 

almost always mean poverty or at the brink of poverty.” Participant 13 spoke about how barriers 

to financial stability made it difficult for sexual and gender diverse clients to access therapy. “I 

think also in the queer community, the money- that's why with [The Network] we have a low 

[session price] rate but also a sliding scale- they don’t have the money to work [in therapy] or to 

do long term work.” Even with sessions at $40 and sliding scales, this clinician noted that many 

clients cannot afford to attend therapy. Participant 12 described the perils of marginalization: 

“You don’t have much support and family doesn’t support you. You are discriminated [against], 

you don’t have good job opportunities or a well-paying job.” Participant 3 discussed the dearth 

of resources that are accessible across intersecting identities, citing how resources are rarely safe 

for queer or trans clients, and are often challenging to navigate for neurodivergent populations. 

Speaking about housing and food resources, Participant 3 said, “there's not enough [resources]. 

And some of the same problems in terms of accessing other services- it's not physically 

accessible, it's not cognitively accessible, right? It's not always so obvious how to access a food 

bank.” Clients facing several overlapping forces of discrimination experienced few, if any 

options, with diminishing access to resources during the pandemic, and worsening conditions. 

These examples illustrate some of the barriers that 2SLGBTQIA+ populations must overcome to 

have their basic needs met, due to societal discrimination. 
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While these populations face barriers to gain financial stability and at population levels 

see high rates of poverty, not all clients experienced financial precarity during the pandemic. 

Participants were reflective of some clients’ privilege, which allowed them to afford private 

therapy and not be mired in basic survival. Participant 2 illustrated, “I work privately, so they 

have the resources to be able to pay me. It's not like working in community where people are 

struggling with basic survival; the resources just aren't there for them to be able to benefit from 

that kind of support that people with money can access.” Similarly, focus group participants 

discussed populations with whom they work, and a clinician said, “I'm working with people who 

have access to resources and are quite privileged in their ability to pay for support.” Participant 

13 also reflected how clients were able to continue working from home “The majority of my case 

load, their work was all back at home, so they didn’t have the stress financially.” 

Clinicians discussed how work and finances improved for some clients during the 

pandemic. Governmental financial relief benefits, such as the Canadian Emergency Response 

Benefit (CERB), a monthly payment of $2,000 allotted to Canadian citizens who lost 

employment during the pandemic, supported some clients. Participant 8 reported that, “I think 

people having CERB really helped. I've found that the clients that I started with last year had the 

disposable income that they previously haven't had.” Many participants spoke about clients 

becoming more financially stable due to CERB. Participant 7 reflected, “some clients I have 

fared really well and the pandemic and staying home has actually given them a secure income for 

the first time in their life and given them more money than they've ever had.” Clinicians 

discussed how clients no longer had to face abusive work environments, as Participant 1 noted: 

“Some people were no longer working their shitty jobs in a way that felt good. And the toll that 

takes on people's mental health too, when they are working at jobs that don't feel good, shifted.” 
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The benefit of being financially stable and having free time was new to some clients and 

productive. Participant 12 said, “for some of my clients just getting this CERB gave them a bit of 

a space to step back and spend time to see what they want to do with their life.” Clinicians 

discussed how clients rested, developed skills, and focused on new care routines. 

Another aspect of work was the attention paid to “Essential Workers” during the 

pandemic. Essential Workers was defined as those who work essential jobs which include “the 

functions performed by first responders, health care workers, critical infrastructure workers (e.g., 

hydro and natural gas), and workers who are essential to supply critical goods such as food and 

medicines” (Guidance on essential services and functions in Canada during the COVID-19 

pandemic, 2020). In Canada, there were immigration allowances made for some migrants who 

were willing to take on the role of Essential Worker. Participant 11 explained the way it changed 

how clients felt and the ways clients were treated. “It shifted the fear that they are being seen 

differently socially. They're being called, ‘essential,’ ‘angels,’ things like that. So, they were 

feeling proud and for some people at the end it was an opportunity for immigration.” This 

clinician described the juxtaposition of messages clients received. On the one hand, these clients 

were struggling to be able to immigrate and facing discrimination clients felt othered and not 

accepted within society. On the other, they were being called “essential.” The participant noted 

that sadly, not all essential workers were granted immigration, even though all had worked 

during difficult and dangerous times to maintain functioning of the country. 

Making Changes. Clinicians spoke about their perceptions of how clients made changes 

to improve their lives and to cope with the conditions of the pandemic. As Participant 2 said, 

“You can't automatically pilot through a pandemic. It requires actual changes and tweaks and 

thinking things through.” Participant 4 reflected on how queer and trans communities were 
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already primed to think about how to adapt and did this with community in mind. Describing a 

trend stated among clients, Participant 4 reported, “We can't rely on the government or 

something to support us all financially, so we'll have to talk to each other and set up other ways 

of supporting each other and so on.” Participant 12 described adaptive change as an “act of 

resiliency” and detailed the process of change for clients, saying it started in resistance. “In the 

beginning it was freezing, was being angry, was sitting, and the heavy emotional package of it 

would give them a reason, a legitimate reason to not cope with it well.” Then the clinician 

described how the process moved to acceptance. “It became very long and chronic. At some 

point, they came to accept that they have to do something for themselves and there’s not much 

out there to do, so they became more creative.” This participant described how, with acceptance, 

clients could experiment and develop effective interventions. “I see them developing more 

independent strategies; that they can cope with problems more independently, becoming more 

pragmatic over time.”  

Perception of time was an important element that contributed to positive changes. 

Clinicians reported clients benefited from shifting to a mindset where they are attending to the 

present moment. Participant 5 said, “I feel like some people have become a bit more focused on 

the day-to-day and it gives them a space to fret a bit less about the future in ways they would do 

that weren't very productive before.” Clinicians also discussed how conditions of the pandemic 

allowed clients to have more time, which has helped clients think more deeply about their lives. 

Participant 12 described how, “just a few months of not having to work 40, 45 hours in whatever 

job has been helping them to focus on their potentials and preparing themselves.” Similarly, 

Participant 11 mentioned how delays, while frustrating, allowed immigrants more time to adjust 

to new aspects of their lives. This was especially helpful for clients waiting for gender-affirming 
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surgeries who needed to set up supports for recovery, as Participant 11 described, “they were 

ready for the surgery, but the environment was not quite there yet. For some people it’s like that. 

I think that was positive in a way. They will have more of a sense of how it works here.” The 

pace of life that changed during the pandemic was seen as beneficial to clients. Participant 14 

reflected, “people are almost embracing the benefits of the pandemic, of being able to slow down 

and to connect and to engage in their creative projects in ways that would maybe not be possible 

otherwise.” 

Engagement in Therapeutic Work. Clinicians explored how some clients were more 

engaged in therapy during the pandemic, due to having more time to spend on therapy, as well as 

having more therapeutic material surface. A focus group participant explained, “For many 

clients, the slowdown was an opportunity to do a lot of more in-depth inner work.” Slowing 

down was reflected on by other clinicians in individual interviews as well. Participant 9 

explained, “there's a greater sense of calm for some people, and also more time to do the 

work…now that there isn't any of these social events or obligations to attend events in person; 

it's freed up a lot more time.” Similarly, Participant 13 described how having fewer distractions 

allows clients to face difficult emotional experiences. “We can have access more to the emotion 

because they're not always constantly doing other stuff that permits them not to be connected.” 

And Participant 2 spoke about how having fewer distractions allowed clients to reflect on 

patterns in their lives. “How they engage in relationships, for them, it's not something that they 

are necessarily consciously thinking about and in the context of this pandemic with everything 

slowed down and less noise around, there's opportunity to look at these themes.” 

Participants explored a link between having more time and deeper engagement with more 

personal content arising in therapy. A focus group participant commented, “I've had some clients 
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that I've worked with for years that, during the pandemic and during this process, the depth of the 

therapy had been accelerated and very profound.” Some participants reported that the slower 

pace of life and lack of activities during the pandemic allowed more emotions and material to 

surface. Participant 2 explained, “It's really stuff coming up, because there's just less noise, 

there's less distraction.” The additional time and space offered room for exploration of 

experiences, as captured in focus groups. “There's just more place and space for those 

experiences to express themselves. It's like everything has slowed down, so people are much 

better able to work mindfully with what arises and to pay attention and to be present for that.”  

Perception of Client Relationships and Community 

 Relational factors were prevalent among participants’ depictions of their clients’ 

experiences. Clinicians spoke about barriers to relationships, such as governmental restrictions 

that did not account for client relationship structures, limited access to queer and trans 

community, discrimination within families, and hardships in dating. Additionally, participants 

spoke about the communities of care that were prominent among their clientele, which fostered 

supportive relationships and fostered client wellbeing.  

Impact of Pandemic Restrictions. The governmental restrictions put in place to prevent 

spread of the COVID-19 were discussed as a barrier to connection and relationships, particularly 

for 2SLGBTQIA+ populations. Province-wide lockdowns mandated in Quebec at the time of the 

interviews and focus groups prohibited any in-person gatherings, including work, except 

necessary work activities to maintain essential services. Further an 8pm curfew was enforced that 

required people to stay indoors until 5am (see Appendix L for a timeline of Quebec closures and 

distancing mandates).  
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Many participants observed that 2SLGBTQIA+ populations were less likely to be 

reflected in the pandemic protocols and rules. Participant 5 described how the restrictions left 

clients much more isolated than heteronormative peers, due to the rules that limited contact with 

other households: “This can interact with LGBTQ relationship structures, where we're not all in a 

bungalow with our spouse and kids.” As Participant 5 explained, “there are lots of people who 

live with roommates and whose significant others live in another setup, and maybe also live with 

roommates.” Participant 4 discussed how clients needed to rearrange their home lives and 

relationships based on “government rules about what you're allowed to do and with whom and 

how and so on. I have multiple clients who are interested in chosen family or less conventional 

approaches to relationships.” Accordingly, in a focus group a participant said, regarding 

2SLGBTQIA+ communities, “notions of family are different.” Another clinician added, “I work 

with a lot of under 30 [years old] queer folks and many of them live in collective houses, many 

of them are polyamorous and that created a number of challenges to negotiating the parameters 

of isolation.” This participant reported that most clients found ways to be connected to their 

loved ones, but also reported, “I have a few clients who are still struggling with how to negotiate 

with their roommates and partners and their roommates’ partners and their roommates’ important 

people, and it's been a real profound source of stress.” Clinicians offered examples of how clients 

safely engaged in their most important relationships. For instance, Participant 14 documented the 

use of “bubbles” or groups of people committed to respecting each other’s concepts of safety, to 

limit risk of spreading the virus while still being able to socialize with select people who are “in” 

the bubble; but noted the stress of this solution. “Navigating the different bubbles has been a 

colossal source of stress. Often an ongoing source of stress because navigating bubbles is 

complex. And everybody has their own understanding of what is the level of risk involved.”  
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The emotional impact of not being able to connect with friends and family was 

emphasized in focus groups. “They really want to feel their friends, or they want to feel their-, 

most of the time it's chosen family- where they're like ‘I need these people physically with me.’ 

And so, there's been a lot of despair around that.” Participant 5 also touched on some of the 

emotional consequences of the restrictions and paralleled the lack of attention to 2SLGBTQIA+ 

communities’ needs within other pandemics: “A lot of feeling of shame, or a lot of feeling of 

surveillance and being at risk of being surveyed and negatively commented on by others, or by 

the State, that looks a lot like the HIV epidemic.” Clinicians spoke about the difficulty of 

navigating restrictions while living with roommates and wanting to engage in other relationships, 

as well as about the challenges of living alone. A focus group participant said, “especially if 

living alone, the extra efforts to remain connected in some shape or form, that could be at times 

colossal, even now more recently with the curfew.” Participant 10 highlighted the interruption in 

relationships caused by restrictions. “Because of all the restrictions related to the pandemic 

specifically, they feel isolated, not being able to go out lunch, not being to see friends 

spontaneously, not being able to invite someone over for dinner, all of those things.” The limited 

sense of spontaneity and freedom was noted by clinicians, for instance, participant 14 remarked, 

“the curfew has been had a big impact on people's sense of freedom. That's really been another 

layer, this curfew.” 

Isolation and Loss of Community. All participants brought up the ubiquitous isolation 

they perceived clients to be experiencing during the pandemic, due to limited opportunities to 

connect with others. A focus group clinician described, “They've lost the community resources 

that they had, like the bars or clubs or other places that they would get together with people and 

socialize. So those who I have worked with, many of them have been very isolated.” Participant 
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5 captured the toll of having few relational options: “Sometimes people have one other person in 

their life and that's not enough. And, also, they feel stressed about, ‘Am I relying on this other 

person too much? Are they going to get burnt out of me?’” Participant 8 described consequences 

of being without community: “I think that definitely speaks to the queer and trans community- 

not being able to access spaces that they know are safe and that community's going to be at.”  

Participants also described the ways isolation affects clients. For instance, Participant 4 

reflected on the ways in which isolation could evoke past memories of being alone and set apart 

from others, due to being marginalized based on identity. “Isolation strikes me as another thing 

that might have an echo for people in queer and trans communities that might be kind of 

specific.” This clinician shed light on how isolation could impact clients on several levels. 

“Rather than ‘oh, it's a little bit lonely,’ it might echo a loneliness of growing up in an 

environment where there aren't queer or trans role models or you're not able to see others.” 

Similarly, other participants described profound, reoccurring painful experiences of loneliness 

that were provoked for clients, when it was not possible to be with other people. A focus group 

participant recounted a client saying, “I can't talk to any other queer people, there's nowhere for 

me to find any. I am extremely lonely. I'm relying on one other person in my life, and I literally 

have no fashion in which to meet other people.” 

Participants also noticed that seeking new relationships, or dating, was challenging during 

the pandemic. Participant 1 said, “People are really starting to talk about how inaccessible or 

difficult dating is. And I think the resource of sex and romance feels like it's far.” Participant 4 

described a dilemma in responding to clients who wished they could date, “You can't say, ‘why 

don't you go date some new people or something,’ if it's maybe not that safe to be meeting 

strangers.” Participant 13 brought up the increase in difficulty level to meet someone new. 
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“Certain people are dating, and they find it hard. Dating is hard online. How do you have that 

connection?” 

The heightened isolation for queer and trans clients was expressed through a lens of 

intersectionality, where isolation was augmented by other experiences and identities. As one 

participant who works with neurodiversity within queer and trans communities explained, 

isolation was not new for clients. “A lot of whom were already isolated before the pandemic, 

finding it difficult to leave the house, for lots of reasons, a lot of them sensory.” This participant 

emphasized how some clients were more isolated during the pandemic than others. “Everyone is 

more isolated than they were before. With the folks I'm working with at the specific intersections 

they're at, this is folks that were already at significant risk of isolation.” This clinician reported 

on the tremendous barriers to connection faced by clients who experience divergences from 

normative expectations in neurological functioning. “Especially making new social connection 

or trying to navigate socializing in new ways when it's already taken the better part of 20 or 25 or 

30 years to parse how to do that when there's not a pandemic.” The participant illustrated how 

difficulty with change is an integral feature of the neurological functioning of some 

neurodivergent clients, which made it more challenging to adapt in so many ways at once to the 

new and overwhelming context of the pandemic. “Having to, not start from scratch, obviously, 

but having to really shift things, which is already hard, I think for everyone to some degree, but, 

particularly hard for folks dealing with many ways of being neurodivergent.” When imagining 

the future, this participant reflected on how neurodivergent people, who often need to build 

social skills to facilitate relationships, may struggle with long periods of isolation. “I do think 

that the rupture in connection and relationships is going to have long-term impacts. Again, I 

think for, for everyone. And I think in particular, and perhaps augmented ways for 
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neurodivergent folks.” The participant reflected on how clients’ capacity to connecting with 

others might atrophy significantly, and how that could feel discouraging after working so hard to 

build that capacity.  

Participants noticed that with the loss of community space, work, and social activities, to 

name a few, clients placed more emphasis on therapy and relied more heavily on therapists as a 

primary resource in their lives. As Participant 12 stated about clients: “Their main support 

system usually is their friends and their community, so it was difficult to socialize and get 

together with friends, and therapy is one of their main, if not the only space or support system.” 

The isolation clients faced was pervasive and changed the ways clients engaged with therapy. 

Discussing isolation, Participant 3 said, “That's been something a lot of people are struggling 

with, in terms of not being connected. There's a number of people I'm working with where I'm 

the only person that they might speak to in a whole week.” In parallel, Participant 9 spoke about 

the way people with fewer resources relied on therapy more heavily. “I am getting more requests 

for emergency meetings, and I believe that's because I've become more of the primary resource 

for them, for some of my clients. For these people that don't have many resources, COVID adds 

an extra layer.” Participant 4 commented on the lack of other connective experiences that 

heightened the intensity and importance of therapeutic connections. “It's a strange thing because 

it's online, or remote, so there's those distancing effects, but in the pandemic context, that's the 

major connection.” 

Family. Participants reflected on myriad family relationship challenges during the 

pandemic. Participant 11 described aspects of enduring separation from family: “long-term 

border closed, family far, worried about the family.” Other clinicians brought up the difficulties 

clients faced being with their families, due to homophobia and transphobia within families, and 
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the lack of other social opportunities due to restrictions, leaving clients with few positive 

connections. Focus group participants described how pandemic restrictions forced some 

2SLGBTQIA+ clients to become isolated within their families. “There are people who are stuck 

in places where they're not having access to safety because they're living with families.” 

Participant 5 illustrated the pervasiveness of this phenomenon for younger folks. “LGBTQ kids 

who are locked down and having to live with their unsupportive relatives and seeing them more 

often and not getting the release of spending time with friends or at school.” The conditions of 

the pandemic introduced relational risk for 2SLGBTQIA+ clients, in addition to precarity of 

basic needs, as Participant 3 demonstrated. “Not knowing if you're going to be able to pay next 

month's rent and keep having a place to live or, being worried that you might have to go back to 

live with abusive parents.” Being increasingly vulnerable to relational violence due to 

restrictions was discussed, as Participant 12 captured. “That was very difficult, getting stuck with 

families, there’s lots of violence there, it’s been very difficult.” This clinician brought to light the 

lack of resources available to navigate these scenarios. “They were coming from background that 

it's not easy for them to call 9-1-1 and kick out the person who is abusing them from home, and 

they had cope with the situation and de-escalate all the time the violence.”  

 Participants also addressed the ways in which restrictions hindered typically family-

centric events, like holidays. Regarding Christmas, Participant 8 discussed how not connecting 

with family impacted some clients in the following months. “I think approaching the holiday 

break was a little bit tricky for people. People couldn't go home or see their loved ones, and now 

I definitely think we're in a deeper slump.”  Similarly, Participant 13 said about 2SLGBTQIA+ 

clients, “a lot were sad because they would usually have a gathering with the chosen family.” On 

the other hand, participants also discussed how having a legitimate reason to opt out of family 
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obligations was a relief. As Participant 13 described, “with Christmas it was mostly with family. 

It did take out some stress because they had an excuse to not go see their family and stuff like 

that.”  

Social Media. An increase on relying on social media for connection within relationships 

was identified across clinicians. Participant 1 described: “the shift to how much of people's lives 

is online in this moment, and fucking Instagram, and people's fears around cancel culture; that 

being your main social space.” Clinicians identified the dangers of online connection, 

particularly for their clients. Participant 3 warned against “the realities of navigating social media 

as a queer and trans person. Even if you're neurotypical, it seems pretty awful being steeped in 

the fast-paced and often really, really nasty, if not violent stuff that can happen in spaces like 

Twitter.” This participant outlined the discrimination that clients can be exposed to within online 

communities. “Navigating that and trying really hard to build a community while having to wade 

through the transphobia and transmisogyny and misogynoir and all the various intersections of 

violence that people sling at each other on the Internet.” This participant noted the kind of 

psychological impact social media exerted on clients. “A lot of anxiety about needing 

community so desperately and trying to find that through social media, but also being terrified to 

say or do anything ‘wrong,’ and therefore lose access to what's feeling like quite literally, vital 

community.” Similarly, Participant 1 detailed isolated consequences of online interactions for a 

client. “Online having even more meaning, social meaning. I have clients who've been actively 

cancelled and that's been devastating. It's been another trauma.” Participants noted the use and 

importance of being able to connect online with others, and also saw the limits and detriments of 

these connections.  
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Social Movements. Participants spoke about changes in socio-political relationships and 

social justice movements that were happening during the pandemic, including Black Lives 

Matter, fascism and anti-fascism movements, climate justice, Indigenous reconciliation, and 

2SLGBTQIA+ rights, as Participant 13 recalled. “With the different conversations that we're 

having more and more with the pandemic whether it's inequality, racism was more at the 

forefront, but also LGBTQ issues, and more maybe trans black women being more in the 

forefront.” Several clinicians identified a prevalence of clients within their practices already 

engaged in social change and activism, which made clients more aware and engaged in current 

issues, as noted by Participant 6. “Where my [queer] clients live and work, there were already 

things set up, there already was a lot of community oriented, collective organizing around 

things.” Participant 5 described how awareness of social movements encouraged people to 

become more engaged. “The Black Lives Matter movement last year, I think led to a huge 

amount of people becoming radicalized in positive ways that didn't seem likely before.” 

Participant 14 discussed how engaging in social change was an empowering act for clients and 

spoke about a client who decided to attend a Black Lives Matter event, as a process of coming to 

realize what was most important. “A pivotal moment of taking risk, but measured risk, with 

distance, with masks. Taking measured risk for what is meaningful.” Participants discussed how 

attention being paid to social issues inspired a sense of change and possibility, but did not 

promise change, as Participant 13 captured. “Those conversations might be hard right now but 

they're really important and it will be nice that it's not a performative element, not just passing. It 

will be really interesting if we can actually do the work.” Similarly, a focus group clinician said, 

“there was a lot of energy initially at the beginning of the pandemic about [how] we can make 

major changes really quickly in our society and people were finding that really hopeful, and I 
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was finding that hopeful too.” Participants noticed that excitement about social change was 

juxtaposed with a sense of being limited or restricted. Participant 1 described a “simultaneous 

feeling of being able to be empowered and act in the world and being very disempowered and 

not able to act in the world right now.” As mentioned previously, the emphasis on online 

interactions due to pandemic restrictions introduced barriers to engaging in social change, as 

Participant 1 highlighted, “having a sense of social change, but also social precarity, but being at 

home and seeing it all play out online.” This participant described client experiences of engaging 

in social change online. “People also feel like their engagement is inauthentic in some ways or 

forced in other ways. And therefore, doesn't seem as meaningful, and I think people also 

experiencing other people's engagement as inauthentic and therefore is not as meaningful.” 

Communities of Care. While participants cited many barriers to relationships and 

connection, clients’ engagement in caring relationships was also discussed. Participants 

described how enactments of care within relationships were more prevalent during the pandemic. 

Participant 1 noticed, “People made a different kind of effort to reach out, especially at the 

beginning of the pandemic. People were thinking about their people, being like, ‘what's 

happening?’ And reaching out and checking on them and seeing who needs support.” Similarly, 

Participant 14 described how “people have realized that there's a really conscious ongoing effort 

required to stay connected to others. At the beginning of the pandemic one of my clients would 

bring cookies to people. So, people have found really nice ways.” Participant 11 illustrated how, 

particularly for queer and trans migrants, the conversations in family relationships moved from 

expectations to explicit expressions of care. “So, a focus on ‘Hey are you safe there where you 

are?’ Instead of ‘Are you getting married?’ I think that was a positive experience.” Participant 9 

reflected on the ways that being engaged in a caring, supportive relationships, predicted 



MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

136 

wellbeing in clients. “The biggest difference that I noticed in terms of how clients are doing, in 

terms of resilience factors, is, regardless of whether they're LGBT or not, those people that are 

able to come back to some kind of home base.” 

 Caring relationships were not uncomplicated. Participant 5 demonstrated the dilemma 

many clients faced in connecting with others without risking endangering themselves and others 

during the pandemic. “People who care about the pandemic and who care about others but are 

trying to balance that with their psycho-social needs and who find it really difficult to behave in 

the completely ideal ways.” Participant 4 articulated how clients spent time in therapy discussing 

how to navigate this dilemma. “I think there is quite a lot of negotiating of relationships and of 

when to see people, and how to see them and what relationships meant to my clients.” 

 The idea of being engaged in communities or networks of care was brought up in focus 

groups and interviews. As mentioned previously, participants noticed that membership within 

2SLGBTQIA+ communities was linked to activism and engagement in social change. Participant 

14 described a client with multiple marginalized identities who “co-started a new support group 

online during the pandemic.” In response to the client’s efforts, Participant 14 thought: “Isn’t that 

resilient!?” Participants found 2SLGBTQIA+ clients to be more readily participating in 

communities of care compared to clients without these identities. A focus group participant said, 

“My queer clients over my not queer clients seemed more quickly to be hooked into systems of 

mutual aid and to be participating in providing mutual aid to people or aware of what was 

available.” When asked to explain mutual aid, a participant described it as: “stems that were 

organized within communities to offer support to people who needed support that the 

government wasn't providing or wasn't able to provide.” Participant 4 surmised that previous 

experiences within 2SLGBTQIA+ communities offered knowledge about caring ways to cope as 
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a community, during a pandemic. “The AIDS pandemic is one that has heavily affected queer 

and trans communities in a variety of different ways, some of it being very devastating and 

traumatic, but also other ways, like really speaking to mutual aid and support.” And furthermore, 

this participant reflected on how lack of governmental recognition of community needs spurred a 

sense of needing to provide support where none was offered. “There's more of an established 

idea of, ‘Well, things aren't necessarily going to be set up the way we need them to be, so we're 

just going to have to learn to do things for ourselves and each other.’” In parallel, or as a tenet of 

social change, focus groups discussed the inspirational hopes of igniting more broad, progressive 

change that comes with involvement in mutual aid, saying, “we can take all these dramatic 

measures to protect each other and pull together in this time of crisis. And that was exciting for a 

lot of my clients, especially the people who thought a lot about organizing society differently.”  

Changes in Therapeutic Practices 

Clinicians described needing to make changes to the way they worked to adapt to the 

pandemic as well as service delivery in virtual space. Participants adjusted to the omnipresent 

pandemic context, as well as working with technology, rather than face-to-face, which 

introduced differences and required clinical adaptations. Clinicians described how they worked 

through decisions, such as fielding hesitations about working with new clients and realizations 

that remote work facilitated writing letters to support gender-affirming care.  

Clinician-Client Parallel Experiences. All participants described working during the 

pandemic as clinically unique, in that there were experiences of events related to the pandemic 

shared by the clinician and client. A focus group participant reflected on this new context, first, 

examining before the pandemic: “under normal circumstances either we don't share the clients’ 

experiences or else we do share them, but we have to decide whether or not we're gonna disclose 



MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

138 

that fact.” This clinician worked through how things had changed with the pandemic: “and in this 

case, it's the great, big, fat traumatic experience that everybody knows very well that we're all 

sharing in different ways, clearly, depending on our individual circumstances.” Many 

participants underlined the disruption to reality that they processed alongside clients, as 

Participant 1 succinctly stated, “it was a shocking experience for me and my clients.”  

Clinicians spoke about the challenge of having similar difficult experiences as those 

clients were describing. Participant 8 described “really feeling the weight of the clients that I 

have and as they sink deeper into this situation of COVID, it definitely feels harder to keep that 

separate to my own feelings.” Similarly, in a focus group, a practitioner recounted, “it was very 

intense work in the beginning because you shared the same kind of anxiety in terms of being 

confined and socially isolated.” And another focus group participant reflected, “especially at the 

beginning, my anxiety mirrored my clients’ anxiety.” Participant 10 noted that it was not just the 

exacerbation of reliving your own distress in each session but doing so while supporting the 

client. “I had a few sessions where it felt like, ‘okay I feel exactly what you’re feeling, I’m 

feeling it too’, but I had to be there for them.” Participant 14 described working through shared 

feelings of isolation within clinical work. “I was trying to understand my countertransference and 

at one point I realized that I really wanted to see people in person, but that I was actually wanting 

to overcompensate for their isolation.” In realizing this motivation, the clinician shared being 

better able to help clients be empowered to address their isolation, which in turn was helpful in 

processing the clinician’s experience. Providing services without yet understanding what was 

unfolding was noted by most participants as truly difficult, which Participant 1 captured. “We 

were offering our services through an experience that we knew nothing about and we're also 

anxious and confused and depressed and scared and overwhelmed.” Many clinicians spoke about 
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needing to find new ways to provide services in these conditions, some examples of which are 

detailed within subsequent sub-themes of this section. 

Sharing Community During the Pandemic. In light of these pandemic parallels, another 

layer to the complexity of shared experience, is that most practitioners reported that they share 

social locations or identities with their clients. Predominately, participants declared membership 

within the 2SLGBTQIA+ umbrella and stated that working within their own community, to a 

certain degree, was an explicit part of their model or approach to therapy. Participant 7 disclosed, 

“I both am part of the community and work with the community.” Similarly Participant 9 quoted, 

“I work with these clients but also, I'm part of the community myself and have been for 23 years 

now, so it touches me personally.” Participants named their intentions of being able to help the 

communities to which they belong, to counteract the discrimination and neglect these 

communities have faced. Participant 1 explained: “I see myself as part of those communities, I 

went to therapy school after working as a community organizer for many years and observing the 

impact of mental health on those processes, and people's relationships with each other.” 

Likewise, Participant 5 shared, “I'm a member of the LGBTQ community and I've been out since 

I was 16 and it's always been very important for me to work within my community.” This 

clinician also spoke to the gap in care that working would help address. “Our communities have 

a lot of mental health care needs, both in general but also as a result of oppression and minority 

stress and trauma. We're also underserved, so we lack mental health care professionals who are 

competent to work with us.”  

Clinicians had reported that mental health outcomes and unmet care needs for 

2SLGBTQIA+ populations were exacerbated by the conditions of the pandemic, when increase 

in service demand limited the available affirmative mental health care providers. Many 



MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

140 

participants reported wanting to close the gap in unmet service needs for 2SLGBTQIA+ 

populations as motivation for becoming clinicians. For example, Participant 4 described entering 

training thinking that: “it would be good if I were available to clients too, as a queer person” and 

recounted difficult personal experiences accessing health care. “I wasn't sure each time if the 

practitioner would be queer friendly or if it would be awkward or what I would be able to expect 

from a practitioner.” Participant 3 brought in an important view, illustrating how it is at the 

intersection of multiple minority identities where clients have the fewest resources. “There are 

very few mental health providers who are offering ‘by and for’ services to queer and trans 

neurodivergent communities.” This was even more true during the pandemic. This participant 

named the potential for harm to come to clients who end up with clinicians who lack knowledge 

about client identities and experiences. Participants also recognized the plurality of communities 

within 2SLGBTQIA+ communities, as captured by Participant 14. “I'm not directly in certain 

communities. But I'm aware of different communities and can appreciate them.” This clinician 

and others spoke to the importance of training to complement lived experience and to advance 

clinical expertise.  

Clinicians reported that identifying and working within smaller communities, like queer 

and trans communities, prepared clinicians to be able to work with the parallels of shared 

experiences that came from the pandemic. Participant 1 spoke about how having experiences in 

common with clients was integral to working within one’s community. “My practice is already 

probably the most explicitly acknowledging of some shared experiences, a shared community. 

I've worked a lot with overlap, I work a lot with people who are not that many degrees away 

from me.” Having this framework guided participants in navigating the unavoidable shared 

experiences that arose. However, the pandemic also augmented the amount of shared experience 
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between clients and clinicians. Participants noted the profound difference in sharing the 

unfolding experiences of the pandemic. Participant 3 said: “there was enough sameness before, 

coming up in the work, but I think now even more so, because there's this overarching factor.” 

This practitioner shed light on the intensity of sharing experiences of identity, community, and 

the pandemic, all at once and delineated that this is likely to be different for those who do not 

share community. “Anyone working within their own sub-populations, there's particular ways in 

which we're affected by the work that doesn't necessarily happen for people working alongside, 

or as allies.” Previous shared experiences with clients beneficially primed clinicians’ work 

during the pandemic, but at times, clinicians noticed that the amount of shared experienced 

reached a critical limit.  

Evolving Therapeutic Approaches. Participants described ways in which they coped 

with sharing in the unfolding pandemic alongside clients while continuing to offer support and 

therapeutic intervention. Many participants described wanting and needing to find new ways to 

work; for example, Participant 3 spoke about “trying to figure out what to do with increasing 

frequency of people speaking to some of the stuff that I'm also experiencing. Because like you 

said, we're all going through this pandemic.” Focus group participants discussed not knowing 

how to practice, initially. “How do I respond to this therapeutically instead of just being like, ‘oh 

my G-d, what the #%!-?’ Which was how I was feeling.” Clinicians reported learning how to 

respond, with time. Participant 1 exemplified, “and so that evolved. My ability to be in it with 

them, but also to be therapeutic, is a skill that I'm sure we're all developing.” An example offered 

in a focus group was using context to help clients understand the warranted difficult feelings that 

were provoked during the pandemic. “It's magnifying the inequalities in our society and taking 

that systemic approach. Often, it's weird to think saying there is a horrible plague ravishing the 
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land would make somebody feel better, but it does.” In general, practitioners described 

interventions in the initial stages of the pandemic as less directive and more experiential, such as 

validating clients’ experiences and staying present with emotions, as well as drawing from 

approaches for grief. Later, practitioners moved into more directive strategies that were goal-

oriented, for instance, guiding clients to set up routines, to find ways to connect to others, or to 

limit social media usage. 

In Each Other’s Homes. A phenomenon of remote therapy that participants discussed 

was the new perspective into their clients’ lives that resulted from video sessions. Participants 

reported seeing into clients’ homes, meeting pets and family members, and having less control 

over the space where therapy takes place. Focus groups discussed the insertion of new actors into 

the therapy: “We do see lots of peoples’ pets. And sometimes family members get introduced 

and things like that.” In another focus group conversation, a clinician said, “it brought some 

opportunities to see where they live, to show me some of their family, their children.” Clinicians 

detailed how everyday life was woven into sessions: “The way we share space with our clients 

now, which is that we are in each other's homes and our pets are present and interrupting and 

interacting.” Therapy was no longer in a separate, protected space, where life could be reflected 

on from a distance. Therapy was subjected to the disruptions of life, including pets, doorbells, 

people, and phone calls. Participant 6 recalled, “the doorbell would ring and your life as a 

therapist intrudes on the space in a way that's different from the containment of an office.”  

Participants spoke about the positive aspects of obtaining more collateral information 

about clients and thus knowing their clients more intimately. A focus group member explained, 

“They wanted their kids to come and talk and things like that. And that was quite a nice 

experience. And that was the good part too, that they share more of their environment.” 
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Participants also spoke about how transference, or ways that clients feel about clinicians, played 

out in remote spaces. For example, in a focus group, a practitioner shared an experience with a 

client who was feeling disorganized and “wishing that some kind aunt figure would come over 

and help them organize their life. And then the following week they appeared in their living 

room with items all around them saying ‘I'm trying to organize things.’” This clinician 

wondered: “Am I the aunt who's coming here to help sort through items?” Similarly, Participant 

6 spoke about using clients’ observations to understand clients better. “Clients could see my 

bookshelves and would make comments. There's a lot more opportunity for working on the 

transference and countertransference.” Clinicians also spoke about enjoying the experience, as an 

enthusiastic focus group member noted: “So many cats! It was fantastic!” Seeing into clients’ 

homes was another layer of sharing that brought closeness during the pandemic. Participant 14 

shared an interpretation of these encounters as a sign that connection was possible, despite the 

technology and distance. “A client’s cat came up to me on Zoom and I felt that was the moment 

when, ‘OK we're connecting on Zoom now.’ So, symbolically when the client’s cat was coming 

to see me on Zoom, that really felt good.” Seeing into homes was described as intimate, and this 

was ultimately a change in the therapeutic process, as well as the therapeutic relationship.  

Personal Disclosures. Participants reported a difference in the way therapy felt due to the 

extent of overt, shared experiences with clients, which prompted more personal disclosures from 

therapists, thus changing the relational dynamic of therapy to be more bidirectional. Clinicians 

spoke about being asked about their personal lives more than usual. For instance, in a focus 

group a participant shared, “my clients, anyways, and it seems yours too, are much more 

concerned about me. They ask about me more, you know, ‘how are you doing in all of this?’” 

Clinicians needed to make decisions about how to respond to these inquiries, and most indicated 
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that they were more forthcoming than they would be typically, and even shared personal coping 

strategies with clients. A focus group participant explained that “depending on the relationship, 

I'll share a little bit more and say, ‘I have had that also. Here's one of the things that's helped 

me.’” This was discussed as an intentional, strategic way of responding that invested in the 

therapeutic relationship, but also changed the typical dynamic between client and clinician by 

offering more personal information from the clinician. One focus group participant agreed that 

disclosure impacted the relationship and added, “it's been interesting to have this parallel 

experience and to see how that's changed the relational aspect a little bit.” Another participant 

responded enthusiastically, “Yeah, I totally agree with you on that sense of being able to disclose 

more for the therapeutic purpose.” Participant 14 reflected on how personal disclosures about the 

pandemic felt different. “Because it is a shared experience, that's been an interesting way to 

maybe connect differently with your clients or connect more informally, while keeping healthy 

boundaries. And that might be more in an expression rather than it's not necessarily a specific 

disclosure.” Disclosures altered the way therapy felt for therapists, as a focus group clinician 

stated, “It’s a shared experience and that created almost a new type of intimacy.” Another focus 

group participant suggested that the power dynamic in the therapy session had changed: “It's 

more equal. The hierarchy, I feel, is not as much present as it was.” Participant 6 fleshed this idea 

out during an interview, stating therapeutic work felt deeper and wondering if this was because 

the therapist was less shielded by anonymity. “There's this very explicit awareness that you're 

experiencing a similar thing.” 

Humour was also mentioned as a way for clinicians to reflect the shared experience with 

clients. A focus group clinician explained connecting through humour: “The thing about gallows 

humour is that you have to also be on the gallows otherwise you're part of the executioner party.” 
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Using this type of humour as a therapeutic intervention emphasized shared experience. This 

participant continued, elaborating on “why it becomes so useful and so potent in being able to 

diffuse some of what we're going through is literally because we share that experience and that 

gets felt on a pretty deep level.” Humour was also discussed as a way of coping with the high 

levels of collective despair.  

The idea of disclosure as a relational and therapeutic event was further reinforced by 

participants’ experiences of sharing with each other, which was reported as therapeutic for 

clinicians. Speaking to other clinicians was the main resource that participants described as 

helping them to cope personally during the pandemic, and to evolve their therapeutic process in 

response to the pandemic. Some of the focus group members had attended other clinician 

meetings prior to this research project where they discussed work challenges, concerns, and 

adaptations. Referencing those meetings a focus group participant said, “I thought that [meeting] 

was really, really appreciated; that we could express our own anxieties.” In a similar way, 

participants noted that it personally felt good to share with clients. “I think that's a different way 

of bonding, different way of connecting on a therapeutic relationship level, which I've liked.”  

Physical Space. Changes to physical space were necessary in remote work. Clinicians 

reported checking in with clients regularly about attending sessions remotely, as Participant 9 

illustrated: “we had conversations around how they were feeling about being online.” Clinicians 

said check-ins helped clients speak up about obstacles faced with remote therapy. For example, a 

focus group participant shared: “I checked in and I found that they can't. They live in a big 

house, but the family are pretty into overhearing and actually monitoring, so a very high level of 

control is in the family.” This clinician reported finding ways to adapt to privacy concerns for 

clients, which included having the clinician speak more than the client, trying to add description 
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to the limited narratives shared by the client, offering options for the client to choose from, and 

using analogies. 

Clinicians named client distraction as one of the consequences that came with having less 

control over the physical space. Participant 8 reported “having to be a bit more vigilant about 

phones and things like that.” Participants expressed frustration with new scenarios that were 

arising, such as clients being distracted by their surroundings, as described in focus groups. “I'd 

be working with somebody, and they'd get up and they would be like making a smoothie or 

making their toast and I would be like, ‘What are you doing? You're making me dizzy.’” This 

participant voiced needing to set parameters for online work, which had not been an issue at the 

office. Other focus group clinicians had similar experiences and one added: “I remember at one 

point, one situation, saying, ‘are you texting?’ Because they've got all their devices there, so the 

distraction element is very present.” Focus group participants also shared how to refocus clients, 

for instance: “I would say ‘you seem to be distracted, maybe we can close that down.’”  

Participants described losing information by not sharing physical space with clients and 

needing to devise ways to compensate. One strategy was by making information that was 

previously implicit, explicit. Participant 11 reported doing this by asking more questions and 

added that it was necessary to ask for visual cues when none were available. “I feel like what I 

don’t see, I can ask about.” Clinicians described needing information about clients’ physical 

responses, which were not always visible in remote work. Participant 9 described an example of 

this. “I'm missing the micro expressions if the camera is blurry or the connection is off, so I ask a 

lot more questions. So, I've had to adapt the style of how I catch those micro expressions by 

checking in.” The clinician linked this kind of intervention to trauma work and references the 

higher rates of trauma that exists within 2SLGBTQIA+ communities, due to prejudice and 
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discrimination. “In the LGBT community, if there's work with trauma, there's this element of 

dissociation and catching those micro expressions to be able to focus in on what's happening for 

someone emotionally. I probably miss some that I wouldn't miss, live.” The clinician lamented 

how some moments in therapy may not receive due attention, but stated that overall, virtual work 

is very effective. Other participants also spoke to the utility of asking clients questions about 

their physicality and found that it helped integrate self-awareness into the clients’ repertoire, 

particularly when clinicians worked with trauma using somatic approaches. A focus group 

clinician shared how “not being able to see the full body language was more challenging and I 

had to really remember to be more explicit and ask more menu questions.” The clinician 

described how this explicit questioning transferred to the client with time. “They would have to 

be mindful of themselves and describe it to me.” The practitioner spoke about how this new way 

of accessing information changed the client-clinician dynamic. “I think that it ended up being a 

lot more active online in a sense, a lot more active and directive for me and with the clients, like 

the clients would also direct me more.” Overall, it was reported as a therapeutic gain, in that 

clients were able to do some of the work for themselves independently.  

Clinicians reported other kinds of adaptations that were necessary to accommodate for 

being in different locations. Participant 14 said being able to discuss separation was a helpful 

intervention. “When people would struggle with being virtual, really leaving a space to talk 

about that, on a regular basis, as needed.” An art therapist described not being able to know in 

advance what clients would be able to accomplish in their own homes, depending on space, 

materials, and privacy. The clinician mentioned that typically clients would leave clinical 

artwork at the office, due to its potentially challenging emotional significance. Client and 

therapist had to collaborate to find creative solutions to make storing work comfortable for 
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clients. Similarly, another clinician described adapting the “empty chair” exercise. This 

intervention involves imagining someone in your life is physically present in the therapy room, 

sitting in an empty chair, to process a conversation that has not been possible yet in life (or never 

will be). The therapist felt it was not therapeutic for clients to be faced with the empty chair in 

their own home after the session. As Participant 6 recalled, “they would leave the session and 

they would look at that chair all day. So, the chair stays with them, their mother stays with them, 

they can't leave it in my office or leave it with me.” The clinician tried using role-play to solve 

this dilemma. “What I started to do with clients is that I would ask them to give it to me, the 

thing that they need to leave in the office.” Having clients imagine storing what was too heavy to 

shoulder alone in the therapy office, or at times, even miming the safe-keeping of clients’ 

emotional experiences, was an adaptive technique that participants used successfully.  

Location. Clinicians brought attention to a dimension lost with virtual work: travelling to 

and from the clinic office. Participant 9 recounted discussions with clients about the commute to 

therapy. "We had this conversation about the coming and going to the therapy, they said that 

there isn't much difference.” Some clients indicated that not commuting made it easier to engage 

in therapy, and more comfortable to go into difficult topics. As Participant 9 reported: “Maybe, 

even that they're more comfortable being at home in being able to open up or access deeper 

emotions, knowing that they're not going to have to go out into the world afterwards.” Yet, 

Participant 9 also captured a loss element: “But they said that there was a lack, in the sense that 

they weren't preparing for the meetings in the same way.” This was echoed by other participants’ 

reports of client experiences. Focus group participants described an idea of an expansion of the 

therapy hour that included the therapeutic commute. “For some clients, the ritual of getting to the 

office, and they would already be getting into a therapeutic space and turning inwards to 
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themselves and what they wanted to talk about.” And others agreed. “True, actually, that whole 

ritual, that whole component of preparing, setting the space, having time to reflect and collect 

when you go in and when you leave and the container. All of those dimensions are gone online.” 

Similarly, Participant 6 reflected on how the commute and shared physical space of sessions 

could be seen as a “ritual” of therapy. “I've been really feeling more strongly about the sense of 

ritual around therapy and that's part of the frame and part of the containment in terms of physical 

space, but also an internal shift in being prepared for a session.” 

Clinicians changed their process by speaking to clients about the transition into and out of 

therapy that was missing in remote work. A focus group participant said: “We would talk about 

how they can, in their own space, come to a session the way they would when it's not online. 

Walk around the block first or walk around their house and get into the space of therapy.” One 

clinician described guiding questions to help clients think about how to end therapy. “So, when 

we close the screen, what are you thinking you're going to do?” Clinicians felt that working with 

clients to set up transitional space contributed to the therapeutic process. Importantly, not all 

clients benefitted from travelling to and from the therapy office. Some found the commute 

difficult, and at times, a barrier to attending therapy. Yet, the realization of the ritual of 

transitioning into and out of therapy that was illuminated may still benefit those who suffered 

travelling, but in an adapted form.  

The environmental cues associated with physical locations was also discussed in terms of 

different psychological states evoked for clients. Participant 6 brought up the grounding effect of 

physical space for some clients who have experienced trauma. “I work with a lot of trauma. So, 

there is already a lot of fragmentation in the day, and everything just kind of bleeds, or can just 

bleed from the before session, in session, and after session.” This clinician described how the 
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physical space and time of therapy acted as an “anchor” for clients, particularly clients who 

experience symptoms of trauma such as dissociation. Clients may experience changes in space as 

cues that can help focus attention and evoke certain thoughts. “The use of different spaces to 

ground and to shift mental states in a way that keeps folks from fragmenting or dissociating.” 

This clinician noted the ease of staying at home for therapy. “Being in your pyjamas, cozy and 

comfortable; that's one thing.” Yet, the participant felt something important happened when 

travelling to and from the office and described the effect: “But then the shift after the session, 

there is a sense of when you're in the office you actually do need to pull your defences, in a 

healthy way, back up.” Location may be particularly important for people who experience 

dissociative symptoms of trauma, as Participant 6 said: “clients who have that [dissociative] 

experience regularly need to have a lot of anchors in their day.” The clinician reported that it was 

helpful to have clients notice this and recreate physical differences for sessions, even if they 

could not go to the office. “With a lot of my clients I would suggest to have a space, if they 

could, where they would go to session. They would only sit in that chair for their therapy 

sessions.” The clinician also recommended taking walks before and after sessions for these 

clients.  

New Clients. Clinicians reported that starting therapy remotely with new clients felt 

different to beginning in-person. Participants spoke about waiting to bring new clients into their 

practice until they gained more experience working remotely. Participant 14 shared, “Starting 

with new clients was extremely difficult at first. At one point when I saw that I didn't have the 

level of comfort to start with new clients, I waited; I continued to work with my existing clients.” 

This was discussed in focus groups too: “I have similar hesitations to bring on new clients.” And 

one focus group clinician mentioned the difficulty of doing evaluations remotely. “Evaluating 
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new cases has been very challenging, particularly evaluating asylum seekers and for court letters 

or things that require building trust and bonding super quickly because you don't have many 

sessions to evaluate.” Further, this clinician reported challenges of working with others (e.g., 

interpreters, social workers) in addition to the client, during evaluation. “Over the screen is very 

difficult. And working with interpreter, I found it more challenging working with the team, with 

social workers. And the client found it more challenging.” Building alliance was also considered 

a more challenging task, virtually, by this clinician, as well as others. “Mostly for new clients 

regardless of the background, the evaluation and the building relationships and rapport, I found it 

more difficult.” Another clinician in the focus group wondered if a client who quit therapy early 

on, would have stayed if sessions could have been in-person. “My sense is, we would have 

managed to move into a stronger alliance in the room then we were able to on Zoom.” This 

clinician described the frustration of not being able to connect to the client while being distanced 

by technology. “I definitely felt like I didn't have like my full roster of tools. I could feel myself 

tying to climb into the screen, basically, and I just can't, so.” 

Summary of Results 

Analyses of results reflected participant perspectives regarding their experiences of 

working with 2SLGBTQIA+ clients during the first year of the COVID-19 pandemic. Illustrating 

the ways clinicians understood and adapted to pandemic related changes, I organized results 

within two domains: 1) Evolution of Service Delivery, which portrays how clinicians set up their 

work, both remotely and in person, during the pandemic, and 2) Changes in Therapeutic 

Processes, which discusses how clinicians perceived change in clients’ lives, as well as 

adaptations clinicians made to their clinical approaches and processes. In the next chapter I will 
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discuss results in context with other research, explore the implications of findings, and make 

suggestions for future research.  
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Chapter Five: Discussion 

The aim of this research project is to understand the unique experiences of mental health 

clinicians working with 2SLGBTQIA+ clientele during the first year of the pandemic. Results 

from this study have illustrated how clinicians viewed the evolution of their services to offer 

remote care, the impact of the pandemic on the lives of 2SLGBTQIA+ clients, and clinical 

adaptations to therapeutic processes.  

Provision of Remote Mental Health Care 

Pandemic-related mental health research has captured the mass move to remote care as a 

revolutionary change in service delivery (Wind et al., 2020). For the first time ever, most mental 

health care practitioners engaged in offering remote care (Wind et al., 2020). Research conducted 

during the pandemic reinforced a long history of literature demonstrating the effectiveness of 

remote therapies (Lal & Adair, 2014; Stoll et al., 2020; Witteveen et al., 2022). In an umbrella 

review of 38 systematic reviews of remote mental health care, Witteveen and colleagues (2022) 

reported widespread and successful use of synchronous services during the pandemic, such as 

videoconferencing, to replicate previously offered services. In addition, scholars documented 

other forms of remote mental health care that has recently become more available, such as 

internet-based asynchronous tools, like self-guided cognitive-behavioral therapy modules 

(Appleton et al., 2021; Siegel et al., 2021; Witteveen et al., 2022). These newer forms of services 

question what mental health care entails, by expanding format and modes of interacting. 

However, in this study, participants reported primarily engaging in remote care via synchronous 

service provision that was analogous to the in-person therapies used prior to the pandemic.  

Research regarding the shift to remote services has reflected that many practitioners felt 

they were not adequately trained and did not have enough information to transition to remote 
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therapy, despite many trainings becoming available (Ceniti et al., 2022; Witteveen et al., 2022). 

In this study, one of the difficulties clinicians faced in adapting to remote service delivery was 

finding applicable information to guide their work. Participants reported lacking necessary 

information to setup remote practices and lacking training to provide remote interventions. Some 

clinicians reported that their particular work was not reflected in the information offered (e.g., 

social workers or art therapists in private practice), or, that their clients were not represented by 

the resources provided. Further, participants described the additional burden of needing to 

quickly transition to remote services while experiencing feelings of overwhelm and fatigue in 

response to the pandemic, which were exacerbated by organizing new ways of working with 

little time to prepare, during a global crisis. Some participants reported that there was not enough 

time or energy to engage in new training during this transition. Findings from this study reflects 

calls from broader literature to integrate remote care into graduate training programs and has 

illustrated that education in the digitalization of care (e.g., use of digital technologies, data 

security, privacy concerns) is lacking and thus needed for most practitioners (Appleton et al., 

2021; Siegel et al., 2021; Witteveen et al., 2022). 

Unique to this study was the explicit use of community-based knowledge mobilization 

amongst clinicians to guide their transition to remote care. The most widely endorsed resource 

that helped guide clinicians in setting up and adapting their practices, was speaking with each 

other. By sharing information as well as experiences of what does and does not work, clinicians 

were able to collaboratively figure out how to set up remote offices as well as deliver remote 

services. Clinicians reported that engaging in this research project, which facilitated intra-group 

discussions, contributed to their understanding of their work. Some participants shared that 

initially they were not convinced that they had useful reflections to share as research; however, at 
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the end of data collection, they were surprised by how much they knew. One hypothesis is that 

the stressful circumstances of the pandemic obscured clinicians’ sense of confidence in their 

experiences. Yet, by engaging in research and sharing with others, participants learned from each 

other about an otherwise confusing and mostly isolated period. 

Research has indicated that most clinicians grew more confident in their capabilities to 

provide remote care over time, which in return fostered interest in continuing to offer remote 

services, even when it was no longer necessary (Ceniti et al., 2022; Witteveen et al., 2022). 

Similarly, participants in this study reported gaining remote clinical skills over the course of the 

first year of the pandemic. As comfort with and confidence in providing remote therapy grew, 

some participants indicated that in the future they would like to maintain hybrid practices that 

offer in-person and remote modalities; other research studies have also reported similar findings 

across other practitioners (AlRasheed et al., 2022; Ceniti et al., 2022). Practitioners in this study 

imagined collectively navigating future decisions about hybrid service delivery and wondered 

how these decisions may impact their work.  

Findings from this study emphasized integrating the needs and preferences of clinicians, 

as well as clients, when making decisions about long term remote care. Research examining 

remote synchronous mental health care during the pandemic has reflected how widespread use of 

technology did not result in more accessible services for all service users, but rather accessibility 

of services depended on many factors including client’s access to technology and space, 

relationship with the therapist, mental health conditions, and so on (Ceniti et al., 2022; Witteveen 

et al., 2022). An idiosyncratic understanding of accessibility was reflected by participants in this 

study, who reported on different ways remote therapy aided or hindered therapeutic experiences, 

depending on the therapist, client, and their contexts.  
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In this study, many clinicians reported preferring remote service delivery and finding it to 

be a more accessible modality from a worker’s perspective. For some, working from home was 

more comfortable and more conducive to meeting physical needs, as well as attending to home 

chores. Being in full control of the space was advantageous for clinicians with chronic pain, 

disabilities, sensory processing issues, and social anxiety. These advantages may contribute to 

being more able to attune to clients and be fully present in therapy. Further, working from home 

meant cancellations were less bothersome, and clinicians reported being more flexible in their 

schedules, as they did not need to coordinate office space. Clinicians also felt they had more free 

time with less time spent commuting. Across the remote care literature, flexibility in schedule 

and convenience of working at home were most often reported as gains for clinicians due to 

remote work (Ceniti et al., 2022; Witteveen et al., 2022). 

On the other hand, results from this study showed that working at home was not 

preferential for clinicians who missed the social interactions throughout the day, including being 

able to connect with other service providers. Working at the office also provided separation 

between work and home, which could facilitate attention and presence, as well as work-life 

balance. It was also easier for some parents to practice at the office, away from any potential 

family interruptions or family bandwidth-sharing issues. Many clinicians found remote work 

more tiring and more difficult, and some clinicians described missing a sense of richness that 

was integral to in-person work. The benefits of working in-person reported in this study were 

also cited in the broader literature (Appleton et al., 2021; Ceniti et al., 2022; Witteveen et al., 

2022). Interestingly, in this study, some clinicians reported that remote work provoked 

migraines; research has noted how remote services are not indicated for clients with migraines 

(Appleton et al., 2021), however few studies mentioned clinicians (Tolland & Drysdale, 2023). 
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Notably, clinicians in this study considered accessibility in terms of clinicians, as well as service 

users, whereas broader literature tends to focus on client accessibility (Witteveen et al., 2022). 

Clinicians reported that many clients found remote service to be more accessible than in-

person. Being able to choose between video, chat, and phone met a variety of different needs and 

could improve access to therapy for clients. For instance, use of the chat feature could facilitate 

ease for clients who struggle with verbal communication. Use of phone instead of video could be 

useful for clients struggling to be seen (e.g., due to body image issues or gender dysphoria; 

however, use of voice via the phone could be challenging for some dysphoric clients). 

Additionally, for many clients, no longer commuting to therapy was beneficial. It saved time for 

clients and meant fewer uncomfortable scenarios were experienced en route to therapy (e.g., 

avoids sensory overload, discrimination, anxiety provoking scenarios). For clients acutely 

struggling, the commute to therapy can be a barrier to being able to attend sessions. Additionally, 

some clinicians reported that clients were able to be more open when working remotely. It was 

hypothesized that the physical distance as well as the comfort of being in one’s own home made 

it easier to be vulnerable for some clients. This phenomenon has been reported in other studies as 

well (Ceniti et al., 2022). Lastly, working remotely also allowed clinicians to reach clients in 

areas with fewer clinicians, such as rural regions of Canada. This was particularly helpful for 

2SLGBTQIA+ clients who can cast a wider net to find service providers specialized in gender 

and sexuality. The convenience and ease of remote services for clients were reported across most 

studies (Witteveen et al., 2022). 

However, for some clients, working remotely was not accessible, as it requires access to 

private space as well as digital technologies. Lack of private space to attend therapy was a 

particular concern for clients living with families that did not support sexual and/or gender 
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identities. It was also challenging for low-income clients and clients without housing or a place 

to access remote therapy. Further, clinicians explained how safety was jeopardized by therapy 

for clients at risk for domestic violence. Clinicians also remarked that some clients were 

apprehensive about sharing over the internet, due to technological privacy concerns. Spatial and 

technological barriers to remote therapy have been well-documented in the broader research 

(Witteveen et al., 2022). Research has also documented difficulties accessing therapy for specific 

client populations, such as clients with schizophrenia diagnoses and older clients (Appleton et 

al., 2021), as well as difficulty staying engaged in online therapy, particularly for younger clients 

(AlRasheed et al., 2022).  

Overwhelmingly, research has indicated that remote synchronous therapy is effective, 

from client and provider perspectives, however not consistently across all clients and contexts 

(Ceniti et al., 2022; Witteveen et al., 2022). Participants’ reports from this study were in 

accordance with the literature: clinicians were convinced that remote therapy was effective, 

when clients could reliably access services. Participants noted the need for more research that 

thoroughly investigates the implications of remote service delivery across client characteristics 

and contexts, to better predict which delivery modalities are best adapted to client specificity. 

This need for more research was voiced across most studies examining remote service delivery 

(AlRasheed et al., 2022; Appleton et al., 2021; Ceniti et al., 2022; Witteveen et al., 2022). 

Widespread implementation during the pandemic was an opportunity for many clinicians and 

clients to experience remote therapy. Now, there is an imperative to understand remote service 

provision with more detail, to understand the parameters that indicate when it will be most or 

least effective, and to bring awareness to long-term effects.  
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2SLGBTQIA+ Client Contexts 

Growing research illustrates the interconnected and multifaceted disparities faced by 

2SLGBTQIA+ communities due to structural discrimination and oppression (Higgins et al., 

2021). Scholars have traced the multiple forms of hardships 2SLGBTQIA+ communities have 

faced during the pandemic, including limited access to medical care, economic precarity, 

housing instability, food insecurity, in addition to loss of community, all of which contributed to 

worsened mental health outcomes (Anderson & Knee, 2021; Duguay et al., 2022l; Egale, 2020; 

van der Miesen et al., 2020). As mentioned previously, mental illness rates are generally higher 

within 2SLGBTQIA+ communities, compared to their cisgender heterosexual peers (Kidd et al., 

2016; Meyer, 2015). During the pandemic, research indicated that this trend continued, and 

mental health outcomes for sexual and gender minoritized populations deteriorated (Combden et 

al., 2022; Slemon et al., 2022). Research indicated that overall, negative mental health outcomes 

rose as isolation and lack of social connectedness worsened (Combden et al., 2022; Slemon et 

al., 2022). However, one area that contradicts this trend was evidence of reduced rates of certain 

types of substance use: those that occur socially (Vo et al., 2022), such as substance use at parties 

(Palamar & Acosta, 2021), or, during sexual encounters, also known as “chem sex” (Starks et al., 

2020).  

In this study, participants linked experiences of oppression to worsened mental health 

outcomes, while also demonstrating how privilege and stability contributed to mental wellbeing. 

Clinicians noted that clients who experienced the least amount of uncertainty during the 

pandemic (e.g., had stable work, secure housing, access to food), as well as positive, enduring 

relationships, were the least negatively impacted by pandemic tribulations, as well as the most 

likely to find resilient ways to cope. Clinicians reported that clients facing many difficulties at 
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once (e.g., immigration delays, abusive families, ablism, financial precarity, instability, food and 

housing insecurity, in addition to mental health challenges), who were also likely to be socially 

excluded, were overloaded with multiple worsening contexts and struggled more intensely.  

Participants reported exacerbated mental health outcomes during the pandemic for clients 

with pre-existing mental health conditions. This finding is reflected in research examining 

mental health during the pandemic, across general populations and within minoritized groups 

(Frounfelker et al., 2022; Jenkins et al., 2021; Slemon et al., 2022). For instance, clinicians 

observed that clients with symptoms of depression experienced heightened symptoms, often 

having episodes of depression in response to adverse phases of the pandemic. One caveat found 

in this study, was that at times when the pandemic halted most societal functioning, some clients 

with depression felt a sense of relief that the world matched their own, slowed pace. Similarly, 

research looking at silver-linings of the pandemic noted that “slower pace of life” was an 

appreciated consequence that some people experienced during the pandemic (Kowalski et al., 

2022). 

This sense of relief was found in other areas well. Interestingly, there were some difficult 

symptoms and experiences that clinicians reported had lessened for clients during the pandemic. 

For instance, participants discussed how some clients with social anxiety experienced prolonged 

periods of relief, due to limited possibility of social engagements. This allowed clients to inhabit 

a new internal state never previously held, one without constant social anxiety. This unique 

experience has not been highlighted in other research, which tends to focus on how social 

anxiety is comorbid with other mental health symptoms and for many, worsened during the 

pandemic (Kindred & Bates, 2023). Further, dominant theories regarding social anxiety purport 

that experiential avoidance, which restrictions necessarily reinforced, contributes to worsening 



MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

161 

social anxiety (Moscovitch et al., 2009). Contemporary best practices for treating social anxiety 

utilize exposure to anxiety-provoking scenarios to diminish symptoms and illustrate how 

avoiding exposure can worsen anxiety (Moscovitch et al., 2009). In attempt to reconcile this 

well-evidenced understanding of social anxiety and effective treatments, it has been theorized 

that connecting with others via technology could be useful as a type of gradual exposure for 

people experiencing social anxiety, as there are more ways to control the environment, coupled 

with reduced physical exposure, allowing people to experience connection without being 

overwhelmed (Bortolan, 2023). However, if this remained the only form of connection to others, 

it would be considered a form of avoidance or a “safety behavior” within social anxiety literature 

and would contribute to maladaptive beliefs that would contribute to ongoing anxieties about 

social experiences (Moscovitch et al., 2009).  

Clinicians also reported similar reduced symptoms for clients with sensory processing 

difficulties, who were less often overwhelmed by the lights, noise, and other sensations that are 

unavoidable in public, but more controllable within one’s own personal space. Stay-at-home 

orders reduced exposure to difficult sensory information and allowed for relief. Other studies 

have also reported reduction of sensory and social overload, particularly with Autistic adults, 

resulting in relief (Oomen et al., 2021). In another vein, participants described how some clients 

were able to avoid facing some forms of discrimination, by no longer going to work or public 

events. This offered a break from some of the psychological burden of predicting and 

experiencing discrimination. Other studies have also documented the refuge from some forms of 

discriminations that stay-at-home orders fostered (O’Handley & Courtice, 2022). 

However, results from this study indicated there were limits to these experiences of 

reprieve. Social anxieties endured in other forms, as clients struggled to find ways to connect 
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online with new social formalities. And, consistent with social anxiety literature, participants 

reported that clients feared returning to socializing, and shared predictions with clinicians that 

they may have decreased tolerance for social experiences (Moscovitch et al., 2009). Further, 

avoiding discrimination or sensory overload was only possible for few clients in very limited 

ways.  

Research has documented the link between positive, affirming relationships and 

wellbeing within 2SLGBTQIA+ populations, and on the other hand, the detrimental mental 

health outcomes linked to relational rejection (Blair & Holmberg, 2008l; Meyer, 2003; Ryan et 

al., 2009; Ryan et al., 2010). Clinicians in this study demonstrated their awareness of how clients 

were discriminated against based on their identities within interpersonal relationships, as well as 

relationally within organizations, institutions, and societally. A prominent example participants 

discussed was how the lives and experiences of many sexual and gender minoritized clients were 

not reflected in the design of pandemic-related social distancing measures, which were designed 

for a “normative” subject who would be likely living within a home with other family members. 

Other scholars have also commented on the lack of attention to minoritized populations in 

pandemic policy and have pointed to the prioritization of physical health over mental health and 

social connection (Brennan et al., 2020; Lewis, 2022).  

Participants named myriad ramifications that resulted from pandemic restrictions 

including clients enduring domestic violence as well as homelessness. Clinicians reported that 

some clients were forced to return home during the pandemic, often due to loss of employment, 

and were trapped living with abusive families. The circumstances were aggravated by the lack of 

opportunity for social connection. Further, the closure of community spaces was detrimental 

particularly for 2SLBGTQIA+ clients, who may have few if any other opportunities to be in 
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affirmative spaces or connect with others who shared their identities. These findings were 

reinforced within broader literature. For instance, research has documented high rates of family 

violence towards 2SLGBTQIA+ populations, which worsened during the pandemic 

(Abramovich et al., 2022; Kourti et al., 2021). Consequentially, homelessness rates, which are 

already heightened among 2SLGBTQIA+ youth due to identity-based family violence, were 

exacerbated during the pandemic (Abramovich et al., 2022).  

In this study, clinicians reported that some clients resourcefully found ways to navigate 

the risks and uncertainties of the pandemic by creating bubbles, wherein they negotiated varying 

perspectives on safety across networks of relationships to stay connected. However, this kind of 

pathway to social connection was very resource-intensive and required high-level planning, 

communication skills, networks that are already in place, and relationships that can tolerate 

negotiation. Many clients were not in positions to be well connected during the pandemic and 

were severely impacted by restriction measures. It was noted that clients with multiple 

intersecting minoritized identities (e.g., trans, neurodiverse, and experiencing financial precarity, 

or racialized, refugee, lingual minority, and sexual minority) were more likely to experience 

barriers to relationships and resources, in several ways at once.  

Clinicians mapped out some of the complexities of care experienced by their sexual and 

gender minoritized clients. While these clients may be less likely to have positive relationships 

with their families, they are also more likely to be embedded into community-built systems of 

care, than their cisgender, heterosexual peers. Several clinicians commented that their 

2SLGBTQIA+ clients were more likely to be engaged in activism, and thus more immersed in 

networks of mutual aid and care. These are known trends across these communities (Irving & 

Raj, 2014; Tremblay, 2015; Warner, 2002). Sexual and gender minoritized populations are 
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vulnerable to pervasive discrimination that limits, corrupts, and eradicates care across most 

realms, however at the same time, these are also populations that have normalized self-advocacy 

and solidarity with others, as forms of care. Clinicians identified a trend of “do it yourself” (DIY) 

initiatives among their 2SLGBTQIA+ clients, whose needs were otherwise not served by 

institutionalized systems. Participants commented how institutional care was rarely designed 

with these populations in mind. Prior to, and in response to the pandemic, scholars have called 

for more comprehensive governmental support for these communities (Goldberg, 2020; Higgins 

et al., 2021; Mulé et al., 2009; Salerno et al., 2020; Tremblay, 2015). 

Therapeutic Processes 

The growing body of literature dedicated to examining remote mental health care during 

the pandemic has primarily focused on the accessibility and effectiveness of care, in addition to 

necessary resources to support remote care (Witteveen et al., 2022). Fewer studies have 

examined adaptations to therapeutic processes that have resulted from working remotely during 

the pandemic; even fewer have discussed therapeutic adaptations when working with minoritized 

clients. In this study, an overarching theme spanning the clinical approaches clinicians discussed 

was the use of a systemic lens when thinking of clients, symptoms, and mental health care. 

Integrating a systemic lens allowed clinicians to understand clients as individuals within many 

systems, affecting and affected by those systems. Further, clinicians saw themselves as actors 

within systems, analyzing their roles within the therapeutic relationship, community, and larger 

mental health care systems. Unique to this study was the exploration of participants who worked 

together as a team of independent practitioners. Participants were part of a team, or system, that 

connected clinicians to each other and through these connections, fostered support, learning, 

growth and collective means of working.  
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Systemic theories analyze the impact of context in our lives; understanding context as a 

web of interrelated systems that influence each other (Dallos & Draper, 2015). Like the social 

justice epistemology guiding this study, different system levels (e.g., micro, meso, macro) are 

useful in examining the ways in which we are interacting with systems and how we are impacted 

by our surrounding contexts. Employing a systemic lens was adaptive during the pandemic, 

during which there were tremendous systemic implications, due to disruptions of nearly all 

human relational processes. Participants illustrated their understandings of the multifaceted 

impacts of the pandemic, particularly within clients’ lives, by tracing the effects of events 

through many systems, examining impact across levels: the individual, the interpersonal, the 

organizational, and the societal. 

One of the fundamental ways clinicians employed a systemic lens was by understanding 

mental health beyond the individual experience, examining how socio-political contexts can 

shape and hinder mental health. This kind of systemic analysis is considered integral to 

comprehensive mental health care with 2SLGBTQIA+ populations (Mulé et al., 2009; 

O'Shaughnessy & Speir, 2018). Clinicians also demonstrated understanding pathways to 

recovery through a systemic lens, for instance, recognizing the structural barriers clients may 

face in life, as well as in accessing in mental health care. Further, clinicians developed ways to 

meet client needs at varying system-levels: person-to-person, communally, organizationally, and 

societally. This was done by interacting with mental health care systems at multiple levels, 

within the therapeutic room, as well as beyond: taking into account access to therapy, training for 

adequate therapy, and practitioner needs to provide care. Importantly, clinicians understood 

themselves as within these systems, and spoke to their own experiences during the pandemic.  
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Overall, research has demonstrated that mental health disparities worsened for 

2SLGBTQIA+ populations during the pandemic (with exacerbated severity for individuals 

facing multiple intersections of marginalization) and has called for attention and resources to 

respond to these perils (Slemon et al., 2022). In accordance with the research, clinicians in this 

study connected the forces of oppression (e.g., transphobia, homophobia, racism, classism, 

ablism) to the context of clients’ lives (e.g., barriers to accessing stable housing, employment, 

community organizations, discrimination from family, fewer opportunities to connect with others 

to make lasting social bonds, vulnerable to internalized stigma) and drew links to mental health 

and well-being (e.g., potential for chronic states of stress, low self-esteem, lack of hope). Further, 

clinicians understood clients’ experiences of oppression as having potential to cause traumatic 

impact and result in traumatic symptoms; an idea that is best captured by systemic trauma, or the 

understanding that trauma can result from systemic oppression and discrimination (Holmes et al., 

2016). Systemic trauma is well documented within trauma literature, yet not well integrated into 

mental health care; for instance, systemic trauma is not captured within mental health diagnostic 

manuals, such as the Diagnostic Statistical Manual (Goldsmith et al., 2014). Consequently, there 

is inadequate attention addressing systemic trauma, and thus fewer resources mobilized to 

contribute to prevention, treatment, and recovery. Hence, it is unique to their specialized training 

that participants in this study have a strong analysis of the detrimental impact of oppression. 

Ongoing learning was one of the ways that participants demonstrated high levels of 

commitment to the provision of mental health care for 2SLGBTQIA+ communities. Further, 

becoming trained and training other clinicians are examples of systemic interventions for 

2SLGBTQIA+ population wellbeing. Being able to access mental health care that is affirmative, 

that is, care that celebrates and honours diverse genders and sexualities and recognizes the 
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inequities faced by these communities due to societal discrimination, is essential for the 

wellbeing of these communities (O'Shaughnessy & Speir, 2018; Singh & dickey, 2017). 

However, adequate mental health care is a resource many 2SLGBTQIA+ individuals are denied, 

as most mental health care practitioners have not received training regarding diverse genders and 

sexualities (McIntyre et al., 2011). The Network organizes regular trainings in 2SLGBTQIA+ 

mental health care, and in addition, members offer each other support, share resources, and 

engage in peer supervision. The Network also provides consultations for clinicians outside of the 

team. By offering free training, consultation, and support, this Network strives to close the 

educational gap contributing to inadequate services by training as many clinicians as possible in 

best practices for working with 2SLGBTQIA+ populations. As the Network is comprised of 

many independent clinicians working in different settings, members are embedded in multiple 

systems, and thus the reach of training is far: the group can bring aspects of 2SLGBTQIA+ 

affirmative practices into hospitals, clinics, schools, organizations, and private practices. This 

model also brings incredibly diverse knowledge back to the group, by having practitioners from 

diverse organizational contexts contribute to knowledge sharing with each other.  

There is little research examining the characteristics of clinicians who decide to seek 

training and specialize in working with 2SLGBTQIA+ clients (Rutherford et al., 2012). Yet 

advocating for care that does not pathologize diverse gender and sexuality has been necessary for 

2SLGBTQIA+ communities to be treated ethically within mental health systems (Higgins et al., 

2021). In this study, participants named their reasons for working with and caring for 

2SLGBTQIA+ clientele. Predominately, clinicians were interested in addressing systemic issues 

these communities faced, due to personal investment within these communities. Many clinicians 

shared that they are members of sexual and gender minoritized communities and were personally 
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invested in providing excellent mental health care to 2SLGBTQIA+ communities. Participants 

reflected on the incredible personal meaning inherent in providing care to 2SLGBTQIA+ clients. 

Clinicians were motivated by their own values and care for community, and this was sustaining, 

particularly during the pandemic, when work required more effort and for many was more 

difficult. Clinicians described the benefits they received from their work, including connection, 

growth, identity exploration, and a sense of contribution to community. The reciprocity of 

investing in care for others demonstrated how through enacting care, one could receive personal 

meaning, value, and a returning sense of care. 

A feature of working within one’s own communities, is that clinicians experienced many 

parallels with their clients. The advantages, challenges, and skills needed to navigate working 

within one’s own community are reflected within literature regarding working in small 

communities, such as care in rural, deaf and hard of hearing, and 2SLGBTQIA+ communities 

(Schank et al., 2010). Consistent with broader literature, participants reported that generally 

sharing experiences with clients was clinically useful and personally rewarding (Schank et al., 

2010). However, during the pandemic, the pervading sharing of many difficult experiences with 

clients blurred the edges of work and life and made it challenging to distinguish personal and 

professional boundaries. This was heightened for clinicians who shared multiple identities with 

clients (e.g., neurodiverse and queer). While participants felt they could rely on their prior 

experience navigating professional/personal boundaries, due to previously working within their 

communities, the pandemic was a new level of challenge, that posed new difficulties for 

clinicians.  

More generally, the mental health and wellbeing of mental health care providers is known 

to be under-researched, despite the vulnerabilities to mental health challenges this population 
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faces, such as burnout, vicarious trauma and compassion fatigue (Green et al., 2014; Hobaica et 

al., 2021; Pope & Tabachnick, 1994; Tay et al., 2018; Victor et al., 2022). During the pandemic, 

clinician mental illness rates were associated with pandemic severity. For instance, a study 

conducted in Quebec during the May and June of 2020 indicated that mental health care workers 

experienced more psychological distress when they were situated in regions where COVID-19 

infections were highest (Brillon et al., 2022). From a systemic vantage point, considering these 

risk factors (i.e., compassion fatigue, vicarious trauma, pandemic severity), the known mental 

health perils associated with minoritized identities and with the pandemic, mental health care 

providers who are marginalized and working within marginalized communities, during the 

pandemic, were vulnerable to mental health risks. While this study did not focus on quantifying 

clinician mental health outcomes, participants reported on professional circumstances that 

fostered their wellbeing, as well as challenges that contributed to symptoms of burn out, such as 

fatigue and limited resources to carry out their work (McCormack et al., 2018). This study has 

shed light on the need for intersectional research that explores factors that promote or hinder 

clinician wellbeing, taking into consideration clinician and client characteristics and contexts of 

clinical work.  

One of the ways that clinicians could delineate boundaries between professional and 

personal worlds, was by using the therapeutic frame. Conceptually, the frame aids clinicians in 

being able to provide attentive, attuned services, and is designed to foster security for clients by 

offering a reliable context in which to explore psychological concerns. The therapeutic frame is 

described as a set of consistent parameters that define the therapeutic space, environmentally as 

well as relationally (Charura & Paul, 2014). These parameters, or the setting of therapy, were 

changed drastically during the pandemic, as many services became remote. The therapeutic 



MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

170 

frame was one of the prominent ideas that participants worked with to navigate changes 

prompted by the pandemic. 

Participants discussed how having the clinician and client in disparate spaces brought 

new dimensions into clinical work. For instance, practitioners working remotely no longer 

provided the physical space, thus having less control over consistency and confidentiality to meet 

with clients. Rather, clinicians had to work collaboratively with clients to find new ways to 

establish the environmental aspects of the therapeutic frame, as well as consider the effects the 

new frame had on the client, the clinician, and the therapy. Clinicians discussed how the need to 

foster a more collaborative approach to setting the frame decreased the power held by the 

therapist in deciding parameters of physical space. Broader remote care literature has also 

captured the need to establish therapeutic setting parameters with remote service users (Appleton 

et al., 2021). 

Changes to the frame also permitted new kinds of information into sessions, available via 

video conference, as clients could see into clinician’ space and clinicians into clients’ space. 

Some clinicians found that peering into personal space elicited new transference and 

countertransference, concepts referring to the ways in which of previous relational experiences 

are evoked and worked with in therapy (Charura & Paul, 2014). Participants also reported that 

the ability for clinicians and clients to see into each other’s homes invited more intimacy, 

authenticity, and connection into the therapeutic relationship. For instance, clinicians said they 

enjoyed meeting pets and family members. Another dimension of video sessions was to be able 

to pragmatically engage in problem-solving real life client issues, such as filling out paperwork 

or strategizing how to organize household items. A new frontier in therapy was the chat function 

available on many video platforms. This offered an entirely new venue for therapy to take place. 
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Clinicians commented on the usefulness of this feature, in navigating difficulties with hearing, 

speaking, or when there was a lack of confidential space.  

However, video, phone, and chat also lack information that is available when sessions are 

in person. Clinicians wondered what their clients’ bodies look like and described the bizarre 

juxtaposition of knowing someone intimately without ever having had met. In a clinical paper 

regarding remote therapy, Padfield (2021) commented on the experience of working online and 

wondering about basic client details. “How tall are they, what do their bodies look like, how do 

they hold themselves, what does it feel like to be with them in a room?” (p. 221). This author 

described the experience of trying to fill in the gaps where information is lacking as “draining” 

and part of the strange subjectivity of being “there-but-not-there” (Padfield, 2021, p. 221). 

Similarly, many clinicians in this study describe remote work as draining, fatiguing, and lacking 

information.  

Physical signs of emotion were difficult to see on screen, slightly delayed due to digital 

connections, or absent entirely, due to being beyond the camera lens. Many participants 

commented on the difficulty of staying attuned to emotion, as they could not see the full set of 

client physical emotional expression, which includes changes to facial expression, body 

movements, posture, changes in muscle tension, breath, and skin tone. Review studies of remote 

care have reported on the difficulties of discerning emotional response when working virtually 

(Witteveen et al., 2022), and many have also reported on the loss of richness and intimacy that 

was available in person (Appleton et al., 2021). More research is needed to understand how 

lacking physical information and shared space may impact the depth of the therapeutic 

relationships, and which theoretical orientations, as well as clinical problems, may be most 

impacted by working in person or remotely. 
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Changes in the frame were also discussed in relation to trauma-work. Participants 

described the importance of the environmental setting as a physical cue for specific mental 

states. For example, arriving to the therapy office cued moving into a state of being where a 

client would talk about the self and past experiences, and then leaving the therapeutic space 

would cue leaving this state and the content that was evoked. This was described as important for 

clients who experience dissociation, a symptom of complex trauma that is described as a 

disconnection from one’s thoughts, memories, feelings, actions, and context (Drescher, 2022). 

Finding ways to help clients cue the therapeutic frame in their own home (e.g., creating a special 

spot only used for therapy), was used to be able to work with traumatic material, so that clients 

would be able to physically and psychically leave evoked material behind, and cue a new mental 

state. In a recently published book on complex trauma, Stubley (2021) also speaks of the loss of 

the transitional space travelling to and from therapy, as well as the physical container of the 

therapeutic room. In a similar way, the commute to and from therapy was also seen as a cue for 

psychological transition in general, not only for trauma work. Clinicians shared how clients used 

commuting to therapy to get into the mindset of therapy and commuting from therapy to 

consolidate and reflect after session. Clinicians reported that they made suggestions for clients to 

replicate these transitions into and out of therapy, for instance by going on walks before and after 

therapy. The loss of shared physical space fundamentally changed therapy and what was possible 

within therapy; at the same time, participants found creative ways to make their remote work as 

viable as possible. 

Another element of the therapeutic frame discussed by participants is financial 

compensation. Working with systemic ideas of economic privilege and marginalization, 

participants demonstrated awareness of the financial challenges clients faced. It is well 
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documented 2SLGBTQIA+ populations are at risk for financial inequities; pervasive societal 

discrimination contributes to workplace discrimination, which results in high rates of being 

unemployed, underemployed, under salaried, and living in poverty (Appiah et al., 2021; Waite, 

2021; Waite et al., 2019). Often, these communities are forced to choose between experiencing 

discrimination at work or not working at all (Waite, 2021). During the pandemic, financial 

precarity worsened for many minorized groups, and specifically, gender and sexual minoritized 

groups (Combden et al., 2022; Egale, 2020). For instance, early on in the pandemic, 53% of 

2SLGBTQIA+ households experienced layoffs or reduced hours compared to 39% of overall 

Canadian households (Egale, 2020).  

Clinicians involved in this study were dedicated to economic justice, which included 

offering financially accessible mental health care. In addition to recognizing how economic 

inequities contributed to mental health challenges, clinicians provided therapy at reduced fees. 

Each member of the Network offered at least one client sessions at $40/session (the average 

session cost in Quebec is $120-$180; (Québec, 2020), and offered sessions fees according to 

clients’ financial capacity, along sliding scales. Further, many participants reported changing fee 

structures to accommodate clients who lost work during the pandemic. In this way, providers 

were forfeiting a portion of their own salary to meet the needs of these communities.  

In another vein, the concept of a sliding scale engages clients into a communal care 

system with unknown others, wherein higher fees of some clients contribute to supporting the 

lower fees of others, in addition to clinicians agreeing to work for lower overall financial 

compensation. By offering sliding care, clinicians recognized and responded directly to the 

systemic inequities that clients face, providing an alternative route to care that is more accessible 
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than standardized care. The tendency to work with others to form collectives of care, and to 

design needed resources that do yet exist, paralleled between clients and clinicians.   

Best practice guidelines for working with low income and economic marginalization 

places emphasis on understanding how economic precarity and ensuing stigma and 

discrimination negatively impacts mental health (Juntunen et al., 2022). Further, guidelines call 

for clinicians to engage in action that seeks economic justice (Juntunen et al., 2022). This group 

of clinicians has collectively normalized offering reduced fee sessions as a means of reducing (or 

not further contributing to) disparities faced by their clients. 

Implications and Future Directions 

This study explored clinician experiences providing mental health care services to 

2SLGBTQIA+ populations during the first year of the COVID-19 pandemic in Montreal, 

Quebec. The implications regarding service delivery modalities emerging from this study, as 

well as others, indicate that there are benefits as well as impediments to remote mental health 

care, which are idiosyncratic to the unique characteristics of clients and clinicians involved in a 

specific treatment (Appleton et al., 2021; Witteveen et al., 2022). This study highlights the need 

for precise understanding of how in-person, remote, or hybrid approaches may impact clients 

differently, depending on myriad factors including mental health concerns, access to technology 

and space, personal preference, disability, schedules, and location. In addition to how remote 

work may impact clients, this study emphasized the importance of how remote work impacts 

clinicians. Further, findings indicate that establishing more thorough procedures and adaptations 

for remote interventions would be useful, particularly for physical therapeutic approaches such 

as art therapy, somatic therapy, and drama therapy. Research is also needed for comprehensive 

understanding of how shared physical space (or lack thereof) may impact the therapeutic 
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relationships and the depth of emotional processes in therapy. This is crucial when working with 

trauma. In addition to more comprehensive research regarding impact and delivery of remote 

care, this study and others have clearly demonstrated that clinicians need more training in 

working remotely, including ongoing up-to-date training on digital security (Witteveen et al., 

2022). Accordingly, remote service provision should be integral to all graduate training 

programs.  

This study has illustrated that clinicians working with 2SLGBTQIA+ populations have 

specialized knowledge and understanding of these communities, which can contribute to research 

on therapeutic practices. While more research is needed to develop best practices for working 

with 2SLGBTQIA+ populations, it may prove useful to consult with clinicians who have 

expertise in this realm. Participants in this study have indicated the importance of attending to 

the stigma and discrimination these populations face and finding ways to support clients in 

navigating inequities. Further, clinicians have shown the use of employing a systemic lens to 

understand client lives and make impactful interventions. Importantly, future research and work 

dedicated to best therapeutic practices should be attentive to look at distinct populations 

subsumed within the 2SLGBTQIA+ umbrella, as well as to employ intersectional approaches to 

capture differences of experiences of gender and sexuality across social locators (e.g., race, age, 

class, disability). More research examining the impact of oppression, marginalization and 

discrimination is needed, in addition to developing strategic interventions to mitigate and buffer 

against these impacts, and to make changes to the structures that undergird inequitable 

conditions. In addition, more available trainings and clinical experiences working with 

2SLGBTQIA+ populations are needed within graduate programs to help reduce knowledge gaps 

and decrease unmet service needs.  
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This study also brought attention to clinicians’ experiences. The personal toll of working 

during the pandemic was evident, as well as the ways in which working was a meaningful task 

and a protective factor for clinicians. Further, clinicians working collaboratively in teams may 

benefit from peer support, professional development, and knowledge sharing, which are likely to 

facilitate better clinical outcomes and reduce burnout. This study evokes important future 

research endeavors to examine how clinical work impacts clinician mental health. As an 

understudied area (Victor et al., 2022), there are many avenues that lack attention. It would be 

useful to explore the how different kinds of clinical work effect provider mental health, across 

diverse clinicians and work environments, as well as the ways in which clinical work can foster 

wellbeing.  

Strengths and Limitations 

A strength of drawing from interpersonal phenomenological analytical methods was to be 

able to pull in participants’ subjectivity and allow for understandings of individual experiences 

by researcher and participant to be integral in the research process. With this inclusion, 

participants’ processes of making meaning are necessarily involved in interpretation. One hope 

was that participants gained personally from participating in the research, which many 

participants reported they did. Further it was evident that engaging in this project was a catalyst 

in shaping ideas to become explicitly realized for participants, as well as in eliciting new ideas 

and understandings of experiences. Participants also commented that sharing with other 

participants was illuminating, connective, and conducive of mobilizing knowledge. If nothing 

else, this project has served its participants.  

This research adds to the limited body of work dedicated to understanding mental health 

care for sexual and gender minoritized communities. Careful attention was paid to avoid hyper 



MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

177 

focusing on the risks associated with these populations, as well as pigeonholing subjects as 

simply resilient to these challenges, and without other dimensions. Rather, the intention was to 

capture authentic experiences within context. Employing a social justice epistemology facilitated 

individual, interpersonal, organizational, and societal analyses, which helped see beyond the 

therapeutic dyad to other levels of impact. This illuminated the ways that participants’ 

interventions ranged from therapeutic to structural. It also traced the impact of intersectional 

discrimination on wellbeing.  

One of the unfortunate limitations of this work, was the fatigue and isolation felt by 

clinicians and clients, as well as researchers. There were limits to the efficiency and speed of 

processing this research. This research may have been better served if it had been conducted with 

more community involved in steering the project. At the time of creation, that did not seem 

feasible due to the enormity of the pandemic, the vast uncertainties, and the need to limit time 

spent online.  

This work is also stunted by an ongoing conundrum in gender and sexuality research, 

wherein projects tend to reach for inclusivity (e.g., all sexualities and genders), which lacks 

specificity, or reach for precision (e.g., a specific identity, such as, ‘trans women’), which risks 

categorization that does not represent reality and leaves many identities excluded from research 

altogether (e.g., gender identities that do not fall within trans or nonbinary categories). This 

research was able to shed light on the multiplicities of intersecting identities, social locations, 

and contexts among clinicians, clients, and communities, highlighting the vast differences 

amongst clinicians, as well as drawing out the heterogeneity within 2SLGBTQIA+ populations, 

who are often represented as a unified and homogenous group. The complexly distinct 

experiences represented in this work reinforced the need for in-depth, qualitative research that 
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lifts out of categorical limitations to offer pertinent and nuanced understandings of real-life 

experiences. This research cannot provide highly generalizable results, but at the same time, it is 

not without useful meaning and patterns that can be transferable to new contexts, and which can 

contribute to the overarching body of knowledge regarding mental health, service provision, and 

care for and within minoritized groups, such as sexual and gender diverse communities. While 

this work does not offer an intricate detangling of the diverse experiences and identities 

subsumed within gender and sexuality under the 2SLGBTQIA+ umbrella, this research does 

offer detail in that it reflects the experiences of a specific group of clinicians, connected via their 

dedication to working affirmatively with 2SLBGTQIA+ clientele, during a specified period, in a 

localized place. This level of detail recognizes the contextual, cultural, and relational factors that 

influence social locations such as gender and sexuality, as well as mental health and wellbeing. 

However, with specificity comes limitations. For instance, diversity across participants 

was limited in this study, particularly in racial diversity and gender diversity, which are key 

social locations to inform this work. This was in part due to the participant pool, a network of 

clinicians which was at the time, limited in some aspects of diverse identity representation. There 

are many hypotheses regarding contributors to homogeneity within the group. For instance, the 

requirements to become a mental health professional, such as attending higher education, imply 

privileges that would make it possible to succeed (e.g., stable housing, food, shelter, financial 

support, previous positive education experiences, absence of carceral record). In addition to the 

barriers to even apply to graduate school, discrimination for those who do attend is rampant. 

Minoritized students are subjected to a lack of heterogeneity in graduate school admissions, 

coupled with vulnerability to oppressive experiences within graduate training (Callahan et al., 

2018; Sarr et al., 2022; Stewart et al., 2017). This makes it less likely for there to be diversity 
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within student bodies. It follows that professional populations are likely to more homogenous 

around majority identity locations (e.g., white, middle class, cisgender, Canadian). Further, 

membership within community organizations, such as The Network, requires additional time and 

energy. Bandwidth to engage is another privilege that not all can afford. However, it is also 

important to note that many organizations for sexual and gender minorities have not been 

inclusive, and have many times reflected normative societal values that prioritize certain social 

locations (e.g., white, middle class, able bodied) at the detriment to others (Labelle, 2019, 2021; 

Ward, 2008). This work would be improved with the contributions of more diverse voices.  

Conclusion 

In this study, experiences of mental health care service providers who worked with 

2SLGBTQIA+ communities in Montreal, Canada during the first year of COVID-19 pandemic 

shed light on the evolution of service provision to provide remote care, as well as subsequent 

changes in therapeutic processes. Results from this study offer insight on how the pandemic 

impacted remote therapy, approaches to practice, new clinical experiences, professional 

development, and 2SLGBTQIA+ populations.  
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Appendix A: Informed Consent - Focus Group and Questionnaire 

INFORMED CONSENT TO PARTICIPATE IN RESEARCH 
Mental Health Care with LGBTQ2IA+ Clients during COVID-19 

Principal Investigator:  
Jann Tomaro, Doctoral Candidate, McGill University, Montreal, QC, Canada 

Email: jann.tomaro@mail.mcgill.ca 
 

This study is supported by funding from Fonds de Recherche du Québec - Société et Culture 
(FRQSC) 

 
The principal investigator of this study is a doctoral student, Jann Tomaro, and the work will be 
supervised by Professor Ada L. Sinacore, director of the Social Justice and Diversity Research 
Lab at McGill University. All research activities will be approved by the McGill Research Ethics 
Board before the research process begins. 

Purpose of the Study   

You are being asked to participate in a study that aims to work with service-providers within the 
Pride Therapy Network of Montreal about providing mental health services to LGBTQ2IA+ 
clients during the COVID-19 pandemic. This information will be used to gain understanding of 
the aforementioned experiences and will contribute to a growing body of literature about mental 
health care and service provision for LGBTQ2IA+ communities. 

Procedure of the Study  

You are being asked to participate in a focus group to speak about your experiences as a mental 
health care service provider for LGBTQ2IA+ clients during the COVID-19 pandemic. Focus 
groups will be formed based on availability of participants. 

Online focus groups will be led by Jann Tomaro via the Zoom video conferencing platform, with 
video and audio and will be audio recorded, then professionally transcribed, wherein all names 
will be removed. Zoom sessions will use private entry links, require a password entry and will be 
locked before sessions begin. If you consent to participate in this study, you will be able to 
indicate your availability for a focus group session and will be emailed through the LimeSurvey 
platform to confirm your focus group time and you will be given a secure Zoom link to the 
session.  

The focus group topics will explore working with LGBTQ2IA+ clients in Montreal, Canada 
during the time of the COVID-19 pandemic and will focus on: 1) experiences of mental health 
service provision during COVID-19; 2) understanding of client experiences as a result of 
COVID-19. Focus groups will begin by reviewing consent to participate and will last 60-90 
minutes, including a 10-minute break. 

Additionally, you will be given a link to an open form online questionnaire following the focus 
group where you can provide any additional commentary in a written format. You will have two 
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weeks following the focus group to add any additional information. You will be able to access 
and amend your answers as many times as you like within the two-week time frame.  

Withdrawal from the Study 

Your participation in the focus group is completely voluntary. There is no obligation to 
participate in this study and it will not affect your membership within The Pride Therapy 
Network should you choose, for whatever reason, to engage or not to engage with this study. 
Your decision to participate or not will not affect your relationship with the PI, Jann Tomaro. 
Other members of The Pride Therapy Network will not be informed of your participation or lack 
thereof in this research study.  

You do not have to answer any questions asked and you may stop and or leave the focus group at 
any time for any reason. Participation in the online questionnaire is optional. You will be able to 
withdraw from the study at any time. 

If you choose to withdraw during or after the focus group session, all information obtained up 
until that point will be destroyed unless you specify otherwise at the time of withdrawal. Once 
data from the focus groups has been combined for publication, it may not be possible to 
withdraw your data in its entirety. We can only remove your dataset from analysis and from use 
in future publications.  

Risks and Benefits   

There are limited risks associated with this study. It may require time and energy to participate in 
this study. Participation in this study may bring awareness to aspects of your clinical practice that 
were previously unknown. There is potential that by participating in focus groups, you could 
disagree or share different views with participants that may impact your perceptions of each 
other. It is important to acknowledge that decisions around participating as well as participation 
could impact the way power is felt in relationships between participants, between team members, 
and between participants and the researcher. The Principal Investigator will make all efforts to 
ensure that this research study does not impact relationships with team members, regardless of 
participation or lack thereof in this study.  

Although all precautions will be taken, there is always the possibility of third-party interception 
when using communications through the internet. 

Please note that although the data will be collected to ensure confidentiality, with focus groups 
there is no way to ensure that people will not discuss focus groups outside of the focus group. All 
efforts will be made to ask people to keep focus group conversations confidential, but there is 
risk that this data will be discussed.  

All data will be de-identified, however the identities of participants or third parties may be 
recognized in focus groups or online questionnaires. Participant are asked to omit identifying 
details of themselves and absent third parties, to protect anonymity 
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There are no direct potential benefits of participating in this study, but it is hoped that this study 
may contribute to a personal understanding of your experiences as well as other mental health 
service providers. Moreover, the intention is to contribute to a growing body of literature 
speaking to the needs and care of LGBTQ2IA+ communities and the clinicians working with 
these communities.  

Compensation 

Compensation of $50 will be given for the time and effort of participating in the focus group 
portion of this study. Compensation will be electronically transferred to participants by the 
principal investigator, Jann Tomaro.  

Your confidentiality will be secured in the following ways:  

• In all data, identifying information (your name) will be replaced by a code and only the PI 
will have access to those codes.  

• The codes will be password protected and stored in a separate file from the data.  
• Any identifying information of participants or others will be removed from data, results, and 

publications of any kind, to protect against deductive disclosure of identity. 
• Participants will be asked to ensure anonymity of themselves and absent third parties by 

omitting identifying information. 
• All data will be password protected and stored on a hard drive in the Social Justice and 

Diversity office at McGill University. Audio recordings will be deleted once data is 
transcribed and analyzed. 

• De-identified, aggregated results from this study may be discussed with The Pride Therapy 
Network to benefit the understanding of the team and its members.  

• Analyses and results from this study may be disseminated via doctoral thesis manuscripts, 
professional conferences and scholarly journals. Throughout the process of communicating 
these results, participant confidentiality will be safeguarded.  

Signing below means that you have read the information in this agreement and have had a 
chance to ask any questions you have about the study. It also means that you agree to participate 
in the study and have been told that you can withdraw at any time.  

Please sign below if you have read the above information and consent to participate in this study. 
Agreeing to participate in this study does not waive any of your rights or release the researchers 
from their responsibilities. A copy of this consent form will be given to you and the researcher will 
keep a copy. 

If you have any questions or concerns regarding your rights or welfare as a participant in 
this research study, please contact the McGill Research Ethics Officer at 514-398-6831 
or lynda.mcneil@mcgill.ca 

Date: ___________________________________ 
 

Participant Name:     Signature (click here to sign this consent form): 

mailto:or lynda.mcneil@mcgill.ca
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_________________________________        __________________________________ 
 
 
 

Do you agree to be contacted to participate in an open form online questionnaire following 
the focus group?  
YES/NO 
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Appendix B: Informed Consent - Individual Interview 

INFORMED CONSENT TO PARTICIPATE IN RESEARCH 
Mental Health Care with LGBTQ2IA+ Clients during COVID-19 

Principal Investigator:  
Jann Tomaro, Doctoral Candidate, McGill University, Montreal, QC, Canada 

Email: jann.tomaro@mail.mcgill.ca 
 

This study is supported by funding from Fonds de Recherche du Québec - Société et Culture 
(FRQSC) 

 
The principal investigator of this study is a doctoral student, Jann Tomaro, and the work will be 
supervised by Professor Ada L. Sinacore, director of the Social Justice and Diversity Research 
Lab at McGill University. All research activities will be approved by the McGill Research Ethics 
Board before the research process begins. 

Purpose of the Study   

You are being asked to participate in a study that aims to work with service-providers within the 
Pride Therapy Network of Montreal about providing mental health services to LGBTQ2IA+ 
clients during the COVID-19 pandemic. This information will be used to gain understanding of 
the aforementioned experiences and will contribute to a growing body of literature about mental 
health care and service provision for LGBTQ2IA+ communities. 

Procedure of the Study  

You are being asked to participate in an interview to speak about your experiences as a mental 
health care service provider for LGBTQ2IA+ clients during the COVID-19 pandemic.  

Interviews will be conducted by Jann Tomaro via the Zoom video conferencing platform using 
video and audio, and will be audio recorded, then professionally transcribed, wherein all names 
will be removed. Zoom sessions will use private entry links, require a password entry and will be 
locked before sessions begin. If you consent to participate in this study, you will be able to 
indicate your availability for an interview and will be emailed through the LimeSurvey platform 
to confirm your interview time and you will be given a secure Zoom link to the session.  

The interview topics will explore working with LGBTQ2IA+ clients in Montreal, Canada during 
the time of the COVID-19 pandemic and will focus on: 1) client experiences as a result of 
COVID-19 and 2) personal experiences as a mental health care provider during the COVID-19 
pandemic. Interviews will begin by reviewing consent and will take 30-60 minutes of your time. 

Participants will have the option to verify initial analyses of data.  

Withdrawal from the Study 
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Your participation in this study is completely voluntary. There is no obligation to participate in 
this study and it will not affect your membership within The Pride Therapy Network should you 
choose, for whatever reason, not to engage with this study. If you choose not to participate, it 
will not affect your relationship with the PI, Jann Tomaro. Other members of The Pride Therapy 
Network will not be informed of your participation or lack thereof in this research study.  

You do not have to answer any questions asked and you may stop and or leave the interview at 
any time for any reason. You will be able to withdraw from the study at any time. 

If you choose to withdraw during or after the interview, all information obtained up until that 
point will be destroyed unless you specify otherwise at the time of withdrawal. Once data from 
the interview has been combined for publication, it may not be possible to withdraw your data in 
its entirety. We can only remove your dataset from analysis and from use in future publications.  

Risks and Benefits   

There are limited risks associated with this study. It may require time and energy to participate in 
this study. Participation in this study may bring awareness to aspects of your clinical practice that 
were previously unknown. It is important to acknowledge that decisions around participating as 
well as participation could impact the way power is felt in relationships between participants, 
between team members, and between participants and the researcher. The Principal Investigator 
will make all efforts to ensure that this research study does not impact relationships with team 
members, regardless of participation or lack thereof in this study.  

Although all precautions will be taken, there is always the possibility of third-party interception 
when using communications through the internet. 

All data will be de-identified, however the identities of absent third parties may be recognized by 
the researcher during interviews. Participant are asked to omit identifying details of absent third 
parties, to protect anonymity 

There are no direct potential benefits of participating in this study, but it is hoped that this study 
may contribute to a personal understanding of your experiences as well as other mental health 
service providers. Moreover, the intention is to contribute to a growing body of literature 
speaking to the needs and care of LGBTQ2IA+ communities and the clinicians working with 
these communities.  

Compensation 

Compensation of $50 will be given for the time and effort of participating in the interview 
portion of this study. Compensation will be electronically transferred to participants by the 
principal investigator, Jann Tomaro.  

Your confidentiality will be secured in the following ways:  
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• Identifying information (your name) will be replaced by a code and only the PI will have 
access to those codes.  

• The codes will be password protected and stored in a separate file from the data.  
• Participant are asked to omit identifying details of absent third parties, to protect anonymity 
• Any identifying information of participants or others will be removed from results and 

publications of any kind, to protect against deductive disclosure of identity. 
• All data will be password protected and stored on a hard drive in the Social Justice and 

Diversity office at McGill University. Audio recordings will be deleted once data is 
transcribed and analyzed.  

• De-identified, aggregated results from this study may be discussed with The Pride Therapy 
Network to benefit the understanding of the team and its members.  

• Analyses and results from this study may be disseminated via doctoral thesis manuscripts, 
professional conferences and scholarly journals. Throughout the process of communicating 
these results, participant confidentiality will be safeguarded.  

Signing below means that you have read the information in this agreement and have had a 
chance to ask any questions you have about the study. It also means that you agree to participate 
in the study and have been told that you can withdraw at any time.  

Please sign below if you have read the above information and consent to participate in this study. 
Agreeing to participate in this study does not waive any of your rights or release the researchers 
from their responsibilities. A copy of this consent form will be given to you and the researcher will 
keep a copy. 

If you have any questions or concerns regarding your rights or welfare as a participant in 
this research study, please contact the McGill Research Ethics Officer at 514-398-6831 
or lynda.mcneil@mcgill.ca 

Date: ___________________________________ 
 

Participant Name:     Signature (click here to sign this consent form): 
 
_________________________________        ___________________________________ 

 
Do you agree to be contacted to verify initial analyses of data?  
YES/NO 
  

mailto:or lynda.mcneil@mcgill.ca


MENTAL HEALTH CARE WITH 2SLGBTQIA+ CLIENTS DURING COVID-19  
 

225 

Appendix C: Demographic Form 

Mental Health Care with LGBTQ2IA+ Clients during COVID-19 
Principal Investigator:  

Jann Tomaro, McGill University, Montreal, QC, Canada 
Email: jann.tomaro@mail.mcgill.ca 

 
Please answer all of the following questions as they apply.  

 
Name:________________________________________________________________________ 

 
Year of birth: __________________________________________________________________ 

 
Languages spoken (please check all that apply): 
French: _______ 
English: _______ 
Others: _______________________________________________________________________ 

 
Religion: ______________________________________________________________________ 
Gender: _______________________________________________________________________ 
Sexual orientation: ______________________________________________________________ 
Ethnicity: _____________________________________________________________________ 
Race:_________________________________________________________________________  
Country of Birth: _______________________________________________________________ 
If you were born outside of Canada, please indicate the year that you arrived at Canada: _______ 
Status in Canada:  
Canadian Citizen: _____________________ 
Permanent Resident: ___________________  
Work Permit Holder: ___________________ 
Other: _______________________________ 

 
Profession title: ________________________________________________________________ 

 
Certification and licenses: _______________________________________________________ 

 
Years working as a mental health care professional: ___________________________________ 

 
Educational background, check all the apply:  
Associates:   Major/Focus:      University: 
Bachelor:  Major/Focus:      University: 
Masters:   Major/Focus:      University: 
PHD:   Major/Focus:      University: 
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Appendix D: Focus Group Questions 

I’m interested in understanding your experiences providing mental health care during the 
coronavirus pandemic. I’ll ask about the services you provide and the LGBTQ2IA+ clients you 
serve, and your personal experiences.  

 
1. Could you please describe the evolution of your mental health care services in response to 
COVID-19? 
Listen for/prompts:  
Please describe any 
Alterations you’ve made to your practice and why 
Changes in your experience providing services 
Differences/similarities to practice before the pandemic 
Challenges you have faced 
Benefits you have seen 
What has made things easier/worse? 
Descriptions of changes to service delivery over time? 
 
2. Could you please describe client experiences as you understand them, as a result of the 
pandemic? 
Listen for/prompts: 
Please describe any 
Clinical issues that have arose as a result of the pandemic.  
Challenges clients have faced 
Acts of resiliency  
Benefits resulting from the pandemic 
Changes in the experience of therapy 
Long-term effects due to the pandemic that you suspect will influence your clients 

  
3. Please describe any training experiences that have helped you navigate the pandemic as a 
mental health professional 

 
4. Are there training experiences that you wish you had before the pandemic? 

 
5. Are there any things we haven’t talked about yet that you would like to discuss?  

 
6. Are there any questions that were not asked that you wish had been asked?  
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Appendix E: Interview Questions 

1. I’m interested in understanding your work as a mental health practitioner. Could you please 
tell me your professional title, and describe the mental health care services you provide? 
Listen for/prompts:  
What setting do you work in? 
What kinds of clients do you see (range of pathology and populations)? 
What kinds of professional specialties do you have? 
What is your approach to practice, theoretical orientation? 
What values are inherent to your practice? 

 
2. I’m interested in understanding your connection to LGBTQ2IA+ communities. Could you 
please describe your experiences with LGBTQ2IA+ communities? 
Listen for/prompts:  
Is the participant a member of LGBTQ2IA+ communities? 
Family members of people in LGBTQ2IA+ communities? 
Do clinicians have experience working/volunteering in organizations serving LGBTQ2IA+ 
communities? 
Do clinicians have professional training in LGBTQ2IA+ communities? 
Do clinicians consume LGBTQ2IA+ media? 

 
3. Could you please describe salient client experiences, as you understand them, that are as a 
result of the pandemic? 
Listen for/prompts: 
Please describe any- 
Clinical issues that have arose as a result of the pandemic.  
Challenges clients have faced 
Acts of resiliency  
Benefits resulting from the pandemic 
Changes in the experience of therapy 
Long-term effects due to the pandemic that you suspect will influence your clients 

  
4. Please describe your personal experiences as a mental health care provider for LGBTQ2IA+ 
clients during the pandemic.  
Listen for/prompts: 
Please describe how it feels to be practicing during the pandemic 
Please describe any similarities/differences of your personal experiences providing mental 
health care during the pandemic 
Please describe any challenges/benefits you have faced 
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Appendix F: Online Questionnaire 

Thank you for participating in a focus group for the Mental Health Care with LGBTQ2IA+ 
Clients During COVID-19 study. Your contributions to this research are very valuable and I 
appreciate your efforts and engagement.  

 
While research shows that focus groups can facilitate greater ease in sharing experiences than 
individual interviews, at times, it can also be challenging to speak about your own experiences in 
a group setting. It may also be that since the time of the focus group, you have reflected on some 
of the questions asked and have more to say. If there are any additional pieces of information that 
were missed during the focus group, I would like to invite you to share them with me now.  

 
You do not need to repeat information that you have already stated during the focus group.  

All data will be de-identified, however the identities of participants or third parties may be 
recognized in online questionnaires by the researcher. Participant are asked to omit identifying 
details of themselves and absent third parties, to protect anonymity 

You will have two weeks following the focus group to add any additional information. You will 
be able to access and amend your answers as many times as you like within the two-week time 
frame. After this, the survey will be closed and you will no longer be able to access your survey 
response. When you are finished, click the “Finished” button to submit your answers.  

As a reminder, these are the topics we have covered in the focus group:  
Your clinical experiences due to the coronavirus including the evolution of your practice and 
client experiences. 

Your confidentiality will be secured in the following ways:  

• In all data, identifying information (your name) will be replaced by a code and only the PI 
will have access to those codes.  

• The codes will be password protected and stored in a separate file from the data.  
• Any identifying information of participants or others will be removed from data, results, and 

publications of any kind, to protect against deductive disclosure of identity. 
• Participants will be asked to ensure anonymity of absent third parties by omitting identifying 

information. 
• All data will be password protected and stored on a hard drive in the Social Justice and 

Diversity office at McGill University.  
• De-identified, aggregated results from this study may be discussed with The Pride Therapy 

Network to benefit the understanding of the team and its members.  
• Analyses and results from this study may be disseminated via doctoral thesis manuscripts, 

professional conferences and scholarly journals. Throughout the process of communicating 
these results, participant confidentiality will be safeguarded.  
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Comments:____________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
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Appendix G: Invitation to Join Study 

Dear Members of the Pride Therapy Network of Montreal,  
  

This is an invitation to participate in a research project examining clinician experiences 
providing services during the coronavirus pandemic to LGBTQ2IA+ communities.  

 
The first round of data collection for this study will be through online focus groups with 
members of the Pride Therapy Network of Montreal. Following the focus groups there will be an 
option to add any additional information missed during the focus group via an open form online 
questionnaire. There will be a $50 compensation for your participation in a focus group. 

 
After focus group data collection, online individual interviews will be conducted. There will be 
an additional $50 compensation for your participation in an interview. Participation in focus 
groups as well as interviews is encouraged, but optional.  

 
The principal investigator of this study is Jann Tomaro, a doctoral student in counselling 
psychology and the work will be supervised by Professor Ada L. Sinacore, director of the Social 
Justice and Diversity Research Lab at McGill University. All research activities will be approved 
by the McGill Research Ethics Board before the research process begins. 

 
If you are interested in learning more about participating in this study, please follow this link to a 
consent form detailing the focus group and written portion, and this link to a consent form for the 
interviews.  

 
If you have any questions or concerns about the study, or your participation in the study, please 
let us know:  
jann.tomaro@mail.mcgill.ca  
ada.sinacore@mail.mcgill.ca  

 
Thank you, 

 
Jann  
-- 
Jann Tomaro, M.A. 
Ph.D. Candidate 
Counselling Psychology 
Social Justice and Diversity Research Lab 
McGill University 
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Appendix H: Invitation to Join Online Questionnaire 

Thank you for participating in a focus group for the Mental Health Care with LGBTQ2IA+ 
Clients During COVID-19 study. Your contributions to this research are very valuable and I 
appreciate your efforts and engagement.  

 
While research shows that focus groups can facilitate greater ease in sharing experiences than 
individual interviews, at times, it can also be challenging to speak about your own experiences in 
a group setting. It may also be that since the focus group, you have reflected on some of the 
questions asked and have more to say. If there are any additional pieces of information that were 
missed during the focus group, this is an opportunity to share them.  

 
You do not need to repeat information that you have already stated during the focus group.  

 
As a reminder, these are the topics we have covered in the focus group:  
Your experiences due to the coronavirus including the evolution of your practice and client 
experiences.  

 
Here is a link to the online questionnaire.  
Please fill this in within two weeks. If you need more time, or if you have any questions or 
concerns, please contact me: jann.tomaro@mail.mcgill.ca 

 
Thank you, 

 
Jann  
-- 
Jann Tomaro, M.A. 
Ph.D. Candidate 
Counselling Psychology 
Social Justice and Diversity Research Lab 
McGill University
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Appendix I: Transcription Service Confidentiality Agreement 

This is an agreement between ________________________and the Principal Researcher, Jann 
Tomaro with regards to transcribing audio-files for her research. 

 
The Parameters of the Agreement are as follows: 

 
1. ________________ (to be referred as the transcriber) has agreed to transcribe audio-files. 
2. Roles and Responsibilities: 

a) Transcriber understands that data is extremely sensitive and will treat it with the utmost 
of care and confidentiality consistent with Ethical Requirements of the Tri-Council 
Policy Statement 2 (TCPS2). 

b) The sole owner of the data is Jann Tomaro (Principal Researcher) and transcriber 
understands that she/he/they is not to keep any data on her/his/their computer or to use it 
for purposes other than transcription. She/he/they will not make any copies of the data or 
use it for her/his/their own purpose. 

c) No other individual should hear the recordings, read the transcripts or have any 
interaction with the data without the written permission of Jann Tomaro. No discussion 
about the data should occur with anyone other than those mentioned above. 
 

I have read the agreement and understand the conditions therein and agree of my own free will 
without coercion to all of the above conditions.  

 
 

________________________________  ________________________________ 
Transcriber      Principal Researcher- Jann Tomaro 

 
 

Date: ___________________________ 
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Appendix J: Verbal Script for Invitation to Join Study 

I would like to invite all members of the team to participate in a research project that I am 
conducting, which examines clinician experiences providing services during the coronavirus 
pandemic to LGBTQ2IA+ communities.  

 
I will collect data in three ways.  

 
The first round of data collection for this study will be through online focus groups with 
members of the Pride Therapy Network of Montreal. Following the focus groups there will be an 
option to add any additional information missed during the focus group via an open form online 
questionnaire. There will be a $50 compensation for your participation in a focus group. 

 
After focus group data collection, online individual interviews will be conducted. There will be 
an additional $50 compensation for your participation in an interview. Participation in focus 
groups as well as interviews is encouraged, but optional.  

 
The principal investigator of this study is me, Jann Tomaro. I’m a doctoral candidate in 
counselling psychology and the work will be supervised by Professor Ada L. Sinacore, director 
of the Social Justice and Diversity Research Lab at McGill University. All research activities 
will be approved by the McGill Research Ethics Board before the research process begins. 

 
If you are interested in learning more about participating in this study, I will send everyone on 
the team an email via the secure LimeSurvey platform, where you can learn more about the study 
and review consent forms, as well as agree to participate or decline your interest in the study.  

 
If you have any questions or concerns about the study, or your participation in the study, please 
let me know, now or by email. 
Thank you, 

 
Jann  
-- 
Jann Tomaro, M.A. 
Ph.D. Candidate 
Counselling Psychology 
Social Justice and Diversity Research Lab 
McGill University 
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Appendix K: Data Collection Procedure 

1. Potential participants were told about study verbally in an online meeting. 

2. An email invitation was sent to potential participants.  

3. Participants reviewed consent forms via LimeSurvey and indicated consent by clicking 

on “I agree” on the online consent form.  

4. After consenting to participate on Lime Survey, participants indicated their availability to 

participate in focus groups and interviews. 

5. After scheduling, participants were asked to fill out a demographic survey on 

LimeSurvey.  

6. Reminder emails were sent out one and two weeks after the initial email. 

7. Confirmation of focus group and interview times were emailed to consenting participants 

with unique links and passwords to the Zoom platform.  

8. Online focus groups and interviews began by reviewing consent, time limits, breaks.  

9. At the end of the focus group, participants were reminded about the online questionnaire 

and were provided a link through LimeSurvey to access the questionnaire.  

10. A reminder email for the online questionnaire was sent one and two weeks after focus 

groups were conducted. 

11. Interview participants were contacted for member-checking following transcription of 

interview data. 
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Appendix L: Timelines of COVID-19 Pandemic Restriction 

Table 3 

Timeline of COVID-19 Pandemic Distancing Measures in Quebec: January 2020-April 2021 

Description Date 
Recommendation for the adoption of work-from-home policies issued 10-Mar-20 
Gatherings of more than 250 people prohibited 13-Mar-20 
Recommendation for the adoption of work-from-home policies issued 16-Mar-20 
Gatherings of any size prohibited 20-Mar-20 
Outdoor gatherings of 10 people or fewer permitted 22-May-20 
Indoor gatherings of 10 or fewer permitted (except Montréal, Joliette and 
L'Épiphanie) 15-Jun-20 

Indoor gatherings of 50 or fewer permitted (except Montréal, Joliette and 
L'Épiphanie) 22-Jun-20 

Indoor gatherings of 10 or fewer permitted in Montréal, Joliette and 
L'Épiphanie 22-Jun-20 

Indoor gatherings of 50 in public places (e.g., worship, theatres and community 
halls) permitted 25-Jun-20 

Measures announced to restrict bars' accommodation capacity to 50%, ban 
dancing and require patrons to be seated to consume alcohol 10-Jul-20 

Outdoor gatherings in public places of 250 permitted 03-Aug-20 
Requirement for places of worship to maintain physical distancing of 1.5 metres 
announced 26-Aug-20 

Indoor, outdoor and private gatherings limited to a maximum of 10 (Bas-Saint-
Laurent, Chaudière-Appalaches, Montréal and Montérégie) 15-Sep-20 

Private gatherings and gatherings at 1 table in restaurants, bars and casinos 
limited to a maximum of 6 people or 2 families 20-Sep-20 

Gatherings of more than 6 people prohibited (Etchemin, Montmagny and L'Islet 
sub-regions) 30-Sep-20 

Private gatherings in red alert zones prohibited (with exceptions) 01-Oct-20 
Gatherings outside of household prohibited (Montréal, MRC de la Rivière-du-
Nord and Chaudière-Appalaches, part of Capitale-Nationale region) 01-Oct-20 

Gatherings outside of household prohibited (Maria, Carleton-sur-Mer, 
Nouvelle) 05-Oct-20 

Gatherings outside of household prohibited (Portneuf, Drummond, Bécancour, 
Nicolet-Yamaska, Trois-Rivières) 10-Oct-20 

Gatherings outside of household prohibited (city of Gatineau, Collines-de-
l'Outaouais) 11-Oct-20 

Gatherings outside of household prohibited (Montérégie, Charlevoix, 
Charlevoix-Est, Arthabaska, Érable) 16-Oct-20 

Gatherings of more than 6 people prohibited (Saguenay–Lac-Saint-Jean) 16-Oct-20 
Gatherings outside of household prohibited (Joliette, Autray) 22-Oct-20 
Gatherings outside of household prohibited (Centre-du-Québec, Mauricie) 24-Oct-20 
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Description Date 
Gatherings outside of household prohibited (l'Assomption) 26-Oct-20 
Gatherings outside of household prohibited (Lanaudière) 31-Oct-20 
Gatherings outside of household prohibited (Saguenay–Lac-Saint-Jean, 
Chaudière-Appalaches, Montmagny, L'Islet, Etchemins) 02-Nov-20 

Gatherings of more than 10 people prohibited (Îles-de-la-Madeleine) 06-Nov-20 
Gatherings of more than 6 people prohibited (Carleton-sur-Mer, Maria, 
Nouvelle) 10-Nov-20 

Gatherings of more than 6 people prohibited (Nord-du-Québec) 10-Nov-20 
Gatherings outside of household prohibited (Estrie) 12-Nov-20 
Indoor/outdoor gatherings prohibited and places of worship limited to 25 people 
(Chapais, Chibougamau) 23-Nov-20 

Indoor/outdoor gatherings prohibited and places of worship limited to 25 people 
(3 Quebec regions—red level) 07-Dec-20 

All indoor and outdoor gathering prohibited with worship services limited to 25 
people (Laurentides, Pays-d'en-Haut regions) 14-Dec-20 

Work from home for all companies encouraged 17-Dec-20 
Indoor/outdoor gatherings prohibited and places of worship limited to 25 people 
(Vallée-de-la-Gatineau, Papineau) 17-Dec-20 

Indoor gathering prohibited, outdoor gatherings limited to 8 people and worship 
services to 25 people 17-Dec-20 

Work from home for private and public business mandated (with exceptions) 17-Dec-20 
Curfew between 8 p.m. and 5 a.m. announced (with medical exceptions)(except 
for Nunavik, Terres-Cries-de-la-Baie-James) 09-Jan-21 

Indoor and outdoor gatherings prohibited (with exceptions) (except Nunavik, 
Terres-Cries-de-la-Baie-James) 09-Jan-21 

Members of the House of Commons may participate in House proceedings 
either in person or by video conference 25-Jan-21 

2-week extension of 8 p.m.–5 a.m. curfew for 10 red zone regions 08-Feb-21 
Funerals permitted with a maximum of 25 people (15 regions) 08-Feb-21 
Places of worship allowed to accommodate up to 25 people (6 regions) 08-Feb-21 
Gatherings of up to 8 people allowed for outdoor sports and recreation (9 
regions) 26-Feb-21 

Persons residing alone or with their dependent children permitted to join a 
family bubble from another residence in a private gathering 26-Feb-21 

Places of worship allowed to accommodate up to 100 people (6 regions) 08-Mar-21 
Announced that for regions in red zones, the start of curfew will be moved to 
9:30 p.m. 17-Mar-21 

Curfew in effect between 8 p.m. and 5 a.m. (3 regions) 01-Apr-21 
Curfew in effect between 8 p.m. and 5 a.m. (5 regions) 05-Apr-21 
Curfew in place from 8 p.m. to 5 a.m. (Montreal and Laval) 11-Apr-21 

 
Note: Data for this table was retrieved from the Canadian Institute of Health Information 
(Canadian COVID-19 Intervention Timeline, 2022) 
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Table 4 

Timeline of COVID-19 Pandemic Closures in Quebec: January 2020-April 2021 

Description Date 
Recreational facilities and entertainment/arts venues closed 15-Mar-20 
Bars and buffet-style restaurants closed 15-Mar-20 
Schools closed 16-Mar-20 
First post-secondary school closure in province 16-Mar-20 
Non-essential chiropractic services suspended 16-Mar-20 
Non-essential optometry services suspended 16-Mar-20 
Non-essential occupational therapy services suspended 20-Mar-20 
National parks closed 21-Mar-20 
Restaurants (except takeout/delivery) closed 23-Mar-20 
Non-essential businesses closed 25-Mar-20 
Non-emergency health services minimized 23-Apr-20 
Select non-essential businesses reopened (except in Montréal) 04-May-20 
Elementary schools reopened (except in Montréal) 11-May-20 
Daycares reopened (except in Montréal) 11-May-20 
Outdoor recreational activities permitted 20-May-20 
Manufacturing companies reopened without restrictions 25-May-20 
Select non-essential businesses reopened in Montréal 25-May-20 
Museums, libraries and theatres reopened 29-May-20 
Outdoor recreational public spaces reopened 30-May-20 
Regulated health services resumed 01-Jun-20 
Shopping centres reopened (except in Montréal) 01-Jun-20 
Camping and outfitting businesses reopened 01-Jun-20 
Tourist residences reopened (except in Montréal and Joliette) 01-Jun-20 
Personal service businesses reopened (except in Montréal and Joliette) 01-Jun-20 
Day camp educator-child ratios increased in preparation for opening 02-Jun-20 
Outdoor recreational businesses reopened, with exceptions 06-Jun-20 
Daycares reopened at reduced capacity in Montréal, Joliette and L'Épiphanie 15-Jun-20 
Personal services businesses reopened in Montréal, Joliette and L'Épiphanie 15-Jun-20 
Race tracks and the Institut national du sport du Québec reopened 15-Jun-20 
Zoos, public gardens, aquariums and other tourism activities reopened 19-Jun-20 
Places of worship reopened 20-Jun-20 
Day camps opened 22-Jun-20 
All activity sectors that cannot be carried out remotely reopened (e.g., casinos, 
spas, gaming houses) 25-Jun-20 

Daycare centres permitted to operate at 75% capacity 29-Jun-20 
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Description Date 
Operational plan for fall school openings released requiring mask use for staff 
and grade 5 to 12 students when moving within the school 10-Aug-20 

Daycares located in schools permitted to operate at full capacity 24-Aug-20 
Announced that post-secondary students may remove masks when distancing of 
1.5m is maintained 26-Aug-20 

$112 million in funding announced to support a safe return to elementary and 
secondary school on reserves 26-Aug-20 

$2 billion in funding announced for provinces and territories through the Safe 
Return To Class Fund 26-Aug-20 

Karaoke activities held in public places closed 11-Sep-20 
Arts and recreational facilities and places of worship limited to 250 people and 
50/room in public indoor spaces (4 regions–yellow level) 15-Sep-20 

Restaurants/bars to limit capacity to 50%, end liquor sales at 12 a.m., close by 1 
a.m. and keep a patron registry (4 regions–yellow level) 15-Sep-20 

Recreational sport facilities limited to 250 people and 50/room indoors (Bas-
Saint-Laurent, Chaudière-Appalaches, Montréal, Montérégie) 15-Sep-20 

Arts and recreational facilities and places of worship limited to 250 and 
organized gatherings limited to 25/room (3 regions–orange level) 20-Sep-20 

Restaurants/bars to permit 6 people/table, end liquor sales at 11 p.m., close by 
12 a.m. and keep a patron registry (3 regions–orange level) 20-Sep-20 

Arts/recreational facilities and places of worship limited to a maximum of 250 
people and indoor events limited to 25 (3 regions–orange level) 30-Sep-20 

Restaurants/bars to permit 6 people/table, end liquor sales at 11 p.m., close by 
12 a.m. and keep a patron registry (3 regions–orange level) 30-Sep-20 

Arts and recreational facilities closed and organized sports and leisure activities 
suspended (4 regions–red level) 01-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (4 regions–red level) 01-Oct-20 

Arts and recreational facilities closed; organized sports and leisure activities 
suspended (Maria, Carleton-sur-Mer, Nouvelle) 05-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (Maria, Carleton-sur-Mer, Nouvelle) 05-Oct-20 

Arts and recreational facilities closed and organized sports and leisure activities 
suspended (5 regions–red level) 10-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (5 regions–red level) 10-Oct-20 

Arts/recreational facilities closed; organized sports and leisure activities 
suspended (city of Gatineau, Collines-de-l'Outaouais) 11-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (city of Gatineau, Collines-de-l'Outaouais) 11-Oct-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 10–11)(5 regions–red level) 14-Oct-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 10–11)(2 regions–red level) 15-Oct-20 
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Description Date 
Arts and recreational facilities closed and organized sports and leisure activities 
suspended (5 regions–red level) 16-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (5 regions–red level) 16-Oct-20 

Arts and recreational facilities and places of worship limited to a maximum of 
250 and indoor events limited to 25 (Saguenay–Lac-Saint-Jean) 16-Oct-20 

Restaurants/bars to permit 6 people/table, end liquor sales at 11 p.m., close by 
12 a.m. and keep a patron registry (Saguenay–Lac-Saint-Jean) 16-Oct-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 10–11)(5 regions–red level) 19-Oct-20 

Arts and recreational facilities closed and organized sports and leisure activities 
suspended (Joliette, Autray) 22-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (Joliette, Autray) 22-Oct-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 10–11)(Joliette, Autray) 23-Oct-20 

Arts and recreational facilities closed and organized sports and leisure activities 
suspended (Centre-du-Québec, Mauricie) 24-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (Centre-du-Québec, Mauricie) 24-Oct-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 10–11) (2 regions–red level) 26-Oct-20 

Arts and recreational facilities closed and organized sports and leisure activities 
suspended (l'Assomption) 26-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (l'Assomption) 26-Oct-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 10–11)(l'Assomption) 28-Oct-20 

Arts and recreational facilities closed and organized sports and leisure activities 
suspended (Lanaudière) 31-Oct-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (Lanaudière) 31-Oct-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 9 to 11)(Lanaudière) 02-Nov-20 

Distance learning expanded for Grade 9 students (all regions in red level) 02-Nov-20 
Arts and recreational facilities closed and organized sports and leisure activities 
suspended (5 regions–red level) 02-Nov-20 

Restaurants/bars (except takeout/delivery), saunas and spas (with exceptions) 
closed (5 regions–red level) 02-Nov-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 9 to 11) (2 regions–red level) 04-Nov-20 

Arts and recreational facilities and places of worship limited to a maximum of 
250 people, 50/room (Îles-de-la-Madeleine) 06-Nov-20 

Restaurants/bars to limit capacity to 50%, end liquor sales at 12 a.m., close by 1 
a.m. and keep a patron registry (Îles-de-la-Madeleine) 06-Nov-20 
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Description Date 
Arts and recreational facilities and places of worship limited to 250 people, 25 
people/room (Carleton-sur-Mer, Maria, Nouvelle) 10-Nov-20 

Restaurants/bars to permit 6 people/table, end liquor sales at 11 p.m., close by 
12 a.m. and keep a patron registry (3 municipalities–orange) 10-Nov-20 

Arts facilities and places of worship limited to a maximum of 250 people and 
private indoor events limited to 25 (Nord-du-Québec) 10-Nov-20 

Restaurants/bars to permit 6 people/table, end liquor sales at 11 p.m., close by 
12 a.m. and keep a patron registry (Nord-du-Québec) 10-Nov-20 

Arts and recreational facilities closed and organized sports and leisure activities 
suspended (Estrie) 12-Nov-20 

Bars, brasseries, taverns, casinos, restaurants (except takeout/delivery), saunas 
and spas (with exceptions) closed (Estrie) 12-Nov-20 

Distancing enhanced, extracurriculars banned, masks mandated (high school) 
and remote learning expanded (grades 9 to 11)(Estrie) 13-Nov-20 

Closure of all non-essential businesses in red alert zones extended 19-Nov-20 
Private professional and health services limited (Chapais, Chibougamau) 23-Nov-20 
Restaurants/bars (except takeout/delivery) and saunas and spas closed (with 
exceptions) (Chapais, Chibougamau) 23-Nov-20 

Arts/entertainment facilities, museums and libraries closed; sports and 
recreational activities prohibited (Chapais, Chibougamau) 23-Nov-20 

Class hours reduced by 50% (grades 9 to 11), group activities prohibited and 
masks for all students/staff mandated (Chapais, Chibougamau) 25-Nov-20 

Commercial establishments required to reduce and display capacity limits and 
implement traffic management measures (e.g., queue management) 04-Dec-20 

Private professional and health services limited (Rimouski-Neigette, de La 
Mitis, La Matanie and La Matapédia) 07-Dec-20 

Restaurants/bars (except takeout/delivery) and saunas and spas closed (with 
exceptions) (4 regions—red level) 07-Dec-20 

Arts/entertainment facilities, museums and libraries closed; sports and 
recreational activities prohibited (Chapais, Chibougamau) 07-Dec-20 

Class hours reduced by 50% (grades 9 to 11), group activities prohibited and 
masks mandated (3 Quebec regions—red level) 09-Dec-20 

Private professional and health services limited (Laurentides, Pays-d'en-Haut) 14-Dec-20 
Restaurants/bars (except takeout/delivery) and saunas and spas closed (with 
exceptions) (Laurentides, Pays-d'en-Haut) 14-Dec-20 

Arts/entertainment facilities, museums and libraries closed; sports and 
recreational activities prohibited (Laurentides, Pays-d'en-Haut) 14-Dec-20 

Elementary schools closed and distance learning mandated 17-Dec-20 
Secondary schools closed and distance learning mandated 17-Dec-20 
Class hours reduced by 50% (grades 9 to 11), group activities prohibited and 
masks mandated (Laurentides, Pays-d'en-Haut) 17-Dec-20 

Private professional and health services limited (Vallée-de-la-Gatineau, 
Papineau) 17-Dec-20 
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Description Date 
Restaurants/bars (except takeout/delivery) and saunas and spas closed (with 
exceptions) (Vallée-de-la-Gatineau, Papineau) 17-Dec-20 

Arts/entertainment facilities, museums and libraries closed; sports and 
recreational activities prohibited (Vallée-de-la-Gatineau, Papineau) 17-Dec-20 

Elementary and secondary schools closed with daycare occupancy limited to 
children of essential workers 17-Dec-20 

Restaurants/bars (except takeout/delivery), saunas, spas, personal service and 
non-essential business closed; big box store items limited 25-Dec-20 

Closures continued and curfew for open businesses implemented (7:30 p.m.) 
(with exceptions) (except Nunavik, Terres-Cries-de-la-Baie-James) 09-Jan-21 

Arts/entertainment facilities, museums and libraries closed; sports and 
recreational activities prohibited 09-Jan-21 

Elementary schools opened with masks mandated (except Nunavik and Terres-
Cries-de-la-Baie-James) 11-Jan-21 

Secondary schools reopened with reinforced measures (e.g., mandated masks) 
(except Nunavik and Terres-Cries-de-la-Baie-James) 18-Jan-21 

Non-essential businesses and personal care services reopened (16 regions); see 
scan for details 08-Feb-21 

Libraries, museums, allowed outdoor social, recreational and sport activities 
opened for 8 people (10 regions); see scan 08-Feb-21 

Libraries, museums, allowed outdoor social, recreational and sport activities 
opened for 8 people (6 regions); see scan 08-Feb-21 

Restaurants reopened with seating restrictions and requirement for the 
collection of contact information (6 regions); see scan 08-Feb-21 

Performance halls, cinemas, theatres opened with distancing and mask 
guidelines maintained (6 regions); see scan 26-Feb-21 

Cinemas opened with a max of 250 people per hall; pools and skating arenas 
opened for individual workout or in pairs (9 regions); see scan 26-Feb-21 

Libraries, museums, allowed outdoor social, recreational and sport activities 
opened for 8 people (4 regions); see scan 08-Mar-21 

Restaurants and gyms reopened with restrictions (5 regions); see scan 08-Mar-21 
Performance halls, cinemas, theatres opened with distancing and mask 
guidelines maintained (6 regions); see scan 08-Mar-21 

Announced that for regions in orange zones, extracurricular activities as well as 
school outings will be permitted in stable class groups 15-Mar-21 

Announced that for regions in orange zones, permitted reopening of spa 
establishments; indoor pools of hotels may also reopen 15-Mar-21 

Announced that for regions in orange zones, students in secondary 3, 4 and 5 
may return to classes full time 22-Mar-21 

Places of worship in red, orange and yellow zones permitted to increase 
capacity to 250 people per building 26-Mar-21 

Primary and secondary schools closed (3 regions) 01-Apr-21 
Cinemas, theatres and museums closed; outdoor sports and leisure limited to 8 
people from the same residence (3 regions) 01-Apr-21 
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Description Date 
Restaurants and non-essential businesses closed; businesses limited to selling 
essential goods; places of worship limited to 25 (3 regions) 01-Apr-21 

Primary and secondary schools closed (5 regions) 05-Apr-21 
Cinemas, theatres and museums closed; outdoor sports and leisure limited to 8 
people from the same residence (5 regions) 05-Apr-21 

Restaurants and non-essential businesses closed; businesses limited to selling 
essential goods; places of worship limited to 25 (5 regions) 05-Apr-21 

Gyms and indoor public places for leisure and sports closed; maximum of 8 
permitted for outdoor activities with distancing (red zones) 08-Apr-21 

Indoor spas closed, with exceptions; maximum of 25 in places of worship (red 
zones) 08-Apr-21 

Students in secondary 3, 4 and 5 will attend school in person every other day in 
combination with online learning (red zones) 12-Apr-21 

Students required to wear intervention masks in class (orange zone) 12-Apr-21 
Outdoor group activities limited to 12; indoor activities limited to individuals or 
occupants of a same residence (orange zones) 12-Apr-21 

Places of worship limited to 100 people (orange zones) 12-Apr-21 
 
Note: Data for this table was retrieved from the Canadian Institute of Health Information 
(Canadian COVID-19 Intervention Timeline, 2022) 
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