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Abstract 

Background: Normative beliefs around gender and sexuality place individuals in the Two Spirit, 

lesbian, gay, bisexual, trans, and queer (2SLGBTQ) community at risk for poorer health 

outcomes within the healthcare system compared with heterosexual and cisgender counterparts. 

Accessing healthcare in highly gender-specific areas – such as family planning and fertility 

intentions – can be particularly challenging for those within the 2SLGBTQ community. 

Methods: I used Stake’s case study methodology and arts-based research with a social-

ecological model and intersectionality framework to explore experiences fertility intentions and 

family planning. Virtually, I retrieved data from reddit and completed nine in-depth semi-

structured interviews with eleven participants. Results: Participants, with a mean age of 24.6, 

represented diversity in their genders and sexualities. In the imagining phase, ideals of normal, 

lived experiences and intersections of identities form the fertility intentions. When participants 

moved towards actioning fertility intentions, they experienced nuanced suppressive and 

supportive factors. Suppressive factors included financial, biological, and societal, while 

supportive factors were community. Factors that were both supportive and suppressive included 

family, seeking information and healthcare systems. Conclusion: Intersectionality allows further 

exploration of the effect that heteronormativity, cisnormativity and other aspects of identities like 

race, culture, and age overlap and interlock to create variations in ideals of normal, lived 

experience and suppressive factors. As nurses, moral and ethical responsibility is to use our 

privileged position within society to advocate for safe and inclusive nursing education, practice, 

and spaces for our patients. Nurses can call for action at the individual, community, and 

institutional levels. 
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Chapter I – Framing the Issue 

Normative beliefs around gender and sexuality place individuals in the Two Spirit, 

lesbian, gay, bisexual, trans, and queer (2SLGBTQ) community at risk for poorer health 

outcomes within the healthcare system when compared with their heterosexual and cisgender 

counterparts (Brotman et al., 2002; Fredericks et al., 2017; Richardson et al., 2019). These 

normative beliefs are due to the gender binary, a dominant cultural ideology and practice held 

within Western society, that views only two genders based on sex and places men and women in 

a categorical oppositional hierarchy (Beasley, 2005). This hierarchy then privileges men and 

perpetuates heteronormativity and cisnormativity. Heteronormativity includes the belief that 

being heterosexual is the most desirable and normal identity (Beagan et al., 2012). 

Cisnormativity includes the belief that the most normal identity is one's assigned sex at birth 

(James-Abra et al., 2015).  

As dominant societal beliefs, both heteronormativity and cisnormativity create barriers 

for the 2SLGBTQ community (Lim & Hsu, 2016). These barriers extend into accessing and 

receiving healthcare services (Elertson & McNiel, 2020). Considering the healthcare system is a 

significant structure within Western society, healthcare policies may influence societal 

perceptions of what is normal. Additionally - and vice versa - societal perceptions of the norm 

may shift what people in the healthcare system consider normal. Ultimately, there is a fixation on 

sameness or difference in society, which does not create space for anything outside of a binary 

(van Anders, 2015).  

Within healthcare, heteronormativity and cisnormativity - shown in part through 

healthcare provider (HCP) bias and non-inclusive language, forms and policies - contribute to 

further discrimination, poorer health outcomes, and increased marginalization of those within the 
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2SLGBTQ community (Fredericks et al., 2017; Richardson et al., 2019; Searle et al., 2017; 

Utamsingh et al., 2016). Even though many of the general healthcare needs of the 2SLGBTQ 

community are no different than those who identify as heterosexual or cisgender (Manzer et al., 

2018), in highly gendered areas – as with family planning and fertility intentions – the 

2SLGBTQ community may face additional barriers (Klein, Malcolm, et al., 2018; Richardson et 

al., 2019).  

Problem Statement 

Due to heteronormative and cisnormative bias within the healthcare system, members of 

the 2SLGBTQ community may face additional barriers and oppressions when accessing 

healthcare services in highly gendered areas – specifically when exploring fertility intentions and 

family planning. 

Research Question 

Considering that healthcare operates within a heteronormative and cisnormative society, 

and individuals conceptualize families in many ways, how do members of the 2SLGBTQ 

community experience family planning and fertility intentions, and how can nurses support 

2SLGBTQ community members throughout these experiences? 

Aim and Purpose 

With this research, I aim to explore the fertility intentions and family planning 

experiences of individuals within the 2SLGBTQ community to understand how to best support 

their decisions. The purpose of this research is to explore the effect that heteronormativity and 

cisnormativity have on the experiences of the 2SLGBTQ community and to learn how healthcare 

needs can be met in an appropriate, safe, holistic, and comprehensive manner. 
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Terms and Concepts 

For this research, fertility intention includes the plan to have – or not have – children 

(Vignoli & Rinesi, 2014). Family planning is planning the number and timing of births and can 

include contraceptives, abortion, and fertility testing and treatments (Canada Public Health 

Association, n.d). The acronym 2SLGBTQ is an umbrella term that includes multiple sexualities 

and genders. I will use this acronym throughout the research to refer to any participant who self 

identifies as such. As language is continually changing and evolving, there is a chance that this 

acronym may not be fully reflective of all sexualities and genders.  

Additionally, the acronym may incidentally group complex individual identities and does 

not infer that the experiences of all those within the 2SLGBTQ community are the same. I chose 

to use the 2SLGBTQ acronym as it is regional and representative of Saskatoon's community, 

which places Two Spirit and Indigenous Peoples at the forefront (OUTSaskatoon, 2020a). Of 

note, for clarity, when referring to previous research, I continue to use the acronym 2SLGBTQ. 

The following is a list of terms and definitions that refer to specific sections of the 

2SLGBTQ community. Unless otherwise noted, all terms are from OUTSaskatoon (2020a). 

Asexual A person who experiences little to no sexual attraction or desire to others. 

Asexuality can be viewed on a spectrum and can range from someone who is in 

a fulfilling romantic relationship that involves sex, but may not require or 

desire it, to a person who does not have sex. Asexuality is different from 

celibacy and abstinence, as celibacy and abstinence are a choice. 

Bisexual A person attracted to two (or more) genders. Some bisexual people define their 

identity as being attracted to women and men, while others may define their 

identity as being attracted to their own and other genders. 
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Cisgender A person whose gender is the same as the gender assigned at birth 

Gay A person attracted to people of the same gender. 

Intersex “Intersex is a variation in sex characteristics including chromosomes, gonads, 

or genitals that do not allow an individual to be distinctly identified as male or 

female” (OK2BEME, 2019, para 11). 

Lesbian A person (woman or non-binary) exclusively attracted to women. 

Non-Binary A person whose gender exists outside of, or between, the gender binary. The 

term can be used solely to describe one’s gender, and it can also be used as an 

umbrella term for all identities that exist outside of the binary of woman and 

man (i.e., agender, genderqueer, bigender, non-binary, gender fluid, etc.).  

Pansexual A person who is attracted to people regardless of their gender. 

 

Queer An umbrella term to refer to the entire 2SLGBTQ community 

Transgender A person whose gender is different from the gender assigned at birth 

Two Spirit An Indigenous person who holds unique gendered roles within the Indigenous 

worldview of gender, which is separate from the Eurocentric gender binary. In 

contemporary understandings of Two Spirit, this can also include 

sexual/romantic orientations. The term Two Spirit is a pan-Indigenous term 

that acknowledges the historical acceptance of gender and sexual diversity 

prior to colonization. This term speaks specifically to the experiences of 

Indigenous peoples and the disruption of historical acceptance towards 

diversity. 
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Background and Significance 

Healthcare Challenges 

Within the healthcare system, it is common for members of the 2SLGBTQ community to 

feel unheard, unsafe, and uncomfortable in most interactions with their providers. Many 

individuals have been denied access to healthcare, been discriminated against, experienced 

stigmatization, and reported negative experiences when working with a variety of healthcare 

providers in a variety of settings (Brotman et al., 2002; Fredericks et al., 2017; Klein, Berry-

Bibee, et al., 2018; Klein, Malcolm, et al., 2018; Lindroth, 2016; Richardson et al., 2019; 

Tornello et al., 2019). Those within the 2SLGBTQ community are at higher risks of multiple 

health concerns when compared to the heterosexual and cisgender community (Lim et al., 2014). 

The health concerns range across the life span and can be both specific to individual groups and 

shared across the community. For example, lesbians are more likely to be overweight or obese 

and have a higher likelihood of fatal breast cancer than heterosexual, cisgender women (Lim et 

al., 2014). Men who have sex with men are more likely to be diagnosed with HIV, human 

papillomavirus and anal cancer (Lim et al., 2014). Health concerns across the 2SLGBTQ 

community include heart disease, asthma, eating disorders, alcohol consumption, substance 

abuse, suicidal ideation, suicide attempts, and partner violence (Lim et al., 2014).   

Considering the barriers that the 2SLGBTQ community faces within general healthcare 

environments, arguably additional barriers exist in areas that are highly gendered. For example, 

cervical cancer rates are similar between transmen and ciswomen, however multiple barriers - 

including knowledge at the individual and healthcare provider (HCP) level – mean that transmen 

are less likely to be screened for cervical cancer (Dhillon et al., 2020). Furthermore, related to 

sexual and reproductive health, 2SLGBTQ clients have specific needs (Klein, Malcolm, et al., 
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2018), and - specific to fertility intentions and family planning - report concerns that include a 

lack of provider knowledge, empathy, and awareness; safe spaces; and forms and handouts that 

are gender and sexually inclusive (Klein, Berry-Bibee, et al., 2018; Klein, Malcolm, et al., 2018).  

Healthcare Provider Beliefs 

Cause and Effect  

Everyday discourse perpetuates heteronormativity through media, education, and 

healthcare literature by maintaining the belief that normal is a man and a woman in an opposite-

sex relationship (Eliason & Chinn, 2018; Plummer, 1984). Additionally, because of differences 

in cultural beliefs, stigmatization of the 2SLGBTQ community occurs, leading to sexuality being 

politicized, and non-procreative sex having less value than procreation (Plummer, 1984). The 

notion that non-procreative sex is less valuable than procreative sex may contribute to the belief 

system, ethical challenges, and biases among some HCP when treating members of the 

2SLGBTQ community related to fertility intentions and family planning.  

Fallacy of Equality 

 Many HCPs believe that to treat everyone equally, they must treat everyone the same 

(Beagan et al., 2012; Dorsen & Van Devanter, 2016; Manzer et al., 2018; Rider et al., 2019; 

Stewart & O'Reilly, 2017). Related to gender and sexuality, HCPs report they simply avoid 

discussing the topics as not to ‘offend’ their patients (Rider et al., 2019). Because of 

heteronormativity and cisnormativity, a lack of acknowledgment - or remaining neutral - 

assumes everyone is heterosexual and cisgender (Fredericks et al., 2017). Therefore, ignoring 

one's gender and sexuality perpetuates normative beliefs and discrimination and can 

inadvertently render the 2SLGBTQ community invisible (Dorsen & Van Devanter, 2016; 

Eliason et al., 2010; Lindroth, 2016; Stewart & O'Reilly, 2017). These invisibilities, or lack of 



 

 

7 

 

acknowledging one’s whole identity, may cause additional barriers for the 2SLGBTQ 

community when accessing healthcare services. 

Trans Challenges  

There may also be increased barriers for specific members of the 2SLGBTQ community. 

For example, trans individuals report facing the most challenges when accessing healthcare 

services (Clark et al., 2018; Lindroth, 2016), and HCPs often direct queerphobia at trans 

individuals (Stewart & O'Reilly, 2017). This phobia causes nurses to feel the least comfortable 

working with trans patients compared with others in the 2SLGBTQ community, which can create 

additional barriers in accessing appropriate services (Manzer et al., 2018). At an institutional 

level, a systematic review shows that many educational curricula for HCPs excluded trans health 

topics, and studies addressing HCP attitudes towards the 2SLGBTQ community, did not address 

HCPs opinions of trans patients (Sekoni et al., 2017). These findings show transphobia within 

the healthcare system, cisnormative privileging, a lack of understanding and trans invisibility. 

Patients explained that when HCPs do something as seemingly simple as acknowledging 

pronouns, gender, and sexual orientation, they create a safe and inclusive space, fostering better 

relationships with HCPs and the healthcare system (Brown et al., 2019; Eisenberg et al., 2020).  

Missed Opportunities in Healthcare 

 When accessing healthcare services, concerns from the 2SLGBTQ community indicate 

that clinical practices lacked gender neutrality, were based on heteronormativity (Klein, Berry-

Bibee, et al., 2018), and lacked cultural sensitivity (Klein, Malcolm, et al., 2018). Interestingly, 

both HCPs and the 2SLGBTQ community noticed overlapping lacking areas. To begin, HCPs 

recognized they lacked education, experience, and resources to provide culturally competent care 

to the 2SLGBTQ community (Angelino et al., 2020; Elertson & McNiel, 2020; Manzer et al., 
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2018; Richardson et al., 2019; Rider et al., 2019). Similarly, 2SLGBTQ patients accessing 

healthcare services also recognized that HCPs lacked the knowledge to treat them holistically 

and appropriately (Clark et al., 2018; Lindroth, 2016). Furthermore, a lack of relevant clinical 

training caused HCPs to report that they often relied on their 2SLGBTQ patients to teach them 

about gender diversity and sexual health (Manzer et al., 2018). Members of the 2SLGBTQ 

community also reported having to teach HCPs about their gender or sexuality (Fredericks et al., 

2017; James-Abra et al., 2015). From this, both members of the 2SLGBTQ community 

(Eisenberg et al., 2020; Snyder et al., 2017) and HCPs (Angelino et al., 2020; Elertson & 

McNiel, 2020) agreed that education programs related to gender and sexuality for HCPs are 

paramount. With the interventions that exist, very few actively involved members of the 

2SLGBTQ community in program development and delivery (Eisenberg et al., 2020; Morris et 

al., 2019; Sekoni et al., 2017). Again, the lack of 2SLGBTQ voices is pertinent, as many HCPs 

felt that hearing the real-life experiences of 2SLGBTQ people were the most poignant part of 

their education (Elertson & McNiel, 2020; Morris et al., 2019). Ultimately, these deficiencies 

pose a problem where 1) both provider and patient feel as though they are unable to help or be 

helped, 2) both parties know the HCPs lack education, but neither knows what to do about it, and 

3) if HCPs receive education, it lacks input from the 2SLGBTQ community, even though that is 

what may be the most effective when educating HCPs. These intersecting insufficiencies 

effectively create gaps that fail to comprehensively and confidently address the 2SLGBTQ 

community's needs. 

Creating Conditions for Visibility 

Representation provides a way for individuals to situate themselves in the outside world 

and make meaning of their identities (Reed, 2018). Although visibility and representation for the 
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2SLGBTQ community is increasing, challenges exist as diverse representations that are wholly 

representative are lacking (Reed, 2018). Ultimately, there are missed opportunities that may 

render the 2SLGBTQ community invisible. However, shifts may be happening to make the 

community more visible. For example, the 2021 long-form Canadian census will - for the first 

time - include in-depth questions on sex and gender (Statistics Canada, 2019), which will provide 

Canadian citizens, government and policymakers data from this population that has previously 

been excluded. Additionally, in 2017, the Canadian government invested 650 million dollars 

over three years towards improving reproductive health for at-risk populations, including the 

2SLGBTQ community (Government of Canada, 2019). Considering the links between policy 

and healthcare, if governments, healthcare systems and policymakers acknowledge and make the 

2SLGBTQ community visible, then HCP may value the difference in the experiences of those 

within the 2SLGBTQ community.  

Visibility of Families  

 Based on cultural norms and societal understandings, the term ‘family’ can encompass 

many different definitions. Historically, scholars have understood families as two individuals – 

husband and wife – married under the law and sharing a common residence and parenthood 

duties (Weigel, 2008). Scholars have often used parenthood or reproduction at the centre of the 

definition of what makes a family (Weigel, 2008). Among 2SLGBTQ families, intersectional 

representation is lacking (Reed, 2018), as most research focuses on White1 gay and lesbian 

parents (Goldberg & Sweeney, 2019). Additionally, some members of the 2SLGBTQ 

community may experience challenges in starting a family because of societal stigmas and lack 

 
1 Please note choosing to capitalize the 'w' in White came with much reading and reflection. I have chosen this 

because when I capitalize White, I acknowledge that Whiteness functions within our structures and systems. It 

creates accountability to acknowledge how Whiteness exists, privileges and is an identity in itself. White should not 

be neutral, and by giving capitalizing the word, I aim to create accountability for the impact of Whiteness. 
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of community knowledge (Goldberg & Sweeney, 2019). Lack of representation further 

reinforces the invisibilities that members of the 2SLGBTQ community feel based off of 

dominant societal beliefs and cultural narratives (Reed, 2018). Increasing representation for and 

hearing the stories of 2SLGBTQ families can shift the idea of what we believe to be normal, 

allowing these understandings to shift (Newman, 2019). For the purpose of this research, family 

is fluid, socially constructed and varies from person to person (Weigel, 2008).  

Visibility in Research 

Despite the societal increase in visibility among the 2SLGBTQ community, both general 

research (Waite & Denier, 2019) and research specific to family planning and fertility intentions 

for the 2SLGBTQ community is lacking (Klein, Berry-Bibee, et al., 2018). For example, 

researchers acknowledge the lack of research related to bisexual (Manning et al., 2014; Short et 

al., 2007), gender variant (Hafford‐Letchfield et al., 2019), and trans parents (Hafford‐Letchfield 

et al., 2019; Short et al., 2007), as well as general input from 2SLGBTQ individuals (Wingo et 

al., 2018). Engaging the 2SLGBTQ community in research to understand the barriers they face 

to accessing services was highlighted as important research moving forward (Klein, Berry-Bibee, 

et al., 2018; Wingo et al., 2018). It is imperative to include the unheard voices within the 

2SLGBTQ community to explore the community's health needs fully. 

Significance to Nursing  

Compared with other healthcare disciplines, nursing has remained mostly silent around 

political aspects of health (Weitzel et al., 2020). Related to the 2SLGBTQ community, this 

silence may be due in part to a universal classification of skills that perpetuate sameness among 

patients and promote ‘gender-neutral’ nursing practices (Eliason et al., 2010), and the belief that 

nurses must treat everyone equally regardless of their gender identity and sexual orientation 
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(Beagan et al., 2012). This neutrality relates to the Community Health Nurses of Canada 

(CHNC) (2020) standard of health equity; if we treat everyone the same, we unintentionally 

silence people, render some identities invisible, and lack acknowledging that the 2SLGBTQ 

community faces discrimination, marginalization, and poor health outcomes as a result of the 

healthcare system. 

Considering that nursing often focuses on individual risk factors, awareness of the 

systemic exclusion of the 2SLGBTQ community from healthcare and nursing education may be 

lacking (Eliason et al., 2010). Because of nursing's responsibility toward social justice, nurses 

must acknowledge the challenges faced by members of the 2SLGBTQ community when 

accessing healthcare, educate themselves, and advocate for better patient care (Eliason et al., 

2012). Nursing’s emancipatory way of knowing encourages nurses to advocate for changes 

within the system to allow for all voices to be heard and represented appropriately, leading to 

health equity for the 2SLGBTQ community (Peart & Mackinnon, 2018).  

Nursing is a highly gendered practice within the patriarchal, heteronormative, and 

cisnormative society and healthcare system (Eliason, 2017). As such, nurses may be a part of the 

current problem and a part of the solution. Considering that the healthcare system creates a 

power divide between those who are different, vulnerable or marginalized (Van Herk et al., 

2011), nurses must be aware of imbalances to then mitigate and challenge barriers. As nurses, we 

have an opportunity to create safe, open spaces that are inclusive and healing. Something as 

simple as asking pronouns or providing multiple genders on forms can benefit those fitting 

outside of heteronormativity and cisnormativity (Brown et al., 2019). The task of normalizing 

asking, and then acknowledging and using proper pronouns in interactions can help create a 
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therapeutic relationship, allowing individuals to feel supported and less stress when accessing 

services (Brown et al., 2019).  

Nurses can challenge the normative nature of current healthcare practices by discussing 

the need for diversity and culturally appropriate nursing care, and advocate for more inclusive 

spaces to validate patient existence and experiences (Searle et al., 2017). In order to challenge 

the systems, nurses must acknowledge the role that heteronormativity and cisnormativity play 

within our practice. By acknowledging this, nurses then begin understanding the importance of 

recognizing the specific health needs of the 2SLGBTQ community. The information obtained 

from this research can enable nurses to build capacity when working with the 2SLGBTQ 

community in many gendered and non-gendered settings.  

Summary 

The gender binary perpetuates heteronormativity and cisnormativity. These normative 

beliefs create barriers and oppress members of the 2SLGBTQ community within society and the 

healthcare system, especially in highly gendered areas, such as fertility intentions and family 

planning. There is a current lack of representation of the 2SLGBTQ community in healthcare 

education and research, which warrants further exploration to maximize this population's 

inclusion and health potential. HCPs acknowledge links are missing to provide the best care for 

the 2SLGBTQ community. Nursing as a discipline has – deliberately or not – taken on the 

mentality that we must treat everyone the same, which - when based in heteronormative and 

cisnormative spaces - assumes heterosexuality and cisgender identities are neutral and normal.  

With this research, I aim to explore the experiences of family planning and fertility 

intentions within the 2SLGBTQ community, and the potential impact that heteronormativity and 

cisnormativity have on experiences and decisions. The next section will review the literature and 
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explore the effects that historical, societal and interpersonal beliefs have on the fertility 

intentions and family planning experiences of the 2SLGBTQ community.   
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Chapter II – Literature Review 

I used a social-ecological model (SEM) to frame the literature review, which assumes that 

many intersecting and related factors affect health (Betker et al., 2015). SEM provides the 

opportunity to disentangle the historical, societal, familial and individual spheres of influence 

when used to explore the impact that heteronormativity and cisnormativity may have on fertility 

intentions and family planning experiences within the 2SLGBTQ community: 

1. I explore the broad historical factors that affect how society views sex and gender, 

2. I discuss societal structures and the impact they have on dictating and policing choices, 

3. I explore the role that family and friends play in influencing decisions, and 

4. I explore the impact that history, societal structures and family roles have on an 

individual’s decision-making process. 

Historical Influences  

One-Sex, Two-Sex 

Some sources believe that during the Pre-Enlightenment era, society understood there to 

be only one sex (Laqueur, 1992). The one-sex model viewed male and female reproductive 

anatomy as the same, except that female anatomy was considered inferior and internal (Laqueur, 

1992). This inferiority is exemplified by the belief that the vagina was an inferior internal penis, 

and the ovaries were inferior internal testes (Laqueur, 1992). Ultimately, women were viewed - 

simply - as lesser men (Laqueur, 1992). In the Eighteenth Century (around the Enlightenment 

era), based on a shift in political and cultural beliefs and philosophical thinking patterns, the two-

sex model (gender binary) became the dominant view (Laqueur, 1992). The gender binary views 

men and women as biologically and socially different and creates prescribed identities for each 

of the sexes (Laqueur, 1992).  
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 Furthermore, these created categories (male and female) are seen in opposition to one 

another – the opposite sex. For example, to be a male (i.e., have a penis and be masculine) is not 

to be a female (i.e., to have a vagina and be feminine) (Beasley, 2005; Prasad, 2005). In the late 

19th century, biologists claimed that - at a cellular level - women were more passive and stable, 

and men were more active and passionate (Geddes, 1889 as cited in Laqueur, 1992). These 

identities solidified specific roles that men and women must fulfill. Traditionally, society 

expected men to perform roles in the public sphere, and expected women to fill roles in the 

private or domestic sphere (Beasley, 2005).  

Based on biological facts driven by the medical system, the gender binary has been the 

dominant Western view of sex and gender (Laqueur, 1992). This view was encapsulated and 

solidified by prominent laws summarized and published in 1967 by sociologist Harold Garfinkel 

(Prasad, 2005). These laws viewed everyone as one of two genders (and being abnormal if you 

were not) and defined gender as a permanent, lifelong, continuum with nature creating and 

assigning gender based on one’s genitals (Prasad, 2005). These laws conflate gender and sex, 

and - along with social practice and expectations - create categories into which one must fit 

(Prasad, 2005). Effectively, the gender binary dictates the societal understandings of sex and 

gender, ultimately affecting men and women's political, economic, and cultural roles (Laqueur, 

1992). 

Reproduction and the Binary 

Historically, fertility and birth rates were crucial aspects in regulating the population; 

thus, considering heterosexual reproductive potential, these identities were considered more 

valuable (Foucault, 1978). Within this context, the couples that bear the most children are the 

most valued and thus seen as the foundation of the family and society (Warner, 1991). 



 

 

16 

 

Considering that Canada did not legalize same-sex marriage until 2005 (Rau, 2019), it is clear 

many inequities still exist for societal validation of 2SLGBTQ marriages, let alone the validity of 

2SLGBTQ parents. Although there are possibilities for those within the 2SLGBTQ community 

to reproduce and become parents, society believes that heterosexual and monogamous couples 

are the “gold standard” for parents (Hicks, 2006). These beliefs consider anyone outside of the 

gender binary to be, first, devalued based on their reproductive capacity, and second, devalued as 

parents. We can then conclude that the most valued couples within the gender binary are 

married, heterosexual, monogamous, non-disabled, arguably White, and willing and able to 

reproduce. 

Diagnostic Power 

The healthcare system holds power to create diagnoses and categories for those who fit 

inside of the gender binary and those who do not. These categories and differences can lead to 

vulnerabilities, marginalization, and poorer healthcare experiences and outcomes for those 

outside of the binary (Van Herk et al., 2011). Until 1973, being gay was considered a 

diagnosable mental illness (Ard & Makadon, 2016; Brotman et al., 2002; Standing Committee on 

Health, 2019), and it was not until 1987 that it was removed from the Diagnostic Statistical 

Manual (DSM) (Brotman et al., 2002). When one receives a medical diagnosis, there is a belief 

that one needs to be treated or cured. For those who identified as gay, the treatment took place 

through inhumane methods of conversion therapy, aversion therapy and electroshock therapies 

(Brotman et al., 2002).  

People who are intersex (born with ambiguous genitalia) provide an example that 

reinforces the power the healthcare system has in dictating what is normal. In the 1950s, HCPs 

based the ‘treatment’ of intersex infants on which genital assignment made the most surgical 
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sense (Fausto-Sterling, 2000; Hird, 2000). Following surgery, families raised the infant based on 

their corresponding gender (Fausto-Sterling, 2000; Hird, 2000). Patriarchally, if a HCP assigned 

an infant’s sex as female, the primary surgical requirement for a vagina was to ensure it could 

accommodate a penis (Hird, 2000). The medical community then deemed surgical interventions 

successful when the treated person aged within their assigned gender and married the opposite 

sex (Fausto-Sterling, 2000). These medical practices highlight the preference for heterosexual 

and cisgender identities that can sexually perform for the purpose of reproduction. These 

practices police and control the experiences that 2SLGBTQ individuals have, given the barriers 

faced within our current society. In these scenarios, HCPs act as gatekeepers in dictating what is 

“best” and “normal.” This maintains that HCPs and the healthcare system are all-knowing and in 

control of deciding one’s identity. 

Impacts of Colonization 

 Beginning to understand historical trauma can help explain colonization’s impact on 

Indigenous people (Weitzel et al., 2020). Society has not appropriately addressed the long-lasting 

health and social effects that colonization has on Indigenous Peoples, especially those within the 

2SLGBTQ community (Ristock et al., 2019). The term Two Spirit acts as an umbrella term and 

is pan-Indigenous across Turtle Island (Hunt, 2016). Two Spirit may refer to an individual, 

spiritual, and cultural identity broader than the Western understanding of gender, sex, and 

sexuality (Hunt, 2016). Considering an Indigenous worldview does not incorporate the gender 

binary, one’s identity as Two Spirit can be related to one’s gender, sex and roles in the 

community (Hunt, 2016; OUTSaskatoon, 2020b). Before the first contact, Two Spirit people 

were well-respected individuals that had unique gifts to offer their communities (OUTSaskatoon, 

2020b; Ristock et al., 2019). A goal of colonization – through residential schools – was to 
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eradicate all Two Spirit identities, culture, teachings, and ways of life (Angelino et al., 2020; 

Ristock et al., 2019). This goal was based on beliefs held by the Christian religion at that time 

that were deeply homophobic, transphobic and rooted within the gender binary (Ristock et al., 

2019). These beliefs also relied on heteronormative and cisnormative marriage ideals and forced 

Indigenous peoples into colonial relationships to obtain rights and status (Hunt, 2016). The goals 

of this cultural genocide were achieved by disrupting Indigenous culture, language, land rights, 

and political structures within their societies (Hunt, 2016). Because of colonization’s long-lasting 

effects, Indigenous People face multiple health inequities and experience higher rates of 

substance use, lower socioeconomic status (Hunt, 2016), and higher rates of interpersonal and 

systemic violence when compared with their settler counterparts (Ristock et al., 2019).  

Intersections and Invisibilities 

 The Two Spirit community is rendered invisible due to heteronormative, cisnormative, 

and racist beliefs within structural settings (Hunt, 2016). Members of the Two Spirit community 

may also face discrimination, homophobia, and transphobia within their Indigenous communities 

(Hunt, 2016; Standing Committee on Health, 2019). The Two Spirit community lacks 

representation within both 2SLGBTQ and Indigenous health literature (Hunt, 2016), likely due to 

cisnormativity, heteronormativity, and racism within structural settings (Angelino et al., 2020). 

From what we know, members of the Two Spirit community face additional challenges when 

accessing healthcare and other social services, such as drop-in centers and counselling programs 

(Hunt, 2016). Furthermore, the Two Spirit community experiences high rates of suicide (Issa, 

2019; National Aboriginal Health Organization, 2012; Wechsler, 2016), high rates of substance 

use (Hunt, 2016; Issa, 2019), and high rates of violence (Hunt, 2016; Ristock et al., 2019; 

Scheim et al., 2013). However, current research involving the Two Spirit community is 
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significantly lacking (Lyons et al., 2016; Scheim et al., 2013; Waite et al., 2019). To the best of 

my knowledge, no one has completed research involving the Two Spirit community related to 

fertility intentions and family planning.  

Societal Structures  

Healthcare System 

Due to the gender binary's impact through discourse and discipline, the healthcare system 

dictates what knowledge is essential. Colloquially, society believes that knowledge is power. 

This sentiment is especially true within the healthcare system; knowledge is power, and 

discourse holds power (Holmes & Gagnon, 2018). Linking knowledge, discourse, and power, the 

healthcare system dictates what is essential knowledge and holds power to determine what 

discourse – and in turn, identity – is most valued. 

HIV/AIDS Epidemic 

 Members of the 2SLGBTQ have experienced blatant discrimination at the hands of 

society and the healthcare system. The HIV/AIDS epidemic exemplifies this and led many gay 

men to believe their health concerns were not valid and that the healthcare system was ignoring 

their needs during a critical time (Rau, 2019). Although healthcare and society know more about 

HIV/AIDS, the healthcare system further reinforces stigma and negative perceptions around 

being a member of the 2SLGBTQ community. For example, the Canadian Blood Services (n.d) 

policy requiring men who have sex with men to abstain from sexual contact for three months 

before donating blood reinforces stigma. However, 2018 Canadian statistics indicated that 34% 

of all new HIV diagnoses were of those having heterosexual sex (Challacombe, 2020). The 

restriction on men who have sex with men may appear to some as a preventative measure but is 

discriminatory and fraught with assumptions.  
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Additionally, based on historical and present situations, the 2SLGBTQ community may 

not trust disclosing their full identities and may not trust HCPs to provide appropriate and 

respectful care (Brotman et al., 2002). These beliefs could contribute to the current reinforcement 

of heteronormativity and cisnormativity and perpetuate homophobia and transphobia within 

healthcare (Brotman et al., 2002).  

Heteronormative Privileging 

 Examples of the power the healthcare system has over the 2SLGBTQ community are 

also shown by disallowing many same-sex visitations when their partner is in the hospital, a 

privilege held by many heterosexual couples (Fileff, 2012). Although laws exist to protect those 

in the 2SLGBTQ community to visit their partners while in hospital, some reported being treated 

differently and being subject to a long line of questions regarding their relationship status 

(Parker-Pope, 2009). Some 2SLGBTQ couples report having more success when telling HCPs 

they are siblings versus partners (Parker-Pope, 2009). With that, 2SLGBTQ populations are 

othered by society and within healthcare. Like knowledge and discourse, othering can be used as 

a form of power and may shift depending on social, political or external factors (Canales, 2010).  

Furthermore, some couples expressed HCPs ignored their trans identities when seeking 

care for reproduction. For example, a lesbian couple - where one partner was trans - was 

encouraged by HCPs to have intercourse instead of using a sperm donor (James-Abra et al., 

2015). The couple felt as though HCPs did not acknowledge their true identities, and they were 

only seen as a product of their reproductive parts (James-Abra et al., 2015). As well, before 

adoption became legal for people in same-sex relationships, being a gay man meant that you 

would not become a parent unless you were in a heterosexual relationship (Berkowitz, 2011).  
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These examples show the heteronormative and cisnormative privileging and the inability of some 

HCPs to acknowledge one’s full identity as valuable.  

Diagnostic Power Revisited 

 Until the mid-20th century, a transgender person was often diagnosed as 

psychopathological or a sexual deviant (Drescher et al., 2012). In the 1960s, the first gender 

identity clinics for adults were established in North America, and by the 1980s there were 

enough information around transgender people that a diagnostic criteria was proposed  (Drescher 

et al., 2012). In the most recent edition of the DSM-5, terminology around the diagnosis changed 

from a being a ‘gender identity disorder’ to ‘gender dysphoria’ to be less stigmatizing (American 

Psychiatric Association, 2013). The DSM-5 lists Gender Dysphoria (GD) as an incongruence 

between one’s assigned and experienced gender (American Psychiatric Association, 2013). 

Previous to this, GD was pathologized, debated, and transition was highly criticized by 

physicians and psychiatrists (Drescher et al., 2012). Additionally, the new changes in the DSM-5 

separates GD from sexual dysfunction and paraphilic disorders, and has been placed in its own 

chapter (American Psychiatric Association, 2013). This language change and movement away 

from sexual pathologizing may highlight the shift of healthcare systems to more inclusive 

models of diagnosis and delivery related to identities existing outside of the binary. The most 

recent Standards of Care for the Health of Transsexual, Transgender, and Gender-

Nonconforming People encourage the supports for trans individuals to be flexible and patient-

centred (World Professional Association for Transgender Health [WPATH], 2011). The 

standards also discuss how gender-diverse identities are not pathological or harmful, and each 

individual will require a unique set of treatment and support (WPATH, 2011). The standards also 
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discuss that it is not gender-diverse people who are disordered and need treatment, but the 

dysphoria they experience (WPATH, 2011).  

Although the DSM-5 and the WPATH standards of care both state that gender 

nonconformity is not a mental disorder (American Psychiatric Association, 2013; WPATH, 

2011), HCPs may still act as gatekeepers to specific services based on their practices and beliefs 

(Dorsen & Van Devanter, 2016). This gatekeeping could influence the treatment that a trans 

person is offered and received, as is the desired treatment, it may not be easy to access. There are 

laws in certain countries requiring sterilization before gender reassignment surgery can occur 

(von Doussa et al., 2015). These laws reinforce the belief that sexes are opposite, and to be one, 

you cannot be the other. It also enhances the power that the healthcare system has in gatekeeping 

who may be ‘deserving’ of treatment, which may force one to fit into a specific box to be valid 

and worthy enough to prescribe transition treatments (Lindroth, 2016).  

Additionally, HCPs may consider providing reproductive care to the 2SLGBTQ 

community as an ethical dilemma based on religious beliefs and concerns for potential children 

(Klein, Berry-Bibee, et al., 2018).  

More Trans Challenges 

 Members of the healthcare system decide who gets to be a parent or not by supporting or 

opposing reproductive choices for members of the 2SLGBTQ community (Klein, Berry-Bibee, 

et al., 2018). Specific to trans parents, these considerations parallel the societal beliefs that they 

are unfit for parenthood, ultimately dictating one's reproductive choices (James-Abra et al., 2015; 

Tornello & Bos, 2017). Furthermore, many trans people are not given any information regarding 

their reproductive options before, during, or after the transition, leaving them unaware of their 

fertility potential should they choose to have children (Tornello & Bos, 2017; von Doussa et al., 
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2015). Specifically, before the transition, trans people may not be given the option to 

cryopreserve their gametes (von Doussa et al., 2015), directly impacting their ability even to 

make a reproductive choice. 

Following the transition, some believe they are infertile when they may not be, and others 

reported being unaware of their fertility options when taking hormone therapy (Tornello & Bos, 

2017). These examples within the trans community show the privileging of heteronormative and 

cisnormative options for reproducing and the additional barriers trans people may face. By 

choosing which information to provide to their patients, the healthcare system and HCPs – 

whether intentionally or not - continue to hold power to other those they consider to be different. 

Societal Beliefs 

Gender norms maintained by the gender binary create five main barriers for members of 

the 2SLBGTQ community that parent outside of the norm. First, some believe that 2SLGBTQ 

people should not become parents because it is morally wrong and damaging to children (Hicks, 

2006). Second, there is a societal fear that gay parents could make gay children and that gay men 

are perverts (Hicks, 2006). Third, the stereotype exists that if gay men want to have children, 

they must be effeminate (Hicks, 2006). Fourth, because of the gender norms that view women as 

being caregivers, gay men are seen as less-desirable parents and, in turn, less desirable options 

for adoption agencies (Berkowitz, 2011). Lastly, there are deep-seated Western cultural concerns 

about the ability and capacity for trans people to be parents (von Doussa et al., 2015).  

The discussion surrounding Thomas Beatie, a transman who became pregnant, highlight 

societal concerns regarding trans people’s ability to parent. In the media, commentators stated 

that he gave up his right to carry a pregnancy when he “decided” to be a man (von Doussa et al., 

2015). Despite these societal concerns, compared to heterosexual parents, lesbian and gay 
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parents are more child-focused and have more equality in the household division of labour (Short 

et al., 2007). Both traits are associated with more positive outcomes for the child (Short et al., 

2007). Of note, most research related to the well-being of children of same-sex parents is based 

on lesbian mother families (Manning et al., 2014). This example shows the societal privileging 

of some 2SLGBTQ identities over others and may show bias in the policing of knowledge 

related to the 2SLGBTQ community. I argue that these privileges, societal beliefs and expected 

gender roles create a hierarchy of 2SLGBTQ parents. Within this hierarchy, lesbian women are 

the most desirable other parent option, followed by gay men, plurisexual people and, trans folks.  

Some members of the 2SLGBTQ community felt that HCPs viewed their primary 

purpose as procreation (Wingo et al., 2018). For example, 2SLGBTQ women reported that if 

they told HCPs they were not interested in procreating, the HCP would not acknowledge any of 

their reproductive health concerns as valid (Wingo et al., 2018). This choice shows that fertility 

intentions differ from person to person, and support will be necessary regardless of choice (von 

Doussa et al., 2015; Wingo et al., 2018). These reports may also reinforce the binary ideals that a 

woman’s purpose is to bear children and that the most valued position in society is to be 

monogamous, married and reproducing - ultimately further reinforcing the categories of the 

gender binary.  

Intersections 

Gender, sexuality, race, and class intersect to devalue identities and create barriers for the 

reproductive choices of the 2SLGBTQ community in four main areas. First, the cost of fertility 

treatment may create additional barriers due to gay and gender pay gaps. Depending on one’s 

desires, ability, and accessibility, surrogacy, adoption and fertility treatment may be financially 

straining (Tornello & Bos, 2017). Second, if a couple decides to adopt, class and race privilege 
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the adoption processes (Berkowitz, 2011). Unfortunately, there are additional challenges for 

people of colour who wish to adopt, considering White privilege, lower pay grade and an 

expensive process (Berkowitz, 2011). Third, due to lower socioeconomic status and cultural 

power, when compared with White men, Black and Latino gay men may face more difficulties in 

the adoption process (Berkowitz, 2011). Additionally, within the adoption system, White and 

non-disabled children often are considered more desirable (Berkowitz, 2011). In turn, the 

adoption process values race, income, and ability and views 2SLGBTQ, Black, Indigenous and 

people of colour as less desirable parents, which often means that ‘less desirable’ parents have a 

difficult time matching with ‘desirable’ children (Berkowitz, 2011).  

Related to financial barriers, income levels are challenging to interpret, as many factors 

influence income, including relationship status, education level and location (Denier & Waite, 

2019). Generally, gay men have a lower income than heterosexual men (who earn the most), 

lesbians have a higher income than heterosexual women, and bisexual individuals make less than 

heterosexual men and women (Denier & Waite, 2019). The trans pay gap may be the most 

significant (Nath, 2018). Within trans individuals' intersections, trans men are eventually paid 

higher post-transition, where trans women, on average, lose one-third of their income (Connell, 

2012). Furthermore, the trans community experiences three times higher levels of unemployment 

than the general population and trans communities of colour these levels are four times higher 

than the general population (National Center for Transgender Equality, 2016). Income levels are 

significant as fertility treatments can be expensive, and no 2SLGBTQ funding exists in Canada 

(Rainbow Health Ontario, 2014). 
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Legalities  

Legal barriers exist along with financial and social barriers. For families that choose to 

use donor gametes, there may be a general lack of legal protection and the potential for legal 

complications (Tornello & Bos, 2017). The potential complications create an additional barrier, 

where some families expressed not wanting to take a legal risk in using donor gametes (Tornello 

& Bos, 2017). While legal barriers may be improving for same-sex families, donor gametes can 

be challenging to navigate legally. 

Family or Friend Influences 

Social factors influence what one believes to be normal (Hammack et al., 2019). These 

social factors then influence how one experiences the world and how one society expects one to 

be (Hammack et al., 2019). Specific to fertility intentions, trans individuals report that having 

children through intercourse was expected from family or friends regardless of gender (Tornello 

& Bos, 2017). Trans individuals also mention that family and friends would ask when they were 

having kids and make statements that noticed they were good with kids (von Doussa et al., 

2015). Moreover, as related to societal expectations for those existing outside of the norm, when 

conceptualizing a family, some trans individuals felt that having children was a societal 

expectation and expressed feeling pressure from their families and friends to have children 

(Tornello & Bos, 2017). Interestingly, those who reported these expectations were in 

relationships, potentially reinforcing the idea that society values reproduction by people who are 

monogamous and married.  

Individual Thoughts and Beliefs 

The individual choices made by the 2SLGBTQ community related to fertility intentions 

and family planning can be linked to the maintenance of the norm. For example, trans 
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individuals who chose to have children stated an average desire to have two children, similar to 

the average family size in Canada and the United States (Tornello & Bos, 2017). Specific to the 

trans population, common themes to having children include the desire to be biologically related 

to them, wanting to give back to kids in need (if adopting or fostering), and based on personal 

expectations of always wanting to be a parent (Tornello & Bos, 2017). Some participants explore 

that they always hoped to have children, which had always been part of their narrative (von 

Doussa et al., 2015). In contrast, others were unsure if they foresaw having kids, either 

biologically or adopted (von Doussa et al., 2015).  

Participants discussed barriers to reproduction as the financial cost of fertility treatments 

or the adoption process, lack of information around reproductive potential, and complex 

individual beliefs around normative meanings of ‘mother’ and ‘father’ (Tornello & Bos, 2017; 

von Doussa et al., 2015). Additionally, participants discussed the emotional aspect of the 

unknown with stopping hormone replacement therapies, and for transmen that could carry a 

pregnancy - not wanting to change physically and psychologically based on their current 

hormone regime (Tornello & Bos, 2017).  

Given the dominance of the gender binary and heteronormative and cisnormative 

privileging, parenting examples outside of the norm are often not shown. In discussing the plan 

to become parents, members of the 2SLGBTQ community identified a lack of 2SLGBTQ 

specific parenting resources as a barrier for understanding their own options (Ellis et al., 2015; 

Wingo et al., 2018). Similarly, if gay men chose to adopt, there was a lack of information. Unless 

they found others who knew the experience, they did not know where to turn to for help, leaving 

them feeling confused and powerless (Berkowitz, 2011). In the same way, a common theme 

noted a lack of sharing of information of how other 2SLGBTQ individuals conceptualize having 
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a family, or how to achieve their family, and some individuals wanting to connect with 

2SLGBTQ people through the different stages of pregnancy, as they often reported feeling alone 

(Ellis et al., 2015; Wingo et al., 2018). Additionally, if members of the 2SLGBTQ community 

are interested in becoming parents, some studies reported that over half of HCPs showed some 

discrimination towards this community when providing services to become parents (Klein, 

Berry-Bibee, et al., 2018). Again, this shows the power the healthcare system holds in policing 

the reproductive choices of those that do not fit within the norm.  

Summary 

Historical understandings of sex and gender, based within the gender binary create 

restrictive gendered categories for everyone to fit within. These categories create societal and 

political identities that hold specific expectations of how one must be. All individuals' societal 

roles influence the understanding of what is most normal and right when related to reproduction. 

Historically, society has valued reproduction because of a need to increase the population 

making those with greatest reproductive capacity the most valued (Foucault, 1978; Hicks, 2006; 

Warner, 1991). Society and healthcare place more value on heterosexual, married, monogamous, 

and procreative sex practices, creating a hierarchy. Thus, these hierarchies create and maintain 

barriers and oppression that privileging some identities while devaluing others (Hammack et al., 

2019). Because of these privileges, heterosexual and cisgender identities are the most valued 

parents. The intersections of class, race, gender, and ability further oppress those fitting outside 

of the binary. The healthcare system 1) perpetuates heteronormativity and cisnormativity; 2) 

holds power in dictating who is the most normal and valued identity, and 3) privilege some over 

others. The historical and societal factors influence one's family and friends' opinions, which 

ultimately trickle down and affect an individual’s beliefs. These beliefs further highlight how 
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societal norms shape those outside of heteronormativity and cisnormativity by the predominant 

hierarchy of what it means to be normal. In the next section, I will discuss the methodology, 

frameworks, and methods used to collect and analyze data.  
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Chapter III - Methods 

For this research, my specific objectives were to 1) understand the beliefs and factors that 

influence family planning and fertility intentions within the 2SLGBTQ community; 2) 

understand the experience of the 2SLGBTQ community accessing healthcare related to family 

planning and fertility intentions; and 3) explore the ways to support the 2SLGBTQ community 

about family planning and fertility intentions. 

Positionality 

I come to this research as a cisgender, non-disabled, White settler, upper-middle-class, 

English speaking, female, with educational funding. Because of these attributes, I fit into certain 

categories where I am privileged and thus hold power. The privilege that I hold can influence my 

data collection and analysis and I, therefore, worked directly with Jack Saddleback and engaged 

in every learning opportunity regarding the 2SLGBTQ community that I could. This provided 

space for dialogue and thoughtful introspection of my place as a researcher. 

Through this research, I have also reflected on my own fertility intentions. As a single 

woman in her early thirties with work experience at a fertility clinic, I am bordering on being 

past my ‘prime fertility’ and do not have definitive fertility intentions. The parts of my identity 

noted above affect how I come to the research and analyze and interpret the results. This research 

has challenged my perceptions of heteronormativity and cisnormativity. I hope to continue to 

challenge the beliefs of those that exist within similar situations as my own. Engagement with 

community partners encourages power balance and ensures each research step is with the 

community’s best interest in mind. Throughout data collection, analysis, and knowledge 

translation, I aim to amplify the voices of the 2SLGBTQ community.  
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Social Context 

This research is framed by national and international societal events that contribute to 

data collection and analysis. The COVID-19 pandemic2, the murder of George Floyd3 and the 

Black Lives Matter movement’s resurgence4, high number of trans people being killed 

international and nationally5, and the 2020 US presidential election6 highlighted racial, sexual 

and gender disparities affecting all aspects of health. Considering both the social-ecological 

model and intersectionality, it is important to draw attention to the broader social context as it 

may influence participant responses and data analysis. 

Conceptual Framework 

Intersectionality and SEM  

Scholars use intersectionality as a lens to examine the overlap of oppressions or 

inequalities that an individual or group may face (Winker & Degele, 2011). The use of 

intersectionality as a theoretical framework allows for the investigation of how privilege and 

systems of oppression may overlap with the 2SLGBTQ community's experiences related to 

fertility intentions and family planning (Few‐Demo, 2014). Researchers must consider 

oppression, privilege and their related forms of opportunity and conflict that change the social 

context of how individuals and groups interact within society (Few‐Demo, 2014). Considering 

my positionality, it is important to examine the effects that power and oppression have on 

fertility intentions and family planning for the 2SLGBTQ community. From a nursing profession 

perspective, an intersectionality framework allows nurses to more deeply understand issues of 

 
2 https://www.yesmagazine.org/health-happiness/2020/06/09/coronavirus-public-health-social-justice/ 
3 https://www.nytimes.com/2020/05/31/us/george-floyd-investigation.html 
4 https://www.theguardian.com/commentisfree/2020/jun/30/black-lives-matter-protests-voting-policy-change 
5 https://www.them.us/story/at-least-350-transgender-people-killed-globally-in-2020 
6 https://www.theguardian.com/australia-news/audio/2020/nov/03/us-election-2020-trump-and-the-rise-of-white-

supremacist-extremism 

https://www.them.us/story/at-least-350-transgender-people-killed-globally-in-2020
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oppression and privilege and how we can incorporate this as a social justice mentality within our 

profession (Van Herk et al., 2011). Social justice is a broad theory focusing on creating equitable 

and fair societies for all individuals by redistributing power and resources (Canadian Nurses 

Association [CNA], 2009). In their concept analysis, Buettner-Schmidt and Lobo (2012) defined 

social justice as “full participation in society and the balancing of benefits and burdens by all 

citizens, resulting in equitable living and a just ordering of society” (p. 954). Furthermore, the 

World Health Organization (2021) defines equity as the absence of avoidable differences among 

groups of people (para 1). As intersectionality allows an in-depth exploration of oppressions and 

privileges, it parallels with social justice, aiming to create equity among all groups and 

individuals. An intersectionality framework offers guidance that can improve individual practice 

and broader professional areas such as nursing education, research, and policy (Van Herk et al., 

2011). Because all policies are health policies (World Health Organization, n.d), it is essential 

that nurses understand the impact that policy can have on the health of individuals and 

populations. Scholars that use the lens of intersectionality also value the lived experiences of 

individuals, giving voice to those that have previously been silenced (Hankivsky et al., 2017). 

Using this framework, my goal is to create awareness and discussion around the impact that 

structures of oppressions have on identities when exploring fertility intentions and family 

planning with the 2SLGBTQ community. When using a framework of intersectionality, I also 

acknowledge the intricacies and layers to one’s identity and the complexities that exist within. 

As such, solutions will be nuanced and complex as power is multidimensional. For example, 

nurses have power to provide or withhold care, but may lack power within the medical hierarchy. 

The use of SEM alongside intersectionality allows for a deeper understanding of the historical, 
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societal, familial and individual factors that may interplay in creating barriers and oppressions to 

affect one’s health and the nursing profession (Betker et al., 2015). 

Methodology 

Case Study  

As the experience of family planning and fertility intentions within the 2SLGBTQ 

community may vary greatly depending on one’s gender and sexual identity, case study 

methodology, as described by Stake, allows for an in-depth exploration of an individual’s 

experience within their specific context (Baxter & Jack, 2008; Miles & Huberman, 1994). This 

research aims to give voice to the 2SLGBTQ community, explore their experiences, and 

understand a social phenomenon, which aligns closely with case study methodology (Richards & 

Morse, 2013). Case study is often used to answer ‘how’ and ‘why’ questions within a specific 

context and understand the connections between the context and the phenomenon (Baxter & 

Jack, 2008). Stake offers a flexible approach to case study, focusing on the case and what is 

studied, versus the method of how it is studied (Harrison et al., 2017). Stake (1995) also 

acknowledges that many research topics are entangled within historical, social, and individual 

perspectives, which links this methodology both to SEM and intersectionality. Assessment of a 

single case for this research allows for in-depth exploration of the case from the perspective of a 

variety of individuals, including those in different roles, groups, cultures, and organizations, 

known as “within case sampling” (Miles & Huberman, 1994, p. 29). Within case sampling 

considers cases to be nested and incorporates the broader, social and political context of the case 

(Miles & Huberman, 1994), furthermore aligning with SEM and intersectionality. Additionally, 

population sampling is theoretically driven, and understanding the concept occurs from multiple 
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perspectives (Miles & Huberman, 1994). The use of multiple data sources ensures the 

exploration of the research question through more than one lens (Baxter & Jack, 2008). 

Stake (1995) operates from a constructivist epistemology and believes that reality has 

multiple meanings based on individuals’ interpretation (Harrison et al., 2017). Stake’s (1995) 

constructivism centers the researcher as an interpreter and acknowledges that - as knowledge is 

constructed based on our realities - each researcher will bring a unique perspective to the case. 

The 2SLGBTQ participants make up a single case that is bound by time and the aim to tell a 

collective story of their experiences of family planning and fertility intentions. Stake’s (1995) 

case study is well suited for this research, as experiences may be quite varied depending on one’s 

identity, and the fundamental goal of case study is to analyze multiple perspectives and seek 

understanding to best understand the issue (Harrison et al., 2017). As well, considering the 

flexibility both within Stake’s approach, and case study in general – this methodology arguably 

bodes well for a complex topic that researchers have understudied, including general research on 

the 2SLGBTQ community. With case study, data is often derived from multiple means, for 

example news articles or relevant policies (Miles & Huberman, 1994). Sampling data from 

several sources may also create space to value perspectives outside of academia and begin to 

decolonize knowledge.  

Study Design 

Location 

 Due to the COVID-19 pandemic, interviews were completed virtually through WebEx, a 

secure digital communication platform. The virtual nature of the interviews allowed for no 

geographical boundaries for participants.  
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Participants 

The study population included those self-identifying within the 2SLGBTQ community. 

Inclusion criteria was child-free, English-speaking individuals between the ages of 16-45 years 

of age. To ensure I collected Two Spirit data appropriately and holistically, Jack Saddleback 

acted as a community advisor. I completed purposive and snowball sampling with the help Jack 

Saddleback recruiting specific to Two Spirit individuals. I recruited through the University of 

Saskatchewan via PAWS (an internal message board) and through posters placed at 

OUTSaskatoon and OUTSaskatoon’s social media platform. Most interview participants were 

recruited via PAWS – the University of Saskatchewan’s internal announcement server, which 

lead to most participants being students. See Appendix A for demographic sheet given to 

participants.  

Data Collection 

Data collection occurred from October 2020 – January 2021 via semi structured 

interviews and data from reddit.  

reddit 

reddit is an online community where users can submit any content to the platform. The 

content is further divided by subreddits –groups of content focused on a specific topic 

(Anderson, 2015). The content on reddit is supplied by its users, and is open to anyone – with or 

without an account (Anderson, 2015). In order to post and create content – one must register to 

become a ‘redditor’ (Anderson, 2015). Registration takes place by creating a username or 

pseudonym, which are (mostly) anonymous and have the option to not be linked to an email 

account (Anderson, 2015). As of January 2020, reddit boasted over 52 million daily active users 

in over 100,000 communities (reddit, 2021). I chose to explore the conversations that were had in 
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two subreddits - /r/queerception, and /r/seahorse_dads.  Queerception is labeled as “a support 

community for LGBTQ folks growing their families” and has 5300 members (reddit, 2016, para 

1). Seahorse_dads is “a safe space for trans men with biological children, whether you're trying, 

expecting, had an accidental pregnancy, or have already had your children” and has 456 

members at the time this was written (reddit, 2019). As reddit uses pseudonyms it was not 

possible to gain demographic data from the users. 

I collected data from reddit by searching the top posts within the subreddits. From there, I 

read the top posts, the questions posed and the replies from the members of the community. Posts 

ranged from gender-neutral or non-conforming parent related names to be called, to the effects 

that internalized homophobia has on parenting. From reviewing the conversations, I complied 

data from the topics that paralleled or added to what the interview participants had said.     

In-depth Semi-Structured Interviews 

 I used a semi-structured interview guide to conduct the interviews (Appendix B). 

Interviews lasted on average one hour and six minutes. The interview guide was informed by a 

review of the literature and the interview flow was guided by Mayan (2009) who wrote about the 

five stages of an interview (introducing self and topic, asking easy questions, asking more 

sensitive questions, returning to easy questions, closing interview). 

Art-Based Research  

Developed as a marriage between social sciences and the arts, ABR is closely linked with 

qualitative research and uses art to deepen further our understanding of human experience  

(Savin-Baden & Wimpenny, 2014). This method allows those involved to understand the world 

and make meaning through the artistic process (Savin-Baden & Wimpenny, 2014; Wang et al., 

2017). ABR aligns with Stake’s (1995) constructivist worldview (Savin-Baden & Wimpenny, 
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2014). When used, ABR is thought to draw attention to complexities within a concept and create 

questions that can help further discussion, and build community through engaging a diverse 

range of community members (Wang et al., 2017). Collage making creates meaning through 

contrasting mediums, thus evoking emotion and discussion when the elements are taken out of 

context (Savin-Baden & Wimpenny, 2014). ABR's view for this study is arts in research (Wang 

et al., 2017), and arts-informed inquiry (Savin-Baden & Wimpenny, 2014), which is applied 

when researchers are involved in creation of the artistic process. In these views, arts is used to 

aid in the analysis phase of research, and make findings accessible (Savin-Baden & Wimpenny, 

2014). ABR allows the engagement of those involved to make meaning of experiences through 

the art process (Savin-Baden & Wimpenny, 2014). ABR in data analysis draws attention to 

societal complexities that can understand and explore deeper meanings (Wang et al., 2017). 

Furthermore, ABR can supplement exclusively academic text enabling individuals outside of 

academia to be aware of research findings (Wang et al., 2017).  

The initial intent was to do collage creation with a small group of participants to inform 

the interview questions for the individual interviews. Due to limited in-person engagement with 

participants due to the COVID-19 pandemic I was unable to do this. Following multiple 

conversations with my supervisor and committee we decided that instead my supervisor, my 

community advisor and I would complete the collages together but appropriately distanced. 

Unfortunately, due to timing and COVID-19 based restrictions, we were unable to complete this 

as well. This led to me engaging in collage creation independently to assist in analysis and 

forming the discussion. Although there was variation from the initial intent, it aligned with 

making findings more accessible and drew attention to the complex nature of the topic.  
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Ethical Considerations 

I obtained ethics from the University of Saskatchewan Research Ethics Board BEH 

#1862 before participant recruitment. Adbusters and Shameless magazines granted copyright 

approval (Appendix C) for all print media used in collage making. REB deemed data from reddit 

exempt from ethics approval as it is an anonymous online platform where information is readily 

and publicly available.  

Jack Saddleback was engaged in the project as a community advisor based on his lived 

experience as a gay, trans, Two Spirit man and his relationship with the Two Spirit community.  

Rigor 

Within qualitative research, rigor is a broad and debated concept that has been broken 

down and defined into many terms (Mayan, 2009). Based on Mayan’s (2009) interpretations, my 

conceptualization of rigor involves being reliable, credible, and considerate, and producing 

findings that are just. Because of my positionality within this research, I involved Jack 

Saddleback as a community advisor. Additionally, I took every opportunity to learn more about 

the 2SLGBTQ community from the 2SLGBTQ community. When collecting data, I continually 

challenged any assumptions, questioned the obvious, kept memos, had multiple discussions with 

my supervisor, and coded data as soon as interviews were transcribed (Richards & Morse, 2013). 

Stake (1995) discussed consequential validity, in that the researcher, given their interpretations 

of the data, must be prepared for the consequences of the information derived from the data. 

Member checking also provided a further avenue to ensure rigor.  

Member Checking  

Engaging in reflexivity, understanding community practices, and colloquial language are 

essential steps I took in maintaining and establishing effective relationships. The use of member 
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checking ensures the accuracy of participant’s voices and maintains accountability with my 

representation and description of a potentially vulnerable population to avoid further 

marginalization (Stake, 1995). After I transcribed the individual interviews and completed the 

first stage of data analysis, I sent a summary of the key themes to each participant to review and 

provide feedback. All participants responded and were in agreeance of the themes.  

In reflection, I am unsure if this puts additional strain on the participants, or if the 

inherent power imbalance between researcher and participant makes it challenging for 

participants to correct what the researcher has said. Out of the eight member checks that I sent 

out, I had two participants engage further, one clarifying a theme I had identified, and the second 

participant added additional information they wanted to share.  

Data Analysis 

 I recorded the interviews electronically and transcribed them verbatim before analysis 

began. To organize analysis, I uploaded the transcribed filed into NVivo and inductively coded 

the transcripts. I engaged in reflective thematic analysis using Braun and Clarke (2006, 2020) six 

phase approach.  

Reflexive Thematic Analysis 

I chose to use reflexive thematic analysis as thematic analysis is accessible for beginner 

researchers and does not require extensive knowledge of theoretical methodologies (Braun & 

Clarke, 2006). Braun and Clarke (2020) clarified their approach from thematic analysis, defining 

it as reflexive thematic analysis that further emphasizes the subjectiveness of the researcher to be 

a resource for analysis. Thematic analysis aligns with Stake’s perspective as it examines that 

ways in which events, realities, meanings, and experiences are the effects of a range of 

discourses operating within society (Braun & Clarke, 2006).  
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Phase one of analysis is becoming familiar with data, often done by transcribing and 

reading the transcripts (Braun & Clarke, 2006). I began phase one of analysis by transcribing all 

interviews within 24 hours of completion. After initial transcription, I would review the 

transcripts with spell check, and lastly, I would re-listen to the interview and update with any 

changes. I did not include any “ums”, “likes” or stutters that did not seem significant, or if 

participants stumbled over their words trying to construct a sentence. I did transcribe laughs and 

long pauses – which could have been influenced by the virtual connection. Following each 

interview, I wrote a memo as a summary of anything that I thought of afterwards or anything that 

appeared significant. Within 72 hours I sent the participants a summary of themes from the 

interview, allowing for time for their reflection on the conversation, but soon enough to not be 

forgotten. 

Phase two of analysis – “generating initial codes” - involved working through the entire 

data set, noticing anything of interest, and coding as many potential themes and patterns as 

possible (Braun & Clarke, 2006, p. 88). Phase three – “searching for themes” – involves refining 

the list of codes from phase two looking at common themes or connecting factors (Braun & 

Clarke, 2006, p. 89). Braun and Clarke (2020) describe themes as stories that researchers tell 

based on patterns identified in the data that have shared meaning. As I progressed through phase 

three, I began to draw concept maps, connecting the themes to each other, noticing how 

interconnected and entangled all the themes were within each other. Phase four – “reviewing 

themes” – is re-reading and refining all of the codes and interviews, leading to re-organizing 

structures (Braun & Clarke, 2006, p. 91). Here, I continued to identify links between themes and 

began to notice things that were concrete or abstract. I also refined some of the coding names. I 

started to focus in on how entangled many of the themes were – for example, the links between 
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invisibility, representation, and emotional labour; and related to personal impacts on fertility 

intentions that community and family experience influenced personal impacts, which then 

influenced experiences with mental health.  

Phase five – “defining and naming themes” – involves clearly defining themes, finding 

links between each theme and noting if there are any sub themes, to see how each theme fits 

within and tells a story (Braun & Clarke, 2006, p. 92). I started this theme in NVivo and then 

moved to more physical space, writing out themes on coloured paper and laying out connections 

between them. I also completed many mind maps looking at the connections between the themes. 

Phase six – “producing the report” – is just that, telling the story of data via this thesis (Braun & 

Clarke, 2006, p. 93). In producing the thesis, I often went back and forth between visual mapping 

and writing the analysis, as well as I engaged in conversations with my supervisor. 

Summary 

 This study is based on the conceptual frameworks of intersectionality and SEM to 

understand the impact that multiple oppressions, historical events, society, and community can 

have on the individual experience. I completed interviews and collected data from reddit with 11 

participants coming from diverse cultures, sexualities, genders, and relationships. Due to 

pandemic constraints, I did not complete Arts-Based focus groups. I completed data analysis and 

identified themes through use of Braun and Clarke’s (2006; 2020) reflexive thematic analysis 

and personal ARB.  
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Chapter IV – Results 

I recruited a total of 11 individuals that participated in this study and completed nine in-

depth semi-structured interviews, seven with individuals and two group interviews with different 

couples. Interviews lasted on average one hour and six minutes. Six participants were in 

relationships with other participants (three couples, two of which I interviewed together). 

Participants lived in two provinces in Canada (Ontario and Saskatchewan) and consisted of 

various genders, sexualities, relationship statuses and ethnicities. I collected data from two 

subreddits on reddit and a variety of users. Demographic data were not available from reddit 

users. Participants were given the option to use their name, choose a pseudonym, or contribute 

anonymously. See table 1 for patient demographics. 
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Table 4.1 Demographics 

Age Range 18-31; Mean 24.6 

Ethnicity 

White 7 

European 1 

Asian 
1 

First Nations 1 

Indigenous 
1 

Relationship status 

Married 4 

Single 
4 

Common Law 1 

In relationship 
2 

Gender* 

Male 5 

Female 
4 

Non-Binary 2 

Two Spirit 
1 

Sexuality 

Gay 4 

Queer 
4 

Lesbian 2 

Pansexual 
1 

Occupation+ 

Undergraduate Student 5 

Graduate student 
1 

Chef 1 

Social Worker 
1 

Registered Nurse 1 

Family MD 
1 

Animator 1 

Youth Worker 
1 

Waiter 1 

* Some participants identified as multiple genders 

+ some participants listed more than one occupation 
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Two participants identified as trans, one trans man, one trans woman. Participants did not 

note this in their demographic forms but discussed it during the interview. Five participants had 

direct experience with HCPs specific to fertility, four of those participants were currently 

involved or waiting for fertility treatment, and one was in the process of cryopreserving her 

sperm. Six participants discussed fertility intentions hypothetically, without having any 

experience with fertility-specific healthcare, and three worked or were planning to work in 

healthcare.  

Themes 

To address the research question, “how do members of the 2SLGBTQ community 

experience family planning and fertility intentions, and how can nurses support 2SLGBTQ 

community members throughout these experiences?” I have developed a conceptual framework 

(Figure 1) based on the data. I explain how participants drew from their lived experiences and 

believed ideals of normal when imagining their fertility intentions. Ideals of normal included 

what people believe to be normal (overt or not) based on societal understandings of the norm. 

Ideals of normal are different for everyone and influenced by intersections of identities. As 

people move from imagining intentions to actioning intentions, they encounter supportive factors 

and barriers to achieving their fertility intentions. Supportive and suppressive factors are 

nuanced, as seeking information, family, and healthcare systems can be both supportive and 

suppressive. Exclusively supportive factors are connection to a community, and exclusively 

suppressive factors are societal, biological and financial factors. These factors contribute to the 

experiences that the 2SLGBTQ community has with fertility intentions and family planning.
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Figure 4.1 Conceptual Framework 
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Imagining Fertility Intentions 

During the imagining intention phase, all participants explained that their lived 

experiences formed their fertility intentions at the individual level. At the societal level, ideals of 

normal influenced lived experiences, and vice versa. Intersections of identities - including 

sexuality, gender, race, and culture - also influenced participants' ideals of normal. Both societal 

and historical factors influence one's intersections of identities. From these factors, participants 

conceptualized their fertility intentions in a variety of different ways. Their fertility intentions 

ranged broadly and included having biological children (either with gametes from them and their 

partner, or from only one partner), adopting children, using donor gametes (known donor sperm 

or anonymous donor sperm), carrying the pregnancy themselves, using a surrogate, adopting, or 

step-parenting. Participants were open to a different number of children - ranging from not 

wanting to birth their own children, having one set of twins, to three or more. No participant had 

an exact set number of children they desired. 

Participants made intentional decisions when it came to their family plans. Intentional 

decision making ranged from why they chose specific ways to become parents, how they would 

want to raise their children, how society and their community would view their decisions, and 

making life decisions based on the possibility of being single parents. 

I guess maybe we will be more intentional in the way that we raise our kid knowing 

about queer people and thinking about gender and thinking about sexuality and thinking 

about race and racism and ... I dunno I think we might be more intentional about that then 

maybe folks that aren't in our position might be. (Sophie) 
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Sophie explores how they may be more intentional in a variety of ways. For participants, 

intentional decision making started with the imagining conception phase and extended into 

actioning intentions with raising a family.  

Co-parent relationships affected the ways in which participants explored their fertility 

intentions. Over half of the participants were in committed relationships and planned to become 

parents with their current partners. The single participants viewed their co-parenting 

relationships evolving in several, arguably non-traditional ways, such as single parenting, being a 

stepparent, or co-parenting with a friend.  

[my lesbian friend and I say that if and when] … we’re both 39 and we’re both single, 

and we have nothing going on for us, we should just start making a family. And I’m like 

– yeah I’m down - And sometimes it is a joke and sometimes it is kinda serious… we’re 

not married, we’re not even sexually attracted to each other, we just want to have a baby. 

(Tyler) 

Being outside of normative identities may offer more opportunities to have a family in various 

ways. As Tyler shows, because members of the 2SLGBTQ community exist outside of 

cisnormativity and heteronormativity, more parenting opportunities outside of normative family 

structures arise. 

Intentional decision making also bled into how participants planned to raise their 

children, with some starting alternative book collections for their future children. Many users 

from reddit conversed when a pregnant non-binary person asked about gender-neutral names 

their children call them. Users shared examples from their experiences as non-binary people, 
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gender non-conforming identities, or polyamorous family configurations such as “Bear,” “Didi,” 

and “Poppy.” 

Because of heteronormativity and cisnormativity, some participants discussed already 

planning conversations on how to teach their future children about homophobia and the stigmas 

they may face as children of parents in the 2SLGBTQ community. 

I think our future children - hopefully, we will have children - will probably face some - I 

dunno - bullying or weird conversations like at school, but I think it's becoming more 

normal these days to see children from queer couples, so I like that. I think that could be a 

barrier, but we've talked about it in-depth and obviously, we will work through that when 

that comes. (Hannah) 

Here we see that Hannah and her partner have discussed how society may view their future 

children. Although she could see it as a barrier, she explains that it contributed to the discussion 

around their fertility intentions. In the end, it did not affect their final decision. This thinking 

pattern shows both intentional decision-making and emotional labour related to fertility 

intentions and family planning.  

 A variety of factors influences fertility intentions. How people view themselves as 

parents, how they decide to raise their children, and how they anticipate society views them and 

their family contribute to the multitude of the fertility intentions one has. Because participants 

exist outside of a perceived idea of normal, there may be more variety in how they achieve their 

imagined fertility intentions. 
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Lived Experiences  

At the individual level, all participants explored lived experiences as drivers of what they 

desired for their fertility intentions. These lived experiences included their number of siblings, if 

they were biologically related to their parents, if they were adopted, and the dynamics of other 

families they knew. Below, Lea discusses her experiences growing up and how they impacted 

her fertility intentions: “I grew up with two siblings, so I am the youngest of 3. But I was 

thinking I would like to have 2 kids like 2 or 3 is what I have in mind, but it’s nothing that is 

super fixed…” (Lea). Here, Lea shows how she has reflected on her own lived experiences with 

siblings and how she has based her fertility intentions on what she experienced. 

Like Lea, participants expressed being flexible in their fertility intentions. Although 

participants expressed a preferred way to have their ideal family, all participants explored 

additional options if things did not go as planned. Additionally, some participants expressed their 

fertility intentions being outside of their control, connecting it to a higher power or Creator. In 

contrast, other participants explored their options being affected by specific barriers, which I will 

discuss later. 

Participants’ lived experiences also played a role in whether they desired biological 

children or wished to adopt. While some participants expressed a desire to be biologically related 

to their future children, others imagined not having a preference between any way to achieve 

children – for example, between adoption, surrogacy, or step-parenting.  

My whole life, every friend of my parents that I meet they're like “oh you look so much 

like your dad,” and “oh I can see your mom in you” and I think that it would be kinda 

nice to be able to raise a kid and have that. (Brett) 
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The lived experience of physically looking like your parents was what Brett hoped to emulate 

with his own children one day, showing the imprinting that lived experiences have on fertility 

intentions. Additionally, and speaking to flexibility, Brett later discussed that he would be open 

to adoption if needed but preferred the idea of having biologically related children.  

One participant was adopted and expressed because of his awareness of the process and 

his experience he would be open to adopting future children of his own. Additionally, when a 

user on reddit created a thread regarding how they struggled with the idea of not being 

biologically related to their children, many other users responded that although they did not carry 

the pregnancy and were not genetically related, their children had picked up many of their 

mannerisms. Users agreed that although it was a difficult at first, for them, and at the end of the 

day it did not matter, and they often forgot they were not biologically related.  

Some participants explored how normal can mean different things depending on their 

experiences growing up. For example, when reflecting on his childhood experiences, Tyler 

explained that he is interested in being a “community father” similar to how he saw his 

grandmother. Reflecting on his experiences, he explores that:   

…at one point in my life it was me my family, my grandma, my grandparents, my uncles, 

my aunty, my cousins, like 12 of us living in one house. I slept under the stairs in a 

sleeping bag. You know? Like I thought it was fun at the time, we’re having a big 

sleepover, for *laughs* four months! *laughs* But, you know, I am older that I realize 

that was kind of not normal, that’s not normal to have 12 people living in the same house 

– or is it?! Or is it, you know? I struggle with that, cause it was normal for me. But then I 

got older, and I see how other people look at each other and they are so judgemental, and 

it’s like well, I can’t live like that and I can’t have a child living like that., they’d be like 
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‘oh my god.’ You know? So yeah, I don’t want that heteronormative idea of family, but I 

don’t want to be… it’s almost like you have to though, you’re almost forced into it. 

(Tyler)  

Tyler's lived experiences shaped how he viewed his fertility. Lived experience also showed how 

normative beliefs challenged what he believed to be normal. These challenges extended into his 

fertility intentions, where he became unsure of what he could and wanted to do within the 

confines of a heteronormative society. Although he remembers his childhood positively and as 

something he would like to emulate, societal pressures may shape his fertility intentions 

differently.  

Ultimately, there are many possible scenarios to envision fertility intentions; one’s own 

experiences often influence these desires. By creating families outside of heteronormative and 

cisnormative beliefs, members of the 2SLGBTQ community may have possibilities to explore 

parenting options that are arguably non-normative. Alternatively, normative beliefs may become 

internalized and create challenges and barriers for participants to wholly participate in how they 

want their fertility intentions to be. 

Ideals of Normal  

Heteronormative and cisnormative privilege extends to every aspect of participants’ lives 

and exist outside of fertility-specific experiences. When discussing ideals of normal, participants 

explored them at the individual (if they were normal), societal level (if they were normal within 

the broader society), which then influenced the 2SLGBTQ’s ideals of normal (questioning who 

was the most normal within this community). Ideals of normal spanned what society believed to 

be the most normal in gender, sexuality, personal identities, fertility intentions, family plans, 

relationship configurations, and race. 
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Individual Level  

Throughout the interviews, participants would casually use the word “normal,” always 

othering themselves outside of what is considered normal. When I questioned participants on 

what they believed to be normal, participants responded that normal predominantly involved 

being heterosexual, cisgender, monosexual, white, and monogamous. Mason exemplified this, as 

it correlates to an internal battle for participants to recognize themselves as being normal: 

So, for the longest time, I was accustomed to think that 'normal' was always part a male 

and a female, so, it was very hard to - even now I have to sometimes say normal - and 

that’s like, but, no no no no no no. (Mason)  

Mason shows how the internal struggle and how he continually has to remind himself that he is 

still normal although he is not heterosexual. This internalization shows the enormous impact that 

heteronormativity and cisnormativity have on the perceptions and experiences of the 2SLGBTQ 

community. The external validity of one's sexual and gender identity is determined by what is 

considered societally normal. 

 Furthermore, participants often compared themselves to people they considered normal – 

for example, monosexual, heterosexual, or cisgender. In the excerpt below, Natasha discusses 

ideals of normal and how - because she is a lesbian - she exists outside of the normal that is 

expected of her: 

I guess I think that telling people about it, [my sexuality] they’re really weirded out 

because it’s not what they expect - it’s not like the normal way for people to go, but I’m 

like I’m not going to be with a guy - I can’t go the normal way you guys want me to go. 

(Natasha) 
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Participants discussing that being heterosexual and cisgender is the most normal identity shows 

the privilege that those identities have. Whether recognized or not, many participants have 

internalized normalized beliefs, ultimately othering themselves into believing they are not what 

society accepts as normal. These internalized beliefs extend through the lifespan. Participants 

explore the ideas of normal as it extends to themselves individually, in relationships, and what 

makes a normal family. Participants developed a sense of the ideals of normal when they were 

young based on societal expectations and lived experiences. 

Societal Level 

At a societal level, concerns of being outside of normal existed where some participants 

discussed knowing that their identities were a threat to their safety. The following passage also 

highlights additional challenges associated with the intersections of being both gay and in an 

interracial relationship:  

I don’t often hold hands out in public because we are afraid we are going to get attacked 

from some homophobia - we are just going to get insults thrown at us, and we wouldn't 

have to deal with that if we were a straight couple. Even though it is a [straight] 

interracial couple it wouldn't make as much of a difference as compared with two guys 

holding hands or gently kissing each other in public it [being in a gay and interracial 

relationship] is a bigger deal than it would be if it was a straight couple for sure. (Aaron) 

For some participants, being out in public was a threat to their safety, further highlighting how 

societal beliefs and actions rooted in homophobia and transphobia reinforce the internalized 

ideals of being outside of normal and thus posed a threat. These beliefs also created barriers for 

participants to be comfortable, supported and fully themselves when existing in the outside or 

public world. 
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Representation 

Participants expressed that society perpetuated ideals of normal by mainstream media 

showing primarily heterosexual, cisgender and White individuals, relationships and families. 

Many participants discussed that they did not see themselves represented wholly in the media.  

Normal can be whatever it needs to be. I think me and my partner are normal, we have a 

very nice relationship there. So, I am trying to break my mindset of male and female 

cause that’s like what I have seen in so many shows and TV that I watch. (Mason)  

As Mason illustrates, not seeing himself fully represented creates an internalized idea that his 

identity and relationship were not considered societally normal, and he made a conscious effort 

to reassure himself that he was, in fact, normal.  

Some participants explored the effect that gender norms had on how they pictured their 

fertility intentions and how their gender identity and ideals of normal were affected by their lived 

experiences of invisibility.  

I think I’ve grappled and I've like seen other queer people or like non-binary people and 

people like that and I’m like oh - all sorts of people, and I'm like it [carrying a pregnancy] 

doesn't have to be such a feminine thing. (Leah) 

As Leah saw more people like them represented, they saw less focus on pregnancy associated 

with the female gender only, which expanded their possibilities to carry a pregnancy. These 

expanded possibilities highlight the importance of diversity in representation as media may be 

inadvertently perpetuating ideals of normal and risking excluding some identities.  
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Furthermore, participants expressed feeling as though they were not well represented in 

media or literature if they had additional intersecting identities. These intersecting identities 

included not seeking a co-parenting partnership (being single), their race (being an Indigenous 

person or a person of colour) and plural sexualities (not heterosexual or mono-sexual). For 

example, at some fertility clinics, participants noted that information on websites and around 

clinics would feature two white, likely cisgender women. There was an overall lack of diversity 

in other genders, sexualities, and family configurations. 

I guess having people be more accepting like there’s more options for getting - more 

nuclear family that are possible, I think having more representation of that in the media, 

like instead of representations of this is a married couple this is their child of course 

they’re either going to be usually white and straight of course - or yeah I think seeing 

more diversity in that would be a good step. I’d probably have a special case because if 

I’m single, nobody can expect that I’m not not straight – I’d just be a single mother. I 

think there is a stereotype with single mothers like 'oh they couldn't keep their guy or 'oh 

she had sex too early, and she wasn't being safe.’ (Natasha) 

Participants found very limited identities represented in the media. The limits affect how society 

perceives the 2SLGBTQ community and how the 2SLGBTQ community views itself. Lack of 

inclusive representation creates a normal vision where some are othered because of their 

identities. Although participants felt normal in their own way, they experienced an internal 

struggle to acknowledge and justify that they were normal.  

Within their own identities, participants discussed that media influenced how they viewed 

and understood themselves. For example, some participants held internalized beliefs from the 
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negative representation of their sexualities being called “crazy,” “transient,” “deviant,” “hyper-

aggressive,” and “predatory.” Ultimately, these negative representations influenced how they 

experienced their identities. 

I lamented over the fact that like why couldn't I have been born a lesbian - I would have 

been so much happier girls are so much more better… but since I didn't have that 

hypersexual predatory thing – “yep can't be a lesbian I am a normal person...” is what I 

was thinking. (Natasha) 

When media represents limited identities, it creates invisibilities and narrow ideas of the 

identities that people can be. These identities that are made invisible are then typecast or seen as 

tropes, affecting how individuals come into their identities. A lack of representation or 

misrepresentation in the media - and thus society - can affect how individuals see themselves, 

understand how to be, and ultimately the way they live their lives.  

On the upside, participants expressed a recent shift in media to see a more accurate 

representation of the 2SLGBTQ community. “…generations a little younger than me have a bit 

more representation for in their communities in like, cartoons? I think Steven Universe is one of 

them, in which mainstream media has some representation of those [2SLGBTQ] labels” (Ray). 

Considering that representation was shifting with new media, TV shows and cartoons such as 

'Schitt’s Creek' and 'Steven Universe' were highlighted as representing characters outside of the 

norm. This shift created feelings of hope for future generations of 2SLGBTQ youth and the 

belief that there is increased societal tolerance due to representation and the understanding of a 

variety sexualities and genders.  
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Community Level 

Ideals of normal, representation, and invisibility contributed to what some participants 

discussed as a hierarchy of identities within the 2SLGBTQ community. Societal expectations 

and understanding of who and what are the most normal create this hierarchy. 

My understanding of nuclear values are kind of the structure or the idea that the ideal 

family is like a man and a wife. Or nowadays I think it’s also kind of mutating into 

people of the same sex being married under law, and having around two biological 

children of their own, settled into like your own home in the suburbs, kinda thing. (Ray) 

With this, participants explored that even within spaces that accept the 2SLGBTQ community, 

there may be a hierarchy among identities or identities seen as ‘more normal’ than others. This 

hierarchy understands that some identities within the 2SLGBTQ community (for example, 

monosexual and cisgender) were more palatable and accepted among society.  

Participants explored this idealized hierarchy as it related to policymaking. Some policies 

may accept cisgender and mono sexualities (same-sex – gay and lesbian) identities but may not 

accept trans genders, and plural sexualities (pansexual or bisexual). Participants also discussed 

this shift with support groups for the 2SLGBTQ community. Many organizations offered 

supports for monosexual, married and white families, but less so for others. 

Additionally, there was also discussion that some members of the 2SLGBTQ community 

were continually striving to fit within society’s definition of normal. Participants explored that 

being a same-sex couple was accepted, celebrated and normalized if they lived the ‘normal’ life 

– white, married, monogamous. In contrast, those outside of what was seen as normal may not 

experience the same benefits within society. 
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           Ideals of normal are broad reaching, internalized and manifested beliefs based on lived 

experiences and intersections of identities. They are displayed at the individual, societal, and 

community level and affect how individuals perceive themselves and others as it relates to an 

idealized normal. Ideals of normal affect not only how one views their future family, but also 

into individual identities with how they present themselves in the world. 

Intersections of Identities  

Participants explored parts of their identities that influenced their ideals of normal. These 

intersecting identities affected what they believed to be normal and how they experienced normal 

within the greater society. Most often, intersecting identities involved sexuality, gender, race, 

and culture. Intersecting identities also affected their lived experiences.  

Intersecting identities overlapped with ideals of normal and lived experience. For 

example, when Tyler discusses his fertility intentions related to his experience as a Two Spirit 

gay man, he explains how his experience differs from that of others in the 2SLGBTQ 

community: 

…this is something that I have seen too, not in Two Spirit people but in gay people, they, 

they’re – especially white, gay males – they want to get married, and they want to like 

adopt a baby and everything, they wanna have – it’s kind of like the gay ideal family 

structure (Tyler). 

This passage further highlights that the 2SLGBTQ community is not a monolith, and there are 

many different identities and ideals that contribute to what one may consider normal. 

Furthermore, some people may strive to be seen as normal within heteronormative and 

cisnormative societies, while others may have a different understanding of what is normal.  
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Participants explored intersections of race and sexuality related to representation, where 

individuals' whole identities were not represented. For some participants, intersections of 

identities played into their fertility intentions. They already considered themselves outside of 

normal and felt that having children may continually draw unwanted attention for being 

different.  

… it [my relationship] feels very different compared to everything I have seen in 

interracial racial relationship between a male and a woman. But because we are both 

males and like also very different in a racial status it is very - I feel like that gets a lot of 

attention when we go out in public there... and I feel like along with having kids who 

might also be different from us because we cannot combine our DNA together *laughs* 

it will be very, I guess - per say - out of the normal. Speaking to normal again (Mason)  

This passage highlights the intersections of identities, societal xenophobia, and the internalized 

struggle of perceiving oneself as normal in a society where your identity may not be represented 

or considered as such. I will explore intersections of identities throughout the following sections 

as they are entangled within all participants' experiences. 

Supportive and Suppressive Factors to Achieving Fertility Intentions 

 As participants moved into actioning intentions, they explored the supportive and 

suppressive factors associated with their fertility intentions and family plans (Figure 2). Again, 

these factors were nuanced and entangled. Some factors acted both as supportive and suppressive 

depending on the intersections of identities and lived experiences. When actualizing intentions, 

there were also supportive and suppressive factors. Exclusive barriers were financial, biological 
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and societal. The sole supportive factor was the community, and overlapping supports and 

barriers included family, seeking information and healthcare systems. 

 

Figure 4.1 Suppressive and Supportive Factors 

 

Suppressive Factors 

Financial Barriers  

All participants expressed finances as a barrier to achieving their fertility intentions. 

Financial barriers existed from a personal view of having current low income and the cost of 

fertility treatment and extended into the broader costs of raising children and the current financial 

pressures that their generation is facing. Aaron discusses his intentional decisions around when 

he is financially ready to have children - “financial stability - it's huge. I’m not going to say I am 
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ready to have children until I have that financial stability and that is from dual income” (Aaron). 

Again, Aaron shows the intentionality behind the decisions he is making. 

Like Aaron, participants discussed how they were mitigating the financial barriers which 

included choosing specific careers to support their family and getting a job in a location that paid 

a higher salary – even if it involved being away from your family or support system. Lea 

discusses how some barriers intersect, discussing multiple financial barriers that members of the 

2SLGBTQ community may face:  

I do talk about finances a lot but I do think about that a lot, and for a lot of people that is 

one of the biggest barriers really, even if they can get in with really good medical 

providers and everything … that [financial] is one of the biggest hurdles. (Lea) 

Financial barriers discussed by participants overlapped both with societal barriers and biological 

barriers. Depending on the availability of gametes in a relationship and fertility intentions, some 

couples may need eggs and a surrogate, where other couples may only need sperm. Both the cost 

and accessibility to gametes and resources then affect how members of the 2SLGBTQ 

community can achieve their fertility intentions.  

Biological Barriers  

Biology created a barrier for many participants, as they literally could not conceive 

children in their current partnerships. Biological barriers were known to most participants before 

planning their fertility and contributed to the intentional decision making and emotional labour 

that went into their fertility decisions. “It’s been a conversation from the start because, 

obviously, we knew we wanted to have kids but neither of us had sperm” (Emmett). From users 

on reddit, biological barriers also intersected with their gender by being unsure about getting 
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pregnant while on testosterone therapy and lack of clarity in legislation, where they were unsure 

how they would be represented on birth certificates.  

For some participants, age created barriers. Some participants felt as though at present 

they were too young or not in the right stage to have children. Alternatively, HCPs told some 

participants that their age was advancing and created barriers for them to proceed with the 

treatment they desired. “I might have some complications - but I don't know yet - so we need to 

get my eggs out of me first and I would like to carry first also because of my age” (Hannah). 

Hannah explained that her age took away the possibility for her and her partner to do reciprocal 

IVF – where one partner carries the other partner’s embryo that has been fertilized with donor 

sperm. Later, the second partner will carry an embryo made up of the egg from the first partner 

and the same sperm donor. Unfortunately for Hannah, this barrier overlapped with financial as, 

because of provincial funding and her age, they were unable to do treatment in the way that they 

desired.  

For participants, finances and life-stage correlated with the ability to support a family. 

These correlations occurred on multiple levels, including their maturity level and capacity for 

raising a family, which then correlated with age, where they were either too young or 

unfortunately, not young enough to achieve having children in the way they imagined. 

Societal Barriers  

Societal barriers existed for participants as they spoke about the power that some 

institutions, policies and cultural beliefs had to create challenges and oppressions for the 

2SLGBTQ community. These barriers included the state of the world and negative societal 

beliefs around the 2SLGBTQ community.  
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 State of the World. Many participants discussed the current “state of the world” as a 

potential barrier to them having children. Concerns included the climate crisis; violence, politics 

and feeling of an impending civil war - specifically in the USA; school shootings and 

kidnappings; poverty and health inequalities; and gender norms and homophobia 

Tyler explores the differences generationally how the world is now, compared to how it 

was when his mom was parenting him:  

…especially now, with the cultural climate – my mom is always talking about the news, 

and everything she sees in the news, the world is so scary, I wouldn’t have a kid in this 

day and age with all the kidnappings and kids going missing and drugs and everything. 

So, it isn’t just finances but the culture we live in (Tyler). 

Overlapping barriers created additional intentional decision making among the 2SLGBTQ 

community, as Tyler explores above. Tyler’s statement also overlaps with lived experience, as 

the discussions with his mom have shifted his perceptions of the world in which he will raise 

children. Although participants discussed the state of the world as being a barrier, all participants 

but one still planned on having the family they intended. One participant discussed that if the 

world did not change, they would chose not to become a parent as it was not fair for their future 

hypothetical children.  

Similarly, a conversation from reddit prompted a discussion around the intentional 

decision making around having children for members of the 2SLGBTQ community compared 

with “cishets” - those who are cisgender and heterosexual. Users discussed that they desired 

children, but because they were intentionally choosing and needing to take steps outside of 

intercourse to have children, they were worried about being selfish when the state of the world 

was so uncertain. The thread prompted multiple conversations around the intentionality between 
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cishet people and the 2SLGBTQ community family planning and the societal expectations that 

arise as such.  

The thread also created a space for users to discuss their experiences when telling people 

about their family plans. Users reported receiving an intense amount of scrutiny from friends, 

family and colleagues because of their decisions. The thread concluded with users agreeing that 

members of the 2SLGBTQ community are intentional in their decision making and are just as 

capable of being parents as cishet people and should not be held to higher moral ground because 

of this. 

 Societal Beliefs. Participants discussed homophobia and transphobia within society and 

how these phobias may potentially impact their future children. Participants explored these 

concepts intentionally, which involved how they would educate their children, how they would 

raise their children, and how they would approach bullying. 

I don't want our children to have to be exposed to homophobia. Yeah, we are going to 

have conversations about it with them about it from an early age, absolutely but I don't 

want them to live in a world where that is a socially acceptable thing. We are in the world 

of changing it, but it's a long process... (Aaron).  

Aaron shows hope that, although slowly, the world is making progress in overcoming phobias. 

We can see that these societal beliefs also extended from the ideals of normal and intersections 

of identity, where existing outside of what would be considered a normative relationship (for 

example, being single and parenting) or normative ideas of parenthood may contribute to 

additional barriers and harassment for some.  

Overall, societal barriers existed for the 2SLGBTQ regarding their fertility intentions and 

family plans. Although it may not change their desire or actual plans, these barriers add 
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additional challenges for members of the 2SLGBTQ community to achieve their desires, 

including emotional labour and intentionality in the decisions made. Societal barriers also 

coincided with notions of hope, where participants were hopeful that the state of the world would 

be more positive in the future.  

Supportive Factors  

Sense of Community  

Community was a supportive factor across all participants. The exclusively supportive 

community that participants described most frequently included other members of the 2SLGBTQ 

community with similar experiences. The overlap in experiences included both those individuals 

imagining fertility intentions and actioning fertility intentions.  

 For those who were imagining fertility intentions, supportive communities were most 

often those with similar intersecting identities, for example, similar sexual orientations – or an 

understanding of same - and similar cultural backgrounds or understanding. One participant 

explored their identity as being pansexual and the importance of finding a community that 

understood what that meant for her. Other participants explored how their main community were 

people that were similar to them and understood the experiences they have faced. 

…most of my friends are Indigenous. Most of my friends - I don’t have a lot of white 

friends. And if I do, they are really good allies, but mostly, Metis, especially in 

academics, I have a lot of friends that go to university too. And so, I think a lot of us, but 

I think some of us are radicalized and people who are like really passionate and fed up 

about a lot of things. So we are, really cognizant of the colonial perspectives of things, 

and so we are thinking of historical context all the time. (Tyler) 
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Tyler’s passage highlights the importance of finding communities that understand and support 

your identities, share in similar conversation, and support each other in the additional barriers 

that you may be facing based on identities. 

For participants moving towards actioning fertility intentions, supportive communities 

with experience of fertility action proved to be the most important. These supports included 

friends who had previous personal or work experience with fertility treatments, or strangers 

going through treatment processes. Some participants explained they had arranged Zoom 

meetings with friends of friends who had gone through the fertility process because they had felt 

so lost, or reached out to strangers through the internet. “Finding these Facebook groups where 

I’m just like - I’m just gonna message this random person, and I don't care because I am so alone 

in this” (Hannah). From these support groups, participants were able to find others who were 

going through similar things they were, and they were able to confide in them for help, support 

and knowledge.  

Like Hannah, participants discussed that as there was no community currently in 

existence, they created their own. Needing to create your own community also relates to 

increased emotional labour experienced by some participants. Users on reddit often shared how 

much they appreciated the subreddits related to queer parenting, stating how helpful the 

resources, other users, support, and information was. This appreciation shows that there is a 

personal level associated with community support, where – even in an online domain – reading 

and learning about other people’s stories and experiences is exponentially valuable. 

Overlapping Supportive and Suppressive Factors 

 Participants explored the dichotomy between some factors, where participants saw some 

as being positive and supportive, and other times as being negative barriers. As participants 
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engaged in imagining and actioning intentions, they experienced nuanced factors, which 

included family, seeking information and healthcare systems.  

Supportive Families Versus Families That Suppressed  

 For some participants, family offered a system that supported them throughout their 

process – both in imagining and in actioning. Alternatively, other participants experienced 

challenges within their family system – either immediate or extended – that created barriers 

during the family planning period.  

Supportive Families. In the imagining phase, some participants explored that it “takes a 

village” to raise a child and that they expected their family would help them out in any way 

needed. 

That saying it takes a village, well my village is huge, and I am very, very lucky and 

thankful for my village. I think that if I needed - if it turns out that I am going to be a 

single parent - then I think that is a huge thing that if I would be able to lean on my 

family for sure, my friends are amazing. (Brett) 

As Brett explores his relationship with his family, we also see the intentional decision making 

that has gone into his fertility intentions. If he is a single parent, he knows that he can rely on his 

family and community’s support. These supports also extended into the actioning phase when 

participants relied on their family as a support system to navigate the challenges experienced 

during fertility treatment.  

 Some participants explored the challenges when undergoing fertility treatments and how 

this created additional decisions related to telling their family. For example, because of the 

increased need for support due to the additional challenges (emotionally and financially) related 

to undergoing fertility treatments, participants expressed they would want to tell their family so 



 

  

 

68 

 

 

they would have family support. However, if they relied on their family for support, the choice to 

surprise their family with news of a pregnancy was removed.  

Because it is such a difficult process, so like if one of us gets pregnant I guess with our 

family, they're just going to kind of like know - so I guess the surprise, the opportunity to 

like the announcement or whatever is removed. (Leah) 

 Leah’s experience shows the intentionality and emotional labour within the decisions that 

are made in the imagining and actioning phase of family planning. Their experience also shows 

the overlapping factors within support – where family can act as both a support and a barrier 

because of emotional support needed from facing the emotional task of fertility treatments within 

heteronormative and cisnormative systems.  

 Suppressive Families. Some participants expressed that their families were not a source 

of support. Participants explored this barrier by discussing how their parents would likely not see 

their children as being grandchildren as they weren’t biologically related to them, “I am pretty 

certain I think my parents aren't going to see the kids as a 'grandkid' like a 'grandchild' things like 

that. But nothing that would prevent us from doing it” (Emmett). Again, Emmett shows that 

although he has faced barriers, he has acknowledged that he will proceed with having children as 

planned, highlighting both the intentional decisions and the emotional labour.  

In looking at the intersections of identities, Mason explained that his extended family did 

not know he was gay, and he was not sure at what point he would tell them… “how do I say like 

‘oh I have children, but with a boy, with another male’” (Mason). For Mason, although his 

immediate family was supportive, his extended family created additional challenges as his 

culture may not accept homosexuality and he may be shunned because of his identity.  
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From both examples, we see that participants acknowledged the barriers and challenges 

within their family. Still, it did not prevent them from achieving their desired fertility, showing 

the intentional decision making, and additional emotional labour that members of the 2SLGBTQ 

community may experience specific to fertility intentions and more broadly.  

 For some participants, family can be an incredibly supportive and motivating factor, both 

related to fertility intentions and more broadly related to supporting their children’s identities 

within the 2SLGBTQ community. Families can also create challenges, specifically related to 

fertility intentions and family planning, and more wholly accept identities within the 2SLGBTQ 

community. Participants explored both dichotomies, which were often overlapping.  

Finding Information Versus Dearth of Information  

 When asked how they would find information related to family planning and fertility 

intentions within the 2SLGBTQ community, all participants reported they would go online. 

Participants discussed that, although there was a lot of information available, finding information 

specific to their needs and location was difficult. Participants also explored that it was 

challenging to know if you could trust the information based on the source and differences in 

services, locations, and needs. When asked what advice she would give to others trying to find 

information, Lea replied:  

…it's hard to find anything that kind of isn't the norm. but you know, maybe that’s why 

for someone - but someone else needs to be a different path. and yeah, really just kind of 

take it slow and make sure you get the information that you need. (Lea) 

This passage highlights the ideals of norm and how heteronormativity and cisnormativity can 

make it challenging for members of the 2SLGBTQ community to find information. As well, 
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considering there are a vast number of different identities within the community, what is right for 

one person may not be relevant for another.  

There was also a lack of clarity on accessing policies for members of the 2SLGBTQ 

community. For example, participants that were undergoing fertility treatments faced challenges 

finding specific protocols and policies and felt as though there was a lack of transparency within 

the clinics. This lack of transparency left participants feeling excluded, confused, and 

discriminated against. “I think the world is not set up for same-sex couples, I feel like there are 

barriers in conversation, there’s barriers in policy, there’s barriers, in like everything, really” 

(Hannah). Hannah discusses the barriers related to her experiences when accessing fertility 

treatments and how there is a lack in accessing helpful information through many different 

sources.  

The lack of clarity on policies extended into lack of knowledge on adoption policy as 

well. Many participants discussed adoption, expressing a lack of clarity on the need for 

individuals to be married, income requirements, and general rules and regulations for members 

of the 2SLGBTQ community. This lack of relevant and correct information related to adoption 

can create additional barriers, where members of the 2SLGBTQ community may not know if 

they are eligible to adopt, ultimately affecting their fertility intentions.  

Like finding supportive groups, individuals found the lived experiences of other members 

of the 2SLGBTQ community going through similar processed to be invaluable. Some 

participants explained that because of the information they found from others online, they would 

be much more likely to share their story online as well, in hopes to support others, answer 

questions, and alleviate any undue stress. Here Sophie explains:  
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…there are a couple of like Facebook groups as well, about like queer folks trying to 

conceive. And with some of the fertility clinics in [location] have Facebook groups which 

can be a bit of a nightmare but also helpful. You kind of have to weed through. (Sophie) 

Here we see that the information available to members of the 2SLGBTQ community is 

accessible and available but can be challenging to find information relevant to you. The lived 

experience of other members of the 2SLGBTQ is a promising resource for those navigating a 

system wrought with barriers.  

For members of the 2SLGBTQ community imagining and actioning fertility intentions, 

there may be information available. Still, it also may be challenging to find information that is 

specific to their individual needs, desires, and scenarios. Because finding relevant and 

appropriate information easily is imperative for understanding the process and systems, when 

individuals can understand and access and navigate systems, they are more likely to have 

positive responses. 

Supportive Healthcare Systems Versus Barriers in Healthcare Systems  

 Supportive healthcare and healthcare barriers existed for all participants, regardless of 

whether they were in the imaging or actioning phases. Supports and barriers also extended 

outside of fertility intentions and into everyday lived experiences. I have broken down healthcare 

systems into two parts: healthcare policy and HCPs. These two systems overlap, as HCPs are 

carrying out healthcare policies. It is an important distinction to make as HCPs could be 

advocating for more inclusive policies. From the participants' discussion, there were no 

supportive healthcare policies they experienced, but participants discussed imagined experiences 

that would make healthcare systems more supportive. 
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Healthcare Systems: The Visible Rainbow Dilemma. Participants discussed the 

nuances with inclusivity and safety in spaces, ranging from restaurants, hair salons, schools and 

healthcare settings. There was some debate regarding visibility via the use of rainbows and pride 

flags in offices or an increase in 2SLGBTQ representation in handouts or visual posters. Some 

participants found symbols helped know that these places were inclusive; others felt that the 

representation was superficial as they still had negative experiences despite the presence of 

2SLGBTQ symbols. Natasha discussed the nuances with some of the symbols, “alluding to 

those, sort of those challenges with those flags in the sense of sometimes they mean, sometimes 

they can be very superficial, but they can also be the symbol of safety” (Natasha). With this, 

participants acknowledge the complexities and knowingly contradicted themselves in saying that 

even though they knew flags and rainbows could be superficial, it was still nice to see them.  

Healthcare Policy. 

Barriers in Healthcare Policy. For some participants, barriers within healthcare made 

them feel discouraged and marginalized, for example, the long wait times and intense planning 

related to any sort of decision around fertility – “Timing is really a choice that is taken away 

from us. So basically, we can start trying when we get to the top of the IVF waitlist” (Hannah). 

Some participants knew that the fertility journey took a long time and started almost two years 

before they wanted to conceive a child. Lack of autonomy and representation for participants 

often left them feeling hopeless and invisible. Of the participants who had experience within 

fertility-specific healthcare settings, four out of five felt that clinic policy did not represent any 

aspect of their identities.  

Three participants worked or studied in healthcare and offered unique perspectives based 

on their experiences as HCPs. These participants spoke about advocating or being more aware of 
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patients’ needs that could be 2SLGBTQ. Participants also found a lack of 2SLGBTQ specific 

content provided in their education and found themselves often advocating for the 2SLGBTQ 

community within their working or school environment. When asked if they had found that 

2SLGBTQ topics were taught in nursing school, one participant laughed and replied “no, no, not 

at all.”  

I think that we've got a long way to go in terms of being more diverse in terms of that 

education. I don't remember being touched on non-binary or transgender or any of those 

types of different identities or any other type of orientation because I’ve talked to my 

nursing friends about certain things because being a part of that community I like to 

educate myself about that so I am usually the person to come to if you have any questions 

about that, and I am able to try and answer or I’m not perfect myself and I will direct 

them to a resource. (Brett)  

These examples show that even those with insider knowledge of the healthcare system feel a lack 

of support, education, knowledge, and advocacy for members of the 2SLGBTQ community. This 

example also highlights the increase in emotional labour experienced by members of the 

2SLGBTQ community generally and specifically when working within healthcare as they are 

continuously advocating to validate their identities. 

Some participants discussed being role-models or mentors for members of the 2SLGBTQ 

community and heterosexual or cisgender people. Participants took on this emotionally laborious 

role as they knew resources geared towards 2SLGBTQ identities were lacking for both 

communities due to the lack of inclusive education and policy. For example, Ray discussed how 

she took on a mentorship role for other members of the 2SLGBTQ community because she knew 
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there was little specific information around safe sex practices. At the same time, Brett took on an 

informal role where he was open to answering questions that his cisgender and heterosexual 

colleagues and friends had specific to the 2SLGBTQ community.  

This emotional labour coincided with individuals’ identity as well – where those with 

additional intersecting identities often had more ways in which they were advocating for 

themselves or teaching others. Tyler explores that advocating for oneself comes with challenges 

and is not always an easy thing to do, especially for those experiencing oppressions. 

But I think that’s a hard thing for some people to do, to sit down and advocate for 

themselves, and let their intentions be fully known. It takes a lot of bravery to do that, and 

some people just…. Especially if you are fearful of that, fearful of doctors and that whole 

thing. (Tyler) 

Tyler further discussed the power imbalance between HCPs and patients and the role that HCPs 

have in ensuring they are providing space for people to be comfortable advocating for 

themselves, disclosing their full identities to be treated holistically, appropriately and 

comprehensively.  

Participants with experience in healthcare systems specific to fertility intentions and 

family planning discussed barriers within the healthcare system. These barriers included a lack of 

policy that was 2SLGBTQ friendly and inclusive, representation on forms, decision-making 

autonomy. Participants expressed feeling that in highly gendered areas, policies and practices 

were heterosexist, transphobic, and ableist.  

I guess that was an example of something that felt very not inclusive. like they even 

though we knew that we weren't going to use [my partners] eggs and that he didn't have 
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sperm to use they still made us fill out the 'female' form for him that went through like 

menstrual history and pregnancy history and all of that. (Sophie) 

This passage highlights transphobia and heteronormative and cisnormative privileging within 

healthcare policy. The passage also highlights the ability of healthcare policy in devaluing the 

lived experience and intersections of identities for participants. Participants also explored how 

systems create normative boxes for people to fit within. With these normative boxes, there are 

increased barriers for those who fit outside of same. 

Healthcare policy is based on heteronormative and cisnormative beliefs that affect how 

members of the 2SLGBTQ community access healthcare. These policies create barriers and 

perpetuate violence in their everyday interactions with healthcare systems and into fertility-

specific and highly gendered areas. 

Healthcare Providers.  

Barriers with Healthcare Providers. For those participants who did not have fertility-

specific healthcare experiences, accessing supportive healthcare services proved challenging. 

Concerns included how HCPs would treat participants if they knew they were in the 2SLGBTQ 

community. Participants also feared being outed to HCPs accidentally. If they were outed, they 

then feared the care they received would be affected. This fear also extended into the treatment 

of family, friends, and partners. 

…[there is] still quite the amount of stigma around your gender expression, gender 

orientation and how that affects the speed in which you’re helped and how seriously your 

reported symptoms are considered and just how much you’re respected in general so.. 

those stories I guess are kind of the reason I don't really put myself in that situation, or I 
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conceal my sexual orientation so that, you know, it doesn't go awry if that makes sense. 

(Ray) 

Ray discusses feeling the need to conceal her identity and dressing in a way that would make her 

appear straight when accessing healthcare. Ray's actions relate to intentional decision making 

outside of fertility intentions, as members of the 2SLGBTQ community may need to decide how 

they want to be perceived and presented quickly. These actions also highlight the effect that 

heteronormativity and cisnormativity have throughout healthcare, not just related to gender-

specific areas. 

Related to the intersections of race, participants discussed how their race and culture 

might impact the care they receive from HCPs. One participant discussed specifically how, 

because of her lighter skin, she is treated better by HCPs and therefore has less fear that 

something unwanted – like forced sterilization – may happen compared to her darker-skinned 

relatives. For some, their overlapping identities, including race, culture, gender, and sexuality, 

intersected, as seen when Tyler discusses his distrust in HCPs. “I am distrustful of doctors too, 

like I am worried that if someone were to give me the wrong opinion or if someone were to have 

their bias around Two Spirit people, aboriginal women, gay people, you know?” (Tyler). In this 

expert, we see first-hand the multiple identities that can create additional barriers when working 

with HCPs within the healthcare system.  

 As HCPs act within the healthcare system, lack of inclusive policy may cause HCPs to 

act and react in a less than supportive way towards communities outside of prescribed normative 

boxes. HCPs constitute a significant part of the healthcare system and in the patient’s journey. 

Barriers on account of HCPs are likely deep-seated within cultural understanding, historical 
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events and internalized racism, homophobia, and transphobia that is perpetuated within the 

system. 

Supportive factors with HCPs. Only participants that had experiences with fertility 

specific healthcare services discussed the supportive factors they experienced with HCPs. Most 

other participants did not have consistent HCPs or reported that their HCPs did not know or ask 

about their sexual orientation. Below Lea shares her positive experience and lists the key factors 

of the clinics being holistic, access to services (referrals), supportive, inviting, and friendly. 

My family doctor - she's amazing - and she really does take like a holistic approach, 

looking that the whole person and looking at the physical side and also the mental and 

you know like what really contributes to everything. She has been amazing for getting me 

referrals to really good doctors that have more access to that kind of care, and my 

endocrinologist that I talked to is also really, really good. and the reproductive clinic 

where I mean most of it will happen, they've been, they've been super inviting and 

friendly and super supportive and any questions I had they would answer right away. 

(Lea) 

Similar to what Lea explained, participants discussed how HCPs acted as gatekeepers to 

their treatment options, and when gates were open, and HCPs were supportive, the entire process 

went more smoothly. 

Imagining Supportive Healthcare Systems  

When asked about what made spaces feel safe and inclusive, participants explored 

various things contributing to this feeling. Some participants offered concrete suggestions - such 

as HCPs having 2SLGBTQ stickers, having Indigenous art on the wall, or making spaces feel 
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less sterile. Other suggestions were more abstract, less specific, and based on an innate feeling 

where you “just know.”   

Furthermore, what was safe and inclusive for some was not safe and inclusive for others 

and varied depending on intersecting identities and lived experiences. Ultimately, participants 

discussed positive spaces where staff were friendly, open, accepting, kind, and were supportive 

of their journeys. Participants discussed the importance of the staff that worked in different 

services and the importance of employers providing support to their staff to promote equality. 

Like ideals of normal, participants expressed simply wanting a space to feel normal… “it is nice 

to have it just feel normal. People are just educated in basic human rights I guess” (Emmett). 

Specific to healthcare spaces related to fertility, participants would feel safer and more included 

when there was transparency in policies and autonomy over their decision. Participants also felt 

safe and included when treated with respect and when HCPs understood their differences.  

In summary, members of the 2SLGBTQ community are asking for HCPs to treat them 

with respect and kindness so they can exist in their authentic selves without fear or shame.  

Indigenous Participants 

 As noted, Indigenous Peoples are often made to be invisible. Additionally, the 

intersecting identities for members of the Indigenous community that are also members of the 

2SLGBTQ community create additional invisibilities. Thus, I chose to highlight specific results 

that Indigenous participants shared within this study. In this study, two participants identified as 

Indigenous - one as First Nations, and one as Dene/Metis. The participants' experiences 

highlighted the history of colonization and trauma within healthcare systems, the lack of trust of 

White providers, and the additional challenges they face.  



 

  

 

79 

 

 

One participant explored the invisibility they face at the intersections of their identity, 

highlighting that there are “very rarely LGBT perspectives, or even Indigenous perspectives 

included in the conversation, especially in healthcare.” Additionally, both participants discussed 

how their Indigenous family and friends often experience challenges when accessing healthcare, 

but they may not face the same challenges because of their lighter skin. One participant also 

expressed the fear they have that family and friends may experience, like forced sterilization, 

based on the history within the healthcare system. The findings further highlight racism and 

colorism within healthcare systems, the challenges Indigenous Peoples face when accessing 

healthcare, the resilience Indigenous Peoples have in navigating systems of oppression, and the 

importance of decolonizing healthcare systems. 

Arts-Based Research: Making Meaning Through Collage 

Through collage creation and engaging in ABR, I further explored and solidified these 

themes. As the original intent for ABR was to engage with the 2SLGBTQ community to help 

form the interview questions, I was disappointed that I was completing the collage 

independently, had low expectations, and was unsure what the outcome would be. To start, I 

began cutting out pieces that I thought were interesting, and soon after connecting, the themes 

started to unfold. When completing the collage, the themes that emerged related to the idea of the 

future, hopeful alternate realities, and the experienced normative ideologies. 

A common sentiment expressed among participants was hope for the future. Through 

collaging, I explored how this would mean that our society must change the narrative to be more 

supportive and inclusive of members of the 2SLGBTQ community. The collage brought up a 

sense of flowing from one experience to the next, being in a state of transition. It also showed 

how each phase is dependent on the other, and without taking action, there will be no change. 
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Collaging highlighted the importance of planting the hopeful seeds of change to harvest the 

dream of a future. In this brighter, balanced and more equitable future, heteronormative and 

cisnormative ideologies are a thing of the past. However, change does not come without work, 

allies and advocates. For seeds to grow, they need care and attention. In this case, that involves 

taking action as change-makers. Engaging in collage led to further reinforcing the importance of 

nurses taking action to create this future
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Figure 4.2 Collage of Fertility Intentions 
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Summary 

Participants drew from their lived experiences with ideals of normal when imagining 

their fertility intentions. Intersections of identity, including race, gender, sexuality and culture, 

impact the lived experiences and ideals of normal for participants. The movement from 

imagining intentions to actioning intentions includes supportive and suppressive factors to 

reaching fertility goals. Availability of information, family influence, and experience with 

healthcare systems impact how the 2SLGBTQ community experiences fertility intentions. These 

factors could be either supportive, suppressive or both, depending on circumstances. 

Representation played a significant role in participants understanding their identities and what 

opportunities were available to them. Participants experienced intentional decision-making both 

with imagining intentions and when actioning intentions. Participants expressed emotional 

labour in day-to-day interactions and when specific to fertility intentions and family planning 

experiences. The findings highlight the influence that heteronormativity and cisnormativity have 

in dictating what is societally normal, the power that the healthcare systems and providers have 

in policing choice and experience, and how that trickles down to affect the lived experiences at 

an individual level. In the next section, I will discuss the impacts these findings have, the 

implications for nursing practice, and why this research matters. 
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Chapter V – Discussion 

 In this study, I sought to learn more about the experiences of the 2SLGBTQ community 

related to fertility intentions and family planning. What I found was when imagining one’s 

fertility intentions, three overlapping factors — intersections of identity, lived experience, and 

socialized and personal ideals of normal — shaped one’s decisions and desires. On the way to 

actioning intentions, the 2SLGBTQ community encountered supportive and suppressive factors 

that shaped their family planning experiences. As well, the fertility-related decisions made by the 

2SLGBTQ community are intentional and require emotional labour. Regardless of any barriers 

or suppressive factors faced, community members continue to imagine or action their future 

fertility. Challenges faced were largely due to heteronormativity and cisnormativity —  

ideologies that play a prominent, overarching role in shaping perceptions of what is normal. 

These ideologies shape the experiences of the 2SLGBTQ community by influencing societal 

perceptions of normal. Although heteronormativity and cisnormativity (and arguably many 

normative ideologies related to body, race, and relationship status) are far-reaching and have 

significant impacts on all areas of health (and arguably daily life), in this chapter, I will (mainly) 

focus on the effects that heteronormativity and cisnormativity have in dictating the experiences 

of the 2SLGBTQ community specific to fertility intentions and family planning. 

Heteronormativity and Cisnormativity  

Normal Identities  

The findings from this study demonstrate that wholly acknowledging the role 

heteronormativity and cisnormativity play within the fertility intentions of the 2SLGBTQ 

community is imperative. Prominent heteronormative and cisnormative ideologies create what 

society believes to be the most normal identities. The literature agrees that the most desired, 
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normal, and thus privileged identity is wealthy (Dahl, 2018; Weissman, 2017), White, 

heterosexual and cisgender, monogamous, and reproducing (Lane, 2019). As hierarchies exist 

among all identities, the concept of normal ripples to the identities within the 2SLGBTQ 

community, making some more valued than others. For example, Dahl (2018) extrapolated that 

— when related to reproduction — educated, middle-class women in same-sex relationships 

were centred and privileged over other 2SLGBTQ identities. This was shown through visibility 

and centering of some narratives over others, highlighting White, wealthy, and athletic cisgender 

lesbian parents as the new “modern family” (Dahl, 2018). 

Furthermore, Carroll (2018) explored how gay fathers — specifically single gay fathers, 

gay fathers of colour and gay fathers who had children in heterosexual contexts — experience 

stigma and are devalued. Again, this is shown through representation and visibility that makes 

White gay fathers in couples more palatable than other types of fathers (Carroll, 2018). Tasker 

and Gato (2020) explore this hierarchy of normal where — specific to adoption — some 

identities (same-sex and cisgender) are privileged over others (trans or gender non-conforming). 

Again, this privileging highlights the broad-reaching implications that normative ideologies have 

in dictating what is most normal and subsequently oppressing those who are not.  

Socialization of what society dictates as normal influences one’s identity development 

(Eliason & Schope, 2007). Someone fitting outside of normal can internalize feelings of 

oppression and marginalization that may lead to shame, anxiety, and victimization (Eliason & 

Schope, 2007). Participants show this internalization through self-talk, reassuring themselves 

they were normal, but inadvertently or subconsciously discussing themselves as outside of 

normal. Being outside of what is normal can also lead to Othering, where groups are excluded 

and barriered based on their identities (Debnath, 2017). Othering highlights the complex nature 
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of power and privilege within the 2SLGBTQ community, where some identities experience 

additional barriers and oppressions compared to other communities (Debnath, 2017).  

These normative ideologies create challenges for the 2SLGTQ community, specifically 

within highly gendered areas of healthcare, areas of healthcare that are not gender specific, and 

areas of society unrelated to healthcare. This reach shows the influence and impact that 

heteronormativity and cisnormativity have on the overall lived experiences of the 2SLGBTQ 

community. 

Impacts of Normative Ideologies  

Although the 2SLGBTQ community is not a monolith, similar findings from research 

with diverse identities further show the impact of heteronormativity and cisnormativity. For 

example, similar experiences of intersections of identities, lived experiences and ideals of normal 

were shared between queer women of colour in the Unites States (Karpman et al., 2018), lesbian 

mothers in Poland (Mizielińska & Stasińska, 2019), and sexual and gender minorities in India 

(Bowling et al., 2019). One may expect different findings considering my research included 

multiple identities within the 2SLGBTQ community in two Canadian provinces; however, 

overall conclusions remain similar, further pointing to the role that heteronormativity and 

cisnormativity have in defining and dictating what is normal. 

Institutional Oppression 

Healthcare 

Heteronormative and cisnormative ideologies and practices are rampant within healthcare 

settings. This dominance is partly shown through a lack of 2SLGBTQ specific reproductive 

education for HCPs, and reproductive treatment protocols that privilege those who are 

heterosexual and cisgender (Tasker & Gato, 2020). Healthcare systems and providers may also 
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perpetuate heteronormative and cisnormative ideologies. The experiences of trans individuals 

exploring surgery, hormones, and treatment options illustrate this perpetuation (Occhino & 

Skewes, 2020). In these cases, HCPs act as gatekeepers to treatment and perpetuate normative 

ideologies, transphobia, homophobia, and biphobia through dictating the most normal way to be 

trans (Occhino & Skewes, 2020).  

Similarly, within healthcare settings, members of the 2SLGBTQ community face 

nuanced experiences through HCPs being supportive, suppressive, or both (Appelgren Engström 

et al., 2018; Tasker & Gato, 2020). For example, although family doctors can be supportive in 

providing referrals to specialists like IVF clinics or gender-affirming care providers, long wait 

times for both can be suppressive in accessing desired care (Safer et al., 2016). As well, although 

there may be individual access to medications and surgery, the broader context of healthcare can 

be suppressive in the lack of funding and policy to support the 2SLGBTQ community (Tasker & 

Gato, 2020). This was shown through my participant’s discussion where they knew of the long 

wait times so started their journey two years before they were intending to start a family, and 

they were restricted in their treatment options if they were to qualify for funding. As well, a 

recent virtual art exhibition showcasing findings from a study on trans-femme experiences within 

healthcare settings highlighted the nuances where some people had supportive HCPs that 

provided access to medications, but HCPs lacked knowledge on the effects that treatments could 

have on pleasure and reproduction (Giri, 2021).  

Again, no individual has the same experiences within the healthcare system; however, it 

is clear that the system and the providers within it contribute to understandings of who and what 

is normal. More stories shared by Giri (2021), explore how, when accessing healthcare services, 

trans people felt as though they had to dress and act a certain way to be perceived as legitimate. 
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Participants also report withholding certain information from their HCPs as they felt it could 

affect their ability to access treatment (Giri, 2021). These examples highlight how, although 

there are more inclusive policies — for example the DSM, same-sex marriage legalization, and 

IVF access — for the 2SLGBTQ community, many barriers to access continue to exist. As well, 

although individual HCPs are supportive towards members of the 2SLGBTQ community, they 

may also face institutional barriers that are more challenging to overcome. 

Legislation 

Heteronormativity and cisnormativity affect legislation and consequently what is 

considered normal. Although legislation and policy struggles were not central themes to this 

research, participants in other studies (from outside Canada) discussed themes that focused more 

on legislation and policy struggles (Mizielińska & Stasińska, 2019; Tasker & Gato, 2020). Being 

subject to Canadian legislation along with participants’ life stage could contribute to the lack of 

discussion around challenges with legislation and policy. Location is relevant as it influences 

social and political context and Canada has specific policy allowing for same-sex union. 

However, although same-sex unions have been recognized in Canada since 2005, in India, for 

example, homosexuality was not decriminalized until 2018 (Kidangoor, 2018). As well, although 

some countries have legalized same-sex marriage, support for reproducing within the 2SLGBTQ 

community may be less accepted (Appelgren Engström et al., 2018; Weissman, 2017). With this, 

I found that researchers discussed the intricacies and challenges with adoption, accessibility to 

assisted reproductive technologies, and marriage and parental rights more so than the participants 

within my study (Appelgren Engström et al., 2018; Karpman et al., 2018; Mizielińska & 

Stasińska, 2019; Tasker & Gato, 2020). Shared commonalities discussed coincide with 

participants' representation, lack of knowledge, and general confusion around legislation aimed 
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at fertility intentions and family planning for the 2SLGBTQ community. These findings 

highlight the importance in understanding the impact that social and political context have on 

legislation, and the impact legislation can have on the family planning experiences of the 

2SLGBTQ community. 

Financial Implications  

As all participants in my study discussed finances related to family planning, it requires 

further exploration. My participants' conversations may be related to their status as students, and 

their average age being 24.6 years old. Approximately 70% of college students report feeling 

financial stress (Lam & Legg, 2018), and both Millennials and Generation Z’ers — those born 

between 1981-1996 and 1997-present, respectively (Dimock, 2019) — value financial security 

and have experienced recessions, general economic challenges (The Annie E. Casey Foundation, 

2021; YPulse, 2019), and a global pandemic all influencing finances (Interac Corp, 2020; 

Konish, 2020). Furthermore, as explored in the literature review, many members of the 

2SLGBTQ community experience lower pay based on intersections of identities (Waite et al., 

2019). For my participants, employment, age, gender and sexual identity may overlap to create 

additional financial barriers, representing similar findings for other members of the 2SLGBTQ 

community.  

Financial impacts related to assisted reproductive treatment may have been underreported 

as many of my participants were in the imagining phase, and those that were actioning intentions 

lived in a province where there was some government funding for assisted reproductive 

technologies. For those amid fertility treatment, financial barriers can create challenges where 

members of the 2SLGBTQ community cannot achieve the family they desire. It was challenging 

to find research articles where the main focus was financial implications including where 



 

89 

 

 

financial barriers stopped people from achieving their fertility goals. Most of the information was 

found from newspaper articles or blog posts of individuals expressing their financial concerns 

related to fertility (see Longman 2020; Stanton Lee, 2019; Sutton, 2018, for more detail). 

Ultimately, the cost of assisted reproductive technologies for the 2SLGTBQ community can 

create further oppressions where only financially privileged individuals can reproduce (Carroll, 

2018). Exploring the financial impact of fertility treatment for members of the 2SLGBTQ 

community warrants further attention.  

Intentionality  

Research parallels my findings regarding the intentionality behind the decisions of the 

2SLGBTQ community (Lane, 2019; Mizielińska & Stasińska, 2019; Tasker & Gato, 2020). I did 

not discuss fertility intentions and family planning with cisgender and heterosexual participants, 

as it is outside of my study's scope. However, Mizielińska and Stasińska (2019) argue that 

members of the 2SLGBTQ community (specifically lesbian women) experience more barriers, 

oppressions, and intentionality through stereotypes, discrimination and navigating non-normative 

parenting relationships compared with cisgender and heterosexual couples. Similarly, many 

participants in my study and on reddit explored the idea that cisgender and heterosexual couples 

experience less barriers when imagining and actioning their fertility and were also less 

intentional in their decision making than members of the 2SLGBTQ community. Based on what 

is considered normal and with what is known about the most valued identities, I suggest that 

identities that are considered less normal and therefore less valued experience increased 

intentional decision making. 

I consider one’s path to fertility intentions as a trail leading through the forest. 

Heterosexual and cisgender people navigating fertility intentions, whether inclusive of assisted 
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reproductive technology or not, can experience some barriers and obstacles as they form their 

family. However, the path is likely very well-travelled with others like them that have navigated 

similar experiences. As well, once their family is formed, they have successfully navigated the 

path and come out of the forest into a society where they are well represented. For individuals 

within the 2SLGBTQ community, the path is less travelled and poorly marked, where they must 

navigate fallen trees and mud in their way. If they decide to have children, once they are able to 

access reproductive assistance, the path continues as they face obstacles related to pregnancy, 

birth, and parenting within normative confines and expectations of society.  

Intentional decision-making was not limited to fertility. Participants in my study 

experienced intentional decisions when going out in public, with public displays of affection, or 

deciding to dress a certain way for fear of being treated differently. Participants also experienced 

intentional decision-making when interacting with healthcare systems and deciding what way to 

be  most respectfully and safely treated. Not only does this highlight the impact of 

heteronormativity and cisnormativity within society, but it also brings to light the transphobia, 

homophobia, and biphobia that remain rampant within society (Donato, 2020; Government of 

Canada, 2020; United Church, 2021). The experiences had by members of the 2SLGBTQ 

community require intentionality in a way that the unencumbered path does not, therefore 

demonstrating the negative correlated relationship between intentionality and heterosexual or 

cisgender identity. 

Within socialized heteronormative and cisnormative ideals, there is a very narrow idea of 

what makes someone normal. For some participants, this ideal of normal extends to their 

intentional decisions and the beliefs behind what makes a “normal family.” For example, one 

might desire to have two biological children in a partnered relationship — ultimately striving to 
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fit within the societal expectations of what makes a normal family. For some, this creates an 

internal conflict regarding if you want to have what society defines as normal, or what one 

personally defines as normal. Considering that the formation of one’s gender and sexual identity 

often focuses on the historical, biological and social context of one’s experiences, a common 

theme of queer identity theories focuses on feeling different when compared with societal norms 

(Eliason & Schope, 2007). This internalized feeling that one is different highlights that not only 

can members of the 2SLGBTQ community feel different but with heteronormativity and 

cisnormativity as dominant societal ideals, they are also treated differently. Together, internally 

feeling they are different, and externally being shown they are different highlights why members 

of the 2SLGBTQ community are intentional about fertility and other behaviours, as they are 

constantly navigating a society where they do not wholly fit. 

Emotional Labour  

Intentional decision-making leads to emotional labour. Emotional labour is the “effort, 

planning, and control needed to express organizationally desired emotion during interpersonal 

interactions” (Morris & Feldman, 1996, p. 987). We see the emotional labour expended by 

participants as they navigate systems of oppression, are forced to educate HCPs and members of 

the public, anticipate and overcome challenges, and make choices to fit within the confines of 

heteronormative and cisnormative society. Considering that emotions are socially constructed, 

understood, and thus directed by societal understandings (Morris & Feldman, 1996), existing in a 

heteronormative and cisnormative society will challenge the experiences an individual faces and 

increase one’s emotional labour.  

Berenstain (2016) explores the term epistemic exploitation, where those with privilege 

(for example, HCPs, heterosexual and cisgender people) hold power to exploit emotional labour 
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from marginalized groups. This exploitation is done by attempting to have the community 

explain the oppressions they face (Berenstain, 2016). This exploitation was exemplified by 

participants explaining their situation to HCPs, friends, and family and navigating how they 

wanted to be seen and witnessed within health care systems and —  more broadly —  within 

society. With this, not only do heteronormativity and cisnormativity play a role in the 

experiences within highly gendered areas of healthcare, the effect of normative ideologies on 

emotional labour effect the everyday experiences of the 2SLGBTQ community. 

Value of Intersectionality  

Hierarchies of normal, as previously noted, cause some identities to be oppressed, 

silenced, and made invisible. This privileging of some identities over others further highlights 

the value in using an intersectional analysis to explore the different experiences and desires one 

has. Intersectionality highlights the importance of understanding how some are privileged over 

others and how deeply entangled the human experience is (Lane, 2019; Mizielińska & Stasińska, 

2019). Furthermore, intersectionality allows deeper exploration when understanding the 

complexities of reproductive justice for the 2SLGBTQ community (Lane, 2019) and integrating 

the effect that complex social and political factors have on one’s experiences (Mizielińska & 

Stasińska, 2019).  

Of note, previous research parallels my findings where intersections of identities, lived 

experiences, and ideals of normal form fertility intentions —  regardless of race, sexuality, 

gender, and location (Bowling et al., 2019; Karpman et al., 2018). This parallel shows the value 

in exploring the effects of heteronormativity and cisnormativity using an intersectional 

framework, as there are many overlapping and intersecting aspects of identity that can create 

barriers outside of normative identities.  
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Creating “Normal” Through Representation  

Ideals of normal are compounded by a lack of visibility of people outside of normal. 

Because media influences how we perceive a situation (Philo, 1990), holistic, appropriate and 

accurate representation of the 2SLGBTQ community is invaluable. At an individual level, media 

shapes the identities of the 2SLGBTQ community (McInroy & Craig, 2017), and influences the 

imagining of future identity development (Awan, 2007). This influence means that if there is a 

limited representation of 2SLGBTQ families, those within the 2SLGBTQ community interested 

in becoming parents may not imagine this as a future possibility. Specific to fertility intentions 

and family planning, Appelgren Engström et al. (2018), found that fertility clinics only show 

heteronormative and cisnormative images, paralleling what participants in my study discussed. 

More broadly, representation within media of the 2SLGBTQ community also lacks an 

intersectional perspective, where generally affluent gay males are most prominently shown in 

media, while trans, non-binary people who are diverse races, cultures, and socioeconomic status 

lack representation (McInroy & Craig, 2017). 

Additionally, similar to what my participants experienced, members of the 2SLGBTQ 

community are often represented in media as villains, comedic relief, or victims of violence 

(McInroy & Craig, 2017). This representation affects both how individuals see themselves (as 

my participants explored) and how those outside of the 2SLGBTQ community (like HCPs) view 

the 2SLGBTQ community (Philo, 1990). Ultimately, media representation affects an internal 

sense of self-identity and possible future identity of those within the 2SLGBTQ community and 

portrays the community in a specific way. Because of this, representation needs to be 

intersectional, inclusive, and accurate for positive identity development and treatment.  
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The Paradox of Value  

The above topics emphasize the complex paradox of societal expectations where 

reproducing is valued but reproducing as a member of the 2SLGBTQ community is devalued. As 

all my participants were interested in parenting in one way or another, there was little discussion 

on being child-free. This interest in parenting parallels the societal value of reproduction that 

extends to expectations of the 2SLGBTQ community. Mamo and Alston-Stepnitz (2015) 

highlight this paradoxical catch-22, where members of the 2SLGBTQ community are expected 

to procreate; however, they experience a multitude of constraints politically, economically and 

culturally. Similar to my participant criticizing the “gay ideal family structure” (through the 

notion of fitting in via reproducing), the 2SLGBTQ community may be encouraged to fit in 

within normative ideals and societal expectations and is also heavily barriered in their ability to 

do so (Carroll, 2018; Mamo & Alston-Stepnitz, 2015). This paradox further explores the 

challenges that members of the 2SLGBTQ community face. Many of the dominant discourses 

around family are steeped in normative beliefs to make 2SLGBTQ families more normal, 

ultimately further isolating and challenging those with intersections of identities (Carroll, 2018). 

This paradox highlights how entangled societal understandings and healthcare experiences are, 

and the importance in understanding the complexities when moving forward to make healthcare 

experiences better for the 2SLGBTQ community.  

When one’s identity is considered outside of normal, they exist as “other” within a 

society. Feelings of other can create an increase in intentional decision making and emotional 

labor for the 2SLGBTQ community. As normative reproduction is societally valued, those within 

the 2SLGBTQ community experience challenges when imagining and actioning their fertility 

intentions and family plans. Heteronormativity and cisnormativity are dominant ideologies 
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within healthcare systems and affect the experiences of the 2SLGBTQ community when 

accessing all areas of healthcare. In healthcare settings, policies and practices perpetuate 

heteronormativity and cisnormativity. HCPs working in these systems then perpetuate these 

ideologies, as workplace culture is highly influenced by societal norms (Sharp et al., 2018). 

Societal norms are then perpetuated within healthcare workplaces, which leads to difficulty in 

changing workplace culture (Sharp et al., 2018). Within these settings, HCPs, such as nurses, 

also perpetuate normative ideologies by existing in a culture of neutrality where the dominant 

mentality of treating everyone the same equals treating everyone fairly (Beagan et al., 2012; 

McGibbon & Lukeman, 2019). Nurses have a responsibility to challenge the normative 

ideologies that are affecting the healthcare experiences of the 2SLGBTQ community.  

Implications for Nursing  

Although it can be challenging in highly gender-specific healthcare areas, nurses may 

also create invisibilities within health care systems by ignoring gender and sexuality and forcing 

neutrality, ultimately making others ignore or hide their authentic selves. 2SLGBTQ community 

is at risk for many non-gendered health concerns and consequently exemplifies this invisibility. 

Although nurses are mandated toward social justice and health equity (Canadian Nurses 

Association, 2010), some believe that to treat everyone equally we must treat everyone the same 

(Beagan et al., 2012; Eliason et al., 2010), and it is time that we shift this narrative.  

From my experience working as a nurse at a fertility clinic, the findings from this study 

parallel what patients experienced at my former workplace. In a management position, a large 

part of my job was speaking with patients about their concerns. We often found that patients that 

were members of the 2SLGBTQ community would travel to clinics out of province that were 

known to be more accepting and inclusive. When 2SLGBTQ patients would express concerns 
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about the care they received, our common reply was “we treat everyone the same.” When I 

would speak directly with patients about their concerns, they would explain the heteronormative 

and cisnormative protocols and policies that were in place, feeling that they fit outside of the 

box, and how each time they spoke with a different staff member, they had to explain that they 

were “different.” At the time, I knew that something did not feel quite right, but I did not have 

the language, understanding or voice to challenge the normative policy and culture within the 

clinic.  

Nurses have a history of being silenced and depoliticized (Buck-Mcfadyen & 

Macdonnell, 2017). Nursing silence is due to complex social and historical factors, including the 

medical hierarchy, where nurses feel as though they cannot challenge the status quo based on the 

patriarchal healthcare system (Dong & Temple, 2011; Weitzel et al., 2020). As nurses, our moral 

and ethical responsibility is to advocate for safer and more inclusive spaces, education, and 

practice for our patients (Weitzel et al., 2020). Because of our trustworthy position within society 

(Gaines, 2021) and our foundational connection to social justice (Canadian Nurses Association 

[CNA], 2009), we are primed to take action and make changes that have a positive influence on 

the health of our patients. Taking action through activism involves using our trusted societal 

position to address health inequities (Florell, 2021). Taking action is an essential nursing practice 

component if Registered Nurses want to stay relevant within healthcare systems' changing 

political landscape (Florell, 2021). Members of the 2SLGBTQ community actively experience 

discrimination at the hands of the health care system, and nursing is central to making a change 

to increase visibility, representation, inclusion, and safe care to improve the health for this 

community. 
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In speaking with participants when imagining safe and inclusive healthcare spaces, it is 

unlikely there will be one single action that can make healthcare spaces sweepingly safe for 

everyone all of the time, especially considering the intersections of identities. This research 

implicates nurses at an individual level, in our practice setting, and nursing education. Although 

the golden rule dictates to treat everyone how you would want to be treated (arguably the same), 

the nursing profession may benefit from a shift to start practicing the platinum rule: treating 

others how they want to be treated (Economy, 2016). Shifting to a mentality of treating others 

how they want to be treated can create space to open dialogue between the patient and the nurse 

to step away from the idea of sameness and neutrality. This dialogue can create more 

opportunities to share power by valuing and amplifying the voices of the 2SLGBTQ community. 

Call to Action  

           In this study, participants explored the challenges within the current healthcare system. 

They discussed how there is no easy, one-size-fits-all effort to create safe and inclusive spaces 

for every individual as there are many complexities within identities. The following acts as a call 

to action based on conversations with participants, my experience as a nurse, and literature from 

academic sources and voices within the 2SLGBTQ community. From my experience with this 

research project through speaking with participants, colleagues, peers, and friends, I found a lack 

of ability to take action; people feel paralyzed in fear that they may do the wrong thing. 

Personally, when learning more about the history of the 2SLGBTQ community within society 

and healthcare systems, I felt urged to take action but did not know where to start. However, the 

risk of doing nothing to try to improve care for these populations is also undesirable. 

My goal is to continue the conversation around actions that nurses can take to open up the 

discussion, challenge feelings of fragility, and be more comfortable with the uncomfortable. If 
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we never challenge, we will never change. Throughout all levels of nursing practice, we must 

amplify the voices of the 2SLGBTQ community. Although empirical evidence on the outcomes 

of these actions is limited, we must be willing to try new things. I acknowledge that these calls 

are not exhaustive and may risk not being beneficial for everyone; however, as these 

conversations are not new, I wholly believe that we need to start taking action to change. 

Individual Level 

At the individual level, nurses can educate themselves about the 2SLGBTQ community. 

Community organizations, such as OUTSaskatoon, have a plethora of information about sexual 

and gender orientations, with some resources specific for HCPs (see OUTSaskatoon, 2021, for 

more detail). Additionally, Saskatchewan Prevention Institute has many recorded webinars — 

for example, trans and non-binary sexual health and pregnancy and human sexuality 101 (see 

Mason, N., 2021; Clark, M., 2021, for more detail). Additionally, there is a free, interactive 

course related to sexual orientation and gender identity that targets educating nurses (see 

CanSim, n.d, for more detail). As members of the 2SLGBTQ community constantly expend 

emotional labour educating HCPs on what their identities mean versus obtaining the care and 

treatment they need, a basic understanding of gender and sexuality is invaluable (Boccomino, 

2020). Additionally, Saad (2020) identified that “you cannot dismantle what you cannot see, and 

you cannot challenge what you don’t understand” (pp. 244-245). As HCPs, we need to 

acknowledge and understand that differences exist, that heteronormativity and cisnormativity are 

prevalent, examine and reflect on how we may be incidentally perpetuating normative 

ideologies, then provide appropriate care to our 2SLGBTQ patients.  
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In Practice 

In our practice, we can use inclusive language and advocate for staff to have pronouns 

visible on name tags if they are comfortable and for forms to become gender-neutral 

(Boccomino, 2020; Brusie, 2020). Again, patients continually having to explain or validate their 

identity is extremely emotionally laborious and asking pronouns has been a suggestions from the 

community that can help to mitigate this continual explanation (Boccomino, 2020).  

Nurses can also create journal clubs or interest groups to understand the effects that 

normative ideologies have on the 2SLGBTQ community. Journal clubs are effective in 

improving understandings of different topics and can be helpful when implementing changes in 

practice (Häggman‐Laitila et al., 2016). The Rainbow Nursing Interest group within the 

Registered Nurses Association of Ontario (RNAO) is an excellent example of nurses coming 

together to further understand the oppressions faced by the 2SLGBTQ community and 

acknowledge the impact of intersectional oppressions this group works to advance inclusivity 

(RNAO, 2020). Specifically, they provided recommendations to the Standing Committee’s 

Report on Health advocating for 2SLGBTQ education for HCPs and increasing funding for 

health coverage for the 2SLGBTQ community (RNAO, 2020).  

Practicing in a trauma-informed manner is imperative for working with diverse 

populations (Fleishman et al., 2019). Nurses can easily incorporate aspects of trauma-informed 

care into their practice by introducing themselves and their role, being aware of their body 

language, and providing expectations for appointments and services (Fleishman et al., 2019). As 

trauma-informed care was introduced in 2005, the literature surrounding the efficacy of trauma-

informed care is lacking, but early indicators suggest that it can be effective in reducing re-

traumatization when working with a variety of populations (Barajas & Martinez, 2020).  
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Within nursing practice settings, we can speak with our managers and colleagues and 

share resources about the 2SLGBTQ community. We can write to our regulatory bodies to 

advocate for cultural humility, trauma-informed care, and for learning about the 2SLGBTQ 

community to be mandatory within nursing education or yearly practice competencies. As 

activism can take on many forms, including policy change, lobbying, educating and creating 

coalitions (Florell, 2021), nurses have many options within their practice to make changes for the 

2SLGBTQ community.  

In Education 

Within nursing education, we have the opportunity to educate new nurses on the 

importance of cultural humility and trauma-informed care within our practice. Considering the 

intersections of identities within the 2SLGBTQ community, educating nurses on singular 

identities is not enough; we must teach ways in which nurses can alter their practice to benefit 

the care of all patients. Cultural humility involves an awareness of the power imbalances that 

exist and seeking a shift in one’s way of being in the world (Foronda et al., 2016). Cultural 

humility involves nurses practicing in a way where we listen to our patients' voices, practice 

critical self-reflection, self-awareness, and egolessness (Foronda et al., 2016). Similar to cultural 

humility, we can educate nurses on providing culturally safe care, which acknowledges power 

dynamics, engaging in reflective practice, and giving the patient space to decide if the interaction 

is safe (Curtis et al., 2019). Health equity and cultural safety are correlated as they encourage 

privileging the patient’s voice; reflecting on personal beliefs, understanding different cultures; 

and holding ourselves accountable as HCPs (Curtis et al., 2019). We can also shift curriculums to 

educate nursing students on the importance of trauma-informed practice, considering that some 

healthcare services can be re-traumatizing for people (Fleishman et al., 2019). Trauma-informed 
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care is rooted in safety, transparency, empowerment, and responsiveness to different cultures 

(Fleishman et al., 2019). 

Steps Towards Decolonizing Nursing 

 The nursing profession has a complex history. McGibbon et al. (2014), argues that the 

nursing profession has long been shaped by positivism, apoliticism, Eurocentrism, patriarchy, 

and White supremacy. This history may start with early nursing theories constructing White-

centric models of health that shape nursing practice and promote neutrality within the profession 

(McGibbon et al., 2014). Decolonizing nursing practice includes critical-self-reflection, 

questioning dominant ideologies, and amplifying unheard voices to focus on those that have been 

marginalized due to structural systems of inequity (Chandanabhumma & Narasimhan, 2019). 

This shift may also involve educating nurses on public policy, planning, implementation and 

evaluation to move towards understanding how to influence change at a systemic level 

(McGibbon et al., 2014).  

Nursing may be challenged in its ability to make significant and meaningful change. 

These challenges may stem from gender norms and job constraints, including a culture of 

efficiency, strict boundaries for educational curriculum, cutbacks within workplaces (Buck-

Mcfadyen & Macdonnell, 2017) and hierarchies within medical professions (Dong & Temple, 

2011). Additionally, nurses exist as oppressed oppressors, where we are oppressed through 

feelings of overwork and under pay, horizontal violence and hierarchies (Rooddehghan et al., 

2015). We simultaneously act as oppressors where we can use our power to withhold care and 

perpetuate neutrality when treating patients (Rooddehghan et al., 2015). Similarly, if change 

occurs, we may see a disconnect between theory and practice. For example, a recent panel hosted 

by Saskatchewan First Nations & Metis Health Research Network invited healthcare and policy 
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leaders to discuss racism in healthcare. In this panel, the executive director of Saskatchewan 

Registered Nurses Association, Cindy Smith, highlighted that, although nursing education in 

Saskatchewan has shifted to include concepts of health equity and social justice, we are not 

seeing these concepts translated into practice (Smith, 2021). 

These examples show that there are many complex and nuanced factors that come with 

making change and taking action. As I understand it, this is not a linear, straightforward or basic 

task as achieving equity is highly complex and the nursing profession faces many internal 

challenges. Perhaps we start with asking the right questions, recognizing the nursing role in 

perpetuating oppression and the power that nurses hold to take action. Nurses can lead the 

change, whether related to the 2SLGBTQ community seeking to start a family or other oppressed 

groups seeking healthcare services. 

Limitations 

The COVID-19 pandemic limited this study as it was forced to change from the original 

plan and move away from in-person meetings. This study was also limited in its diversity of 

participants, where although there was representation from different races, cultures, gender and 

sexual identities, the majority of participants were White students and no participant discussed 

having disabilities. The study findings are not generalizable to the greater public considering the 

nature of qualitative research, the sample size, study participants and location. However, it does 

provide an exploration of experiences. Additionally, the multiple identities within the 2SLGBTQ 

community could have limited original results in the initial review of the literature.  

Knowledge Translation 

 My knowledge translation plan is trifold and encompasses action within academia, for the 

2SLGBTQ community and for HCPs. Within academia, I plan to publish my literature review 
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and my findings. I will also aim to attend conferences and present at conferences. For example, 

my abstract has been accepted to present at the University of Saskatchewan’s College of Nursing 

Research and Scholarship Day and at the Community Health Nurses of Canada conference. With 

the community, I will make a brief and easily understandable summary to send to my 

participants and invite feedback. Secondly, I plan to meet with Jack Saddleback at 

OUTSaskatoon and Heather Hale with Saskatoon Sexual Health to discuss findings and next 

steps. I will create something (for example, an infographic) to provide to the community, based 

on their desires. Some options include the development of a flow chart for fertility options based 

on what gametes are available, or a link to supports where people can find information. Lastly, I 

will reach out to my HCP connections at the fertility clinic I was previously employed at and 

discuss a presentation of my findings. I will also reach out to Aurora Fertility in Saskatoon and 

see if I can present and discuss findings and options moving forward. I will leverage my position 

as someone with experience with fertility when working with clinics and HCPs when sharing my 

findings and collaborate with what resources they may need or desire.  

In Conclusion 

 The experiences of the 2SLGBTQ community related to fertility intentions and family 

planning are nuanced, complex, and influenced by a variety of experiences. Historical, societal 

and medical understandings of what is normal dictate these experiences and create additional 

barriers for the 2SLGBTQ community. As such, barriers exist not only in highly gendered areas 

of healthcare but affect the everyday lived experiences outside of healthcare. The decisions made 

by the 2SLGBTQ community are more intentional than those outside the community and thus 

require additional emotional labour expenditure in an area that is already emotionally charged. 

An intersectional lens on fertility intentions is imperative when exploring experiences, as 
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additional barriers exist for those depending on race, class, disability on top of sexuality and 

gender. As nurses, it is imperative that we understand the history of the medical system, the 

barriers this community faces, and our role in changing health disparities. We can start by 

reflecting on our biases and seek critical education related to sexual and gender minorities within 

healthcare systems. Incorporating a critical social justice lens within our practice, education, and 

research can challenge systems of oppression, root causes of inequities and begin to action 

change within our systems and profession. Taking seemingly small steps can lead to sweeping 

change and must be deeply embedded within our practice. Ending with the sentiment shared by 

James Baldwin in his unpublished memoir Remember this House, “not everything that is faced 

can be changed, but nothing can be changed until it is faced.”  
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Appendix A – Demographic Form 

 

Date:    

   

   

Code: 

 

Participant information 

Pronoun(s):  

Age (years):   

Gender: 

  

 

Sexual Orientation:   

Relationship status:   

Ethnicity/ethnic identity:   

Level of Education:   

Current 

occupation/employment:  
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Appendix B – Original Interview Guide  

Tell me a bit about yourself – where you’re from, how long you’ve been in SK? 

What was your interest in participating in this study?  

 

Open-ended questions:  

What does ‘family’ mean to you? 

How do you picture your ‘ideal family’? 

When you think about ‘family’ what do you envision in the future? 

Why do you think you desire _____ as your family? 

How do you feel that your family planning needs may differ from someone else’s? 

What could help you achieve your vision of the family you desire? 

Is there anything that gets in the way of you achieving the family you desire?  

Do you feel your gender or orientation may influence your idea of how your ‘family’ looks? 

How do you feel your gender or orientation may influence how others see how your ‘family’ 

looks? 

How do you feel about what is currently out there for 2SLGBTQ folks looking for family 

planning information?  

 

What has your experience been with family planning? 

Tell me about your healthcare experiences related to family planning 

Where do you usually find out your health information regarding family planning or to discuss 

fertility?  

Describe what it is like to talk to medical professionals around family planning and your fertility 

intentions.  

 

What makes a space safe? 

What makes a space inclusive?  

What would you like to say to healthcare providers/other people about your experience? 

 

Final Question(s):  

Is there anything else you would like to add?  

Do you have any questions for me?  

Have we missed something you think is essential? 

Is there anything else you would like to talk about regarding this topic? 
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