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A Rainbow Laced with Pain: 
Intersections of Womanhood, Intersexuality, and Gender 

Transition in Personal and Professional Life 

Trauma Matters
A quarterly publication dedicated to the dissemination of information  
on trauma and best-practices in trauma-informed care.

“You don’t have to be the person you had to be to survive your family”. This 
is the sentence that would change my life forever; it was spoken by a supervisor 
and mentor in my marriange and family therapy (MFT) training program. In one 
sentence she gave me permission both to heal from trauma and start a journey 
that would show me a truth that I had spent 24 years avoiding: that I wasn’t the 
gender I had been assigned at birth. For me trauma, family, and gender are deeply 
intertwined. I have had some incredibly positive and beautiful experiences with my 
transition, but this article will focus on the experiences that intersect with trauma. 
My rainbow is laced with pain.

Almost a year later, I was sitting with a different supervisor in the same program 
and we planned my process of coming out to clients. I had been splitting my gender 
presentation between male and female in my program. I would come in presenting 
female for classes during the day, and then change (with great emotional difficulty) 
in the bathroom to a male presentation to see clients in the evening. We talked 
about a client who was an adult male survivor of same-sex childhood sexual abuse. 
We talked about who I had been to the client: a fellow straight male with whom dis-
cussions of masculinity had been crucial to the client’s trauma recovery. We talked 
about the damage my coming out as a bisexual woman would do to him while we 
were completing a Trauma-Focused Cognituve Behavioral Therapy (TF-CBT) narra-
tive. There was a possibility he would see me as a gay man and thus see me as a 
perpetrator. That kind of betrayal in the most vulnerable moment of his adult life 
would have been damaging beyond description. I also talked about my fear that he 
would lash out with homophobia, as he had made homophobic comments to me in 
the past, expecting me to join in as someone he saw as a straight man.

About three months before that conversation, I came out to my mother as a 
woman. My mother was skeptical when I first told her. We had several tense con-
versations about me starting hormones. Our final conversation happened on Moth-
er’s Day. As I was ready to leave her house, she picked up a sparkling purple ribbon 
from one her presents and tied it in my hair. It was a symbol of her acceptance of 
me as her daughter. I beamed for the whole hour and a half drive home. It felt so 
good to know she would be a mother to me when I needed her most. I thought of 
how she would teach me all that a mother needs to teach a daughter. She would 
guide me through my soon to be second puberty and help me find my sense of 
womanhood. I had spent the last six years rebuilding and healing my relationship 
with my mother after ten years of being the target of her violence. I reflected on 
how her acceptance was the culmination of those long years of painful healing.

Later that week I came out to my father. He said: “you disgust me” and “if I ever 
see you in a dress, I will walk the other way”.  A week after that, my mother sent me 
an email. She told me she had been pretending to support me the whole time. She 
told me that I would never be her daughter. Even though my parents are divorced, 
my father had used power and control tactics to force her to withdraw her support. 
After a few brief exchanges following her email, she never spoke to me again. As 
trauma professionals we know that the inconsistent parent is the most damaging. 
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Individuals who identify as gender or sexual minori-
ties have a higher risk of experiencing trauma which 

directly affects emotional and physical wellbeing. There 
are several key ways in which trauma impacts the LGBTQ 
community; this article will explore the ways in which these 
experiences are often exacerbated for LGBTQ military Vet-
erans. Throughout this article LGBTQ is used to broadly in-
dicate individuals who identify as a gender and/or sexual 
minority and acknowledge there are many iterations of the 
way this acronym is applied and used.

The Impact of Trauma and Minority Stress
Lesbian, gay, bisexual, transgender, gender non-conform-
ing, and other individuals who identify as LGBTQ have a 
higher risk of traumatic experiences (Hendricks & Testa, 
2012). Trauma may be directly related to having a minority 
identity (e.g., hate crimes) and trauma-related consequenc-
es are often compounded by high rates of interpersonal 
and institutional discrimination and barriers to accessing 
treatment (Livingston et al., 2019; Noelle, 2002). 

In addition to experiences that qualify as traumatic 
according to diagnostic criteria, LGBTQ individuals expe-
rience stigma, discrimination, and oppression associated 

Understanding Trauma and Minority 
Stress for LGBTQ+ Individuals

My mother’s whiplash of making me feel safe in one of the 
most vulnerable moments of my life, and then causing im-
measurable pain with her abandonment and rejection, left 
a wound that has never healed. The following summer my 
father, again after feigning support, would name me as his 
son and humiliate me at length in front of nearly a hundred 
people from our local community as I stood just feet from 
him, looking as much a woman as any other in the room.  
We no longer have a relationship. 

To understand how parental rejection affected me, 
you have to consider a child whose parent has died. That 
child feels incredible pain. But a child who loses a parent to 
death still knows that that parent loves them. I know they 
are disgusted by both my person and my body. I know that 
they chose to abandon me when I needed them most. This 
pain exists on another level than physical loss. It is a suffer-
ing that many LGBTQ+ people know too well.

About a year later I started my first full time job as a 
therapist, doing in-home therapy  in Springfield, Massachu-
setts . I entered a truly bizarre world. I tried to be “stealth” 
at my job, meaning I didn’t tell anyone I had transitioned 
and didn’t talk about it at all, hoping that no one would 
know and that I would be seen as just another female clini-
cian. Some people figured it out, and some didn’t. One staff 
member called me “he”, another asked if I or my fiancé 
would carry the baby when we started having kids. But cli-
ents were the most interesting. I came to understand that 
every person holds a complex, private story about gender: 
what defines a man or a woman. Their story of gender de-
termined how they would story my gender: gay male, cis 
female, transgender, abomination... But the kicker was that 
I would never know what that story was until after they act-
ed on it. This created a layer of utter cognitive dissonance 
where I was always on the defensive, trying to guess how 
they storied me. 

The following year, I started private practice full time, 
doing therapy for transgender youth and adults. Doing trans 
care as a trans therapist has had some amazing moments. 
There is something indescribably healing about knowing 
that for many clients I have preserved the love between 
parent and child that I had lost. But the work has also been 
retraumatizing. Cisgender parents of trans children hold 
incredible power. On a whim they can pull out of support-
ing their child and doom a trans youth to the excruciating 
pain of waiting to start hormones for years until theyturn 
18, which often results in death (how this is not defined as 
medical neglect, I will never understand). In the name of 
serving these youth and preventing that fate, I have weath-
ered countless assaults of transphobia, misgendering, and 
micro aggressions; the pain of which echoes the rejection 
of my own parents. I would never stand for this type of 
violence in my personal life, but as a professional I bear the 
pain of it because pushing back against parents is not a clin-
ical option. I am torn between my own re-traumatization 
and preventing the trauma of innocent trans youth.

Now five years into private practice, I have entered an 
odd twilight of my transition. Last December I had voice 
feminization therapy, which means that for new clients I 
am a cisgender woman (my body has no visual male traits). 
Now I must re-learn how to do the work that I am most 

adept at: trans care. If I want to be seen as a woman by 
my clients, I must give up the solidarity and instant alliance 
I had with my trans clients. I have to give up hearing “it’s 
such a beautiful thing to have a therapist just like me”, and 
I have to be willing to take that experience away from cli-
ents who are desperate for it. On the other hand, I can stop 
having to prove my womanhood every time a cis parent 
walks in my office.

I have also recently learned that I am intersex. This 
means that I have, and always had, biology that exists 
beyond the male and female binary. This revelation has 
caused me to re-story my narrative of my gender and body 
in new ways. To me, this new information means that I am 
no longer “a trans woman”, but rather an intersex woman 
who has been through a gender transition. How do I navi-
gate working with transgender clients who see me as one 
of them? How do I share this new complexity of identity 
with my clients?

I also wonder about life beyond transition. What would 
it take to be in a place where I could be seen as a woman 
all day every day? Part of me is weary from six years of 
the turmoil of transition. All day at work I talk to clients 
about trans-ness. I sit in trans-ness after work in my vol-
unteer work. I worry about trans-ness and rejection when 
I go on dates on the weekend. And then when I get home, 
I finally sit with the ever present trans-ness of my own life: 
doctor’s appointments, fighting with my insurance compa-
ny for coverage that will never come, and my own gender 
dysphoria. 

When I set out to transition, my goal was to be “just an-
other woman”. These days I wonder: When do I get peace? 
When will I be “just another female clinician”?
Submitted by Olive Byre
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Ask the Experts: 
An Interview with Christy Olezeski, PhD

by Emily Aber, LCSW

Christy Olezeski, PhD is an 
Assistant Professor at Yale 

School of medicine in the Depart-
ment of Psychiatry and the Child 
Study Center. As a clinical child 
and adolescent psychologist, Dr. 
Olezeski's expertise lies in the 
intersection between trauma, 
sexuality and gender identity. Dr. 
Olezeski is the Director of the Yale 
Pediatric Gender Program, an in-
terdisciplinary team that provides 

services for transgender and gender expansive youth in 
Connecticut. This collaboration has led to many local, re-
gional, national and international speaking engagements, 
several research projects and multiple academic pieces of 
work. 

with their identities (Hendricks & Testa, 2012). The minority 
stress model suggests that having an identity as a minority 
member is associated with negative experiences that may 
impact health. Research suggests that minority stressors 
are cumulative, may exacerbate trauma-related distress, 
and/or may directly cause detrimental mental health symp-
toms. For LGBTQ people, this may lead to health disparities 
including elevated rates of PTSD and suicide (Meyer, 2003). 
Moreover, individuals who hold multiple minority identi-
ties (e.g., LGBTQ people of color) are at increased risk and 
may experience unique stressors (McConnell et al., 2018).  

Compared to civilians, veterans experience higher rates 
of trauma and trauma-related symptoms. LGBTQ individ-
uals are represented in all branches of the United States 
military and experience higher rates of trauma than their 
non-veteran LGBTQ counterparts and non-LGBTQ veterans 
(Cochran et al., 2013; Meadows et al., 2018). LGBTQ ser-
vice members experience common military traumas, such 
as combat exposure and military sexual trauma (Mattocks, 
Sadler et al., 2013). They may also experience stressors 
unique to their identities, such as violence, harassment and 
victimization by fellow service members, and institutional 
discrimination (Shipherd et al., 2018). 
The Impact of Military Policy 

LGBTQ-identified individuals have been serving honor-
ably in the military since its inception, despite policies that 
have prohibited them from serving openly and authentical-
ly. For example, in 1994, the policy known as “Don’t Ask, 
Don’t Tell” (DADT) required lesbian, gay, and bisexual iden-
tified individuals to serve covertly. An estimated 14,000+ 
military personnel are thought to have been discharged 
under DADT (Mattocks, Kauth, et al, 2013). DADT policy 
had a cyclical impact on societal attitudes about what it 
means to serve in the military. Since its official repeal in 
2011, service members have served openly regardless of 
their sexual orientation. However, historical and current 
policy on the inclusion or exclusion of openly transgender 
or gender nonconforming individuals has provided little to 
no protection and is hotly under debate. There continues 
to be uncertainty about whether trans-identified individ-
uals will be allowed to serve openly and as of this writing 
a ban is still in place effective April 12, 2019.  It is import-
ant to note that this ban does not affect Veterans Health 
Administration (VHA) policy, which is to provide affirming 
care for LGBTQ Veterans. However, much like DADT, the 
policy may contribute to experiences of discrimination or 
hesitance to engage in VHA services for LGBTQ Veterans.
Recommendations and Resources

Thankfully, there are several recommendations and re-
sources for those who work with LGBTQ-identified individ-
uals. First, self-awareness of how one’s own experiences 
may impact the work that we do is important to under-
standing one’s own unintentional biases and world view. A 
provider’s willingness to engage genuinely with all patients 
is invaluable. 

Second, be mindful of the environment of care. Lan-
guage matters and it is important to avoid assumptions 
and labels. An initial step is to become comfortable asking 
those with whom you work about their various identities. 
While it can sometimes feel difficult to ask about sexual 

orientation, gender identity, and preferred pronouns, re-
search suggests this can dramatically improve care-seeking 
experiences (Kauth & Shipherd, 2017). Signage and nondis-
crimination policies are a powerful way to communicate 
that your space is welcoming to all. Check to see if your 
agencies or institutions have policies specifically mention-
ing sexual orientation and gender identity, and work to 
change them if not. Post signs and pictures representing 
all gender identities and sexual orientations (e.g., waiting 
rooms with same-sex couples in posters or magazines). 

Third, though this article has focused on the hardships/
adversity associated with LGBTQ group membership, it is 
important to recognize and foster the resilience, diversity, 
and strengths of the LGBTQ community. Social support and 
positive relationships are powerful protectors against neg-
ative health outcomes, such as suicide. 

Lastly, for those that work with LGBTQ-identified mil-
itary personnel or veterans, it is important to understand 
the unique experiences that they may have faced during 
and after their service. The VHA has initiated numerous 
campaigns and partnerships promoting the idea that “We 
Serve All Who Serve” to highlight that we recognize our re-
sponsibility in providing affirming care. It is also important 
to know what resources are available for veterans. Each 
VHA facility has an LGBTQ Veteran Care Coordinator who 
serves as an advocate and resource for veterans and pro-
viders. Check your local VA facility’s webpage for more in-
formation in the section on “services.” 

In summary, LGBTQ identified individuals are at risk 
for experiencing identity-related stress and trauma. It is 
important to understand ways to create an environment 
of care that is welcoming for all. This includes raising 
self-awareness, being mindful of language, understanding 
policies, and knowing that the experiences of individuals 
with intersecting identities, such as those that served in 
the military, make every individual unique.
Submitted by Lynette Adams, PhD, and
Georgina Gross, PhD 
VA Connecticut Healthcare System 
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1. How did you become interested in working with trans-
gender and gender non-conforming individuals?

When I was in graduate school my area of clinical train-
ing was child and adolescent psychology. My research fo-
cus was in trauma and as I was working I encountered indi-
viduals who were questioning their sexuality and exploring 
their gender identity. As I started learning more about trans 
and gender expansive individuals, I recognized they are an 
underserved community and became interested in provid-
ing services. I'd always been an advocate, so it seemed like 
a really natural fit for me. 

When I finished graduate school, I worked in New York 
before coming to Yale in 2013. In 2014, I was curious about 
who was providing trans healthcare in New Haven so I sent 
an email to the department of endocrinology inquiring 
about who had been part of this care; the response was 
that no one had, but there were people who were inter-
ested. I ended up meeting with three endocrinologists and 
we started the Yale Pediatric Gender Program...without 
Yale knowing, really. We officially opened in 2015. It took 
about a year to figure out our policies and procedures and 
to speak with other clinics across the United States.  In 2018 
we switched from monthly to weekly clinics, so we've ex-
panded in a short period of time. 
2. Do you know how many clinics there are in the United 
States?

That's a good question. I know the Human Rights Com-
mission has been trying to keep track of the number of 
clinics. I would say that the interdisciplinary clinics vary by 
who is included in their teams. There are, I would venture 
to guess, probably at least 50 across the U.S. There seem to 
be more popping up everyday, which is great. 
3. Please tell us about the Gender Minority Stress Model. 

This model was originally developed by Meyer and was 
for individuals who identified as lesbian, gay or bisexual. 
It focused on the  increased co-occurrence of issues such 
as anxiety, depression, etc., in the gay community and the 
question was: were these issues because they were gay or 
was it something else? Originally, people were thinking you 
must be experiencing these things because you're gay and 
Meyers said no, there are other external reasons why you 
might be experiencing an increased occurrence of these is-
sues.  

This model was then updated to look at the trans popu-
lation. What it shows is that there are external factors such 
as discrimination, rejection, victimization, and non-affirma-
tion of one's identity which lead to increases in negative 
mental and physical health outcomes. Those things also 
lead to internal processes such as internalized trans phobia, 
negative expectations about the future, and a concealment 
of one's identity, which also contribute to negative mental 
and physical health outcomes. The two protective factors 
that are important to think about are community connect-
edness and pride in oneself. If people feel like they are con-
nected to others and feel pride in their identity, these serve 
as mitigating protective factors to those negative external 
and internal factors. Late, there was a measure created, the 
Gender Minority Stress and Resilience (GMSR) measure, 
which is used to look at these individual factors for a par-
ticular person. 

4. Can you tell us about the types of trauma and stress 
that effect this population?

I think it's really important to think about two different 
resources in this sense. The first is the US Trans Health Sur-
vey which is completed every five years. The most recent 
survey was completed in 2015 and this is the largest sur-
vey of trans and gender diverse individuals in the US. This 
asks about many different types of victimization including 
within the health system. Findings from 2015 show that 
nearly half of all respondents had been verbally attacked in 
public, 10% had been sexually assaulted, and 9% physically 
attacked in the last year; 10% were physically assaulted by 
family, about 1/4 had experienced interpersonal violence, 
1/3 reported being mistreated in a healthcare setting, and 
about 1/4 did not seek medical treatment for fear of being 
harassed.

For children under 18 and what they are experiencing 
in schools, GLSEN is a great resource. Formerly known as 
the gay, lesbian, straight education network, GLSEN pro-
vides resources to schools on how to be more inclusive and 
welcoming. They also do a student survey every two years 
across the nation and the 2017 survey showed that 45% of 
kids under 18 felt unsafe at school because of their gender 
expression, 40% were avoiding bathrooms/locker rooms 
because of fear of safety, 98% of kids reported hearing 
homophobic or transphobic language at work from both 
peers and faculty members, and more than half were ver-
bally harassed because of their gender expression. About 
1/4 reported being physically attacked and 11% were phys-
ically assaulted at school because of their gender expres-
sion. What is really unfortunate about this is that a majority 
of kids said they did not report these incidents to school 
officials because they believed nothing would happen. As a 
result, these kids are missing a large number of school days 
and are dropping out of school at higher rates than their 
cisgender peers.
5. How does the model help therapists understand the 
treatment of transgender and gender-expansive folks?

I think it's really important for us to understand why 
individuals might have an increased instance of co-occur-
ring mental health issues. It's important to understand as 
clinicians and to help our clients understand as well. For 
example, if you have someone coming in who is trans it is 
important to consider that they may be worried about us-
ing their preferred name and pronouns at school or work, 
they may feel they don’t have support, maybe they aren't 
able to secure a job because of workplace discrimination.
It also helps our patients to understand why they might be 
experiencing internalized transphobia, why they might be 
afraid to come out and be their true selves. Ultimately, I 
think it really gives us action points that we can work on 
both individually and  in our greater workplace. How can 
we make medical settings more inviting and respectful of 
all identities? Can we think about talking to families about 
the impact of acceptance? There is some research that sug-
gests that family acceptance is the most important piece 
to decrease depression and suicidal ideation. Can we think 
about how to talk to schools and help them understand the 
importance of a safe and welcoming environment, how to 
intervene when there is harassment? All of these are great 
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action items we can take once we understand the mod-
el. We must really think about how to put this into con-
text. 

How Trauma Associated with 
Identifying as LGBTQ+ can be 

Expressed in Art

Late one night when I was returning alone to my  
dorm at Columbia, another student insulted me 

with vulgar, hostile words followed by a right hook to 
my jaw. I fell backward onto the cobblestones, as he ab-
sconded into the darkness. I got up and went to class 
the next morning, but my world had shifted. For this 
reason, and many others, I had always guarded my sex-
ual identity, yet somehow the secret kept getting out.

Even as a child of seven I had been called “FAG-
GOT,” had piss water tossed onto me by cackling kids at 
summer camp, and had been preyed upon by bullies on 
Halloween. Yet none of these rare physical attacks were 
as traumatic as the daily fear of not really belonging in 
any group because of my shameful secret. And nothing 
caused more damage to my psyche than knowing that, 
unless I lied to myself and the world, I was not as good 
as the “real men.” There was something wrong with 
me. Improper, unacceptable and shameful. Something 
to deny and hide in the shadows ¬ on the block and es-
pecially on the job. I had to search for love on a back 
street. Even in my own home, I was not allowed to be 
who I was, having been told by my mother that if my 
truth were known in my family that it would surely kill 
my ailing father. His death would be my fault. 

Is it any wonder, then, that I would hone all the skills 
I needed to build my own reality? When I was paint-
ing, would hypnotize myself to the point where every-
thing I painted was real to me.  I could exist in a land of 
flowers, mountains and greenery a city boy could only 
experience in a dream.  Or I could meditate free of all 
cares, floating in abstract visions of colors and patterns. 
I found that if I could make myself feel joy when I paint-
ed, that joy would be shared with others, others who 
would love me for it, praise me and make me feel my 
soul had some intrinsic value. If I got my name in print 
or on a marquee, won an award and went on TV, then 
that made me special, made up for the sinful slime so 
many people thought resided in a gay person’s heart. 
People who believed what they told you in church.

In art school, in my late teens, I created a world in 
my paintings that was often brightly colored, with warm 
and sometimes wistful characters gazing out of a win-
dow, or into empty space. I painted multicolored city-
scapes and contented subway riders. My brush strokes 
were neat and controlled, and I rarely got paint on my 

smock. As I looked around the studios, I gradually learned that 
every painting was a self-portrait. The plus-sized girl with long 
hair and big lips always used lots of paint with wide brushes 
making big, lyrical lines. An aggressive, slim guy would draw 
dramatic sharp-edged scenes with daggers, skulls and bones. 
And the quiet girl who’d lost her mother consistently painted 
gloomy, monochromatic scenes with a small black and grey 
character in a corner whose face was never fully shown. 

In high school, my sexuality lay under the rock I nev-
er wanted to look under, and that stone of sublimation was 
heavy. Yet my paintings were most often joyful, certainly more 
joyful than my motherless friend. And I was indeed painting 
from joy I actually felt. I’ve been told I have an upbeat person-
ality, and perhaps that is my given nature. But I am sure that 
having those structured hours alone with a blank sketch pad, 
as well as at the piano, enabled me to focus on and nurture 
good feelings. I learned to turn them on systematically. The 
process is the same with all the arts. An actor who laughs and 
cries on cue uses the same skill. So does the musician who can 
whip a room into a dance frenzy or leave a concert hall wet 
with tears. These are talents, we say, but I long ago came to 
understand that talent is basically the other side of practice. 
Practice, hard work and determination. If there seems to be a 
very high percentage of talented artists in all disciplines who 
are gay, then it is very plausible that the gay people need to de-
velop this ability to fabricate a safe world, a world inside where 
they could retreat—and prosper.

I’m older now, in a world so different than it was when I was 
a student that it’s practically upside down. I’m happily married 
to a man after a dozen years in an opposite-sex marriage, trying 
to make things work against odds. In my community, The Berk-
shires, I have never felt so accepted, needed and recognized. 
Yet, judging from the self-portrait my artworks now paint, one 
might conclude that I spend my days wracked with pain, dis-
appointment and frustration. My paintings include characters 
pleading for justice, running from bullets and walking through 
rubble. After becoming comfortable with the security and re-
spectability of being married and living one authentic life, in 
the light, it seems I have become free to face the pain and fears 
that perhaps I couldn’t deal with when, sublimated as it may 
have been, my day-to-day life was so fearful and painful. Now, 
secure in my civil rights and with love all around me, I am free 
to delve deep into the anguish we all, as humans on this earth, 
must feel. Ironically enough, these expressions of pain on can-
vas have been the most successful and acclaimed work of my 
career.

I must say in all honesty, the trauma of being gay was just 
one color in the spectrum of my mental and emotional rain-
bow. And I’d like to be clear about one important thing. My 
trauma was never because of something I was, gay, but from 
something I was not, accepted. My constant craving was to fit 
in and simply to be counted in. To belong and be loved. The 
desires in my heart could be hidden or denied, but there was 
no way to deny that I was the black kid in the world of others. 
Just as I knew unequivocally being Black was not bad, wrong 
or painful of itself, I knew the love I held inside for a male soul 
mate was pure, powerful and beautiful, and this love deserves 
to be expressed.

Submitted by Pops Peterson, www.popspeterson.com

To listen to the podcast of this 
interview and to view additional 

resources suggested by 
Dr. Olezeski please visit us at 

www.womensconsortium.org/trau-
ma-matters
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True Colors, Inc.
 Sexual Minority Youth and Family Services of CT
 
Like many of you, I had heard of True Colors, pri-
marily in a training capacity. What I did not know 
is the breadth and depth of the work True Colors 
has done and the range of services and activities 
that continue to further their work. The timeline 
reaches back to 1992 and succinctly recaps the 
history of True Colors for the past 2+ decades. 
True Colors provides training to professionals, 
workshops and activities for young people and 
a comprehensive list of downloadable resourc-
es, including hotline numbers. Queer Academy 
is a 6-week summer program for queer and ally 

youth leaders (ages 13-19). A separate tab on the 
website “Make a Difference” describes ways to 

help such as becoming foster parent or mentor or 
simply signing up for their e-mail list. 

New Haven Pride Center - New Haven, CT
www.newhavenpridecenter.org

The New Haven Pride Center offers support groups and 12-Step 
meetings, but is also home to Great Room Gallery, “Connecticut’s 
only gallery space dedicated to featuring LGBTQ+ visual artists.” 

The June 2019 exhibit is titled “Won’t Be Erased” and the July-Au-
gust exhibit is “+obias  and +isms in Art”. The New Haven Pride 
Center publishes Centerline Magazine and collaborates to host 

Pride Prom. To visit the center, review their open hours and avail-
able activities/services review their website calendar.

Triangle Community Center - Norwalk, CT
www.ctpridecenter.org

Triangle Community Center offers a range of services and resourc-
es, including clinical services (counseling/therapy and case manage-

ment). There are free support groups that include 12-Step meet-
ings (AA, NA, Alanon), HIV+ support groups, adult survivors of child 
abuse, and more. Under the resource tab on their website, there is 
a listing of LGBTQ friendly health services and places of worship. A 

unique program involves collaborating with sports coaches through  
the Sexual Violence Prevention Collaborative of Fairfield County. 

Triangle Community Center also has a satellite office in Bridgeport.

I highly recommend the following three key re-
sources (and there are many more in Connecticut) 
as part of the services we provide as clinicians, 
peer specialists, interns, and care managers.

Community Centers

Who’s Been Reading Trauma Matters? 
Pictured at left is Beverly Gooden at the 2018 
Spotlight on Sexual and Domestic Violence 
conference. Known for creating the viral Twit-
ter hashtag #WhyIStayed in the wake of several 
high-profile domestic violence incidents, Bev-
erly sparked a national conversation about how 
society views victims, while calling for a com-
munity response to this important social issue.  

www.genderbread.org

“Breaking a complicated concept 
into bite-sized, digestible pieces.”

The Trevor Project’s inaugural national survey on 
LGBTQ Youth Mental Health is now available!  

Visit www.thetrevorproject.org for more information. 
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Resources Recommended by Dr. Christy Olezeski

Welcoming Schools
http://www.welcomingschools.org/resources/books/ 
 
Gender Sprectrum
https://www.genderspectrum.org/
 
Family Acceptance Project
https://familyproject.sfsu.edu/publications
 
GLSEN
https://www.glsen.org/
 
Books
Trans Bodies, Trans Selves
Brill and Pepper: The Transgender Child
Brill and Pepper: The Transgender Teen
Diane Ehrensaft: The Gender Creative Child
 
Workbooks
Gender Quest Workbook for Teens and Young Adults
Gender Identity Workbook for Kids
Queer and Transgender Resilience Workbook – Annaliese 
Singh


