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Abstract 

Gender Minority Experiences of Healthcare Discrimination, State Policy Protections, and Care 

Avoidance  

By Sean Luong 

Background: Discrimination experiences of gender minority people likely contribute to their 

health and access to healthcare. Objective: To explore the associations between lifetime 

healthcare discrimination, state policy protections for gender minorities, and incidence of care 

avoidance among transfeminine, transmasculine, and gender expansive groups. Methods: The 

Population Research in Identities and Disparities for Equality (PRIDE) study is an online, 

longitudinal study collecting health data from sexual and gender minority (SGM) people. 

Movement Advancement Project (MAP) is an organization that gathers data on LGBTQ policies 

and laws. This study was an ancillary analysis regarding reported healthcare discrimination and 

care avoidance from PRIDE study respondents in the 2018 annual survey. Participants were 

further identified as living in a state with overall harmful or protective policies. Logistic 

regression modelling explored relationships between lifetime healthcare discrimination and state 

policy to care avoidance in two separate models and then looked at both predictors to care 

avoidance in a third model. Results: Among the 309 transfeminine participants, 580 

transmasculine participants, and 1,675 gender expansive participants, all groups had higher odds 

of care avoidance after exposure to healthcare discrimination (OR: 7.81  CI: 3.35 - 17.15 in the 

transfeminine group, OR: 3.15 CI: 2.03 - 4.90 in the transmasculine group, and OR 4.31 CI: 3.34 

– 5.57 in the gender expansive group; P < 0.001 for all). Findings on state policy and care 

avoidance were not statistically significant. With both predictors in the model, odds of care 
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avoidance associated with experiencing lifetime healthcare discrimination were greater than the 

odds of care avoidance for participants living in a state with harmful healthcare policies 

(ORs(95% CIs): 8.29 (3.75 –18.34) vs. 1.28 (0.67 – 2.44) in the transfeminine group, 3.15 (2.02 

– 4.90) vs. 1.28 (0.83 – 1.98) in the transmasculine group, and 4.23 (3.28 – 5.47) vs. 1.21 (0.938 

– 1.57) in the gender expansive group; P < 0.001 for lifetime healthcare discrimination 

predictors). Conclusion: Discrimination is associated with varying degrees of decreased access to 

care for gender minority people and potentially negative health impacts. Further research on 

intersectionality of gender minority people’s identities may improve understanding regarding 

how to increase health equity for gender minority people. 
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BACKGROUND 

Transgender, also trans, describes a population of people with a range of diverse gender 

identities that do not exclusively align with one’s sex assigned at birth1. While transgender is an 

umbrella term, not every gender-diverse individual identifies as a transgender person. They may 

identify with a transfeminine identity (e.g. woman or trans woman), a transmasculine identity 

(e.g. man or trans man), or a gender expansive identity (e.g. gender nonconforming, gender fluid, 

agender) that is incongruent to their sex assigned at birth. Cisgender describes those whose 

gender identity are typically associated with their sex assigned at birth. Modern society has 

upheld a binary cisgender system, meaning everyone is assumed to be either male or female, 

based on their sex assigned at birth2. Gender minority people are individuals who do not identify 

with a cisgender identity. 

 A substantial body of literature provides evidence that that trans people experience 

stigma related to gender identity3-7. Stigma is defined as the social process of labeling, 

stereotyping, separation, status loss, and discrimination as a means of social control8. Stigma is a 

social construct that comprises of these defined social processes, most tangibly discrimination, 

working at structural, interpersonal and individual levels of society. Structural oppression that 

results from stigma can affect access to critical resources, such as income, education, housing, 

and healthcare4,6,9-11.  

Discrimination related to gender identity impacts health outcomes both directly and 

indirectly. Transgender discrimination experiences are associated with negative psychological 

outcomes, including increased rates of depression, anxiety, and alcohol and substance use14,16-18. 

Among transgender-identified adults, there is a 40% occurrence of lifetime suicide attempts, 
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compared to a 4.6% occurrence in the general population9,18,19. Transgender discrimination 

results in restriction of access to resources, such as education, income, and health insurance. This 

restriction can result in additional barriers to accessing health care and achieving optimal 

health9,12,15.  In the 2015 US Transgender Survey, 25% of respondents experienced a problem 

with their health insurance due to being transgender, such as being denied coverage7. When 

seeing their health care provider, 33% of trans respondents reported mistreatment and only 65% 

of respondents received the gender affirming treatment they desired7. Barriers to accessing health 

care that arise from discrimination may prevent gender minority individuals from expressing 

their gender identity, further contributing to overall stigma.  

Hatzenbuehler et. al. argue that stigma is a fundamental cause of, and a factor continually 

associated with, health inequalities4,22. Stigma is enacted through multiple social mechanisms 

that influence social determinants contributing to health inequality4,6,20. As social mechanisms 

such as laws and attitudes are formed, transgender stigma and health inequalities are 

perpetuated4,6. Discrimination is both a feature of stigma and a component in establishing stigma. 

Discrimination is characterized by actions or social conditions that exclude individuals or treat 

them unequally based on a perceived identity4,24. Discrimination operates at the structural, 

interpersonal and individual levels of society. Laws barring insurance coverage for gender 

affirming treatments reflect transgender discrimination at the structural level. Health care 

providers refusing to treat or mistreating trans patients reflects transgender discrimination at the 

interpersonal level. Trans people deciding not to seek out a health care provider for their health 

needs because they fear mistreatment or being disrespected reflects internalized transgender 

discrimination at the individual level.  The modified social-ecological model of transgender 

stigma6 conceptualizes how discrimination may operate as social mechanisms of transgender 
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stigma (Figure 1). To understand stigma’s role in transgender health inequality, a look into the 

relationship between structural, interpersonal, and individual levels of discrimination is required.  

Previous studies have described care avoidance within the transgender population due to 

past experiences of discrimination from health care providers6,21. The 2015 U.S. Transgender 

Survey found that 23% of respondents reported that they did not seek care due to fear of 

disrespect or mistreatment7. A study of 452 trans people conducted in 2013 reported that 

experiences of healthcare discrimination were independently associated with a 2.43 higher 

likelihood of care avoidance for preventative care and a 3.41 higher likelihood of care avoidance 

when sick or injured 21. In addition to individual and interpersonal-level factors, recent studies on 

transgender discrimination have expanded to include structural-level variables. A study using 

data from the National Transgender Discrimination Survey sought to define individual and state-

level factors that are associated with healthcare providers declining to treat transgender patients 

(i.e., care refusal) based on responses from 5,381 trans people10. Multiple individual-level factors 

(i.e., age, race, income, care avoidance) and one state-level factor (i.e., percentage voting 

Republican) were positively associated with healthcare providers refusing to provide care to 

individuals who identify as transgender.  

The purpose of this study was to assess relationships between structural-level discrimination 

(e.g. state healthcare policies) and interpersonal discrimination (e.g. healthcare discrimination) 

with individual-level internalized discrimination (e.g. care avoidance) amongst individuals who 

identify as transfeminine, transmasculine, or gender expansive. Previous studies have shown an 

association between mistreatment in healthcare and care avoidance but have not looked at 

correlation with structural stigma6,21. Studies that have looked at structural stigma, simply 



 4 

analyzed state-level demographics or noted the presence of one or two transgender protective 

laws5,10. Stratifying states by the amount of gender identity state policies on healthcare will 

potentially provide more nuanced interpretation of structural stigma data. We hypothesize that: 

[1] Experiencing mistreatment or disrespect in healthcare settings previously will impact the 

likelihood of not seeing a healthcare provider when needed in the past year; [2] Living in a state 

with overall harmful healthcare policies related to gender identity is related to not seeing a 

healthcare provider when needed in the past year; [3] Care avoidance in the past year will have a 

stronger association with lifetime healthcare discrimination than living in a state with harmful 

healthcare policy for gender minority people. . Associations between different mechanisms of 

transgender stigma can help us explore how stigma is linked to health inequity among 

transgender and gender expansive individuals

 

METHODS 

This study analyzed data collected from the Population Research in Identities and 

Disparities for Equality (PRIDE) Study and the Movement Advancement Project (MAP). We 

included a subgroup of participants (n=2,574) from the PRIDE Study who identified with a 

transfeminine, transmasculine, or gender expansive identity and provided responses to survey 

questions about healthcare discrimination and care avoidance in 2018. The MAP database 

provided data on health policies related to gender equality for each state in the U.S for 2018. The 

Institutional Review Board at the University of California, San Francisco and Stanford 

University, as well as the Research Advisory Committee and Participant Advisory Committee 

for the PRIDE study approved this study.  

 



 5 

The PRIDE Study 

The PRIDE study is a national, online, longitudinal cohort study designed to collect 

demographic and health data about sexual and gender minority (SGM) people in order to 

understand their specific health needs and health inequity. The PRIDE Study applies a 

community engagement approach by involving participants to generate pertinent research 

questions and through dissemination of research findings. More comprehensive information on 

participant recruitment, enrollment, and engagement has been published previously23. Annual 

Questionnaires (AQ) are completed by participants to collect information on demographic 

characteristics and physical, mental, and social health. Topics in the AQ include health insurance 

coverage, diagnoses, surgeries and procedures, alcohol and substance use, lifestyle behaviors, 

sexual activity, social support, experiences of stigma and discrimination, and other identity-

related health topics23. Inclusion criteria for the PRIDE study included participants aged 18 years 

or older, identification as a sexual or gender minority, live in the United States, and the ability to 

read and understand English. From 7,327 responses of eligible participants who completed the 

2018 AQ, 2,574 (35%) were categorized as gender minority individuals and were included in this 

study.  

 

Demographics 

Using the participant-reported gender identity and sex assigned at birth variables, 

participants were assigned to transfeminine, transmasculine, and gender expansive groups, which 

were the population in our study. Previous papers with the PRIDE Study have detailed how we 

have measured gender identity in detail32. Free text responses for gender identity were reviewed 

for feminine, masculine, and nonbinary language to ensure gender categorization fits with how 
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they identify. Participants’ zip code was used to identify their state of residence and linked to the 

MAP database on level of healthcare policy protection. Additional covariates included in this 

study were age, sexual orientation, race/ethnicity, household income, education level, and 

insurance status (current insurance status and time uninsured in the past 12 months). Sex 

assigned at birth was included as a covariate for the gender expansive group. 

 

Healthcare Discrimination 

Participants were asked the following “yes”/”no” questions regarding healthcare 

discrimination: “Have you ever been denied or given lower quality medical care?” and “Have 

you ever been denied or given lower quality mental health care?” Participants who responded 

“yes” to either of these questions were coded as having experienced healthcare discrimination. 

Those who responded “yes” were asked if they experienced discrimination in the past year: “In 

the past year, have you been denied or given lower quality medical care?” and “In the past year, 

have you been denied or given lower quality mental health care?” Responses to having 

experienced discrimination recently was included as additional covariates in the analysis. 

 

Care Avoidance 

 Participants were asked “Was there a time in the PAST YEAR when you needed to see a 

healthcare provider but did not because you thought you would be disrespected or mistreated?” 

Those who answered “yes” were considered to be avoiding care. 
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Movement Advancement Project 

MAP is a nonprofit organization that provides structural-level data collection about 

existing LGBTQ-related policies and laws for the purpose of advancing policy, resources, and 

awareness for the LGBTQ population. MAP indexes the number of policies that protect or harm 

individuals based on sexual or gender identity in every state. A policy tally score based on the 

policies in place in each state was calculated. Positive points are assigned to policies that are 

protective for the LGBT population and negative points are assigned to policies that are harmful 

to this population. Fractions of points can be assigned for policies or laws that are partially 

enacted or for local laws that provide some protection within the state. States are categorized as 

negative, low, medium, and high equality based on the policy tally.  

 

State Healthcare Policy Tallies 

State policy tallies for healthcare were determined by six types of policies related to 

health and safety and the potential points: “hate crimes laws covering LGBT people” (0 to 1 

point), “private health insurance non-discrimination laws” (0 to 1 point), “health insurance 

providers banned from excluding coverage from transgender-specific care” (0 to 1 point), “state 

Medicaid policies related to coverage for transgender people” (-1 to 1 point), “transgender 

inclusive health benefits for state employees” (0 to 0.5 point), “state criminalizes exposure to 

and/or transmission of HIV” (-0.5 to 0 point). The total tally for gender identity policies ranges 

from -1.5 to 4.5 points. States are then categorized as having a harmful level of healthcare policy 

(-1.5 to 0 points) or protective level of health care policy (0.01 to 4.5 points). 
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DATA ANALYSIS 

Descriptive statistics were used to describe demographics and frequency of having 

experienced health care discrimination and care avoidance. T-tests and Pearson’s 𝜒2 tests were 

performed to determine two-way associations for healthcare discrimination and state healthcare 

policy tallies with covariates. Logistic regression models were used to identify the association 

between having experienced healthcare discrimination and care avoidance. Participant-reported 

location was used to link variables from the PRIDE Study database and the MAP database. 

Logistic regression models were used to identify associations between level of gender identity 

equality policies by state and care avoidance. Logistic regression models were used to compare 

the relationship between healthcare discrimination and care avoidance and the relationship 

between level of gender identity equality policies and care avoidance. Multivariable adjustment 

of the three models was used to control for relevant covariates (i.e. age, sexuality, race/ethnicity, 

household income and insurance status). All analyses were completed using Stata version 15 

(College Station, TX). 

 

RESULTS 

 There were a total of 2,574 participants across all three gender categories (n = 309 

transfeminine people, n = 580 transmasculine people, n = 1,675 gender expansive people). Mean 

ages of each gender category were 40.9 years (SD = 14.7; Range = 18 - 76) for the transfeminine 

group, 29.8 years (SD = 10.4; Range = 18 - 76) for the transmasculine group, and 29.3 years (SD 

= 9.6; Range = 18 - 76) for the gender expansive group (Table 1). Approximately one third of 

each gender category reported having experienced discrimination in a healthcare setting in their 
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lifetime. Lifetime healthcare discrimination was reported by 31.1% of transfeminine, 40.9% of 

transmasculine, and 36.3% of gender expansive groups. 

 Twenty-one states had state healthcare policy tallies of 0 or less (Figure 2). Across the 

gender groups, approximately 30 – 40% of participants from each gender category were living in 

a state with net neutral or negative level of policy protection for healthcare. Specifically, 117 

transfeminine participants, 232 transmasculine participants, and 546 gender expansive 

participants were living in states that had more harmful than protective policies overall (Table 2). 

 Table 3 shows the odds ratios (ORs) and 95% confidence intervals (95% CIs) from the 

logistic regression models that were used to assess for associations between healthcare 

discrimination and state healthcare policies with care avoidance. Model 1 showed that all three 

gender identity groups had higher odds of care avoidance after exposure to healthcare 

discrimination (ORs (95% CIs): 7.81 (3.35 - 17.15) in the transfeminine group, 3.15 (2.03 - 4.90) 

in the transmasculine group, and 4.31 (3.34 – 5.57) in the gender expansive group; P < 0.001 for 

all). Model 2 shows that the odds of experiencing care avoidance in the states with neutral or 

negative levels of healthcare policy protection among transfeminine (OR 1.42; 95% CI 0.7 – 

2.89), transmasculine group (OR 0.85; 95% CI 0.55 – 1.30),  and gender expansive (OR 1.13; 

95% CI 0.88 – 1.47) groups. None of these results were statistically significant. Model 3 

incorporated both predictors in the same logistic regression model. This model showed that, for 

all three gender identity groups, the odds of care avoidance associated with experiencing lifetime 

healthcare discrimination were greater than the odds of care avoidance for participants living in a 

state with harmful healthcare policies (ORs(95% CIs): 8.29 (3.75 –18.34) vs. 1.28 (0.67 – 2.44) 

in the transfeminine group, 3.15 (2.02 – 4.90) vs. 1.28 (0.83 – 1.98) in the transmasculine group, 
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and 4.23 (3.28 – 5.47) vs. 1.21 (0.938 – 1.57) in the gender expansive group; P < 0.001 for 

lifetime healthcare discrimination predictors).  

 

DISCUSSION 

This study explored whether discrimination experiences and social environments are 

associated with care avoidance among gender minorities. For transfeminine, transmasculine, and 

gender expansive groups, 30 - 40% reported having experienced healthcare discrimination in 

their lifetime. This is consistent with previous studies’ characterization of the high occurrence of 

discrimination against transgender people in healthcare settings6,7,11,18. Despite growing visibility 

and acceptance of transgender or gender expansive people, discrimination remains highly 

prevalent.  

Consistent with past studies10,21, our findings support that experiencing healthcare 

discrimination in the past is associated with increased odds of avoiding care among transgender 

people. Avoiding care is a form of individual-level discrimination, a response to anticipatory 

healthcare discrimination. Care avoidance may result in reduced capability for trans individuals 

to access a critical resource such as healthcare. Supporting transgender people in developing 

ways to cope with the fear of mistreatment has been hypothesized as an intervention to increase 

trans individuals’ capacity in accessing care10,25. Addressing healthcare providers’ education in 

transgender health and transphobia may also be a strategy to reduce the likelihood of 

discrimination and increase access to care14,26,27.  Analyzing models for transfeminine, 

transmasculine, and gender expansive groups separately, we can compare relationships across 

gender categories. We found that the odds of care avoidance in transfeminine people who 

experienced healthcare discrimination in the past are 7.81, compared to odds of 3.15 in 
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transmasculine people, and 4.31 in gender expansive people. This finding is consistent with 

previous studies that show transfeminine people may experience the greatest severity of 

discrimination and therefore may require special consideration when it comes to providing 

resources to increase access to health care and address discrimination experiences7,10,28,29. 

Attitudes toward sexual and gender minorities vary by geographic location and is 

reflected in healthcare policies and how residents vote30,31. Prior studies have found states with 

more conservative voters have a higher prevalence of providers refusing care to transgender 

individuals, but have not found significant associations between protective policies for 

transgender individuals and lower instances of discrimination experiences 10. We have also not 

been able to find significant associations between overall state healthcare policies related to 

gender identity and care avoidance. It is possible that the MAP methods for scoring policies may 

not reflect the actual weight of each policy. Further studies should consider transgender policy 

protections beyond the realm of healthcare and other possible methods to measure structural-

level discrimination. Regardless, structural-level discrimination in the form of healthcare policies 

is associated with restricted access to healthcare for transgender individuals and may negatively 

impact health outcomes7,16,18. 

Comparing the associations between lifetime healthcare discrimination versus state 

healthcare policies with care avoidance, we found that experiencing healthcare discrimination 

remains statistically significant, while the policies do not. This suggests that, in our study, 

interpersonal-level factors have a stronger association to anticipated discrimination than 

structural-level factors. However, further studies that offer more nuanced assessment of 

structural factors are required. These findings may speak to how structural stigma is enacted 
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through the interpersonal level and associated with negative impacts to health in transgender 

individuals6,12. 

 While this study provides insight into how discrimination experiences and political 

climate relate to anticipated discrimination behavior, the findings should be considered with 

some limitations. A cross-sectional study design does not allow for conclusions about cause and 

effect. Our study sample was predominately White, of higher education, and higher 

socioeconomic status based on household income (Table 1). Future studies with more diverse 

samples would allow for more detailed analysis of these relationships in other groups. Future 

studies also need to consider the unique challenges that transgender and gender expansive people 

with other health-related conditions (e.g., disabilities) may experience. 

 In conclusion, our study supports the hypothesis that discrimination is associated with 

decreased access to care for trans and gender expansive people and potentially negative health 

impacts. Interpersonal-level discrimination is more strongly associated with care avoidance than 

structural-level discrimination, although this could be due to difficulty in obtaining structural-

level data. People who identify as transfeminine reported the greatest odds for care avoidance 

and may require additional consideration for support and resources. It should be recognized that 

transgender discrimination extends beyond the healthcare setting and is linked with accessing 

other resources critical to life. Identifying the association between discrimination and care 

avoidance prompts the need for continued research and establishing resources to address fears of 

mistreatment or disrespect in healthcare settings for transgender and gender expansive people. 

 

 

 



 13 

REFERENCES 

 

1. American Psychological Association. Transgender People, Gender Identity, and Gender Expression. 

Washington, DC: APA Lesbian, Gay, Bisexual, and Transgender Concerns Office and APA Public and 

Member Communications; 2015. https://www.apa.org/topics/lgbt/transgender. Accessed October 25, 2019. 

 

2. West C, Zimmerman DH. Doing gender. Gender & society. 1966;1(2):125-151. 

 

3. Kosenko K, Rintamaki L, Raney S, Maness K. Transgender Patient Perceptions of Stigma in Health Care 

Contexts: Medical Care. 2013;51(9):819-822. doi:10.1097/MLR.0b013e31829fa90d 

 

4. Hatzenbuehler ML, Phelan JC, Link BG. Stigma as a Fundamental Cause of Population Health Inequalities. 

Am J Public Health. 2013;103(5):813-821. doi:10.2105/AJPH.2012.301069 

 

5. Hatzenbuehler ML. Structural Stigma and the Health of Lesbian, Gay, and Bisexual Populations. Curr Dir 

Psychol Sci. 2014;23(2):127-132. doi:10.1177/0963721414523775 

 

6. White Hughto JM, Reisner SL, Pachankis JE. Transgender stigma and health: A critical review of stigma 

determinants, mechanisms, and interventions. Social Science & Medicine. 2015;147:222-231. 

doi:10.1016/j.socscimed.2015.11.010 

 

7. James SE, Herman JL, Rankin S, Keislin M, Anafi M. The Report of the 2015 U.S. Transgender Survey. 

Washington, DC: National Center for Transgender Equality; 2016. 

 

8. Link BG, Phelan JC. Conceptualizing Stigma. Annu Rev Sociol. 2001;27(1):363-385. 

doi:10.1146/annurev.soc.27.1.363 

 

9. Bockting WO, Miner MH, Swinburne Romine RE, Hamilton A, Coleman E. Stigma, Mental Health, and 

Resilience in an Online Sample of the US Transgender Population. Am J Public Health. 2013;103(5):943-

951. doi:10.2105/AJPH.2013.301241 

 

10. White Hughto JM, Murchison GR, Clark K, Pachankis JE, Reisner SL. Geographic and Individual 

Differences in Healthcare Access for U.S. Transgender Adults: A Multilevel Analysis. LGBT Health. 

2016;3(6):424-433. doi:10.1089/lgbt.2016.0044 

 

https://www.apa.org/topics/lgbt/transgender
https://doi.org/10.1097/MLR.0b013e31829fa90d
https://doi.org/10.2105/AJPH.2012.301069
https://doi.org/10.1177/0963721414523775
https://doi.org/10.1016/j.socscimed.2015.11.010
https://doi.org/10.1146/annurev.soc.27.1.363
https://doi.org/10.2105/AJPH.2013.301241
https://doi.org/10.1089/lgbt.2016.0044


 14 

11. White Hughto JM, Rose AJ, Pachankis JE, Reisner SL. Barriers to Gender Transition-Related Healthcare: 

Identifying Underserved Transgender Adults in Massachusetts. Transgender Health. 2017;2(1):107-118.  

 

12. White BP, Fontenot HB. Transgender and non-conforming persons’ mental healthcare experiences: An 

integrative review. Archives of Psychiatric Nursing. 2019;33(2):203-210. doi:10.1016/j.apnu.2019.01.005 

 

13. Risser JMH, Shelton A, McCurdy S, et al. Sex, Drugs, Violence, and HIV Status Among Male-to-Female 

Transgender Persons in Houston, Texas. International Journal of Transgenderism. 2005;8(2-3):67-74. 

doi:10.1300/J485v08n02_07 

  

14. Poteat T, German D, Kerrigan D. Managing uncertainty: A grounded theory of stigma in transgender 

health care encounters. Social Science & Medicine. 2013;84:22-29. doi:10.1016/j.socscimed.2013.02.019 

 

15. Fredriksen-Goldsen KI, Simoni JM, Kim H, Lehavot K, Walters KL, Yang J, Hoy-Ellis CP, Muraco A. 

(2014). The health equity promotion model: Reconceptualization of lesbian, gay, bisexual, and transgender 

(LGBT) health disparities. American Journal of Orthopsychiatry. 2014;84(6): 653. doi:10.1037/ort0000030 

 

16. Romanelli M, Hudson KD. Individual and systemic barriers to health care: Perspectives of lesbian, gay, 

bisexual, and transgender adults. American Journal of Orthopsychiatry. 2017;87(6):714-728. 

doi:10.1037/ort0000306 

 

17. Hendricks ML, Testa RJ. A conceptual framework for clinical work with transgender and gender 

nonconforming clients: An adaptation of the Minority Stress Model. Professional Psychology: Research 

and Practice. 2012:43(5):460. https://doi.org/10.1037/a0029597 

 

18. Cicero EC, Reisner SL, Silva SG, Merwin EI, Humphreys JC. Health Care Experiences of Transgender 

Adults: An Integrated Mixed Research Literature Review. Advances in Nursing Science. 2019;42(2):123-

138. doi:10.1097/ANS.0000000000000256 

 

19. Haas AP, Herman JL, Rodgers PL. Suicide Attempts among Transgender and Gender Non-Conforming 

Adults. Los Angeles, CA: UCLA, The Williams Institute; 2014. 

 

20. Gonzales G, Henning-Smith C. Barriers to Care Among Transgender and Gender Nonconforming Adults: 

Barriers to Care Among Transgender and GNC Adults. The Milbank Quarterly. 2017;95(4):726-748. 

doi:10.1111/1468-0009.12297 

 

https://doi.org/10.1016/j.apnu.2019.01.005
https://doi.org/10.1300/J485v08n02_07
https://doi.org/10.1016/j.socscimed.2013.02.019
https://doi.org/10.1037/ort0000306
https://psycnet.apa.org/doi/10.1037/a0029597
https://doi.org/10.1097/ANS.0000000000000256
https://doi.org/10.1111/1468-0009.12297


 15 

21. Reisner SL, Hughto JMW, Dunham EE, et al. Legal Protections in Public Accommodations Settings: A 

Critical Public Health Issue for Transgender and Gender-Nonconforming People: Protecting Transgender 

People in Public Accommodations. Milbank Quarterly. 2015;93(3):484-515. doi:10.1111/1468-0009.12127 

 

22. Phelan JC, Link BG, Tehranifar P. Social Conditions as Fundamental Causes of Health Inequalities: 

Theory, Evidence, and Policy Implications. J Health Soc Behav. 2010;51(1_suppl):S28-S40. 

doi:10.1177/0022146510383498 

 

23. Lunn MR, Lubensky M, Hunt C, et al. A digital health research platform for community engagement, 

recruitment, and retention of sexual and gender minority adults in a national longitudinal cohort study–—

The PRIDE Study. Journal of the American Medical Informatics Association. 2019;26(8-9):737-748. 

doi:10.1093/jamia/ocz082 

 

24. Kohler-Hausmann, I. (2011). Discrimination. Oxford University Press. 

 

25. Folkman S, Lazarus RS: Coping as a mediator of emotion. J Pers Soc Psychol 1988;54:466.  

 

26. Stroumsa, D., Shires, D. A., Richardson, C. R., Jaffee, K. D., & Woodford, M. R. Transphobia rather than 

education predicts provider knowledge of transgender health care. Medical education.2019;53(4), 398-407. 

 

27. Lurie S. Identifying training needs of health-care providers related to treatment and care of transgendered 

patients: A qualitative needs assessment conducted in New England. Int J Transgenderism 2005;8:93–112.  

 

28. Schilt K. Just One of the Guys?: Transgender Men and the Persistence of Gender Inequality. Chicago, IL: 

University of Chicago Press, 2010.  

 

29. Schilt K. Just one of the guys? How transmen make gender visible at work. Gend Soc 2006;20:465–490.  

 

30. Perez-Brumer A, Hatzenbuehler ML, Oldenburg CE, Bockting W. Individual-and structural-level risk 

factors for suicide attempts among transgender adults. Behav Med. 2015; 41:164–171.  

 

31. Hatzenbuehler ML, Keyes KM: Inclusive anti-bullying policies and reduced risk of suicide attempts in 

lesbian and gay youth. J Adolesc Health. 2013;53:S21–S26.  

 

32. Barger BT, Obedin-Maliver J, Capriotti MR, Lunn MR, Flentje A. Characterization of substance use 

among underrepresented sexual and gender minority participants in The Population Research in Identity 

https://doi.org/10.1111/1468-0009.12127
https://doi.org/10.1177/0022146510383498
https://doi.org/10.1093/jamia/ocz082


 16 

and Disparities for Equality (PRIDE) Study. Substance Abuse. 2020; 1-12. doi: 

10.1080/08897077.2019.1702610  



Figure 1. Modified social-ecological model of transgender stigma and application to healthcare 
discrimination experiences6 
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Figure 1. Modified social-ecological model of transgender stigma 

 

 

 

 

 

 

 

 



Figure 2. Map of states with harmful or protective healthcare policies regarding gender identity 
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Table 1. Demographic characteristics and discrimination experiences of gender minority 
participants in the 2018 PRIDE study annual questionnaire 

Table 1. Demographic characteristics of 2018 PRIDE study participants 

 



Table 2. Number of participants residing in states with overall harmful or protective state 
policies for gender minorities 
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Table 2. Participants residing in states with harmful or protective state policies  

Healthcare Policy Tally (%) Transfeminine  Transmasculine  Gender Expansive  

Living in Harmful State  117(37.9) 232(40.0) 546(32.4) 

Living in Protective State  192(51.1) 348(60.0) 1139(57.6) 
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