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DISSERTATION ABSTRACT 

Background 

Transgender people experience pervasive stigma and discrimination, factors known to be 

associated with health disparities. Transgender people also bear a disproportionate burden of 

HIV and have poorer access to health care than the general population. However, little is 

known about the nature of transgender discrimination and its impact on health. This 

dissertation aims to: (1) develop a transgender discrimination scale, (2) test associations 

between transgender discrimination and health, and (3) explore manifestations of stigma in 

health care encounters. 

Methods 

Data from 5,949 respondents to the National Transgender Discrimination Survey was used to 

develop and psychometrically test the Experiences of Transgender Discrimination Scale. This 

scale was used in bivariate and logistic regression models to analyze the relationship between 

transgender discrimination and three outcomes: knowledge of HIV status, HIV positivity, and 

health care utilization. Additionally, in-depth interviews were conducted with a purposive 

sample of 55 transgender individuals and 12 health care providers. These interviews were 

analyzed using Grounded Theory methods. 

Results 

Factor analysis supported a two-dimensional scale including a 10-item Institutional 

Discrimination subscale and an 11-item Interpersonal Discrimination sub-scale. Cronbach's 

alpha coefficient of 0.81 indicated good internal consistency. Construct validity was supported 

by significant correlations in hypothesized directions with external items. In bivariate analysis, 

scores on the Experiences of Transgender Discrimination sub-scales were significantly 

associated with lack of health care utilization for transgender men and with HIV positivity for 

transgender women. In multivariable models controlling for race, age, education, income, 

employment, insurance, history of sex work, and family support, experiences of transgender 
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discrimination remained significantly associated with knowledge of HIV status among 

transgender women only. Lack of training in transgender health care leaves most medical 

providers unprepared for these patients. This uncertainty upsets the typical power relationship 

between provider and patient. Interpersonal stigma functions to reinforce the power and 

authority of the medical provider. 

Conclusions 

Addressing the stigma and discrimination faced by marginalized groups is necessary in order to 

eliminate health disparities. Understanding how stigma functions, being able to measure it, and 

examining its health effects will facilitate the development and evaluation of effective 

interventions to improve population health. 
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INTRODUCTION 

Background 

Transgender is an umbrella term often used to describe people whose gender identity 

differs from their birth sex (Johnson, Mimiaga, & Bradford, 2008). In this dissertation, the term 

"transwomen" refers to individuals who were identified as male at birth but who identify as 

female (also known as male-to-female or MTF). Transmen refers to people who were born 

female but who identify as male (also known as female-to-male or FTM). Due to overlapping 

histories, identities, and a shared experiences of stigma and discrimination, transgender issues 

are frequently linked with those of lesbian, gay, and bisexual individuals (Valentine, 2007). 

In 2010, at the request of the National Institutes of Health (NIH), the Institute of 

Medicine (IOM) convened a committee to assess the current state of knowledge about the health 

of lesbian, gay, bisexual, and transgender (LGBT) people, as well as to identify research gaps, 

and create a research agenda that could guide NIH in enhancing and focusing its research in this 

area. In their report entitled, The Health of Lesbian, Gay, Bisexual, and Transgender People: 

Building a Foundation for Better Understanding, the committee highlighted the need for more 

research on transgender-specific health needs as well as the social influences on the lives of 

LGBT people and inequities in health care (Institute of Medicine, 2011). Importantly, the 

committee noted, 

While the experience of stigma can differ across sexual and gender minorities, 
stigmatization touches the lives of all these groups in important ways and 
thereby affects their health. In contrast to members of many other marginalized 
groups, LGBT individuals frequently are invisible to health care researchers 
and providers.. .this invisibility often exacerbates the deleterious effects of 
stigma. Overcoming this invisibility in health care services and research 
settings is a critical goal if we hope to eliminate the health disparities discussed 
throughout this report. 

Problem Statement 

Transgender people in the U.S. face pervasive violence, stigma, and discrimination. 

The results of two needs assessments of transgender people in Philadelphia found high rates of 
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violence (G. P. Kenagy, 2005). More than half of study respondents had been forced to have 

sex and 56% experienced violence in their own homes, compared to 33% of women in the 

general population who are raped in their lifetime and 25% of women and 7.6% of men who are 

victims of domestic abuse (Tjaden & Thoennes, 2000). A 2005 study of transgender people of 

color in Washington, DC found that 43% of the 248 respondents had been victims of violent 

crime, including 13% who had been sexually assaulted (Jessica M. Xavier, Bobbin, Singer, & 

Budd, 2005). A study of402 transgender individuals published in 2001 found that over half of 

the respondents reported experiencing harassment or violence at some time in their lives and 

25% reported experiencing a violent incident (Lombardi, Wilchins, Priesing, & Malouf, 2001). 

This study also noted that respondents who had experienced economic discrimination based on 

gender identity were also more likely to have experienced a transgender-related violent incident. 

In the first national effort to document discrimination against transgender people, the 

National Center for Transgender Equality and the National Gay and Lesbian Task Force 

surveyed 6,456 transgender people during 2009 (Grant et al., 2011). Respondents reported 13% 

unemployment, twice the national average at the time of the survey. Black, Latino, and 

multiracial respondents fared even worse with unemployment rates of 26%, 18% and 17% 

respectively. Almost half of respondents reported having been fired, not hired, or denied a 

promotion because of their gender identity. One-quarter reported losing their jobs due to their 

gender identity or expression compared to 5.6% of the general population who have reported 

being fired for reasons of discrimination based on race, age or gender (Kessler, Mickelson, & 

Williams, 1999). Again, respondents of color fared worse, with 32% of Black and 37% of 

multiracial respondents reporting being fired. Employment discrimination had a noticeable 

impact on health care access. While respondents in this study were uninsured at the same rate 

as the general population in the U.S. (19%), only 40% of the sample had employer-based 

insurance, compared to 62% of the population at large. 
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Stigma and discrimination are known determinants of poor health, having been 

associated with mental health problems, substance abuse, and HIV (Kessler, et al., 1999; N. 

Krieger, 1999; B. G. Link & Phelan, 2006). The stigma and discrimination that transgender 

people routinely face have been posited as social determinants of reduced access to health care 

as well as increased prevalence of HIV (Clements-Nolle, Marx, Guzman, & Katz, 2001; De 

Santis, 2009; G. Kenagy, 2005 ; Lombardi, et al., 2001; Tooru Nemoto, Don Operario, & 

JoAnne Keatley, 200S; Risser et al., 2005). 

Access to care 

Access to health care remains a leading indicator of the nation's health as described in 

Healthy People 2020, the government document that set goals for the health of Americans from 

the years 2010- 2020 (Healthy People Consortium). Access has been defined as the actual use 

of health services and everything that facilitates or impedes its use (Andersen & Davidson, 2001 

). It means not only seeing a health care provider but also getting appropriate services that 

promote improved health outcomes. The most recent national data from 2010 found that 82% of 

Americans have access to a usual source of care, compared to the goal of 100% (Healthy People 

Consortium). Among a sample of 182 transgender persons in Philadelphia, one-third reported 

having no primary care physician and one quarter had no access to general medical care (G. P. 

Kenagy, 2005). When examined by gender trajectory, 43% of male-identified (female-to-male 

or transmen) transgender persons had no access to care compared with 14% of female-identified 

(male-to-female or transwomen) persons. One in four respondents had been denied medical care 

just because they were transgender. 

Even when transgender people are able to see a medical provider, the care they receive 

is often less than ideal. A statewide needs assessment survey in Virginia (J.M Xavier, Hannold, 

Bradford, & Simmons, 2007) found that 46% of transgender respondents had to educate their 

regular doctors about their health care needs as a transgender person. Twenty-four percent 

reported that they had experienced discrimination by a doctor or other health care provider due 
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to their transgender status or gender expression. As a result of poor access and discrimination, 

half of the hormone-experienced participants had obtained their hormones from someone other 

than a doctor, and nearly 46% of them had injected themselves with hormones or received a 

hormone injection from someone other than a doctor or nurse, including 71% of FTMs and 37% 

of the MTFs. 

Recently, Lambda Legal conducted the first survey that examined refusal of care and 

barriers to health care among LGBT and HIV communities on a national scale (Lambda Legal, 

2010). The final report, When Health Care Isn't Caring, documents findings from 4,916 survey 

respondents across the U.S. Eight percent of this sample (n=397) identified as transgender. 

Seventy percent of transgender respondents reported experiencing discrimination in health care, 

including medical providers who refused to touch them, blamed them for their health problems, 

used harsh language, and were physically rough with them. Almost 27% of respondents 

reported being denied care entirely. Over half of transgender and gender-nonconforming 

respondents reported a high degree of anticipation that they would face discriminatory care. 

This anticipation of discrimination served as a barrier to seeking care. Almost 86% of 

transgender respondents indicated that overall community fear or dislike of people like them 

was a barrier to care. Ninety percent of transgender respondents felt that there were not enough 

medical personnel who were properly trained to care for them. For every category of 

discrimination described in the report, people of color respondents were more likely than their 

white counterparts to experience discrimination and substandard care. 

Published literature on the specific health care experiences and health care utilization of 

FTM individuals is scarce and conflicting. One study of 122 FTMs found high rates of health 

care access, utilization, and satisfaction (Rachlin, Green, & Lombardi, 2008). However, study 

participants were recruited from peer support groups and a national FTM conference, 

suggesting that the sample may have had well-connected social networks through which they 

could access appropriate and affirming health care resources. A national internet survey of 384 
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FTM respondents found that 17% of them reported experiencing discrimination from a health 

care provider while 72% reported delays in seeking care due to fear of discrimination 

(Newfield, Hart, Dibble, & Kohler, 2006). 

One qualitative study has been published describing access to care for transgender 

people in Boston. Sperber et al. conducted focus groups for each of four different transgender-

identified groups: adult transwomen, adult transmen, young transwomen and young transmen 

(<25 years old) (Sperber, Landers, & Lawrence, 2005). Participants reported that some health 

care providers blatantly refused to see them and others refused to call them by the appropriate 

name or pronoun. They also discussed lack of provider knowledge about transgender health 

issues such as hormone use, appropriate HIV prevention counseling, and sexual and 

reproductive health. Medical and mental health providers often referred to transgender issues in 

unrelated health care situations. Health issues of concern for study participants included 

HIV/AIDS but also general primary care and hormone-related care. 

Limited literature exists that suggests access to primary health care mitigates some of 

the health risks faced by transgender people. Sanchez et al. (Sanchez, Sanchez, & Danoff, 2009) 

investigated health care utilization, barriers to care, and hormone use among male-to-female 

transgender persons residing in New York City. They conducted interviews with 101 male-to-

female transgender persons from three community health centers. Most participants reported 

having health insurance (77%) and seeing a general practitioner in the past year (81 %). Even 

among this sample with a high level of access, over 25% of participants perceived the paucity of 

transgender-friendly and transgender-knowledgeable providers as a barrier to care. Being under 

a physician's care was significantly associated with a reduction in high-risk behaviors, including 

smoking cessation and obtaining needles and hormones from a licensed physician. 

Based on this review of the literature, none of the published studies used a validated 

scale to measure the concept of transgender-specific discrimination. The lack of a consistent 

measure makes it both difficult to compare studies and to measure any changes in the 
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experiences of discrimination as a result of changes in policies or practices affecting 

transgender populations. Importantly, none of these studies have quantitatively assessed the 

relationship between discrimination and health care access/utilization using a large national 

sample of transgender people, therefore limiting the potential generalizability of the results. 

HIV 

Transgender people face marked disparities in HIV. The largest systematic review of 

HIV among transgender people found a high prevalence of risk behaviors and infection (Herbst 

et al., 2008). Herbst and colleagues performed a meta-analysis of studies on HIV risk of both 

transwomen and transmen and found an estimated prevalence of HIV infection of 28% among 

female-identified transgender people in the United States (Herbst et al., 2008) . Among 

African-Americans, the prevalence was twice as high (56%). The systematic review found only 

five studies that included data on HIV prevalence among transmen. Self-reported HIV 

prevalence in this group ranged from 0 - 3%. The one study in the meta-analysis that provided 

HIV test results found a prevalence of 2% (Clements-Nolle, et al., 2001). While this proportion 

is dramatically lower than what has been found among transwomen, it is almost four times 

higher than the 0.6% estimate for the general adult U.S. population (UNAIDS, 2009) . 

After this meta-analysis was published, another study of HIV prevalence was conducted 

among self-identified transgender people attending an STD clinic. Stephens et al. (2010) found 

that 11% of the transwomen and 10% of transmen were HIV-infected. HIV prevalence was 

virtually identical, despite demographic and behavioral risk differences between the male-

identified and female-identified participants (Stephens, Bernstein, & Philip, 2010). These 

surprising findings suggest that traditional risk factors may be inadequate to explain high HIV 

prevalence among transgender populations. 

In the Herbst meta-analysis (Herbst, et al., 2008), many transwomen (27-48%) reported 

engaging in risky sexual behaviors. Their analysis found that contextual factors related to 

increased HIV risk included social isolation, economic marginalization, and unmet transgender-
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specific healthcare needs. Similarly, a small qualitative HIV needs assessment conducted in 

Minnesota identified transgender-specific risk factors, including shame and isolation, search for 

gender affirmation, and sharing needles while injecting hormones (Bockting, Robinson, & 

Rosser, 1998). In this study, transwomen focus group participants described a sense of being 

isolated from and rejected by society. The shame and pain involved often led to substance use 

and a loss of sexual inhibitions. They also described getting involved in sex work both for 

gender confirmation ("If you can attract a man who will pay you to have sex, you're beautiful") 

and to pay for hormones and silicone injections which frequently were purchased through 

underground sources. Subsequent qualitative and quantitative studies have confirmed these 

issues as common HIV risk factors for transgender women (Melendez & Pinto, 2007; T. 

Nemoto, D. Operario, & J. Keatley, 2005; Sevelius, Reznick, Hart, & Schwarcz, 2009). Among 

transgender women in primary relationships with male partners, perceived discrimination was 

significantly associated with unprotected sex(Operario, Nemoto, Iwamoto, & Moore, 2010). 

In summary, the scientific literature provides a solid body of evidence that transgender 

women are disproportionately impacted by HTV, and this impact is even greater for transgender 

women of color. In addition, transgender people experience significant stigma, discrimination 

and barriers to accessing health care. High risk for HIV makes access to care even more critical 

for this population. Studies among people with HIV have found that people who reported 

experiencing stigma were three to four times as likely to report poor access to care compared to 

those who did not, even after controlling for socio-demographic factors (Kinsler, Wong, Sayles, 

Davis, & Cunningham, 2007; Sayles, Wong, Kinsler, Martins, & Cunningham, 2009). 

One goal of Healthy People 2020 is to eliminate health disparities, including 

differences that occur by gender and sexual orientation (Healthy People Consortium). In order 

to eliminate the disparities faced by transgender people, it is important that we understand the 

determinants of those disparities. Healthy People 2020 points out that individual characteristics 

interact with social, physical, and political environments to have a profound effect on health. It 
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further asserts that expanding access to quality health care is important to eliminate health 

disparities and to increase the quality and years of life for all Americans. Thus, an analysis of 

the social structures and institutional contexts in which transgender people may or may not 

access health care and/or face risks for HIV is critical to the creation of structural changes 

needed to improve the health of this population and reduce inequities in our health system. 

Study Aims 

The research project was designed to address gaps in knowledge about the relationship 

between stigma and discrimination and health among transgender people in the United States. 

Multiple methods were used to examine how stigma and discrimination affect HIV and health 

care access/utilization for transgender adults. The specific aims include the following: (1) to 

develop a valid quantitative measure of transgender specific discrimination; (2) to quantitatively 

assess the relationship between experiences of discrimination, health care utilization, and HIV 

among transgender adults; and (3)to qualitatively explore how stigma and discrimination 

manifest during health care encounters between transgender patients and medical providers. 

Theoretical Framework 

This research project is based in a social ecological framework that considers multiple 

levels of influence on health, including the larger contexts within which health behavior takes 

place. The social and structural factors that determine population health can be understood as 

"social facts" as originally conceptualized by the sociologist, Emile Durkheim. Durkheim's 

construct of social facts includes social structures (such as medical institutions, religious 

institutions, legal institutions), cultural norms, and values that exist outside of any one 

individual, yet shape individual behavior (Durkheim, 1982). Health and health behavior are 

constrained by social facts also known as social determinants of health. The interactions 

between social context and health also have been theorized and described well beyond the field 

of sociology. Medical anthropologists such as Leatherman (Leatherman, Goodman, & Thomas, 

1993), Armelagos et al. (Armelagos, Leatherman, Ryan, & Sibley, 1992), and Baer (Baer, 
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1996) have argued for consideration of the political and social environment on health within 

their discipline. In the field of public health, Nancy Krieger, among others, has published 

extensively on the impact of social context and inequalities on health (Nancy Krieger, 1994; N. 

Krieger, 1999; Nancy Krieger, 2001). Link and Phelan have demonstrated that advances in 

medical knowledge have improved health only for those with social and economic resources 

(Phelan & Link, 2005; Phelan, Link, Diez-Roux, Kawachi, & Levin, 2004). 

Social Ecological Models 

Researchers within the field of HTV prevention have argued for models that go beyond 

the individual level (Sweat & Denison, 1995). McElroy and colleagues have (McLeroy, Bibeau, 

Steckler, & Glanz, 1988) described a multilevel model for factors that influence health 

behavior, including: 1) intrapersonal factors such as knowledge, attitudes, behavior, self-

concept, and skills, 2) interpersonal processes such as social networks and social support 

systems, 3) institutional factors, i.e. social institutions with organizational characteristics and 

both formal and informal rules and regulations for operation, 4) community factors such as 

relationships among organizations, institutions, and informal networks within defined 

boundaries, and 5) structural factors including public policy, local, state, and national laws. 

These five levels form a theoretical framework that goes beyond the individual perspective. 

Thus, this study is grounded in the assumption that, while individuals have agency, 

macro-social factors such as institutionalized stigma and discrimination shape the knowledge 

and choices available to them and serve as fundamental causes of disease (B. G, Link & Phelan, 

1995). Given this foundation, multilevel ecological models provide the most appropriate 

framework for this research. This study will investigate health care utilization and HIV risk for 

transgender people using a multi-level framework that focuses on the institutional and 

interpersonal levels but also considers other levels. In particular, the role of stigma and 

discrimination as determinants of health will be examined. 

Stigma and Discrimination as Social Determinants 
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Stigma and discrimination function as social determinants that affect opportunities and 

constraints placed on individual behavior. The seminal work on stigma was published by social 

psychologist Erving Goffman in 1963. In his book, Stigma: Notes on the Management of 

Spoiled Identity, he defines stigma as a relationship between attributes (i.e. characteristics of a 

person) and stereotypes about those attributes (Goffman, 1963). That is, an attribute only 

becomes stigmatized when it is interpreted through a negative association with that attribute. It 

is through this interpretative social relationship that certain human differences become labeled 

as negative and thereby stigmatized. In this way, stigma is not a characteristic of a person, 

rather it is the relationship between an individual or group's attributes and society's negative 

interpretation of these attributes. 

More recently, some public health researchers have re-conceptualized stigma to take 

into account the relationships between stigma, power, and social inequality (Link & Phelan, 

2001; Link & Phelan, 2006; Parker & Aggleton, 2003; Phelan, Link, & Dovidio, 2008). They 

point out that despite Goffman's original conceptualization of stigma as relational, most of the 

subsequent health research on stigma has interpreted it very individualistically and ignored the 

role of structural power. In order to correct for this, Link and Phelan (Bruce G. Link & Phelan, 

2001) assert that stigma includes not only labeling and stereotyping, but also devaluation and 

discrimination that leads to unequal outcomes. They emphasize that those who enact stigma 

must have access to social, economic, and political power that allows for full execution of their 

disapproval, rejection, exclusion, and discrimination. Rather than being a separate concept from 

stigma, discrimination is simply an enactment of the struggle for power and privilege that 

stigma embodies. 

Parker and Aggleton (2003) have put forth a conceptual framework for HIV and AIDS-

related stigma and discrimination that incorporates the role of power and domination. They 

state: 
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In our view, stigma plays a key role in producing and reproducing 
relations of power and control. It causes some groups to be devalued 
and others to feel that they are superior in some way. Ultimately, 
therefore, stigma is linked to the workings of social inequality and to 
properly understand issues of stigmatization and discrimination, 
whether in relation to HIV and AIDS or any other issue, requires us to 
think more broadly about how some individuals and groups come to be 
socially excluded, and about the forces that create and reinforce 
exclusion in different setting?, (p. 16) 

Thus, stigma and discrimination determine opportunities and constraints not only through 

impacts at the intra- and interpersonal level but also at the structural level through social 

exclusion (Caceres, Aggleton, & Galea, 2008; Popay et al., 2008). The term 'social exclusion' 

describes devaluation and disenfranchisement experienced by certain groups within society 

(Caceres, et al., 2008). Those who are socially excluded are ascribed little social value. They 

are marginalized economically, politically and socially such that they are not afforded the 

opportunities available to others in society, including access to health care. The social exclusion 

of transgender people has been described both internationally and in North America (Bauer et 

al., 2009; Khan et al., 2009; Khosla, 2009; Namaste, 2000). As social structures, health care 

institutions are complicit in the reification of social hierarchies, including those associated with 

institutionalized stigma and discrimination. 

Corrigan et al.( 2004) have described a model that links the source of stigma, i.e. macro 

level discrimination, to the impact of stigma, i.e micro level lost opportunities (Corrigan, 

Markowitz, & Watson, 2004). Based on this model, structural stigma and discrimination may 

intentionally or unintentionally contribute to self-stigmatizing attitudes that lead to increased 

HIV risk through depression and substance use (Burgess, Trail, Lee, & van Ryn, 2007; 

Clements-Nolle, Marx, & Katz, 2006; Gonzalez, 2008; Nuttbrock et al., 2010; Reisner, 

Perkovich, & Mimiaga, 2010), as well as increased attempts to affirm gender identity through 

illicit hormone use, silicone injections, and sexual behavior (Garofalo, Deleon, Osmer, Doll, & 
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Harper, 2006; Lawrence, Meyer, & Northridge, 2007; Jessica M. Xavier, et al., 2005). 

Institutional stigma and discrimination also leads to lost opportunities for access to appropriate 

health care due to under-employment, under-insurance, explicit exclusion of transgender-

specific care from health policies, as well as health care provider ignorance and discrimination 

(Lambda Legal, 2010). 

Conceptual Model 

The conceptual model for this study (Figure 1) draws on the multi-level structure of 

both McLeroy's (McLeroy, et al., 1988) ecological model and Corrigan's (Corrigan, et al., 

2004) multi-level model of stigma and discrimination. 

HIV Risk 
Health Care Access 

and Utilization 

COMMUNITY 
Social Service and Advocacy Organizations 

INTER-PERSONAL 
Interactions with health workers 

Policies & Procedures 

INSTITUTIONAL 
Guidelines & Practices 

INTRA-PERSONAL 

Stigma 

STRUCTURAL 
Discrimination Social Exclusion 

Figure 1: Theoretical Framework informing Dissertation Research 
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Implicit to this model is an understanding of stigma and discrimination as social forces 

that determine opportunities and constraints by reinforcing power and domination at both the 

interpersonal and the institutional level. Stigma, discrimination, and social exclusion of 

transgender people are culturally embedded throughout society. This societal stigma affects the 

content of institutional policies, procedures, and guidelines as well as the norms and practices of 

health workers within that institution. At the same time, both structural and institutional stigma 

impact individual behaviors such as substance abuse, injecting behaviors, sexual behaviors, and 

gender conforming behaviors. In addition, stigma has direct psychological impact, affecting the 

mental health of transgender people. Together these factors serve as constraints on the 

opportunities for health care and HIV prevention in this population. 

Methods 

Multiple methods were used to examine stigma and discrimination and health among 

transgender populations. Quantitative methods were used to develop a valid instrument to 

measure transgender specific discrimination and to test relationships between discrimination 

and HTV and health care utilization. Qualitative methods were used to explore the role of 

stigma in health care encounters with transgender people. 

Quantitative 

Data from 5,949 trans-identified participants in the National Transgender 

Discrimination Survey (NTDS) was used for development of the Experiences of Transgender 

Discrimination Scale (ETD). Fifty-eight items from the NTDS were considered for the initial 

item pool for the ETD: 19 employment items, 14 healthcare items, 12 public accommodation 

items, 6 education items, 4 housing items, and 3 police items. Twelve items were excluded 

because the response was "not applicable" for more than half of the study sample. Summary 

variables were created for several public accommodations items as well as for several education 

items. Thus, 33 items were retained for use in subsequent psychometric testing. 
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Exploratory Factor Analysis on a tetrachoric correlation matrix was used to extract the 

initial factor structure using Mplus version 6.2 (Los Angeles, CA: Muth6n & Muthen) with one 

half of the sample. Factor loadings, item-total correlations, and uniqueness estimates were used 

to select items for deletion. Confirmatory factor analysis was used on the second half of the 

sample to support model fit as well as measurement invariance by sex and race as well as 

survey administration mode. Cronbach's alpha was used to assess internal consistency of the 

scale. Pearson correlations between the ETD and 5 items on the NTDS were used to support 

external construct validity of the final scale. 

Once the scale was developed, factor scores from the ETD subscales were exported 

from Mplus into Stata version 11 (StataCorp, College Station, TX) which was used for the 

remaining analyses. Descriptive statistics as well as bivariate associations between each of the 

independent covariates and the three health outcomes were examined. The Holm-Bonferroni 

method was used in the bivariate association tables in order to correct for multiple comparisons. 

Multiple logistic regression was used to model the relationship between transgender 

discrimination scores and each of the outcome variables while controlling for the other 

covariates. 

Qualitative 

A qualitative, Grounded Theory approach (Charmaz, 2006) was used to explore the 

process and function of stigma in health care interactions. Purposive sampling (Maxwell, 2005) 

was used to identify transgender participants and clinicians who provided medical care for 

transgender people. In-depth interviews were conducted with both transgender adults and health 

care providers from January 2011 to July 2011. Audio recordings were transcribed verbatim. 

Field notes were handwritten immediately after each interview and typed up after transcription 

was complete. 

Inclusion criteria for transgender participants included being 18 years of age or older, 

residing in the local metropolitan area, and identifying as transgender or as a gender different 
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from their birth sex. One individual in-depth interview was conducted with each of the 55 

transgender participants, including 25 transmen and 30 transwomen. Each interview lasted 

between 45 and 180 minutes with an average duration of 90 minutes. The interviews elicited 

detailed narratives of individual experiences and perceptions. Specifically, participants were 

asked about their family and social life, gender identity, sexual orientation and practices, health 

care experiences, as well as experiences of stigma and discrimination. 

Inclusion criteria for each of the 12 health care providers were being at least 18 years of 

age, working in the metropolitan area, and having provided medical care to at least one 

transgender patient in the preceding year. Emails invitations were sent to potential participants, 

and those who expressed interest and who met the inclusion criteria were scheduled for 

interviews. Interviews with health care providers included questions about their personal 

history and clinical training as well as about their experiences providing care for transgender 

patients. Each interview lasted between 45 and 90 minutes with an average duration of 60 

minutes. 

Data for analysis took place using the software program Atlas.ti© (version 6.2, 

Scientific Software Development GmbH, Eden Prairie, MN). Open coding was conducted on 5 

medical provider transcripts and 10 transgender transcripts chosen in such a way as to maximize 

variability in provider type and facility for medical providers, and to maximize variability in 

age, race, and gender for transgender participants. This process produced over 100 line-by-line 

codes. These codes were then collapsed into 30 broader codes that were used for focused 

coding of the remaining transcripts. After organizing codes into 5 categories, the coded text 

was extracted and read in multiple iterations using constant comparison techniques. Memos 

were used throughout to organize and document the analytic process. 
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Abstract 

Background 

Discrimination against transgender people has been repeatedly documented in the literature. 

Experiences of discrimination are known to have deleterious effects on mental and physical 

health. A valid measure of discrimination is essential to characterize and test associations 

between discrimination and health. A transgender-specific measure of discrimination currently 

does not exist in the literature. This analysis was used to develop and assess the psychometric 

properties of a new scale entitled Experiences of Transgender Discrimination (ETD), designed 

to measure experiences of discrimination specific to transgender-identified people in the United 

States. 

Methods 

Data from 5,949 participants in the National Transgender Discrimination Survey (NTDS) was 

used for scale development. Exploratory factor analysis on half of the sample was used to 

extract the initial factor structure. Factor loadings, item-total correlations, and uniqueness 

estimates were used to select items for deletion. Confirmatory factor analysis was used on the 

second half of the sample to support model fit as well as measurement invariance by sex and 

race as well as survey administration mode. Cronbach's alpha was used to assess internal 

consistency, and Pearson correlations were used to support external construct validity of the 

final scale. 

Results 

EFA supported the extraction of two distinct factors: A 10-item sub-scale of Institutional 

Discrimination and an 11-item sub-scale of Interpersonal Discrimination. CFA supported the 

two factor model as well as measurement invariance. Cronbach's alpha coefficients for each of 
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the subscales were greater than 0.80, indicating good internal consistency. Each subscale 

correlated as hypothesized with external items used to assess external construct validity. 

Discussion 

The development of the ETD fills an important gap in the measurement of discrimination. A 

valid, reliable measure of transgender discrimination will provide opportunities to better 

understand how discrimination is experienced by transgender people as well as to examine its 

relationship to health and other outcomes in future research. 
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Introduction 

Transgender is an umbrella term often used to describe people whose gender identity 

differs from their birth sex. This broad term includes people who have one sex assigned to them 

at birth based on anatomy or genetics but who identify with a gender different from that. 

Transgender identities can be distinct from behaving or dressing in a way that is atypical or 

"non-conforming" for one's expected gender role. Transgender people may or may not conform 

to gender norms and may or may not have interventions to modify their bodies. The breadth of 

transgender identities is complex, growing, and beyond the scope of this manuscript (Fassinger, 

Arseneau et al. 2007; Valentine 2007). However, regardless of label, most transgender people 

share common experiences of stigma and discrimination because they are transgender. 

A study of402 transgender individuals published in 2001 found that over half of the 

respondents reported experiencing harassment or violence at some time in their lives and 25% 

reported experiencing a violent incident (Lombardi, Wilchins et al. 2001). Subsequent studies 

have documented discrimination experienced by transgender people in multiple domains of life 

from family to employment, and health care. (Grossman and D'Augelli 2006; Lombardi 2007; 

Lombardi 2009; National Center for Transgender Equality and National Gay and Lesbian Task 

Force 2009; Lambda Legal 2010). Discrimination is known to contribute to health disparities 

among racial and sexual minorities (Kessler, Mickelson et al. 1999; Mays and Cochran 2001; 

Pascoe and Smart Richman 2009; Hausmann, Hannon et al. 2011). 

However, the impact of transgender discrimination on the health of transgender people 

in the United States has not been well-characterized. Multiple studies suggest that transgender 

people experience disproportionate rates of HIV, substance use, depression, and other negative 

health outcomes (Kammerer, Mason et al. 2001; Clements-Nolle, Marx et al. 2006; Herbst, 

Jacobs et al. 2008). Authors of these studies suggest that stigma and discrimination are at the 

root of these disparities. However, to provide evidence for the association between 

discrimination and health disparities, it's crucial to have a valid measure that is specific to 
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discrimination experienced by transgender individuals. To date, such a measure has been 

lacking. 

The National Center for Transgender Equality (NCTE) and the National Gay and 

Lesbian Task Force (NGLTF) conducted a national cross-sectional survey among a sample of 

6,456 transgender and gender non-conforming individuals in the U.S. The National Transgender 

Discrimination Survey (NTDS) asked questions about experiences of discrimination based on 

transgender identity or gender variance (National Center for Transgender Equality and National 

Gay and Lesbian Task Force 2009). Data from the NTDS provided a unique opportunity for 

developing and validating a measure of transgender discrimination. This paper details the 

development of this measure and reports on its psychometric properties. 

Conceptualizing Discrimination 

Webster's dictionary defines discrimination as "the unjust or prejudicial treatment of 

different categories of people or things, especially on the grounds of race, age, or sex." Acts of 

discrimination may be observable events; however, whether or not someone experiences an act 

as discrimination is a non-observable, therefore latent, construct. Both the latent and observable 

properties of discrimination may have consequences for mental and physical health. In 

addition, experiences of discrimination have both material and psychological consequences. 

For example, losing one's job may lead to loss of health insurance and health care access. 

However, loss of employment due to discrimination may also be demoralizing in unmeasured 

ways that lead to unhealthy coping behaviors and poor health. 

The published literature is mixed on the conceptualization and measurement of 

discrimination (Krieger 1999). One of the earliest and most prolific researchers on 

discrimination and health, David Williams, conceived discrimination as two dimensional. One 

dimension is called "Major Discrimination" and is measured using 9 binary items about unfair 

treatment in employment, education, housing, and banking as well as unfair treatment by police, 

neighbors, and service providers. The other dimension is called "Day-to-Day Unfair 
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Treatment" and is measured by 10 binary items about being treated with less courtesy, respect, 

poorer service, as less smart, as if dishonest, as if frightening, as if someone is better than you, 

as well as having been called names, harassed, or followed in stores (Williams, Yu et al. 1997). 

This measure has been widely used and adapted to examine the relationship between 

discrimination and health (Pascoe and Smart Richman 2009). 

More recently, social epidemiologist, Nancy Krieger and colleagues developed and 

used a brief measure of racial discrimination that includes 9 items that ask whether one has 

experienced discrimination at school, work, getting a job, getting housing, getting medical care, 

getting services in a store/restaurant, getting credit, bank loans, or mortgage, in public settings, 

and from the police or courts (Krieger, Smith et al. 2005). Krieger's measure also includes 

items about response to unfair treatment. These items assess whether respondents accepted 

discrimination or tried to do something, and if they talked about it or kept it to themselves. 

While these and other measures have been found to perform well in measuring discrimination 

based on race/ethnicity, they were not designed to measure transgender discrimination. And, 

they have not been used specifically with transgender populations. This study seeks to develop 

and psychometrically assess a new measure, Experiences of Transgender Discrimination (ETD), 

to fill this gap in discrimination measurement. 

Defining Transgender Discrimination 

Discrimination against transgender people could be understood as a form of gender-

based discrimination; however, in the published literature, it is usually combined with 

discrimination based on sexual orientation, under the umbrella of "LGBT" discrimination 

(Mays and Cochran 2001; Willging, Salvador et al. 2006; Gordon and Meyer 2007; Lambda 

Legal 2010). Indeed, transgender discrimination is often both gender and sexuality based. As 

individuals whose gender identity differs from their natal sex, transgender people challenge 

societal norms of gender. At the same time, because concepts of sexual orientation (such as 

homosexuality, bisexuality, and heterosexuality) rely upon the concept of binary sex and 
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gender, transgender people also challenge societal expectations for sexual orientation. 

Trans gender discrimination may be experienced either because one is assumed to be 

transgender based upon appearance or because of disclosure of a transgender identity. 

A literature search for measures of transgender-specific discrimination revealed only 

two published studies. Both studies describe the use of a "transphobia" scale (Sugano, Nemoto 

et al. 2006; Nemoto 2011). This measure contains questions about transgender stigma, 

discrimination, and responses to discrimination. While this scale had high internal consistency 

in the study population, transgender women (natal male) sex workers in San Francisco, no 

psychometric testing was reported. Therefore, it is unclear if the scale measured the intended 

constructs), nor how many dimensions may have been tapped by these questions. In addition, 

because the study population included only transgender women sex workers, it is unclear how 

the scale would perform in other transgender populations. 

Study Objective 

The purpose of this study is to develop a psychometrically sound measure to assess 

experiences of discrimination among transgender-identified individuals in the United States. 

This includes evaluating the factor structure, reliability and validity of the ETD. The study was 

designed to take advantage of access to the largest national survey of transgender individuals 

ever conducted in the United States, the National Transgender Discrimination Survey. 

Methods 

The National Transgender Discrimination Survey 

In 2008, the National Center for Transgender Equality and the National Gay and 

Lesbian Task Force launched the first comprehensive national transgender discrimination study 

(National Center for Transgender Equality and National Gay and Lesbian Task Force 2009). A 

team of community-based advocates, transgender leaders, researchers, lawyers, and LGBT 

(lesbian, gay, bisexual, transgender) policy experts developed the survey instrument. 

Respondents provided demographic data as well as information on multiple aspects of discrimi­
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nation such as housing, employment, health and health care, education, public accommodation, 

criminal justice, and identity documents. Because the survey was anonymous, it was 

determined to be exempt from review by the Institutional Review Board at Pennsylvania State 

University. This analysis was determined to be exempt by the Johns Hopkins School of Public 

Health Institutional Review Board. 

The survey was fielded over four months through more than 800 transgender-led or 

transgender-serving community-based organizations throughout the United States. Potential 

participants were identified through active online community listserves, and the vast majority of 

respondents took the survey online, through a URL established at Pennsylvania State 

University. Additionally, paper surveys were distributed to organizations serving hard-to-reach 

populations - including rural, homeless, and low-income transgender and gender non­

conforming people. Telephone follow-ups for the paper surveys were conducted over three 

months. This effort resulted in the inclusion of 500 paper surveys. The final study sample 

included 6,456 valid respondents from all 50 states, the District of Columbia, Puerto Rico, 

Guam, and the U.S. Virgin Islands. The geographic distribution of the study participants 

mirrored that of the general U.S. population. A detailed description of the methods can be found 

in the study report (National Center for Transgender Equality and National Gay and Lesbian 

Task Force 2009). 

Participants 

Participants had to self identify as transgender or gender non-conforming to be included 

in the study. This was defined as having a gender identity or expression that is different, at least 

part of the time, from the sex assigned at birth. A total of 394 participants who responded "not 

at all" when asked if the either term "transgender" or "transsexual" applied to them were 

excluded from this analysis. Additionally, 113 participants who did not respond to either item 

were excluded from analysis. Thus, the final sample used for the analysis presented here 

included 5,949 trans-identified individuals. The average age of study participants was 37 years 
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with a range from 18 to 83 years. Sixty-two percent were identified as male on their original 

birth certificate. Seventy-six percent of survey respondents identified as white; 85% had at least 

some college education; 90% lived in urban areas; and 15% had a household income of less 

than $10,000 per year. Participant characteristics are listed in Table 1. 

Development of Initial Item Pool for ETD 

The first step in the construction of the ETD was to identify a pool of potential items 

from which to develop the measure. The NTDS asked questions about most domains usually 

included in measures of racial discrimination in the published literature: employment, housing, 

health care, education, and public services (Williams, Yu et al. 1997; Kessler, Mickelson et al. 

1999; Krieger, Smith et al. 2005). However, no questions about financial discrimination (e.g. 

problems getting a bank loan) were included in the NTDS, potentially limiting the content 

validity for this measure. 

The NTDS contained fifty-eight questions about experiences of and responses to 

discrimination. Nineteen questions asked about employment discrimination and were worded as 

follows: Because of being transgender/gender non-conforming, which of the following 

experiences have you had? Response options included general responses such as "I lost my 

job" or "I was denied a promotion" as well as transgender specific ones such as "I was forced to 

present in the wrong gender to keep my job." Participants could respond "yes," "no," or "not 

applicable" to each item. 

Four questions were asked about housing. Two were worded as follows: Because you 

are transgender/gender non-conforming, have you experienced any of the following housing 

situations? Participants could respond yes, no, or not applicable to having been evicted or to 

having been denied housing. The remaining two housing questions were worded as follows: 

Because I am/was transgender/gender non-conforming, which of the following statements are 

true? : "I was not allowed to have any housing on campus" and "I was not allowed gender 

appropriate housing on campus." 
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Questions about health care were worded as follows: Based on being 

transgender/gender non-conforming, please check whether you have experienced any of the 

following: Respondents could check "yes," "no," or "not applicable" to being verbally harassed 

or disrespected, denied equal treatment or services, and physically attacked or assaulted in a 

variety of health care settings such as doctor's office or hospital, emergency room, mental 

health clinic, drug treatment program, and ambulance or EMT. Questions about physical and 

sexual assault were not included in the item pool for this analysis because violence is 

conceptually distinct from discrimination. Two additional questions about health care 

experiences included: A doctor or other provider refused to treat me because I am 

transgender/gender nonconforming," and "I had to teach my doctor or other provider about 

transgender/gender non-conforming people in order to get appropriate care." Other questions 

asked about response to discrimination such as "I drink or misuse drugs to cope with 

mistreatment," and "I have postponed or not tried to get medical care because of disrespect or 

discrimination." 

Questions about education asked if the respondent had been a target of harassment, 

discrimination or violence at school because of being transgender/gender non-conforming. 

Response options included being harassed or bullied; physically assaulted or attacked; sexually 

assaulted or attacked; and expelled, thrown out, or denied enrollment. Response options were 

separated by whether the experience was carried out by students or teachers/staff and by when 

the experience took place, i.e. elementary, junior high, high school, college, graduate school, or 

technical school. As in the previous domains, sexual and physical violence items were 

excluded from the item pool for this analysis. In addition, items were combined such that all 

experiences of discrimination in K-12 were included in one variable and all experiences of 

discrimination in post-secondary education included in another variable. One item about 

response to discrimination was worded, "I had to leave school because the harassment was so 

bad." 
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Questions about discrimination in public settings or by public officials were worded as 

follows: Based on being transgender/gender non-conforming, please check whether you have 

experienced any of the following in these public spaces. Response options included being 

verbally harassed or disrespected, denied equal treatment or services, and physically attacked or 

assaulted in a variety of settings including public locations or by public officials. Questions 

about physical attack or assault were excluded from this analysis. In addition, items that 

differed solely by location were combined into one summary measure that included retail store, 

hotel, restaurant, bus, train, taxi, and airport. Discrimination by specific public officials such as 

government workers and police were kept as separate items. 

In summary, 58 items from the NTDS were considered for the initial item pool for the 

ETD: 19 employment items, 14 healthcare items, 12 public accommodation items, 6 education 

items, 4 housing items, and 3 police items. Twelve items were excluded because the response 

was "not applicable" for more than half of the study sample. As described above, summary 

variables were created for several public accommodations items as well as for several education 

items. Thus, the 33 items that were retained for use in subsequent psychometric testing and 

scale development procedures are listed in Table 2. 

Measures of Construct Validity 

While multi-trait multi-method (MTMM) techniques are frequently used to assess 

internal construct validity (Byrne 2012), these methods were not possible with the NTDS data 

set which did not use multiple methods. However, other items in the data set that were 

hypothesized to be associated with experiences of transgender discrimination were used to 

evaluate external construct validity. Four items on the NTDS were hypothesized to be 

positively associated with ETD. Three items used a five-point Likert scale response that ranged 

from much improved to much worse with higher scores indicating worse experiences because of 

being transgender. The first asked about life in general, the second about housing situation, and 
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the third about employment situation. ETD was hypothesized to be positively correlated with 

all three items. In addition, ETD was hypothesized to be positively correlated with another item 

that assessed comfort with police on a 5-point Likert scale from very comfortable to very 

uncomfortable with higher scores indicating greater discomfort. One item, family support, was 

hypothesized to be negatively associated with ETD. This was measured on a three point scale 

with higher scores indicating greater family support. 

Statistical Analysis 

Variables were coded as dichotomous. "Yes" responses were coded as 1 while "no" 

was coded as 0. However, only those respondents who had the opportunity to experience the 

event described by each item were included in the analysis. For example, respondents who had 

not gone to college were coded as missing for the items that asked about discrimination during 

college. 

The sample of 5,949 respondents was randomly divided into two samples, an 

exploratory sample and a confirmatory sample. Two criteria are commonly used in the field of 

psychometrics for assessing the adequacy of sample sizes for EFA. One common guideline is 

to ensure a person-to-item ratio of at least 10:1. Another guideline is that a sample size greater 

than 300 is usually acceptable (Netemeyer, Bearden et al. 2003; DeVellis 2012). The split 

sample size of more than 2,000 for assessing 33 items meets both criteria. One half of the data 

set (n=2,975) was used to conduct exploratory factor analysis (EFA), while the other half 

(n=2,974) was used for confirmatory factor analysis (CFA). The confirmatory sample was also 

used to test for measurement invariance by natal sex, race, and mode of survey administration, 

as well as reliability and validity of the final scales. 

EFA on a tetrachoric correlation matrix was performed using Mplus version 6.2 (Los 

Angeles, CA: Muth6n & MutMn) with the robust weighted least squares mean and variance 

adjusted estimator (WLSMV), which is most appropriate for categorical and binary data. Full 

information maximum likelihood (FIML) estimation was used to account for missing data. An 
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oblique Promax rotation was performed to allow extracted factors to be correlated as would be 

expected for these constructs. Eigenvalues and scree plots were examined to determine the 

appropriate number of factors to extract. Parallel analysis is not available in Mplus; therefore 

Stata Statistical Software: Release 11 (College Station, TX: StataCorp LP.) was used to conduct 

Principal Components parallel analysis on the subset of the data with no missing values (n=373) 

in order to provide additional information on the appropriate number of factors to extract. This 

method compares the eigenvalues of extracted factors to those generated using a random 

simulation. Factors are retained if they have eigenvalues greater than expected given no 

underlying factors. Individual items were retained if they had factor loadings > 0.4 and minimal 

cross-loading. In addition, items with low uniqueness (estimated residual variance) were 

considered for deletion if they appeared to be redundant. 

Cronbach's alpha coefficients were calculated for each scale to assess internal 

consistency. In order to evaluate items for deletion, item-total and item-rest correlations were 

examined as well as the resulting Cronbach's alpha if the item was removed from the scale. 

External construct validity was assessed by computing the Pearson correlations between each 

factor of the ETD and each validity item (described above). CFA was conducted to assess the fit 

of the final model, and multigroup CFA was used to assess model invariance by birth sex, race, 

and by survey administration mode (paper or internet). 

Results 

Exploratory Factor Analysis 

The exploratory sample (n=2,975) was used to conduct the EFA. One-factor and two-

factor models were fit to the data. The initial EFA on the 33 items generated five factors with 

eigenvalues greater than 1. The first factor had an eigenvalue of 13.S, the second factor's 

eigenvalue was 3.2, and the remaining factors had values between 1.9 and 1.0. An examination 

of the scree plot demonstrated an elbow after the second factor. Principal Components parallel 

analysis supported the retention of two statistically significant factors. The Promax rotated 
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between-factor correlation was 0.46, confirming that an oblique rotation method was most 

appropriate. The factor loading for each item in the initial EFA is listed in Table 2. 

Item Reduction 

In order to produce a parsimonious measure that retained only the most useful items, all 

items were examined for potential deletion using the criteria described in the Statistical 

Analysis section. Item numbers are listed in Table 2. Item 22 ("I drink or misuse drugs to 

cope...") was deleted because it loaded poorly on both factors, indicating poor discriminant 

validity. Items 15 and 25 ("I hid my transition" and "I was expelled from school") were 

deleted due to low item-rest and item-total correlations. EFA was conducted on the remaining 

items after each deletion, and two items were deleted due to poor loading on each factor in 

subsequent EFAs: Items 20 and 21 ("A doctor refused to treat me" and "I had to teach my 

doctor..."). Finally, five items were removed due to low uniqueness, suggesting redundancy: 

Item 3 ("I was denied a promotion"), Item 4 ("I lost my job"), Item 9 ("I was referred to by the 

wrong pronoun"), Item 10 ("Supervisors and/or coworkers shared information about me they 

shouldn't have"), and Item 12 ("I didn't seek a promotion or a raise"). In total, 12 items were 

deleted to arrive at the final set of 21 items: 10 items for Factor 1 and 11 for Factor 2. 

Cronbach's alpha coefficients were examined after each item was deleted to ensure minimal 

loss of internal consistency. The alpha coefficient for each final subscale was identical at 0.81. 

Confirmatory Factor Analysis and Reliability 

The second sample (n=2,974) was used to conduct confirmatory factor analysis. One-

factor and two-factor models were fit to the data. The one-factor model included all twenty-one 

items as one factor, and the two-factor model was the same as the final model from the EFA. 

The factor loading for the first item of each factor was fixed at 1 in order to make the models 

identifiable. All other parameters were free. The model was identified based on the two-

indicator rule in which there are at least two factors, at least two indicators per factor, each 
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indicator variable loads on only one latent variable, errors are not correlated, and the factors are 

correlated. 

Model fit statistics are in listed in Table 3. Overall fit as assessed by the significant chi 

square statistic indicates poor model fit. However, the Chi square test is sensitive to sample size 

and therefore is not an appropriate measure of fit in the current context. It is also invalid for 

violation of distributional assumptions as is the case with the use of dichotomous items in this 

analysis. Alternative fit statistics such as the Root Mean Square Error of Approximation 

(RMSEA), the Comparative Fit Index (CFI), and the Tucker-Lewis Index (TLI) are more 

informative for this type of analysis. RMSEA less than 0.06 and CFI/TLI greater than 0.9 

suggest good model fit. The RMSEA was 0.061 for the 1-factor model and 0.045 for the 2-

factor model. The CFI and TLI statistics were 0.887 and 0.875 respectively for the 1-factor 

model and 0.938 and 0.931 for the 2-factor model. These statistics indicate a better fit for the 2-

factor model compared to the 1 -factor model; thus supporting the results of the EFA. In the 2-

factor model, all of the items loaded > 0.40 on the appropriate factor, and the factor loadings 

were statistically significant with p-values <0.0001. Eight items about employment 

discrimination and two items about housing discrimination loaded on one factor, while the 

remaining items about discrimination in healthcare (2), education (2), public accommodations 

(4), and police treatment (3) all loaded on the second factor. Table 4 lists factor loadings and 

corrected item-total correlations for each item in the final measure. 

All of the items that load on Factor 1 are within the domains of employment and 

housing. These two domains represent essential social institutions. Adults in the U.S. often 

define themselves by what they do and where they live. Those who are employed spend the 

majority of their waking hours at work and the majority of their non-working hours at home. 

Thus, discrimination within these social institutions may permeate one's life. Therefore, this 

factor was labeled, "Institutional Discrimination," to describe its reflection of ubiquitous social 

institutions. Factor 2 was labeled, "Interpersonal Discrimination" as most of the items loading 
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on this factor describe discriminatory interpersonal encounters. Cronbach's alpha coefficients 

were computed for each scale. Both the 10-item Institutional Discrimination Scale and the 11-

item Interpersonal Discrimination Scale had a Cronbach's alphas coefficient of 0.81, indicating 

good reliability. Appendix A contains the exact questions in the final ETD measure. 

Measurement Invariance 

It is important to assess whether a measure is capturing the same latent dimensions in 

all subgroups of the population before making substantive conclusions about the population or 

using the measure in subsequent comparative analyses (Raykov 2004; Chen, Sousa et al. 2005). 

To ensure that the ETD measure is equivalent for subgroups within the study population, 

measurement invariance was tested by natal sex, race, and survey mode. Multiple group CFA 

was performed in Mplus. Typically, chi square test of difference is used to determine if there is 

a significant loss of fit between the baseline model in which the groups are allowed to differ 

along specific parameters, and the nested model which constrains parameters to be equal across 

groups. However, the chi square test is known to be sensitive to non-normality and sample size. 

With large sample sizes, the chi square test may be statistically significant when there are small, 

trivial differences in specified parameters. Comparisons of Goodness of Fit tests (such as CFI 

and TLI) between constrained and unconstrained models have been proposed as alternatives 

because they are not sensitive to sample size or data distribution. Using these criteria, a change 

of more than 0.01 in the CFI and more than 0.05 in the TLI is considered meaningful (Cheung 

and Rensvold 2002; Chen, Sousa et al. 2005). No criteria have been established for differences 

inRMSEA. 

The chi square test of difference was significant for each test of measurement 

invariance by natal sex, race, and survey mode. This was expected given the large sample size 

and non-normal distribution of the data and is likely a poor assessment of model invariance. 

Therefore the CFI, TLI, and RMSEA were used to assess change in fit between unconstrained 

models and those in which the factor loadings and thresholds were constrained to be equal 
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across groups. To assess measurement invariance by natal sex, the unconstrained model with 

CFI of 0.95, TLI of 0.95, and an RMSEA of 0.040 was compared to the constrained model with 

CFI of 0.94, TLI of 0.94, and RMSEA of0.043. The change in CFI was 0.01 and in TLI was 

0.01. For measurement invariance by race, the unconstrained model with CFI of 0.94, TLI 0.93, 

and RMSEA of0.042 was compared to the constrained model with CFI 0.94, TLI of 0.93 and 

RMSEA of0.040. The change in both CFI and TLI was less than 0.01. Finally for 

measurement invariance by survey mode, the unconstrained model with CFI of 0.95, TLI 0.95, 

and RMSEA of 0.041 was compared to the constrained model with CFI 0.95, TLI of 0.95 and 

RMSEA of 0.040. The change in both CFI and TLI was less than 0.01. All three results meet 

the criteria suggested by Cheung et al. (2002); thereby providing support for configural, factor 

loading, and threshold invariance by natal sex, racial identity, and survey mode. 

Construct Validity 

Items for each of the two subscales were summed to form total subscale scores. 

Correlations between each score and each previously described validity item are presented in 

Table 5. As hypothesized, statistically significant positive correlations were found between 

each subscale and the first four validity items, i.e. as discrimination scores increased, so did 

scores of worsening life situation, housing situation, employment situation and police 

discomfort. Despite statistical significance, the correlations were quite low for all except 

Institutional Discrimination and employment (r=0.38), and Interpersonal Discrimination and 

Police Discomfort (r=0.34). These findings are not surprising since 8 of the 10 Institutional 

Discrimination items are about employment and 3 of the 11 Interpersonal Discrimination items 

are about police. Statistically significant negative correlations were found between the family 

support item and each discrimination scale, as hypothesized. However, both correlation 

coefficients were low, with the association between family support and Institutional 

Discrimination being the strongest (r=-0.21). The extent to which two measures are not 

perfectly reliable, any correlation between them will underestimate the correlation between their 
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true scores (DeVellis 2012). Therefore, the weakness of the associations described above may 

have been due to the use of single item scales for validity testing, rather than the use of reliable 

multiple-item measures known to be associated with discrimination but which were unavailable 

in the NTDS data set. 

Discussion 

While discrimination has been recognized as an important factor in the etiology of 

health disparities among racial /ethnic minorities, experiences of transgender-related 

discrimination have received much less attention. Several measures of racial discrimination and 

general discrimination exist; however, no psychometrically sound instrument has been available 

to measure specifically transgender experiences of discrimination. Given documented health 

disparities in HIV, mental health and access to care for transgender people, we created the 

Experiences of Transgender Discrimination to provide a psychometrically sound instrument that 

could be used to evaluate the relationship between discrimination and health for transgender 

people. 

The results from the analyses described above provide support for the dimensionality 

and reliability of the ETD among a national sample of transgender people in the United States. 

Specifically, results suggest that the ETD has two distinct, yet correlated dimensions: 

Institutional Discrimination and Interpersonal Discrimination. Institutional Discrimination is 

reflected in the strong clustering of items about employment-related discrimination events and 

housing-related discrimination events. Events such as being evicted and being denied a job are 

major events that are similar to items included in Williams' construct of Major Discrimination. 

However, Institutional Discrimination in the ETD is different in that two domains alone 

(housing and employment) correlate so strongly as to form a separate dimension of 

discrimination with an eigenvalue that was 6 times greater than that of the next factor. This 

factor speaks to the enormous institutional barriers that transgender people face in these two 
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areas of life. Indeed, the items which reflect this factor provide insight into potential 

institutional interventions in the workplace and in housing opportunities for transgender people. 

The second factor, Interpersonal Discrimination, is reflected by items about harassment 

or unequal treatment experienced during encounters with people in medical settings, education, 

and public spaces, as well as encounters with government officials and police. Items for this 

factor bridge the constructs of "Major" and "Day-to-Day" as conceptualized by Williams. In 

Williams' discrimination measure, unfair treatment by the police appears in the Major 

Discrimination construct, while harassment and disrespect items measure Day-to-Day unfair 

treatment. One interpretation of this could be that, for transgender people, police harassment is 

as routine as harassment in other domains of life. 

Krieger's Experiences of Discrimination (EOD) measure includes one construct for 

experiences of discrimination (described earlier) and another for response to unfair treatment. 

Response to unfair treatment includes items that assess whether respondents accepted 

discrimination or tried to do something, and if they talked about it or kept it to themselves. The 

NTDS did not include these questions. However, items were included in the initial item pool 

that described responses to discrimination such as using drugs to cope, postponing medical care, 

delaying or hiding gender transition, changing jobs, not seeking a promotion or raise, and 

staying in a job one would prefer to leave. These items did not correlate well enough with each 

other to form a single factor, rather the response to discrimination items loaded on the same 

factor as their domain. For example, changing jobs loaded on the Institutional Discrimination 

factor along with other employment items and postponing medical care loaded on the 

Interpersonal Discrimination factor along with the other item about medical care. 

A direct comparison of the ETD and items in other discrimination scales cannot be 

made since those scales where not included in the NTDS; however the conceptual differences in 

how items about different domains of life loaded on factors has important implications for how 

transgender specific discrimination may be experienced compared to other forms of 
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discrimination. As a psychometrically sound, multi-dimensional measure of transgender-

specific discrimination, the ETD allows for both an assessment of different types of 

discrimination transgender people experience (Institutional and Interpersonal) as well as 

provides a way to examine relationships between transgender discrimination and health. 

Next Steps 

While the existence of a large data set from the NTDS provided a unique opportunity 

for development of a trans-specific discrimination scale, this analysis represents a first step in 

the development of the ETD. The analysis was limited by the pre-determined item pool and 

question formats. Scale development experts (Netemeyer, Bearden et al. 2003; DeVellis 2012) 

recommend beginning with a pool of items approximately five to ten times larger than the final 

scale, especially when using binary measures. Our limited pool of items precluded this as well 

as limited the ability to identify other potentially salient aspects of transgender discrimination 

that were not included in the NTDS. It will be important for future studies to include additional 

items that tap dimensions of discrimination that were not fully explored in the NTDS such as 

financial discrimination (e.g. difficulty getting credit or a loan) to improve content validity. 

Next steps in the development of the scale should also include qualitative research with 

transgender people to assess face and content validity, i.e. whether the scale resonates with 

transgender people's experiences of discrimination and to determine if additional dimensions of 

discrimination exist that should be explored in future versions of the ETD. In addition, while 

correlations between the ETD subscales and the external construct validity items were 

statistically significant in the expected direction, the strength of the associations was low. This 

may be due to the use of single item measures, rather than full scales for validity testing. Future 

studies should include validated scales to better asses external construct validity and use 

multiple approaches to allow for an assessment of internal construct validity using MTMM 

techniques. Finally, the scale could benefit from using ordinal, rather than binary, response 

options to measure the frequency with which the respondent experienced each item. Ordinal 
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items allow for increased variability in the sample, therefore making each item more 

informative. Moreover, the frequency with which one experiences discrimination may have 

important implications for health. 

Potential Uses 

The development of the ETD makes an important step toward filling a gap in the 

measurement of discrimination. A valid, reliable measure of transgender discrimination will 

provide opportunities to better understand discrimination experienced by transgender people as 

well as to examine its relationship to health and other outcomes in future research. Transgender 

identity is only one component of salient identities for transgender people. Intersections of 

racial/ethnic identity as well as natal sex may impact both the quality and quantity of 

discrimination experiences as well as moderate the relationship between discrimination and 

health. Given its strong reliability and measurement invariance by race and natal sex, the ETD 

may be well-suited to examine these intersections. 
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Table 1. Characteristics of the study population of transgender people (n =5949) 

Age (n=5522) 37.1 (13.1); 18-83 

Sex on original birth certificate (n=5949) 
Male 3695 (62.1) 
Female 2254 (37.9) 

Race (n=5911) 
White 4508 (76.3) 
Multiracial 664(11.2) 
Hispanic/Latino/Latina 275 (4.7) 
Black/African-American 259 (4.4) 
Asian/Pacific Islander 125 (2.1) 
American Indian/Alaskan Native 76(1.3) 

Education (n=5920) 
No high school degree 246 (4.2) 
High school graduate only 509 (8.6) 
Some college 2425 (40.1) 
College degree 1582 (26.7) 
Graduate degree 1158(19.6) 

Region (n=5733) 

New England 506 (8.8) 
Mid-Atlantic 1186(20.7) 
South 1056(18.4) 
Mid-west 1191(20.8) 
West, Alaska, Hawaii 962 (16.8) 
California 832 (14.5) 

Setting (n=5685) 

Rural 561 (9.9) 
Urban 5124 (90.1) 

Household income (n=5784) 
<$10,000 878 (15.2) 
$10,000-19,999 712 (12.3) 
$20,000 - 49,999 1822(31.5) 
$50,000 - 99,999 1592(27.5) 
>$100,000 780 (13.5) 

Insurance status (n=5787) 
Uninsured 1118(19.3) 
Insured 4669 (80.7) 

Employment status (n=5912) 
Unemployed 768 (13.0) 
Not looking 1021 (17.3) 
Employed 4123 (69.7) 
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Table 2. Promax factor loadings for items in initial exploratory factor analysis* (n=2975) 
Items Factor 1 Factor 2 

1. I did not get a job I applied for because of being transgender or gender 
nonconforming. 

.225 .643 

2. I was removed from direct contact with clients, customers or patients .212 .681 
3. I was denied a promotion. .205 .731 
4. I lost my job. .089 .718 
5. I was harassed by someone at work. .324 .558 
6. I was forced to present in the wrong gender to keep my job. -.017 .706 
7. I was denied access to appropriate bathrooms. .235 .579 
8. I was asked inappropriate questions about my transgender or surgical 

status. 
.376 .549 

9. I was referred to by the wrong pronoun, repeatedly and on purpose. .289 .634 
10. Supervisors or coworkers shared information about me that they 

should not have. 
.295 .627 

11. Stayed in a job I'd prefer to leave .111 .662 
12. Didn't seek a promotion or a raise .091 .720 
13. Changed jobs .231 .519 
14. Delayed my gender transition -.433 0.873 
15. Hid my gender or gender transition -.436 .777 
16. I have been evicted .260 .435 
17. I was denied a home/apartment .523 .396 
18. Denied equal treatment or services at a doctor's office or hospital .588 .162 
19. Verbally harassed or disrespected at a doctor's office or hospital .611 -.115 
20. A doctor or other provider refused to treat me .489 .223 
21. I had to teach my doctor or other provider about transgender/gender 

non-conforming people in order to get appropriate care. 
.478 .168 

22. I drink or misuse drugs to cope with the mistreatment I face or faced as 
a transgender or gender non-conforming person. 

309 .193 

23. I have postponed or not tried to get medical care because of disrespect 
or discrimination from doctors or other healthcare providers. 

.611 .094 

24. Harassed or bullied by students, teachers or staff in elementary, junior 
high, or high school 

.646 -.178 

25. Expelled, thrown out, or denied enrollment in elementary, junior high, 
or high school 

.608 -.085 

26. Harassed or bullied by students, teachers or staff in college, graduate, 
or technical school 

.651 -.094 

27. Denied equal treatment or services at a retail store, hotel, restaurant, 
bus, train, taxi, airport, TSA 

.617 .093 

28. Verbally harassed or disrespected at a retail store, hotel, restaurant, 
bus, train, taxi, airport, TSA 

.684 -.019 

29. Denied equal treatment or services by a govt agency/official .654 .208 
30. Verbally harassed or disrespected by a govt, agency/official .701 .065 
31. Denied equal treatment or services by police officer .754 .124 
32. Officers generally treated me with disrespect .704 .038 
33. Officers have harassed me .700 .046 

•All items began with the stem, "Because you are transgender or gender non-conforming.. 
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Table 3. Model Fit Statistics for Confirmatory Factor Analysis (n=2974) 
Chi Square 
model fit 

Chi Square 
Baseline model 

RMSEA CFI TLI 

1 Factor p =0.0000 p =0.0000 0.061 (90% CI: 0.059,0.063) .887 .875 
2 Factor p =0.0000 p =0.0000 0.045 (90%CI: 0.043,0.047) .938 .931 

Table 4. Experiences of Transgender Discrimination" scale items, factor loadings, and item-total 
correlations** (n=2974) 

Item Stem: Because of being transgender or gender non-conforming. 
F1 F2 

Item-total 
correlation 

FACTOR 1: Institutional Discrimination, Cronbach's alpha = .81 
I did not get a job I applied for because of being transgender or 
gender nonconforming. 

.782 -.008 .6900 

I was removed from direct contact with clients, customers or patients .787 -.012 .6417 
I was harassed by someone at work. .709 .102 .6647 
I was forced to present in the wrong gender to keep my job. .679 -.059 .5964 
I was denied access to appropriate bathrooms. .754 -.006 .5486 
I was asked inappropriate questions about my transgender or surgical 
status. 

.671 .149 .6394 

I have been evicted .626 .014 .4710 
I was denied a home/apartment .614 .294 .5770 
Stayed in a job I'd prefer to leave .599 .070 .6394 
Changedjobs .537 .153 .6306 
FACTOR 2: Interpersonal Discrimination, Cronbach's alpha = .81 
Denied equal treatment or services at a doctor's office or hospital .278 .432 .5936 
Harassed or bullied by students, teachers or staff in elementary, junior 
high, or high school 

-.222 .729 .5214 

Harassed or bullied by students, teachers or staff in college, graduate, 
or technical school 

-.147 .755 .5605 

Denied equal treatment or services at a retail store, hotel, resto, bus, 
train, taxi, airport, TSA 

.270 .586 .6368 

Verbally harassed or disrespected at a retail store, hotel, resto, bus, 
train, taxi, airport, TSA 

.147 .619 .6021 

Denied equal treatment or services by a govt agency/official .234 .692 .6179 
Verbally harassed or disrespected by a govt, agency/official .103 .688 .5469 
Denied equal treatment or services by police officer .132 .660 .6170 
Officers generally treated with disrespect .136 .616 .6133 
Officers have harassed me .026 .670 .5625 
I have postponed or not tried to get medical care because of disrespect 
or discrimination from doctors or other healthcare providers. 

.121 .573 .6393 

**Promax factor correlation = 0.572 

Table 5. Pearson correlations between each subscale and each validity item, 
p<0.05 for each (n=2974) 
Validity Item Fl: Institutional 

Discrimination 
F2: Interpersonal 
Discrimination 

Life in general .1084 .1204 
Housing situation .1658 .1405 
Employment situation .3774 .2433 
Discomfort with police .2095 .3382 
Family support -.2106 -.1757 
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ABSTRACT 

Background 

Recent studies among transgender adults suggest that they are at higher risk for HIV and low 

health care utilization compared to the general population. Experiencing discrimination is 

known to contribute to health disparities among other minority populations in the U.S. 

However, the relationship between transgender specific discrimination and health outcomes has 

not been examined in this population. 

Methods 

Data from 5,949 trans-identified participants in the National Transgender Discrimination 

Survey (NTDS) was utilized for this analysis. Factor scores from the Institutional Experiences 

of Transgender Discrimination Scale and the Interpersonal Experiences of Transgender 

Discrimination scale were used to measure transgender specific discrimination. Logistic 

regression modeling was conducted to examine the relationship between experiences of 

transgender discrimination and three health outcomes: knowledge of HIV status, HIV-positivity, 

and health care utilization. 

Results 

Experiences of transgender discrimination were common in this sample. On bivariate analysis, 

transgender discrimination experiences were significantly associated with lack of health care 

utilization for transgender men and with HIV positivity for transgender women. In 

multivariable models controlling for race, age, education, income, employment, insurance, 

history of sex work, and family support, experiences of transgender discrimination remained 

significantly associated with knowledge of HIV status among transgender women only. 

Discussion 

While experiences of transgender discrimination are associated with health care utilization and 

HIV when examined in isolation, other factors such as race, income, health insurance, and 
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strength of family support have significant associations with transgender health. It is important 

for future studies to address not only transgender discrimination, but also intersecting social 

factors such as racism, poverty, and family acceptance. 
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Introduction 

Transgender is an umbrella term often used to describe people whose gender identity or 

expression differs from their birth sex (Johnson, Mimiaga et al. 2008). Transgender women 

(transwomen) are people born male who have a feminine gender identity, while transgender 

men (transmen) are born female and have a masculine gender identity. Transgender women are 

at disproportionate risk for HIV with an estimated prevalence of 28% compared to a national 

prevalence of <1% in the United States (Herbst, Jacobs et al. 2008). Data on HIV prevalence 

among transgender men is conflicting with some studies reporting rates as low as 0-3 % 

(Herbst, Jacobs et al. 2008) and others as high as 11% (Stephens, Bernstein et al. 2010). In 

addition, transgender people experience remarkable difficulty accessing care, with 

approximately 26% of transgender respondents reporting being denied medical care because 

they are transgender (Kenagy 2005; Lambda Legal 2010). 

Stigma and discrimination are known to increase risk for HIV and to impact health care 

access and utilization (Kessler, Mickelson et al. 1999; Mays and Cochran 2001; Pascoe and 

Smart Richman 2009; Hausmann, Hannon et al. 2011). A growing body of literature 

demonstrates that transgender people routinely experience stigma and discrimination. An early 

study among transgender people found that more than half reported experiencing harassment 

and violence during their lives (Lombardi, Wilchins et al. 2001). More recently, a report from 

the National Transgender Discrimination Survey found pervasive discrimination in all aspects 

of life including housing, employment, education, health care and public accommodations. In 

total, 63% of participants in the study had experienced a serious act of discrimination in at least 

one of these domains (Grant, Mottet et al. 2011). 

Despite evidence of pervasive discrimination as well as disparities in HIV prevalence 

and health care access, no studies have explicitly examined the relationship between 

discrimination and health outcomes among transgender people. The objective of this study was 

to use data from a national sample of transgender people to examine the relationship between 
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discrimination and HTV as well as health care utilization. Specifically, it was hypothesized that 

respondents with higher scores on transgender discrimination scales would be less likely to 

know their HIV status, more likely to report being HIV positive, and less likely to see a health 

care provider when sick. 

Methods 

Participants 

Data for this analysis were drawn from National Transgender Discrimination Survey 

(NTDS) conducted in 2008-2009 by the National Center for Transgender Equality and the 

National Gay and Lesbian Task Force (Grant, Mottet et al. 2011). The anonymous survey was 

distributed through over 800 organizations across the United States that served transgender 

clients or had transgender members. Participants completed the survey on paper or online 

through a website established at Pennsylvania State University. The final sample included 

respondents from all 50 states, the District of Columbia, Puerto Rico, Guam, and the U.S. 

Virgin Islands. The geographic distribution of the study participants mirrored that of the general 

U.S. population. A detailed description of the study methods can be found in the study report, 

Injustice at Every Turn (Grant, Mottet et al. 2011). The original study was determined to be 

exempt from review by the Institutional Review Board at Pennsylvania State University, and the 

Johns Hopkins School of Public Health Institutional Review Board found this analysis to be 

exempt. The original data set included 6,456 transgender and gender non-conforming 

respondents. However, the present study includes only participants who identified as either 

"transgender" or "transsexual," leaving a final sample of5,949 trans-identified individuals. 

Measures 

Outcome Variables 

HIV status was measured by the question, "What is your HIV status?" Response 

options included HIV negative, HIV positive, or don't know. Knowledge of HIV status was 
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operationalized by creating a dichotomous variable in which both negative and positive 

responses to HIV status were re-coded as knowing HIV status. Only those who reported being 

HIV positive or HIV negative were included in the analysis with HIV status as the outcome. 

Health care utilization was measured by the question, "What kind of place do you go to most 

often when you are sick or need advice about your health?" Response options included 

emergency room, doctor's office, health center, free health clinic, veteran's clinic, alternative 

medicine provider, or "I do not use any health care providers." Those who selected the last 

option were coded as not utilizing health care. 

Discrimination Measures 

Transgender-specific discrimination was measured using the Experiences of 

Transgender Discrimination (ETD) scale. This 21-item scale contains two subscales. The 

subscale for Institutional Discrimination has 10 items that assess discrimination experiences in 

the workplace and in housing. The Interpersonal Discrimination subscale has 11 items about 

discrimination experiences in public accommodations, health care, with government officials 

and with police. Each subscale has an overall Cronbach's alpha of 0.81, indicating good 

reliability in this population. Confirmatory Factor Analysis (CFA) was conducted in Mplus 

(version 6.2) and factor scores from the CFA were used for this analysis. Factor scores were 

standardized so that the overall mean was zero. Negative scores indicate less discrimination 

than average, while positive scores indicate more discrimination than average. Individual items 

for each subscale are listed in Table 7. 

Independent Covariates 

Covariates for this analysis included demographic characteristics known or 

hypothesized to be associated with HIV status and health care utilization: age, race, income, 

education, insurance status, and employment status. History of ever engaging in sex work for 

pay was included due to its associated HIV risk. A measure of family support for transgender 

identity was included as a potential moderator of the relationship between discrimination and 
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health outcomes. Family support for transgender identity was measured using a 3-level ordinal 

item. A score of zero indicated that the participant reported any of the following negative 

family experiences: "my relationship with my spouse ended" "my ex limited or stopped my 

relationship with my children," "a court/judge limited or stopped my relationship with my 

children," "my children chose not to speak with me or spend time with me," "my parents or 

family chose not to speak with me or spend time with me," "I was a victim of domestic violence 

by a family member," or "I have lost close friends." A score of one indicated: "my family 

relationships are slowly improving after coming out," and a score of two indicated: "my family 

is as strong today as before I came out." 

Statistical Analysis 

Confirmatory Factor Analysis in Mplus version 6.2 (Muth6n & Muthen, Los Angeles, 

CA) was used to generate factor scores for each transgender discrimination subscale. These 

scores were exported to Stata version 11 (StataCorp, College Station, TX) which was used for 

the remaining analyses. Descriptive statistics as well as bivariate associations between each of 

the independent covariates and the three health outcomes were examined. The Holm-Bonferroni 

method was used in the bivariate association tables to correct for multiple comparisons. 

Multiple logistic regression was used to model the relationship between transgender 

discrimination scores and each of the outcome variables while controlling for the other 

covariates. All covariates except transgender discrimination scores were included in Model 1 

for each outcome. Model 2 included the transgender discrimination scores as well as all 

covariates for each outcome. Effect modification by family support was tested by modeling the 

inclusion of an interaction term for family support and transgender discrimination. 

Results 

As presented in Table 6, the average age of study participants was 37 years with a range 

from 18 to 83 years. Sixty-two percent of participants were born male. Seventy-six percent 

identified as white; 85% had at least some college education; and 15% had a household income 
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of less than $10,000 per year. Most of the participants were employed (70%) and had health 

insurance (81%). Thirteen percent of transwomen reported ever engaging in sex work, and 7% 

of transmen had done so. Less than half of transmen (46%) and transwomen (39%) reported 

that their families were as strong as before they came out about their transgender identity. 

Transwomen and transmen differed on each demographic characteristic except insurance status 

and health care utilization. Therefore, subsequent data analysis was stratified by birth sex. 

Prevalence of experiences of transgender discrimination was high among both transmen 

and transwomen. Seventy-one percent of transgender participants reporting experiencing 

Institutional Discrimination and sixty-eight percent reported experiencing Interpersonal 

Discrimination. The average number of experiences of institutional discrimination reported 

among both transmen and transwomen was 2.4 out of 10 on the scale. The average number of 

experiences of interpersonal discrimination reported was 2.1 out of 11 on the scale. Transmen 

reported experiencing more types of interpersonal discrimination (2.8 out of 11) compared to 

transwomen (1.7 out of 11). 

As demonstrated in Table 7, the most frequently reported institutional discrimination 

experiences included being harassed at work, being asked inappropriate questions about 

transgender or surgical status, staying in a job they would prefer to leave, or changing jobs due 

to transgender discrimination. The most commonly reported interpersonal discrimination 

experiences included being verbally harassed or disrespected in a public place and being denied 

equal treatment or services in a doctor's office or hospital. The scores on the Institutional 

Discrimination scale ranged from -1.25 to 2.42 and the average score was zero for both 

transmen and transwomen. The scores on the Interpersonal Discrimination scale ranged from -

1.16 to 2.61. Transmen had a mean score on this scale of 0.21 compared to -0.07 for 

transwomen. 

In bivariate analysis for transmen, being multiracial, unemployed, and ever engaging in 

sex work were associated with higher transgender discrimination scores. Family support, being 
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insured, and having a higher income were associated with lower transgender discrimination 

scores. Having a graduate degree was associated with higher Interpersonal Discrimination 

scores while being 45 and older was associated with lower Interpersonal Discrimination scores. 

For transwomen, bivariate analysis demonstrated significant associations between higher 

transgender discrimination scores and being a racial/ethnic minority, being employed or not 

looking, and having ever engaged in sex work. Age 45 years or older, higher education, higher 

income, having insurance, and stronger family support were each associated with lower 

transgender discrimination scores. These associations are shown in Table 8. 

HIV status 

Approximately 4% (n=141) of the transwomen reported being HIV-positive compared to less 

than 1% (n=9) of the transmen. Due to the very small sample of HIV+ transmen, regression 

modeling for HIV status was limited to transwomen. On bivariate analysis, older age, higher 

education, and higher income were associated with lower odds of reporting HIV-positive. Race 

was strongly associated with being HIV positive with Black respondents having 55 times the 

odds of being HIV-positive compared to White respondents. Participants who had engaged in 

sex work had 17 times the odds of reporting HIV positive. Participants who were employed as 

well as those who reported stronger family support were more likely to report being HIV 

positive. Higher discrimination scores increased the odds of reporting HIV-positive (Table 9). 

As shown in Table 10, when all covariates were included in the multivariable model, 

experiences of transgender discrimination scores were no longer statistically significant. 

However, being a racial/ethnic minority, lower income, having insurance, history of sex work, 

and higher family support remained statistically significant. When an interaction term was 

included in the model to assess whether family support moderated the relationship between 

transgender discrimination and HIV status, the term was not statistically significant (data not 

shown). 
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Knowledge of HIV status 

Overall, 8% of participants were unaware of their HIV status, including 7.8% of 

transmen and 8.6% of transwomen. As demonstrated in Table 9, bivariate associations between 

covariates and knowledge of HIV status differed by gender. Not looking for employment was 

associated with a lower odds of knowing HIV status compared to being unemployed for 

transmen but not transwomen. On bivariate analyses among transwomen, older age and having 

insurance were both associated with higher odds of knowing HIV status. Having a higher 

household income was associated with higher odds of knowing HTV status for both transmen 

and transwomen. Transgender discrimination scores were not significantly associated with 

knowing HTV status for transmen or transwomen in bivariate or multivariable analyses. 

In multivariable analyses adjusting for the above covariates, higher household income, 

having a graduate degree, and higher scores on the Interpersonal Discrimination scale were all 

significantly associated with knowledge of HIV status for transwomen (Table 10). Only higher 

household income remained significantly associated with knowing their HIV status for 

transmen (Table 11). Family support was not significant in any of the multivariable models, 

therefore no interactions were examined. 

Health Care Utilization 

Overall, 6% of the respondents reported not seeing any health care when they were sick 

or needed health care advice, including 5.5% of transmen and 6.4% of transwomen. Table 9 

shows the bivariate associations between the covariates and health care utilization. For 

transwomen, both older age and having a graduate degree were associated with lower odds of 

not utilizing health care providers. For all participants, higher household income, having health 

insurance, and stronger family support were associated with lower odds of not utilizing health 

care providers. Not looking for employment was associated with higher odds of not utilizing 

health care providers. Transgender discrimination scores were not significantly associated with 
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health care utilization. There was no statistically significant interaction between family support 

and transgender discrimination scores in these models. 

In multivariable models, older age, higher income, having insurance, and having strong 

family support were all associated with lower odds of not using a health care provider for 

transwomen (Table 10). For transmen, being insured and having strong family support were 

associated with lower odds of not using health care providers for transmen (Table 11). 

Transgender discrimination scores were not significantly associated with health care utilization 

in either multivariable model. 

Discussion 

Bivariate analyses supported the hypothesis that higher scores on the Experiences of 

Transgender Discrimination (ETD) scales are associated with HTV positivity among 

transwomen. However, both bivariate analyses and multivariable models including age, race, 

education, income, insurance status, employment status, sex work and family support showed 

no significant association between scores on the ETD scales and any health outcome for 

transmen. Higher scores on the Interpersonal scale of the ETD were significantly associated 

with greater odds of knowing HIV status among transwomen in multivariable models including 

the same covariates described above. No other ETD scale was significantly associated with HIV 

or health care utilization among transmen. 

Rather than suggesting that experiences of transgender discrimination are not relevant 

to HIV and health care utilization among transgender people, the patterns of associations and 

how they change between bivariate and multivariable models provide important insights into the 

complex ways that multiple forms of disadvantage may impact the health of transgender people. 

In particular, examining which covariates remain significant in multivariable models that 

include transgender discrimination can provide information on the influence of these factors in 

the face of high levels of transgender discrimination. 

56 



In bivariate analyses, transgender discrimination and all of the eight covariates except 

insurance status were associated with self-reported HIV status with race demonstrating the 

strongest association. However, when all covariates except transgender discrimination were 

included in the model, only race, income, sex work, and family support remained significant, 

and insurance status became statistically significant. The addition of transgender specific 

discrimination to this model did not change the magnitude or significance of the relationship of 

those covariates to HTV. This model suggests that addressing transgender discrimination 

without also addressing other drivers of HIV such as racism, poverty, and criminalization of sex 

work will have little impact. 

It is notable that being insured was positively associated with reporting HIV infection in 

multivariable models for transwomen. Because federal programs such as Ryan White provide 

coverage for individuals with HIV, it is likely that those who know they are HTV positive would 

be more likely to have access to health insurance. Interestingly, reporting having a family 

relationship that was just as strong today as before coming out was positively associated with 

having HTV. One explanation for this association could be that HTV+ participants had worked 

on improving family relationships in the face of a life-threatening illness. Therefore, the strong 

family relationship was a result of responding to HTV infection. Further research is needed to 

better understand this association. 

Neither bivariate nor multivariable models support any relationship between 

transgender discrimination and knowledge of HTV status among transmen. Among transwomen, 

however, interpersonal transgender discrimination was statistically significantly associated with 

knowledge of HTV status only when other covariates were included in the multivariable model. 

Having a graduate degree and an annual household income greater $10,000 were the only other 

covariates that remained significantly associated with knowledge of HIV status. This suggests 

that education and poverty may be important barriers to HIV testing for transwomen. 
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Both the direction of the relationship between transgender discrimination and 

knowledge of HIV status as well as they type of discrimination that was associated with this 

outcome beg for explanation. Interpersonal discrimination consists of experiences of 

discrimination that take place in public locations or at the hands of public officials, including 

those associated with the criminal justice system. It is possible that these encounters included 

forced or coerced HIV testing, therefore explaining the positive association between knowing 

one's HIV status and experiencing interpersonal discrimination. Alternatively, transwomen who 

have been tested may have been more likely to encounter discrimination from a health care 

provider during this process, therefore scoring higher on the Interpersonal Discrimination scale 

which includes encounters with the health care system. Further research is needed to clarify the 

relationship between transgender discrimination and knowledge of HIV status. 

Neither bivariate nor multivariable models support any relationship between 

transgender discrimination and health care utilization among transwomen. Among transmen, 

however, bivariate analysis suggest a positive association between Institutional Discrimination 

and lack of health care utilization that was not statistically significant and which was no longer 

evident in the multivariable model. Institutional Discrimination reflects experiences of 

mistreatment in employment and housing, fundamental social needs. Discrimination in these 

domains of life would make utilizing health care services difficult, since employment is often 

required for either health insurance or the money to pay out of pocket for health care. The 

multivariable model suggests that having a graduate degree, health insurance, and/or strong 

family support may have greater influence on health care utilization than transgender specific 

discrimination. 

This study is limited by its cross-sectional design which precludes making causal or 

directional inferences. This data set did not include important factors known to influence HIV 

risk such as number of sexual partners and condom use. We also had no information on the 

frequency of discrimination experiences or the longevity of sex work which may have an impact 
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on the health outcomes studied. These would be important avenues for future research on 

transgender health. Unfortunately, no information on HIV testing, biologic specimens, or 

medical visit data were available to provide more accurate assessment of outcomes, including 

the inability to assess HIV outcomes for those who reported not knowing their HTV status. 

Despite these limitations, the associations found between social factors and health outcomes 

among transgender people provide a useful starting point for future studies. In particular, 

studies examining the intersections of discrimination based on multiple attributes (e.g. race and 

gender identity) may provide useful information to inform more effective interventions to 

improve access to care and reduce HTV risk among transgender populations. 

This study is remarkable for its inclusion of a very large sample of trans-identified 

people from every region of the United States in a distribution that mirrors that of the general 

population. The findings suggest that multiple social factors, including discrimination, impact 

the health of transgender people; therefore structural interventions for transgender people 

should address multiple aspects of identity and experience. Further research is needed to 

broaden and confirm these results. 
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Table 6. Demographics and Descriptive Statistics (n=5949) 
Transmen 
n —2254 

Transwomen 1 Total Sample 
n=3695 1 n=5949 

Age in years, n=5523 30.4 (9.1); 
18-83 

41.3 (13.5); 
18-83 

37.1 (13.1); 
18-83 

Age in years, n= 5523 
18-24 574 (27.05) 406(11.94) 980(17.74) 
25-44 1354 (63.81) 1505 (44.25) 2859(51.77) 
45-54 149 (7.02) 791 (23.26) 940(17.02) 
55 + 45 (2.12) 699 (20.55) 744(13.48) 

Race, n=5911 
White 1665 (74.5) 2843 (77.42) 4508 (76.32) 
Black/African-American 75 (3.36) 184(5.01) 259 (4.38) 
Hispanic/Latino/Latina 104(4.65) 171 (4.66) 275 (4.66) 
Multiracial 326(14.59) 338 (9.2) 664(11.24) 
Asian/Pacific Islander & American 

Indian/Alaskan Native 
65 (2.91) 136 (3.70) 201 (3.41) 

Education, n=5920 
No high school degree 74 (3.29) 172(4.69) 246(4.16) 
High school graduate only 137(6.09) 372 (10.14) 509 (8.60) 
Some college 844 (37.49) 1581 (43.09) 2425 (40.96) 
College degree 718(31.90) 864(23.55) 1582(26.72) 
Graduate degree 478(21.24) 680(18.53) 1158(19.56) 

Household income, n= 5784 
<$10,000 370(16.83) 508(14.17) 878(15.18) 
$10,000-19,999 325 (14.79) 387 (10.79) 712(12.31) 
$20,000 - 49,999 760(34.58) 1062 (29.62) 1822 (31.50) 
$50,000 - 99,999 531 (24.16) 1061 (29.59) 1592(27.52) 
$100,000 + 212(9.65) 568 (15.84) 780(13.49) 

Insurance status, n= 5787 
Uninsured 405(18.24) 713 (19.99) 1118(19.32) 
Insured 1816(81.76) 2853 (80.01) 4669 (80.68) 

Employment status, n= 5912 
Unemployed 352 (15.62) 669 (18.28) 768 (12.99) 
Not looking 270(11.98) 498 (13.61) 1021 (17.27) 
Employed 1631 (72.39) 2492(68.11) 4123(69.74) 

Ever engaged in sex work, n= 5949 
No 2094 (92.9) 3212(86.93) 5306 (89.19) 
Yes 160(7.10) 483 (13.07) 643(10.81) 

Family support for gender identity, n=5059 
Negative family response 503 (25.91) 1055(33.84) 1558(30.80) 
Family relationships slowly improving 551 (28.39) 845 (27.10) 1396(27.59) 
Family as strong today as before I came out 887 (45.70) 1218(39.06) 2105(41.61) 

HIV status, n=5875 
Negative 2064(91.81) 3175 (87.54) 5239(89.17) 
Positive 9 (0.40) 141 (3.89) 150(2.55) 
Don't know 175 (7.78) 311 (8.57) 486 (8.27) 

Not seek any health care when sick, n=5821 
Not used health care provider 123(5.49) 230 (6.43) 353 (6.06) 
Used health care provider 2119(94.51) 3349 (93.57) 5468 (93.94) 
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Table 7. NTDS Discrimination Experiences (n=5949)* 
Trainmen 
n =2254 

Transwomen 
n=3695 

All Trans 
n=5949 

I did not get a job I applied for because of 
being transgender or gender nonconforming. 657/1710 (38.42) 1107/2197(50.39) 1764/3907 (45.15) 
I was removed from direct contact with 
clients, customers or patients 249/1756(14.18) 565/2306 (24.50) 814/4062 (20.04) 
I was harassed by someone at work. 929/1906 (48.74) 1345/2636(51.02) 2274/4542 (50.07) 
1 was forced to present in the wrong gender to 
keep my job. 495/1838 (26.93) 964/2595(37.15) 1459/4433 (32.91) 
I was denied access to appropriate bathrooms. 

321/1726 (18.60) 593/2285 (25.95) 914/4011 (22.79) 
I was asked inappropriate questions about my 
transgender or surgical status. 804/1790 (44.92) 977/2447(39.93) 1781/4237 (42.03) 
I have been evicted 95/1397(6.80) 293/2037 (14.38) 388/3434(11.30) 
I was denied a home/apartment 251/1451 (17.30) 428/2074(20.64) 679/3525 (19.26) 
Stayed in a job I'd prefer to leave 826/1844(44.79) 1249/2682(46.57) 2075/4526 (45.85) 
Changed jobs 821/1846 (44.47) 1052/2639 (39.86) 1873/4485 (41.76) Changed jobs 

Denied equal treatment or services at a 
doctor's office or hospital 493/1160(42.50) 465/1498 (31.04) 958/2658 (36.04) 
Harassed or bullied by students, teachers or 
staff in elementary, junior, or high school 858/2244 (38.24) 453/3665 (12.36) 1131/5909(22.19) 
Harassed or bullied by students, teachers or 
staff in college, grad, or technical school 533/2188 (24.36) 321/3645(8.81) 854/5833 (14.64) 
Denied equal treatment or services at a store, 
hotel, resto, bus, train, taxi, airport 726/2227 (32.60) 875/3616(24.20) 1601/5843 (27.40) 
Verbally harassed or disrespected at a retail 
store, hotel, resto, bus, train, taxi, airport 1037/2231(46.48) 1234/3621 (34.08) 2271/5852(38.81) 
Denied equal treatment or services by a govt 
agency/official 276/1612(17.12) 441/3001 (14.70) 717/4613 (15.54) 
Verbally harassed or disrespected by a govt, 
agency/official 331/1612(20.53) 394/3001 (13.13) 725/4613 (15.72) 
Denied equal treatment or services by police 
officer 265/1615 (16.41) 341/3052(11.17) 606/4667 (12.98) 
Officers generally treated with disrespect 420/2256 (18.63) 550/3695 (14.88) 970/5949(16.31) 
Officers have harassed me 285/2254 (12.64) 435/3695 (11.77) 720/5949 (12.10) 
I have postponed or not tried to get medical 
care because of disrespect or discrimination 
from doctors or other healthcare providers. 

987/2221 (44.44) 771/3563(21.64) 1758/5784(30.39) 

Institutional, n=5534 0.03 (-1.25,2.42) 0.0 (-1.25,2.42) 0.0 (-1.25,2.42) 
Interpersonal, n=5784 0.21 (-1.16,2.61) -0.07 (-1.16,2.61) 0.0 (-1.16,2.61) 

•The denominator excludes those who responded "not applicable." 
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T|Mf 8. pTfrulf AmtnlMii lulum Cmriitei «id TnuMfcr PiieriMi»i<i«» (jF-Sttfy 
ftps* cy 

IntiUMul toiymwl hsUlsliwil Tliipnii«»l 

A(eia years 
*-
* M
 1 to
 *
 

Reference Reference Reference Reference 
25-44 .00 (-.06, .08) 04 (-.04, .12) -.02 (-.11, .06) -.04 (-.12, .04) 
45-54 -.03 (-.17, .10) -24 (-38,-09) -14(-23,-»5) -̂ 1 (-3*,-J2) 
55 + -.16 (-39, .07) -32 (-.56, -.09) -33 M3,-23) -43 (-52,-34) 

Kacc 
White Reference Kefemoe Reference Reference 
Rtacfc/Afhcan^American -.05 (-.23, .12) -.07 (-24. .11) 38 (24,3#) 33(22,45) 
Hapaisc/Latino/Latina .10 (-.05,24) .10 (-.05,26) 29 (J 7, .41) 29 (.17, .41) 
Mnkcacial 35 (26, .44) 37 (28, AS) 38 (3%, AT) -42 (33,3#) 
Other (API A AN/AI) .00 (-.18, .19) -.05 (-24, .14) .17 (.04,31) 22 (M, 35) 

Edacati«a 
No hifji school degee Reference Reference Reference Reference 
Bî iidiiNd0adnate only .00 (-30,22) .03 (-.19,25) -.15 (-29,-.00) -.06 (-21, .08) 
Somecolege .01 (-.17, .19) .13 (-.06,31) - .11 (-24, .01) -.02 (-.15, .10) 
Colegedejpee -.02 (-20. .16) .18 (-.00,37) -*32 (-US,-20) J9(-J1,^6) 
Graduate degee -.03 (-22, .15) 21 (.02, .41) -34 (-47,-21) -.17 (-30,-.04) 

HrasduM ianwt 
<$10,000 Reference Reference Reference Reference 
$10,000-19,999 -.01 (-.12, .10) .02 (-.09, .14) -19 (-29,-09) -16 (-25, -86) 
$20,000 - 49£99 -*16(-«25,-j07) -.09 (-.19, .00) -32 Ml,-25) -31 (-39,-23) 
$50,000 - 99.999 -23 (-33.-12) -39 (-J68,-51) -54 (-62,-46) 
$100,000 + -24 (-37,-12) -24 (-37, -11) -.71 (-80,-62) -64 (-73,-55) 

Iasaraace statu 
Dnnimd Reference Reference Reference Reference 
Insured -31 (-39,-23) U9(-2S,J1) ^1M7,J4) -37 (-43,-30) 

EaidtyMcat statu 
Unemployed Reference Reference Reference Reference 
Not looking 29(29,39) .11 (.01,21) A2 (35, 39) 34 (27, .42) 
Employed .10 (.02, .19) .02 (-.07, .11) .07 (.01, .14) .05 (-J02. .12) 

Etct a(i(ed ia sex wtrfc 
No Reference Reference Reference Reference 
Yes 41 £49,.73) 36 (.43, .68) J67 (J6$, .75) .7#(J63,.77) 

Family sappart 
Negative response Reference Reference Reference Reference 
Slowly knHoving -2t(-28.-Jl) -.08 (-.17. .01) -.04 (-.11, .03) -.02 (-.09. .05) 
As strong today as before -43 (-51,-34) -40 (->46, -33) -37 (-43,-31) 

* Bold numbes ait statisticaly sipafirant with an ovenlp <0.05 for al nmJbple comparisons 
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•Mil IAMBZ IMdl lllWi MNH1 lUHl 
An 
11-24 Vibiiwa Ulna Hi— —If 
23-44 111 (-77.111) 1.17(74.175) .*5 (.46. 

136) 
U (.44.13ft) 

4J-S4 1.59(55.144 1.43 (57.173) isca. 
i.*n 

-55(13.1JB) .31(17, *3 41(17.-54 

55+ 1J05 (43. L74 1.11(44.114 .21(37. 
1.03) 

.30 (.01.1-12) 34(±S,iI) 

Km 

Wlutt ItAHSI Una Ktfna m—im 
Btidt/AttaeAmei* U7 (*0.2.71) 1.24(.59.241) UW. 

« 
39(23.1-«) 39(23.1.9) 

1-53 (A!tii7) 133 (49.3J7) 3J2(L5M-1 

?7i(i 3.\sa 

ui(uim i4(12J.4I) 37(23.1.44 

lfcWnrM 1.54(52.147) 131 (11.237) 
4) 

U(U7AS| ,95(3#J-®) jwpia4^~ 

ooat(An AAMUVQ JO (-43.1.51) .71 (.42.1.4$ 11 
ajsatit 

UfUI.IU) LD4(47J244) 1J»(4*,2») 

unkN 1
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i o c jbE&mci mawct MWI« KHMW MM 

Bĵ idfldgitBk ,70 (-35.1-C) M (34.1JSI) 52(31. 
2.71) 

JWC33.3JR) -54(32.1.44) 31 (23.1-V) 
Soaccoilagi 1J1 (.41.155) US (45.2.45) 1.17 (.47. 

192) 
1.19(47.291) J7 (37.2JB) 51 (35.111) 

Colltp iHyil 1J91(90.40Q 151 (52.35i) 1.70(39. 
*94) 

1.7ft (jftO,3.M) 10(J2.15i) J2(J3.2JB) 

GadaamMpac 2jM(U1JJ4 UI(U^MV 1J51 (.49. 
5.U) 

134(47,303) 39(21.1.60) 41(13.147) 

<310JMK> Kdcmcc Wrtwww* Kc&nnce KdKHkCC sctmoct 
SlOjOOO-19:999 lil(UU^3JQ LK(L11,U9 1.11 (32. 

2J9) 
1.12(32,2.43 .90(33,133) -*7(31.1.41) 

KOJOOO-VJSS 2J7 
(L5M«I 

Ut(Ul,M9 JO (30.1.21) .75 (47.1.21) 

Kojno-isjsB 
I100JMU+ I f w  S WI mS— 

InnnMB 

Unmoral Kcfcnnct KOMBCK HMLIT> MBRBtt yrtwpff 

1aaM 1-24(J7.L7«J 129(50. LtHU^U 
7) 

wpJMiJ# -13(09,-11) ^2 (OS, J 9 

XHtoJHMSUB 

UiuacUrvHl IMS—Kit JUANBCC JUMM Kcsnacc Xdwa 
NMiookng 1-13 (.73. 1.75) 1.12 (72. L/J) J3(3I. 

1.71) 
.71 (jft. 1.10) 135(14 LSI) lJl(JftOJBZ) 

Eaplo^d 1-22(J0.LS4) I-22(J1.1J4) 1J4 (.70. 
242) 

1J5 (.70.244 -19(31.13ft) .90(32.130) 

IwappllivM 

NO KcBmuc BilftWCt ICfeRMC Kefenaot KfftlWtt nana 
YB 1JD3 (45. lftl) SO (36,1.44) u ui(iJ9sr .71(41.132) 

FlMiJ fpwl 
N(atnKRqnuc UAnoc SjfiBRBCC IflillBH Kdrance Kcfena Icfena 
SUnrly aqpratg 1.09(76.137) 1.09 (-7ft. Li 7) 1J2(J5. 

3.7®) 
1JS2(J9.3L7I9 .73 (49,1JV) 72(41,1.®) 

1.12 (JO. 154 1.21(47.1.7(9 U 
(l-27y4.71) 

usqj l̂f .41(32, .73) 

tKstaaum 1.14 (55. Ul) MM 151 (52,1.71} """ JO (.43.1.01) 

MtmptuomM 
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120(14.144 ' '  ' •  JS2 (.65.1JQJ) 

*Bold b ifiajcillyiipiTfirat viipOjOS 
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Table 11. Adjusted Odds Ratios for Outcomes among Transmen, aOR (95%CI)* 

Model 1 Model 2 Model 1 Model 2 
Age 

18-24 Reference Reference Reference Reference 
25-44 1.37 (.92,2.06) 1.38 (.92,2.06) 1.09 (.64,1.84) 1.06 (.81.2.31) 
45-54 1.62 (.69,3.80) 1.80 (.76,4.28) .55 (.15,2.01) .59 (.62,1.79) 
55+ (omitted) (omitted) (omitted) (omitted) 

Race 
White Reference Reference Reference Reference 
Black 2.00 (.47,8.42) 2.00 (.47,8.48) 1.95 (.69,5.56) 1.97 (.69,5.63) 
Hispanic/Latino/Latina .55 (.27,1.13) .53 (25,1.10) .51 (.14,1.83) .50 (.14,1.77) 
Multiracial .74 (.45,1.20) .71 (.44,1.17) .62 (.07,1.05) .62 (.30,129) 
Other (API & AN/AD .53 (.21,1.29) .53 (22,1.31) 1.51 (.48,4.72) 1.57 (.50,4.94) 

Educatioa 
No high school degree Reference Reference Reference Reference 
High school graduate only 2.21 (.67,7.24) 2.18 (.66,7.19) .79 (.21.2.99) .81 (.21,3.05) 
Some college 1.66 (.64,4.27) 1.56 (.60,4.04) .49 (.15.1.58) .47(14,1.54) 
College degree 1.53 (.58,4.06) 1.40 (.53,3.75) .50 (.15, 1.70) .47 (.14,1.59) 
Graduate degree 1.24 (.45,3.40) 1.10 (.40,3.06) .26 (.07,1.05) J4(JM,JS) 

Household income 
<$10,000 Reference Reference Reference Reference 
$10,000-19,999 1.68 (.93,3.05) 1.69 (.93,3.06) 1.13 (.54,2.35) 1.13 (.54,2.36) 
$20,000 - 49,999 1.74 (1.05,2.90) 1.75 (1.05,2.92) 1.28 (.66,2.47) 1.30 (.67,2.50) 
$50,000-99,999 2.53 (138,4.65) 2.60 (1.42,4.79) .83 (.36, 1.92) .86 (.37,2.01) 
$100,000 + 5.75(1.94,17.01) 5.89 (1.99,17.47) 1.25 (.42,3.70) 1.26 (.42,3.74) 

Insurance status 
Uninsured Reference Reference Reference Reference 
Insured .80 (.49,1.30) .78 (.48,1.27) .13 (.OS, .21) .12 (.07, JO) 

Employment status 
Unemployed Reference Reference Reference Reference 
Not looking .76 (.44,1.33) .78 (.45,1.38) 1.58 (.87,2.86) 1.62 (.89,2.95) 
Employed .85 (.50,1.43) .85 (.50,1.45) 1.21 (.59,2.47) 1.21 (.59,2.48) 

Ever engaged In sex work 
No Reference Reference Reference Reference 
Yes 1.09 (.56,2.13) 1.10 (.56,2.19) .57 (.41,1.26) •57 (.23,1.42) 

Family support 
Negative response Reference Reference Reference Reference 
Slowly improving 1.42 (.87,2.31) 1.39 (.85,2.27) .72 (.41,1.26) .71 (.40,1.24) 
As strong today as before 1.35 (.87,2.09) 1.37 (.87,2.14) 39 (22. .68) 38 (.21, .68) 

Transgender 
Discrimination** 
Institutional Discrimination — .99 (.77,1.28) — .92 (.67,1.29) 
Interpersonal Discrimination — 1.12 (.87,1.43) — 1.06 (.77,1.46) 
•Bold numbers are statistically significant with p <0.05 
"Each subscale tested in separate models. 
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Abstract 

Introduction 

A growing body of literature supports stigma and discrimination as fundamental causes of 

health disparities in the United States. Stigma and discrimination experienced by transgender 

people have been associated with increased risk for depression, suicide, and HIV. Transgender 

stigma and discrimination experienced in health care influence transgender people's health care 

access and utilization. Thus, understanding how stigma and discrimination manifest and 

function in health care encounters is critical to addressing health disparities for transgender 

people. 

Methods 

A qualitative, Grounded Theory approach was taken to this study of stigma in health care 

interactions. Fifty-five transgender people and twelve medical providers participated in one­

time in-depth interviews about stigma, discrimination, and health care interactions between 

providers and transgender patients. 

Results 

Due to the social and institutional stigma against transgender people, their care is excluded from 

medical training. Therefore, providers approach medical encounters with transgender patients 

with ambivalence and uncertainty. Transgender people also anticipate that providers will not 

know how to meet their needs which upsets the normal balance of power in provider-patient 

relationships during the medical encounter. Interpersonal stigma functions to reinforce the 

power and authority of the medical provider during these interactions. 

Discussion 

Functional theory posits that we hold stigmatizing attitudes because they serve a specific 

function but ignores how hierarchies of power in social relationships maintain and reinforce 

inequalities. The findings of this study suggest that interpersonal stigma also functions to 

reinforce medical power and authority in the face of provider uncertainty. Thus, it is important 
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to acknowledge the role of power and to understand how stigmatizing attitudes function to 

maintain systems of inequality. 

70 



Introduction 

In Erving Goffman's seminal book, Stigma: Notes on the Management of Spoiled 

Identity, he defines stigma as a relationship between attributes (i.e. characteristics of a person) 

and stereotypes about those attributes (Goffinan 1963). An attribute only becomes stigmatized 

when it is interpreted through a negative association with that attribute. It is through this 

interpretative relationship that certain human differences become labeled as negative and 

thereby stigmatized. 

In a theoretical paper re-conceptualizing stigma through the lens of critical theory, Link 

and Phelan (2001) note that most stigma research has ignored the role of structural power. To 

correct for this, they assert that stigma consists of five components: 1) People distinguish and 

label human differences. 2) Dominant cultural beliefs link labeled people to negative 

stereotypes. 3) Labeled people are placed in distinct categories in order to separate "us" from 

"them." 4) Labeled people experience devaluation and discrimination that leads to unequal 

outcomes. 5) Those who enact stigma must have access to social, economic, and/or political 

power that allows for full execution of their disapproval, rqection, exclusion, and 

discrimination (Link and Phelan 2001). 

Others have challenged the nature of Link and Phelan's definition of stigma. In a 

theoretical piece on health-related stigma, Deacon proposed a distinction between stigma and 

discrimination. Her model posits stigma as a social process of "othering, blaming, and 

shaming" that is separate from its effects, status loss and discrimination (Deacon 2006). For the 

purposes of this study, the term stigma encompasses the structural power to blame and shame, 

as described by Link and Phelan as well as Deacon. However, the term discrimination will refer 

specifically to actions that emanate from stigmatizing attitudes and labels as described by 

Deacon. 

Background 
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A growing body of literature supports stigma and discrimination as fundamental causes 

of health disparities among marginalized groups (Link and Phelan 1995; Krieger 1999; Meyer 

and Northridge 2007; Krieger 2012). The stigma and discrimination faced by transgender 

people (i.e. those whose gender differs from their sex at birth) have been associated with 

increased risk for depression, suicide, and HIV (Lombardi, Wilchins et al. 2001; Dworkin and 

Yi 2003; Risser, Shelton et al. 2005; Lawrence, Meyer et al. 2007; De Santis 2009). 

Transgender people in the U.S. also face significant barriers to accessing health care. Among a 

non-probability sample of 182 transgender persons in Philadelphia (Kenagy 2005), one-third 

reported having no primary care physician and one-quarter had no access to general medical 

care. When examined by gender, 43% of transmen (i.e. those born female who identify as men) 

had no access to care compared with 14% of transwomen (i.e. those bom male who identify as 

female). One in four respondents had been denied medical care just because they were 

transgender. More recently, Lambda Legal conducted a national study of health care 

experiences of LGBT people and people living with HTV. Of the 397 transgender respondents 

who completed the survey, 70% of them reported experiencing some form of health care 

discrimination (Lambda Legal 2010). Over a quarter of all transgender respondents (25.7%) 

reported being denied care because of their transgender identity. 

Even when transgender people are able to access health care, the care they receive is 

often far from ideal. A statewide needs assessment in Virginia (Xavier, Hannold et al. 2007) 

found that 46% of transgender respondents had to educate their regular doctors about their 

health care needs as a transgender person. The National Transgender Discrimination Survey 

(Grant, Mottet et al. 2011) of over 6,000 transgender and gender non-conforming individuals 

throughout the U.S. found that 50% of respondents reported having to teach their medical 

providers about transgender care. Beyond this lack of clinical competence, some transgender 

people experience outright mistreatment from medical providers. Lambda Legal (2010) found 

that 20.9% of transgender respondents reported having been subjected to harsh language, and 
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20.3% of them reported being blamed for their own health problems. Fifteen percent reported 

that health care professionals refused to touch them or used excessive precautions, and 7.8% 

experienced physically rough or abusive treatment by a medical provider. 

Given their experience, many transgender people are wary of the health care system. 

Ninety percent of transgender people surveyed by Lambda Legal (2010) believed there are not 

enough medical personnel who are properly trained to care for them, and 52% worried about 

being refused medical services when they need them. This wariness has significant 

consequences for the health of transgender people. In the National Transgender Discrimination 

Survey (Grant, Mottet et al. 2011), 33% of respondents reported that they postponed preventive 

medical care due to discrimination, and 28% postponed care even when they were sick or 

injured. 

Mistrust of the health care system also leads some transgender people to seek care 

outside the formal sector. Xavier et al. (2007) found that half of the honnone-experienced study 

participants had obtained their hormones from someone other than a doctor, and nearly 46% of 

them had injected themselves or received a hormone injection from someone other than a doctor 

or nurse, including 71% of transmen and 37% of the transwomen. While there is little data on 

the effect of gender-affirming medical care on the physical health of transgender people, one 

study from New York City found that transgender people with access to such care had lower 

rates of risky health behaviors such as cigarette smoking and illicit use of syringes for hormone 

injection (Sanchez, Sanchez et al. 2009). 

It is clear from this literature that transgender people face stigma and discrimination in 

health care settings; and that this stigma influences their health care access and utilization. 

Thus, understanding how stigma and discrimination manifest and function in health care 

encounters is critical to addressing health disparities for transgender people. In order for change 

to take place, this understanding must take into account both provider and patient perspectives 

on the health care encounter. To date there has been no published literature exploring how 
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discrimination functions in health care encounters between transgender patients and medical 

providers. This study was conducted to address this gap. Specifically, qualitative methods were 

used to explore how stigma manifests in transgender health care encounters and to examine the 

role that stigma and discrimination play during interactions between health care providers and 

transgender patients. 

Methods 

This paper presents a Grounded Theory analysis (Charmaz 2006) of field notes and in-

depth interviews conducted with medical care providers and transgender adults as part of a 

larger study examining stigma, access to care and HIV risk among transgender people. To 

ground the study in the needs of the community, two community advisory boards (CABs) were 

convened before data collection began. One CAB was made up of transwomen and the other, 

transmen. Each CAB met approximately monthly before and during the course of data 

collection and as needed after data collection was complete. CABs provided input into the 

development of study materials, assisted with recruitment, and offered suggestions for 

interpreting preliminary findings as data collection progressed. 

Data Collection 

Purposive sampling was used to identify transgender participants and clinicians who 

provided medical care for transgender people. Sampling for transgender participants was 

stratified by gender to ensure adequate participation by both transmen and transwomen. In 

addition, efforts were made to achieve variability along lines of race, engagement in medical 

care, and use of hormone therapy, as these characteristics were theorized to affect both 

discrimination and health care experiences. 

In-depth interviews were conducted with both transgender adults and health care 

providers in a small industrial city in the mid-Atlantic region of the U.S. from January 2011 to 

July 2011. Field notes were handwritten immediately after each interview and typed up once 

transcription was complete. Transgender adults were recruited by placing recruitment flyers in 
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the city's LGBT health center as well as through announcements during transgender support 

groups and listserves as well as by outreach to organizations that provide services and advocacy 

for the transgender community. In addition, community advisory board members recruited 

transgender people from their social networks, and transgender study participants were 

encouraged to refer other transgender people in their social networks. Health care providers 

were recruited from medical practices known to provide care for transgender patients. The first 

author made presentations at medical provider meetings of three health facilities as well as 

sending invitation emails describing the study. All participants provided verbal informed 

consent; and all interviews were audio taped and transcribed verbatim. 

Transgender participants 

Inclusion criteria for transgender participants included being 18 years of age or older, 

residing in the metropolitan area, and identifying as transgender or as a gender different from 

their birth sex. Each potential participant was screened over the telephone. Participants 

meeting the inclusion criteria were scheduled for an interview at the project office located in a 

central area of the city, easily accessible by public transportation. 

One individual in-depth interview was conducted with each of the 55 transgender 

participants, including 25 transmen and 30 transwomen. Each interview lasted between 45 and 

180 minutes with an average duration of 90 minutes. The interviews elicited detailed narratives 

of individual experiences and perceptions. Specifically, participants were asked about their 

family and social life, gender identity, sexual orientation and practices, health care experiences, 

as well as experiences of stigma and discrimination. Transgender participants were reimbursed 

$25 for their time. 

The average age of the transwomen in the study was 39 years (range 21-66). Two-

thirds of the transwomen identified as Black or African-American, the remainder identified as 

white. Half of the transwomen participants had no more than a high school education. Twenty-

six of the thirty transwomen had a regular source for medical care. Two-thirds of them had 
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been tested for HTV in the previous year. Of the five transwomen who reported having HIV, all 

of them had been diagnosed for greater than 10 years. 

The average age of the transmen in the study was 33 years (range 21 - 57). 

Approximately one-quarter of the transmen identified as Black or African-American. Half of 

the transmen identified as white and the remainder as mixed or other race. All of the transmen 

were high school graduates, and all but two of them had at least some college. Twenty of the 

twenty-five transmen had a regular source for medical care. Eighteen of them had an HTV test in 

the previous year; none reported having HIV. 

Health care providers 

Inclusion criteria were being at least 18 years of age, working in the metropolitan area, 

and having provided medical care to at least one transgender patient in the preceding year. 

Emails inviting participation were sent to medical providers at institutions recommended by the 

CAB and known by the author to provide care for transgender patients. All providers who 

expressed interest and who met the inclusion criteria were scheduled for interviews at the 

project office or their own office depending on their choice. Interviews with health care 

providers included questions about their personal history and clinical training as well as about 

their experiences providing care for transgender patients. Each interview lasted between 45 and 

90 minutes with an average duration of 60 minutes. No monetary reimbursement was provided 

to health care providers. 

The 12 medical providers were drawn from health care institutions in the greater 

metropolitan area including: 7 primary care providers from the local LGBT health center (4 

physicians, 2 nurse practitioners, and 1 physician assistant), 2 endocrinologists and 1 physician 

assistant from a large academic medical center, 1 adolescent medicine specialist from another 

large academic medical center, and 1 physician in private practice. None of the medical 

providers self-identified as transgender. 

Research team and reflexiviiy 
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The author conducted 39 of the 55 interviews with transgender participants and 11 of 

the 12 interviews with medical providers. She is an African-American non-transgender woman 

who conducted this study as part of her doctoral dissertation. For two years prior and during the 

course of this study, she was a medical provider at the local LGBT health center and a member 

of the local coalition of organizations serving the transgender community. Two of the 

transgender people she interviewed were her patients and declined to be interviewed by the 

research assistant, though this was offered. She also had collegial relationships with 6 of the 

providers whom she interviewed for the study. All were offered the opportunity to interview 

with the research assistant and declined. A trained graduate research assistant with a bachelor's 

degree in anthropology conducted 16 of the interviews with transgender participants and one of 

the interviews with medical providers. She is an Asian-American non-transgender woman who 

had experience working in HIV prevention with transgender communities in a different urban 

area in the U.S. 

As an ally of the transgender community as well as a medical provider herself, this 

investigator has an investment in the potential policy and programmatic implications of the 

findings of this study as well as presuppositions about the nature of stigma and discrimination in 

the health care encounter for transgender people. Several measures were taken to clarify the 

researcher's stance in relation to the participants and the subject matter. Reflexivity was built 

into the data collection process by providing a space for reflexive comments on the form used to 

write field notes after each interview. Both the first author and the research assistant wrote 

reflexive as well as general field notes at the end of each interview. In addition, the research 

assistant used the health worker interview guide to interview the first author. The transcript 

from this interview was not analyzed as part of the data set but was used along with a reflexive 

journal kept by the first author to help articulate her views vis h vis those of the study 

participants. 

Ethics and Funding 

77 



The Institutional Review Board at Johns Hopkins School of Public Health provided 

ethical approval for this study. To maximize the confidentiality of participants, no individual 

identifiers were collected; rather, anonymous codes were assigned for each participant. In 

addition, no written consent forms were used. Prior to enrollment, all recruited individuals were 

read the contents of the oral consent form and given ample opportunity to ask questions before 

providing verbal consent for participation. Funding for this study was provided by the Johns 

Hopkins Health Disparities Solutions Center and the Johns Hopkins Center for Public Health 

and Human Rights. None of the funders played any role in the collection, interpretation, or 

presentation of the data. 

Analysis 

Data for analysis included transcripts of audio recordings from the in-depth interviews 

as well as typed field notes from all data collection activities. The author coded the transcripts 

in the software program Atlas.ti© (version 6.2, Scientific Software Development GmbH, Eden 

Prairie, MN) using a Grounded Theory approach (Charmaz 2006) . Grounded Theory methods 

are designed to discover theory within textual data. Classic Grounded Theory involves 

beginning with line-by-line open coding, a process of labeling each line while remaining open 

to discovery and unrestricted by pre-existing theories. Codes are subsequently grouped into 

categories and compared to each other in the process of constant comparative analysis, a 

hallmark of Grounded Theory. The coding process becomes more focused as explanations for 

differences are sought and categories related to other categories and memos are used to 

document theory development. Data collection progresses using theoretical sampling in which 

an emerging theory is further explored by deliberately seeking out new participants with 

characteristics that may expand or challenge the theory. 

In this study, open coding was conducted on 5 medical provider transcripts and 10 

transgender transcripts. This subset of transcripts was chosen in such a way as to maximize 

variability in provider type and facility for medical providers, and to maximize variability in 
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age, race, and gender for transgender participants. This process produced over 100 codes that 

were derived from line-by-line coding of the data. These codes were examined for overlap, and 

then collapsed into 30 broader codes that were used for focused coding of the remaining 

transcripts. These codes were then organized into 5 categories. Coded text was extracted, 

organized by category, and read in multiple iterations using constant comparisons between and 

within texts to identify key processes related to the manifestation and function of stigma and 

discrimination in the medical encounter. All of the 12 medical provider transcripts were 

analyzed in this manner. Transcripts for the transgender participants were analyzed in this 

manner until data saturation (i.e. no new themes identified) was reached at 30 interviews. The 

remaining transcripts were read for additional or disconfirming themes and codes were revised 

accordingly. Memos were used throughout to organize and document the analytic process. 

This method diverged from classic Grounded Theory in that new participants with 

specific theoretically relevant characteristics were not sought during the course of data 

collection. Due to the sensitive nature of the topic and the importance of protecting the 

confidentiality of transgender participants, it was not feasible to select participants on the basis 

of emerging theory, and we were unable to re-contact participants for additional interviews to 

expand upon emerging themes. Instead, the investigator specifically looked for confirming and 

disconfirming data within the remaining transcripts after data saturation was reached. 

Credibility 

Participant checking was done by holding community consultations with transgender 

participants after the interviews were completed and preliminary data analysis had taken place. 

As recommended by the community advisory boards, separate meetings were held for 

transwomen and transmen. Ten transmen and seven transwomen participated in these meetings, 

respectively. During the meetings, preliminary findings from the study were presented in the 

form of vignettes and community members provided detailed feedback and interpretation of 

results as well as recommendations for ways the findings could be used. Input from these 
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community consultations informed the results presented below. In addition, peer debriefing was 

conducted with six public health doctoral students and one academic faculty member in public 

health in order to seek alternative understandings of the data. 

Findings 

Navigating Uncertainty and Establishing Authority - The Theory 

Establishing authority is the central social process identified during analysis of the 

qualitative data (Figure 2). In this process, stigma and discrimination both create the conditions 

which challenge expected power relations between provider and patient as well as provide 

mechanisms to maintain and/or reinforce those power relationships. Structural and institutional 

stigma ensure that transgender experiences and bodies are absent from medical curriculum and 

leaves most providers without clear guidelines for the medical encounter. This uncertainty can 

lead to ambivalence about providing care. 

Because transgender people are aware that most providers are not trained to meet their 

needs, they also approach the encounter with uncertainty about the provider's competence. The 

uncertainty experienced by both providers and transgender people challenges the traditional 

clinical relationship in which the medical provider is expected to be a knowledgeable medical 

authority, make appropriate assessments, and provide effective care; while the patient is 

expected to acquiesce to the provider's greater health care knowledge. Interpersonal 

transgender stigma can serve to reinforce the traditional provider-patient power relationship. 

Both medical providers and transgender patients may resist the manifestation of stigma or 

participate in its enactment during the medical encounter. 

Structural and Institutional Stigma: Creating the Conditions 

Transgender participants' narratives offered vivid details about their experiences of 

societal stigma and discrimination. Experiences included being denied services at public 

establishments, being harassed and assaulted in public spaces, being passed over for 

employment or being fired when their gender identity was discovered or disclosed, and even 
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being sexually harassed or assaulted when housed with members of their birth sex in institutions 

such as shelters, treatment centers, or jail. Some respondents internalized this stigma and 

wrestled with self-hatred or projected negative attitudes toward other transgender people. Most 

had learned to anticipate discrimination. This anticipation led some to describe limiting their 

geographic, employment, and health care options in attempts to avoid exposure to additional 

discrimination. Other transgender participants expressed gratitude for simply being allowed to 

access the most basic needs such as housing without being evicted because of their gender 

identity. 

Most medical providers were aware of the difficulties transgender people face in 

society, including much of the stigma and discrimination described by transgender people 

themselves. The providers felt that these difficulties led to a high prevalence of mental health 

and behavioral issues which made transgender people difficult to deal with as patients. One of 

the physicians put it this way, 

They've been kicked around so much in their lives because of the territory 
they've had to traverse that there tend to be a lot of maladaptive behaviors that 
they've been habituated to. No blame there, but that can make the patients a lot 
harder to deal with and then they in turn have a hard time integrating into the 
community. 

- Primary care physician 

Uncertainty and Ambivalence 

Transgender participants were well aware that most medical providers were not exempt 

from the negative attitudes held generally in society toward transgender people. They 

anticipated that providers would not only be unprepared to meet their medical needs, but may 

also be unprepared for their very existence. This situation created mutual discomfort best 

described by one of the transwomen participants, who stated,"Sometimes it might be a shocker 

[for a provider to see a transgender patient]. Yeah, but sometimes, you know, they might be 

scared, but at the same time, well, boy oh boy, if you think that you're uncomfortable and you're 

scared, we are, too. We are, too." Respondents expressed frustration about provider's 

81 



uncertainty about which name or pronoun to use as well as their lack of knowledge of 

transgender medicine. One transman put it this way: 

And there is some back and forth like interactions. If you see two doctors, one 
will use male pronouns and the other will use female pronouns and you're kind 
of like, this is just awkward now, like, "should it be that hard?"... once in the 
door, I'm sure like either way I have to explain myself because jurther 
questions would arise if this doesn 't match up or why are you taking 
testosterone if over here and I'm like, really just would you ask somebody else 
why they were taking this or would you just know? Ideal healthcare would be 
transgender services being similar to diabetes services, similar to just other 
services where you can walk in and people don't look at you like, "What's 
that?" 

Transgender respondents used various strategies to prepare for or respond to this 

general gap in medical providers' knowledge. Some participants simply asked providers to 

refill previous prescriptions without expectations of medical monitoring or other standard care. 

I don't know how knowledgeable she is. She's not an endocrinologist. She just 
knew that I was taking whatever medication from a previous physician, and she 
just duplicated that as well, so I don't think she goes, "Well, let's see. You 
might not need this much. You might— yeah, you need a little bit more." She 
just went, "Okay," so she just kept the same medication going. 

- Transwoman participant 

More assertive participants demanded better care from their inexperienced providers. This 

particular participant describes how he handled a difficult encounter with a medical provider 

who had never seen a transgender patient before him. 

I actually spoke to her afterward. I'm like, "You know, it's 2009. In 2009, 
you're going to have more clients like me. What are you going to do for best 
practices? These are unacceptable standards of care." And she was explaining 
to me, "Well, this is the first time something like this has happened." I'm like, 
"Granted, but you need to prepare yourself for different types of people walking 
into your office." 

— Transman participant 

Some sought out recommendations from friends or searched the internet to find providers 

experienced with transgender patients. As one transman, stated,"/ was trying to figure out what 

was going on with me. I didn 't want the additional burden of having to educate my provider on 
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top of that. And the last thing I wanted was to be a training case for a practitioner who had 

never provided care to a transgendered person before." 

However, some transgender participants who used this strategy were still frustrated by 

their provider's limited knowledge and found themselves trying to re-educate their medical 

providers: 

I even went on the Internet myself and I printed out hormone regimens for oral 
andfor injections and everything... I shouldn't have to go online and pull up a 
transgendered hormone regimen because I feel as though my doctor isn't 
prescribing the right hormone regimen for me. I shouldn't have to take that in 
there. You should already know. So I think that's one of the only things that 
kind of makes me angry. 

- Transwoman participant 

All but one of the medical providers expressed feeling either ambivalent about or 

unprepared for transgender patients. The endocrinologists who were interviewed felt medically 

prepared to manage hormones, yet they expressed ambivalence about the psychosocial issues 

raised by their transgender patients. Several providers (both primary care and endocrinologists) 

struggled with the concept of transgender altogether and expressed ambivalence about the 

necessity for gender confirming therapies, even though they prescribed them. 

I find the whole area difficult. Nobody really understands it. I don't. I'm 
accepting of it because I see it, and I believe it, but obviously we don't 
u n d e r s t a n d  i t . . .  
. . .  S o  p a r t  o f  m e  w a n t s  t o  s o r t  o f  s a y  l i k e ,  " C a n  ' t y o u  j u s t  d r e s s  a s  a  w o m a n , "  
or "Can't you just be a tomboy and not have to get involved with hormones and 
stuff?" 

- Endocrinologist 

Providers who felt uncertain about the appropriateness of providing care described strategies to 

manage this ambivalence. Most providers sought a specific narrative of lifelong discomfort 

with natal sex as confirmation that patients met criteria for gender affirming therapies and many 

required a letter from a mental health provider confirming a diagnosis of Gender Identity 

Disorder. 
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All of the primary care providers reported feeling unprepared for their first medical 

encounter with a transgender patient. They described several strategies for handling their lack 

of preparation, including seeking out information from experienced colleagues or through other 

sources such as books and online material; letting the patient guide the encounter and tell them 

what to do; learning by trial and error; or refusing to provide care until they felt they had 

adequate training. 

When I started having some patients that were gonna come to me and I 
was gonna be their primary care provider, then it was like, "Oh 
goodness, I need to learn. I actually need to learn the fundamentals, 
the basics." 

-Primary care 
provider 

Only the adolescent specialist expressed confidence in her medical preparation to see the 

transgender young people in her practice and denied any ambivalence about providing gender 

confirming therapies. She felt that her competence was grounded in her medical training in 

adolescent hormonal development; and her comfort with transgender patients was related to her 

chosen commitment to run a medical practice that intentionally catered to socially marginalized 

HIV-infected youth. 

I think adolescent medicine specialists are uniquely positioned to deal with 
hormones because we know a lot about hormones. ... So we deal with all 
these issues, but also because we run high-risk clinics with patients who are 
HIV and also with cardiovascular issues, we really focus a lot also on 
cardiovascular risk prevention for this population. So it's very natural. 

- Adolescent 

specialist 

Establishing Authority: The Function of Stigma 

Regardless of the neutrality of the verbalized strategy chosen by each medical provider to 

manage his or her medical uncertainty or ambivalence about providing transgender health care, 

their narratives also suggested ways in which medical providers consciously or subconsciously 

use stigma to manage uncertainty's threat to their medical authority. The narrative below 
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demonstrates a provider's effort to re-establish authority in the medical visit with a transgender 

patient who challenged her knowledge: 

My worst was actually a patient who I felt like had read too much on the 
internet. Had all the terms of what to do and words I didn 't even recognize and 
acronyms of things offeminization, surgery, and things I knew about but like 
these little words that I had never heard and just read so much on the internet 
that the whole visit was spent dispelling all those myths or all that time and I 
think it was the worst because even after the end of the visit you feel like that 
patient still doesn't trust what you 're telling them. Followingyour 
recommendations but I think very cautious of what you 're telling him because 
that patient thinks— the patient at the time just thought he knew everything she 
had read on the internet was correct. So I think that's what it was, leaving that 
visit like I don't know if this patient actually understands or trusts my judgment. 
—Primary care provider 

The importance of maintaining the expected social role of the medical provider as a 

trusted medical authority is clear in this narrative. It is also apparent that the threat to this 

authority led the provider to dismiss the patient's knowledge as "myths" even though she admits 

to not knowing or understanding much of what the patient was telling her. The patient is 

blamed for the negative nature of this encounter because he "read too much on the internet." 

Table 12 includes example quotes from the many episodes in which both medical providers and 

transgender participants described blaming, shaming, othering and discrimination enacted by 

health care providers toward transgender patients. This process of blaming, shaming, othering, 

and discrimination demonstrates medical providers' power to negatively label transgender 

patients and act upon those negative associations. It also reinforces the medical provider's 

authority by positioning the transgender patient as inherently problematic. 

However, this process of stigma and discrimination was a dynamic one in which 

providers sometimes struggled with their participation in stigmatizing transgender patients. This 

is evidenced by one of the primary care providers in Table 12 who questioned whether her 

differential treatment of transgender patients was appropriate. Other providers described 

movement from initial discomfort to coming to understand transgender patients as real people 
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with real health care needs. And yet others described active efforts to resist transgender 

discrimination and protect transgender patients. 

I spent the first 15 years of my career in the emergency room. So I had a lot of 
transgender patients that would come through there and I would personally try 
to take them as patients so that they wouldn't be discriminated or laughed at or 
ridiculed. 

- Primary care 
provider 

Where providers sat on the continuum between participation and resistance to 

transgender stigma/discrimination seemed to be a function of empathy. Lesbian and gay 

providers as well as other providers who felt a personal connection to transgender people were 

more likely to express resistance to stigmatization of transgender people. 

I'm sure that being a gay man had helped me have an early open mindedness 
about difference and societal misunderstanding or non-understanding of 
something other than what is defined as sort of normal and mainstream. So it 
may have been easier for me in that regard to a degree. -
Primary care provider 

This resistance to stigma was not just limited to more positive attitudes toward transgender 

patients, but also seemed to go hand in hand with a willingness to relinquish some power in the 

medical encounter and let the patient lead. As one provider stated, "You may do some things 

that are unnecessary just because of the patient's outlook and their self-comfort and or let them 

try something and see if it seems to make any difference. There's a little bit ofgiving in I think 

sometimes." Another provider went as far as to say, "My agenda has to change according to 

what the patient really needs that day." 

Transgender participants also demonstrated a dynamic interplay between acceptance 

and resistance to stigma. Some actively resisted stigmatization and sought to claim power in 

their relationship with providers while a few fully acquiesced to the medical authority of the 

provider. One dramatic example was a transwoman who told a story of being advised by her 

surgeon about what breast size would be appropriate for her, agreeing to this size, then waking 

up to find that she had breast implants 50% larger than what they had agreed upon. When asked 
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if the surgeon had made this decision on his own, she replied,"He made it on his own and I'm 

glad he did. It was great. It was great. I'm glad that he decided to run with his gut, you 

know?" The same respondent also described having initial visits with health care providers to 

see if they would accept her and being concerned about not being wanted as a patient. 

Whether a transgender person chose to resist stigma and discrimination by health care 

providers depended on whether he or she felt that she had other options. For example, one 

transman described himself as someone who felt very empowered and who had confronted 

several health care providers about their stigmatizing attitudes or behaviors; however, he also 

told two stories of tolerating discrimination in order to get medical care that he needed. The 

dilemma for transgender patients is best illustrated by a transwoman who begins the following 

narrative claiming the power to guide her own medical care and ends with feeling trapped in 

care with a provider who does not meet her needs: 

You just have to really, really stay on them and let them know, "This is what I 
need. This is what I want," and talk to them. "I went online and I saw this. I 
think this would be goodfor me." You have to really— but everybody's not that 
smart to do that. Some people are just so interested in transitioning or in 
becoming a male or becoming a female, whereas though they're not doing the 
research, because it's something that they want to do so bad. But my thing was: 
I understand that, but this is my lifestyle. I have to do the research. I have to 
learn as much about me and what I need than to just take what somebody gives 
me. So that's a little— that makes me a little bit angry too, because I did walk 
away from there a couple of times— always ended up going back because 
there's nowhere else to go— so I always wind up going back. But I think they 
need to learn how to cater to us a little bit more— understand every individual 
person's needs. 

Discussion 

Functional theory asserts that we hold certain attitudes because they serve a specific 

function (Perloff2003). Attitudes have been found to: (1) provide a way to make sense of the 

world (knowledge), (2) allow us to be accepted by others (social-adjustive), (3) let us express a 

core value (value-adjustive), and (4) serve as a defense against uncomfortable truths (ego-

defensive). Stigmatizing attitudes towards transgender people could serve any or all of those 

functions. Because transgender individuals challenge societal norms for gender expression, 
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negative attitudes towards them can serve as a psychological defense against the uncomfortable 

truth that sex and gender are not fixed binaries and at the same time allow the expression of the 

core belief in gender conformity. Because a static gender binary is so reified in our society, 

negative attitudes toward gender variance can also serve to make sense of the world and allow 

the attitude holder to be accepted by most groups in society. 

However, functional theory is limited in that it does not acknowledge the role of power. 

All social relationships take place within a hierarchal social structure in which some groups 

have more social, political, and economic power than others. Functional theory does not 

consider how social inequalities along lines of race, gender, and socioeconomic status affect the 

function of stigma. The social roles of provider and patient are one example of an 

institutionalized hierarchy. Therefore the provider-patient relationship provides a useful social 

site to examine how interpersonal stigma functions within unequal relationships. 

Some stigma researchers argue that stigma is inextricably tied to the reproduction of 

social difference and reinforces existing inequalities (Parker and Aggleton 2003). The findings 

of this study provide support for this assertion. Interpersonal stigma and discrimination during 

transgender health care encounters served to reinforce the authority of the medical provider in 

the face of his or her uncertainty and ambivalence about transgender people and their care as 

well as the transgender patient's uncertainty about the provider's competence. 

Findings from this study are also consistent with the attribution model of stigma 

(Weiner, Perry et al. 1988). The attribution model posits that people are more to likely to 

respond negatively to those whom they believe to be responsible for their stigmatized identities 

than those whose stigmatized identities are believed to be beyond their control. In this study, 

providers who expressed uncertainty about the nature of transgender identity were more likely 

to express stigmatizing attitudes toward transgender patients than those who felt that 

transgender people were innately compelled to express their gender identity. 
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Others have challenged the validity of the attribution model and proposed alternative 

theories. Hegarty and colleagues note that findings from cross-sectional studies testing the 

attribution model could also be explained by the justification-suppression model, which asserts 

that attributions to controllable causes are justifications for pre-existing prejudices (Hegarty and 

Golden 2008). Phelan has argued that while that attribution theory would predict that a belief in 

the genetic nature of an attribute would result in less stigma, evidence suggests that such 

"genetic essentialism" can exacerbate stigma (Phelan 2005). 

Understanding the role of power may help to explain these seemingly disparate models. 

People who enact stigma must have access to social, economic, or political power that enables 

them to translate their negative attitudes into discriminatory behavior. The very reason that 

stigma serves to reinforce existing structural inequalities is because enacting it depends upon 

possession of power. If the function of stigma is to reinforce existing social hierarchies, then 

challenges to current power structures may be the social impetus for stigma. Those who 

challenge this structure would be stigmatized whether it is by assuming they are inherently 

inferior and justifying it or by attributing their inferiority to choices they have made. 

Public Health Implications 

The current study contributes to the understanding of stigma by describing the process 

and function of stigma in reinforcing medical authority during patient encounters. These 

findings expand upon functional theory by acknowledging the role of relative social power in 

the enactment of interpersonal stigma. As public health practitioners seek to reduce stigma that 

impacts the health of marginalized populations, it is critical that we have research that 

elucidates the causes and functions of stigma and discrimination. Better understanding how 

stigma operates against transgender people in health care settings can provide insights into how 

it may operate with other marginalized groups who experience health inequalities. 

Limitations 

89 



All of the respondents were drawn from one urban area with a particular sociopolitical 

context and specific set of resources for transgender people. Therefore the process of stigma 

manifestation in health care encounters found in this study may not transfer to other settings. 

Transgender respondents were recruited via social networks, therefore more isolated 

transgender people were less likely to participate. Their experience of health care may be quite 

different from those of transgender people who are not as socially connected. Finally, the 

medical providers who participated in this study were a select group who had experience 

providing health care to transgender people and were willing to talk about it face-to-face with 

another provider. These providers may have less stigmatizing encounters with transgender 

patients than other providers and may have de-emphasized any negative attitudes they hold 

toward transgender patients knowing the topic of the research study. This context makes it 

likely that the role of stigma in the health care encounter with transgender people has been 

underappreciated in this study. 

Implications for Future Research 

Future research on stigma and discrimination is needed to expand upon and test this 

theory in other settings. Vignettes may be a useful tool for exploring stigma among medical 

providers who do not have experience caring for transgender patients. It will also be important 

to assess the content and function of stigmatizing attitudes among health care workers at 

different levels of the medical hierarchy, including nursing, administration, and leadership. 

Testing these hypothesized mechanisms of stigma and discrimination among a large number of 

health care providers would be an important step to inform stigma reduction interventions for 

marginalized groups who experience health disparities. 
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Table 12. Examples of interpersonal stigma and discrimination in health care encounters 
Blaming My biggest thing that comes up is like just dealing with my own 

prejudice against people that have an excessive preoccupation with 
physical appearance. That's where I get into trouble or into judging 
people... . You know so it's not I don't have a problem with a trans 
woman wanting to look like a woman. But some of my experience with 
patients is it's this obsession and it's- like it's never going to be okay. 
And I understand where that comes from but I think it's more of a 
psychological problem. - Primary care provider 

Shaming The nurse actually said to me, "So, that's a pretty— that's a boy's name. 
Do you think you're a little boy?" - Transman 

Othering These can be difficult patients, particularly trans women often have 
had pretty rough experiences and are pretty rough people and not 
necessarily compliant with visits or medications, follow up. And I 
swear there's a higher incidence of personality disorders among trans 
women so it can be a difficult group. I have noway of blowing. It 
could be anything from environmental stresses to something that's 
linked to whatever gene causes transgenderism. - Primary care 
provider 

Discriminating I almost apologize to them. I'm sorry that I bring this up so often 
assuming that they 're having multiple partners. You know, like I don't 
mean to beat a dead horse but I'm like, are you really only having one 
partner? And what exactly are you doing? . .. .Is it my prejudice that 
maybe I'm testing my trans patients more often than I might be testing 
a gay patient or more often than I'm testing a heterosexual patient; 
that I'm assuming that their behavior is riskier and therefore that they 
need to be tested more often if they 're saying that they 're not having 
sex for money or that they are using condoms most of the time. So, I 
don't know. Am I doing— I don't want to over test but I don't want to 
under test and it's definitely something that Ifight with myself about 
because I don't want to make somebody uncomfortable and be like oh, 
well you know, they like coming to see me except for the fact that every 
time they see me, I swab something and make them pee in a cup and 
give blood work because that's not fun either. I don't do that to every 
other patient. - Primary care provider 
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DISCUSSION 

The Experiences of Transgender Discrimination (ETD) scale developed during this 

study provides an important tool for better understanding how discrimination is experienced by 

transgender people, documenting the extent of that discrimination, and examining the 

relationship between discrimination and health. When the ETD was used to examine 

relationships between discrimination and specific health outcomes, the resulting models provide 

important insights into the complex ways that multiple forms of discrimination and 

disadvantage such as racism, poverty, and diminished educational opportunities may impact the 

health of transgender people. Finally, the Grounded Theory analysis of interactions between 

health care providers and transgender people adds to our understanding of stigma and 

discrimination by providing a theoretical model of how stigma functions to reinforce medical 

authority in the face of uncertainty. 

Strengths and Limitations 

The use of a pre-existing data set for scale development limited the number and type of 

items that could be included in the item pool for development of the ETD. The cross-sectional 

nature of the data precludes making causal inferences during quantitative analysis. The 

qualitative study was limited by the lack of theoretical sampling to allow for recruitment of 

additional participants to further expand the theory. 

This study benefited from the investigator's deep and prolonged engagement with the 

community both during and prior to qualitative data collection, analysis, and interpretation. The 

use of a large and geographically representative sample for the quantitative analyses provided a 

rare opportunity for an ample enough sample size of transgender people to conduct exploratory 

and confirmatory factor analysis as well as stratified regression modeling. The use of qualitative 

data from both medical providers and transgender people for building grounded theory allowed 

for a fuller examination of dynamic interactions that take place during the medical encounter. 

Finally, the multiple methods research design allowed for a richer understanding of stigma and 
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discrimination at the structural, institutional, and interpersonal levels of the social ecological 

model. 

Public Health Implications 

Addressing social determinants of health is key to eliminating health disparities and 

improving population health. Reducing the stigma and discrimination faced by marginalized 

populations is a necessary step to make this happen. The study findings presented here provide 

actionable opportunities for change. Having a valid tool to measure transgender discrimination 

over time allows for monitoring the effectiveness of interventions designed to reduce stigma 

and discrimination. Identifying how intersecting oppressions related to gender, race and 

socioeconomic status may impact HIV and health care utilization is essential for designing 

effective interventions that address the complex realities of people's lives. Understanding the 

dynamic process of how enacted stigma functions in health care settings allows us to identify 

salient intervention points. 

The results of the quantitative study indicate that change is needed in public policy to 

address the ubiquitous discrimination experienced by transgender people. The frequency and 

saliency of employment discrimination make employment protections an imperative. Lack of 

employment opportunity can have a cascade effect by reducing financial stability, increasing 

likelihood of engagement in high risk sex work, reducing access to health care, and increasing 

risk for HIV. Public facilities and government institutions must be held accountable for 

ensuring that everyone has access to public services. 

The qualitative and quantitative findings provide ample evidence that a change is 

needed in both the content and the context of medical training. At the most basic level, health 

care providers need training in both cultural and medical competency in the care of transgender 

people. However, the study findings suggest a more fundamental change is needed. Both 

patients and providers could benefit from a radical restructuring of health care training and 

practice such that a partnership rather than a hierarchy is expected and enacted during medical 
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encounters. Ideally, what has been learned in this study can inform and support advocacy efforts 

by transgender communities to reduce stigma and discrimination and ensure basic human rights. 

Future Research 

While experiences of transgender discrimination are associated with health care 

utilization and HTV when examined in isolation, other factors such as race, income, health 

insurance, and strength of family support have significant associations with transgender health. 

It is important for future research and interventions to take an intersectional approach both to 

the further development of stigma measures as well to examining how matrices of oppression 

impact health outcomes. Future research on stigma and discrimination is needed to expand upon 

the theory that stigma functions to maintain authority in settings of uncertainty. More 

specifically, it will be important to examine the content and function of stigma and 

discrimination among health workers at different levels of the social structure of medicine, eg. 

clerks, medical assistants, nurses, doctors, and other leaders. One goal would be to test 

hypothesized mechanisms of stigma among a large number of health workers in order to use the 

findings to develop interventions that reduce health disparities. A longitudinal cohort study of 

transgender individuals would provide an excellent opportunity to fill important gaps in our 

knowledge of social and biomedical determinants of transgender health. 
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Appendix A. Experiences of Transgender Discrimination 

Factor 1: Institutional Discrimination 
Because of being transgender/gender non-conforming, which of the following experiences have you had 
at work? Please mark each row. 

Yes No Not 
applicable 

I did not get a job I applied for because of being transgender or gender 
nonconforming. 
I was removed from direct contact with clients, customers or patients. 
I was harassed by someone at work.. 
I was forced to present in the wrong gender to keep my job. 
I was denied access to appropriate bathrooms. 
I was asked inappropriate questions about my transgender or surgical status. 
Stayed in a job I'd prefer to leave 
Changed jobs 

Because you are transgender/gender non-conforming, have you experienced any of the following housing 
situations? Please mark "Not applicable" if you were never in a position to experience such a housing 
situation. For example, if you have always owned your home as a transgender/gender non-conforming 

Yes No Not 
applicable 

I have been evicted. 
I was denied a home/apartment. 

Factor 2: Interpersonal Discrimination 
Based on being transgender/gender non-conforming, please check whether you have experienced any of 
the following in these public spaces. (Mark al that apply.) 

Denied equal 
treatment or 
services 

Verbally harassed or 
disrespected 

Not 
applicable 

Retail store, hotel or restaurant, bus, train, 
or taxi, airplane or airport stafFTSA 
Doctor's office or hospital 
Govt, agency/official 
Police officer 

Because of being transgender/gender non-conforming, which of the following experiences have you had 
in your interaction with the police? (Mark all that apply.) 

Officers generally treated with disrespect 
Officers have harassed me 

Because you are transgender/gender non-conforming, have you been a target of harassment, 
discrimination or violence at school? 

Harassed or bullied by students, 
teachers or staff 

Elementary, Junior high/middle school, or High School 
College, Graduate or professional school, or Technical school 
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Because you are transgender/gender non-confonning, have you had any of the following experiences? 
(Please check an answer for each row. If you have NEVER needed medical care, please check "Not 
applicable") 

Yes No Not 
applicable 

I have postponed or not tried to get medical care because of 
disrespect or discrimination from doctors or other healthcare 
providers. 
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Appendix B. Interview Guides 

INTERVIEW GUIDE 
Transgender participants 

Introduction 
Thank you for agreeing to be interviewed. I'm interested in any experiences, stories, and ideas you 'd like 
to share, so it's important for you to do most of the talking. There are no right or wrong answers. Please 
feel free to share your honest thoughts and opinions. 

I'll ask you a few questions about your background, then I will focus on questions about your health, 
including questions about sexuality, HIV, and mental health. I expect the interview to last between an 
hour and an hour and a half. I will be taking notes as well as recording the interview so that I can 
capture all that you have to say. 

1. Background (eg. 'Tell me about yourself') 
The intent of this topic is to set the tone for the conversational nature of the interview and to get a 
sense of the respondent and what s/he feels is important to share about his/her life. 

o Daily life 
• Home, work, relationships, family (children, spouse, parents, significant others, 

partners), living situation, occupation, spirituality/faith, social life, fun. 
o Process of recognizing/naming gender identity 

• Gender affirming actions: coming out, dress, hormones, silicone, surgeries, name 
changes (legal, informal, etc.) 

• Preferred pronoun, gender identity 
• Level of outness: with whom, why or why not 
• Level of gender conformity, "passing," etc. 

2. Health (eg. 'Tell me about your health") 
The goal of this topic is to better understand how the respondent conceptualizes his/her health, how 
s/he seeks to meet those health needs, and to describe his/her health care experiences/utilization, 

o In general, how would you describe your health? Any specific health concerns? 
• Probe mental health and drug treatment as well as general health 
• Transgender-specific needs, eg. Hormones, surgery, etc 
• Preventive care: mammograms, pap smears, prostate exams 

o What do you look for in a health care provider? How do you find a provider? What are the 
reasons you go to see a health care provider? (hormones, illness, etc.) 

o Disclosure in health care settings? Why/Why not? When? How? To whom? 
o Tell me about your recent health experiences? 

• In the last few years, how many times have you seen a health care provider 
• What types of providers have you seen? 

• Professional discipline, role, emergency v. primary/speciality 

• Purpose of those visits (type of care sought/received) 
• Of the providers you saw, which of those were trans friendly and/or 

knowledgeable? 

" Have you had health problems in that period of time that vou didn't get care for (or 
delayed care for)? What were the circumstances of that event? 

• What was the last time? Take me start to finish - what did you think 
about, how did you decide to go/or not go, did you get care eventually? If 
so, how and where. 
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" Describe last experience with a health care provider what made you decide to go, 
how did you pick this one, walk through the visit (from calling, front desk, through 
check out) and evaluate in retrospect if it felt safe and comfortable, anything you'd 
change - both in terms of how you were treated and the quality of care provided. 
How did you prepare for the emotionally, physically? 

• HAVE THEM GO THROUGH ABOVE SEQUENCE FOR CBHS and 
OTHER SITES. 

• Ask specifically about informal care (from friends, lovers, internet, 
pumping parties, etc.) 

o Describe how cope with negative experiences (probe: resilience? support? religion?) 

3. HIV (eg. "How has HIV impacted the trans community?") 
The goal of this topic area is to allow the respondent to describe his/her understanding of HIV as well 
as his/her risk and/or experiences living with HTV. 

o How has HTV impacted YOUR life? 
• IfHTV+, ask about finding out, getting care, etc. 

o You don't have to disclose your status. I'd like to know if you know your HIV status? HOW 
do you know your status? 

o Where have you been tested? What was that experience like (walk through from decision to 
test to getting results (if that happened). 

o How/where/when do you get information about HTV, safer sex, safer injection, etc? 
o How do you decide when to use or NOT use a condom/barrier? When to share needle? 

When to get body modifications and how? 
o How do you protect yourself/partners? 
o Tell me about the last time you felt you put yourself at risk (eg: used a needle that was not 

purchased new, had sex without a barrier, etc.) What were the circumstances? 
o What resources exist in Baltimore for transgender people regarding HIV? 

• Testing, Treatment, Social Services. 

4. Sexuality (eg. 'Tell me about your sexual experiences and relationships") 
The goal of this topic area is to seek information about how gender identity as well as stigma and 
discrimination affect sexual behavior and HTV risk. 

o Type of partners desired. Type of partners experienced. 
o How meet and chose partners. Gender and number of partners. Concurrency, 
o Participation in sex work and/or exchange sex 
o Type of sex and ways to protect sexual health 

5. Stigma/discrimination 
The goal of this topic area is to learn about the respondents experiences of stigma and discrimination 
without requiring them to name them as such. 

o DISCRIMINATION SCALE (10 questions) 
• "Now I'd like to ask you some questions about how specific people or groups of 

people have treated you" 
• After each item response on the scale, probe for details. Possible probes: 

• Tell me more about that What happened? 

• How did you respond? (feelings, actions) 

• How did it affect your subsequent behavior (seeking care, etc?) 

• What/Who helps you to cope with those types of experiences? 
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• If no: Tell me what has prevented you from having to face those types of 
experiences? 

Closing 
Thank you for taking the time to talk with me. Is there anything else that you would like to say about the 
things we've discussed today? [PAUSE AND WATT]. If not, then I'd like to ask you a few demographic 
questions. Some of these questions we may have discussed before, but I want to make sure I get it right. 
After that, we can wrap up the interview and take care of your reimbursement. 
[DEMOGRAPHIC QUESTIONS FROM COVER SHEET] 
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INTERVIEW GUIDE 

Health staff 

Introduction 
Thank you for agreeing to be interviewed. The purpose of this interview is to learn about your thoughts, 
feelings, and experiences related to transgender health and health care. There are no right or wrong 
answers. Iam interested in your perspective, so it's important for you to do most of the talking. I'll ask 
you a few questions about your background, then I will focus on questions about health services available 
at your organization and your experience providing care to transgender clients. I will also ask about the 
background of your organization. I expect the interview to last between an hour and an hour and a half. 
I will be taking notes as well as recording the interview so that I can capture all that you have to say. 

1. Personal Background (eg. 'Tell me about yourself') 
The intent of this topic is to set the tone for the conversational nature of the interview and to get 
a sense of the respondent and what s/he feels is important to share about himself or herself. 

• Education and training 

• Career trajectory: when, where, why, how? 

• Current job/role: describe - what, when, how, why? Likes/dislikes. 

• Previous jobs/roles both at the organization and before arrival 

• Future goals for self at organization and beyond 

2. Organization background (eg. 'Tell me about the health center") 
The intent of this topic is to better understand the organizational structure, context, and general 
practices. 

• If in leadership role: 
• When organization got started, why & how, by whom. 
• How it has changed over time? 
• Future plans/goals for the organization. 

• What is your role at the health center? 
• Describe a typical day, a day in the life.... 
• How did you find out about a job here? Hiring process? 
• How long, responsibilities, changes over time 
• Why this work, in particular 
• Why this place, in particular 
• Rewards and Challenges: pay, benefits, hours, time off, etc. 
• How do others in your role/your title experience work 
• Trans employees? 

• Norms of the health center 
• Describe organization culture 

• Probe: strict, relaxed, high pressure, open, family-like, busy 
• How is the organization structured: hierarchy/egalitarian 
• How do staff communicate with each other/leadership 
• How do policies/procedures get implemented? 
• When/how does training take place? 

3. Health services (eg. 'Tell me about services at the health center") 
The intent of this topic is to understand how patients know about and access health services. 
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For Non-Clinicians: 
• What services are available? 

o Primary care, specialty care, mental health, case management, etc. 
o Who accesses this care? What type of patients do you see? 

• Insurance status, age, race, SES, special populations? 

• How do patients find out about this place? Why do you think they come? 
o Pros/Cons 
o Facilitators/Barriers to care 

• Walk me through a typical patient experience here - from entry to departure? 

• Experience providing services to transgender patients/clients 
o First clinical encounter with a transgender person 
o Describe your interactions with trans clients/patients 
o Narrate a typical visit or series of visits 
o How has the experience changed over time 
o What supports are in place for transgender clients/patients? 
o Most memorable, most satisfying, least satisfying 
o Likes/Dislikes; Hard/Easy about working with this population 

• Interactions/friendships/relationships with trans people outside of work? 

• Ideal set of resources for learning about transgender care 

• Facilitators of health care access and utilization by transgender patients 
• Barriers to health care access and utilization by transgender patients 

• How does stigma impact transgender clients/patients? 

• How does HIV impact transgender clients/patients? 

For Clinicians (RN, PA, NP, MD, DO): 
• What services are available? 

o Primary care, specialty care, mental health, case management, etc. 
o Who accesses this care? What type of patients do you see? 

• Insurance status, age, race, SES, special populations? 

• How do patients find out about this place? Why do you think they come? 
o Pros/Cons 
o Facilitators/Barriers to care 

• Walk me through a typical patient experience here - from entry to departure? 

• What is transgender? What is a trans person? Why are people trans? 

• What is "transgender health care?" 
o Probe the clinician's definition 
o How does transgender health differ from general patient population 

• How s/he learned about the practice of transgender medical care 
o Where did you look for information? What did you find? 
o What did you do with this information? (how incorporated) 
o Walk me through a transgender patient visit 

• Gaps in knowledge both personally and clinically 
o Probe about what's missing, what's known 

• Experience providing care to transgender patients/clients 
o First clinical encounter with a transgender person 
o Describe your interactions with trans clients/patients 
o Narrate a typical visit or series of visits 
o How has the experience changed over time 
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o What supports are in place for transgender clients/patients? 
o Most memorable, most satisfying, least satisfying 
o Likes/Dislikes; Hard/Easy about working with this population 

• Interactions/friendships/relationships with trans people outside of work? 
• Ideal set of resources for learning about transgender care 
• Facilitators of health care access and utilization by transgender patients 
• Barriers to health care access and utilization by transgender patients 
• How does stigma impact transgender clients/patients? 
• How does HTV impact transgender clients/patients? 

4. Environment/Context (eg. "What is it like to live as a transgender person in Baltimore?) 
The intent of this topic is to gather information about the respondents understanding of the social 
and political context for transgender people in Baltimore. 

• How does stigma/discrimination in lives of transgender clients/patients impact your 
interactions? 

• How do you talk about your work with trans patients? How do 
family/friends/colleagues respond? 

• What legal issues come up for your clients/patients? Rights/protections? (national, 
local, statewide) Discriminatory laws? 

o Impact of current legal environment impact on work with trans people? 

Closing 
Thank you for taking the time to talk with me. Is there anything else that you would like to say about the 
things we've discussed today? [PA USE AND WATT]. If not, then I'd like to ask you a few demographic 
questions before we move on to wrapping up the interview. [DEMOGRAPHIC QUESTIONS FROM 
COVER SHEET] 
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Thesis: Locomotion and Siphon Withdrawal inAplysia Californicus 
magna cum laude 

SCHOLARSHIP & GRANT AWARDS 
• National Organization of Gay and Lesbian Scientists & Technical Professionals, 2011. 
• Training Fellowship, Summer Institute in LGBT Population Health, The Fenway Institute & 

Boston University School of Public Health, Boston, MA, July 18-August 12,2011. 
• Johns Hopkins Center for Public Health and Human Rights Student Grant Award, 2010. 
• Frameworks Program for Global Health Award, Johns Hopkins University, 2009. 
• National Research Service Award institutional training grant, 2008 - 2011. 
• Charles and Sue Hardman Scholarship Award, 2005-2006. 
• Point Foundation Scholarship Award, 2004 - 2007. 
• National Health Service Corps Scholarship Award, 1993 - 1995. 
• National Achievement Scholarship Award, 1987. 

RESEARCH EXPERIENCE 

Johns Hopkins Bloomberg School of Public Health 
October 2010 - present. Student Investigator (dissertation research) for "Gender and Health: 
Understanding Access to Care and HIV Risk among Transgender Adults." Responsibilities include 
securing funding, recruitment and coordination of community advisory board, development of research 

May 2012 

May 2007 
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plan and instruments, application to university institutional review board, data collection and 
transcription, analysis, and writing of manuscripts and reports. 
Funded by the Johns Hopkins Center for Health Disparities Solutions and the Johns Hopkins School of 
Public Health Center for Public Health and Human Rights Student Grant Award. 
Faculty Advisor Dr. Deanna Kerrigan, Department of Health, Behavior, and Society 

June 2011 - January 2012: Research Assistant for the systematic review and country case study 
components of "The Global Epidemics of HIV among Sex Workers: Epidemiology, Prevention, Access 
to Care, Costs and Human Rights," a collaborative project of the Johns Hopkins Center for Public Health 
and Human Rights and the World Bank. Project Director Dr. Deanna Kerrigan, Department of Health, 
Behavior, and Society 

June 2010 - September 2010: Research Interviewer for "Aligning Law Enforcement and HIV Prevention 
in Baltimore City." Responsibilities included assessing eligibility, providing clear informed consent, and 
interviewing needle exchange clients about experiences with police. 
Principle Investigator Dr. Susan Sherman, Department of Health, Behavior, and Society. 

June 2009 - June 2010: Student Investigator for "The impact of human rights violations on the health 
care seeking behavior of MSM in Senegal: A qualitative assessment" Responsibilities included 
development of research plan and instruments, application to university institutional review board, data 
collection and transcription, analysis, and writing of manuscript and report 
Funded by the Johns Hopkins University Frameworks Award in Global Health and the United Nations 
Development Program. Principle Investigator Dr. Chris Beyrer, Director of Center for Public Health and 
Human Rights. 

September 2009 - December 2009: Research Interviewer for "BESURE," Baltimore site for the Centers 
for Disease Control and Prevention's National HIV Behavioral Surveillance study. Responsibilities 
included assessing eligibility, providing clear informed consent, and interviewing current injection drug 
users. Principle Investigator: Dr. David Holtgrave, Department of Health, Behavior, and Society. 

September 2008 - June 2009: Graduate Research Assistant for "Healthy Bodies, Healthy Souls" research 
project. Responsibilities included conducting qualitative interviews with leaders of African-American 
churches in Baltimore. Funded by the American Diabetes Association. Principle Investigator Dr. Joel 
Gittelsohn, Department of International Health, Program in Human Nutrition. 

University of Missouri Kansas City School of Medicine, Department of Gastroenterology. 
September 2000- 2001: Research Assistant with Dr. Wendell Claikston on two clinical trials: 

• "An Open-label randomized, parallel group study comparing the effectiveness of Procrit 
administered once weekly versus standard of care in Hepatitis C/HIV co-infected patients treated 
with combination ribavirin/interferon." 

• "A Randomized placebo-controlled trial of sertraline for prevention of depression among 
patients being treated with pegylated interferon and ribavirin for chronic hepatitis C." 

Yale University School of Arts and Sciences, Department of Biology, Dr. Thomas Carew. 
September 1990 - May 1991: Student researcher in behavioral biology laboratory. Conducted research 
on the learning and behavior of Aplysia californicus in response to noxious stimuli. 

Yale University School of Medicine, Department of Gynecology, Dr. Bruce Littlefield lab. 
September 1988 - May 1989: Research Assistant in ovarian cancer research laboratory. Primary 
responsibilities including maintaining tissue cultures and preparing cell media. 

LANGUAGE AND COMPUTER SKILLS 
• Analytic software: Stata, Atlas.ti, NVivo, Epilnfo, SPSS, SAS, UCINet, MPlus, Anthropac 
• Word processing and data management: Microsoft Office, including Access and Excel 
• Languages: Fluent English, Proficient French 
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TEACHING EXPERIENCE 

Johns Hopkins Bloomberg School of Public Health, Baltimore, Maryland 
2011-2012: Member of course development team of the LGBT Health Certificate working group 

• Developed a plan for initiating an LGBT Health Certificate program at Johns Hopkins 
• Determined appropriate objectives and competencies for an LGBT Health curriculum 
• Designed course syllabus for introductory course in LGBT Health Certificate series 

Summer 2011: Course Instructor for Public Health Studies Department at Homewood Campus 
• Developed and taught S-week summer course on Public Health, Sexual Orientation, and Gender 

Identity for students in the undergraduate Public Health Studies Department 
• Designed syllabus, developed course materials, coordinated guest lecturers, and led course 

activities, including lectures, article discussions, and participatory exercises 
• Provided individual feedback and grading on student assignments, including reading responses, 

in-class writings, papers, and class presentations 

January - March 2011: Graduate Assistant for International Health Department 
• Course: Qualitative Research Theory and Methods. Responsible for developing interactive 

laboratory sessions for master's level course. 

March 2011: Guest Lecturer for Cultural Issues in Public Health course at Homewood Campus 
• Topic: Introduction to Sex and Gender. 

February 2010, 2011, 2012: Guest Lecturer for Social and Behavioral Interventions seminar 
• Topic: Health and Human Rights in Social and Behavioral Interventions. 

December 2010 and 2011: Guest Lecturer for Advanced Topics in HTV course 
• Topic: HIV in Trans Populations. 

December 2010: Guest Lecturer for Health Behavior Change course 
• Topic: Social Ecological Models: A Case Study of Transgender Health in Baltimore. 

September 2010: Co-Instructor for Research to Prevention Small Grants Workshop 
• Topic: Qualitative Research Methods and Data Analysis. 

October - December 2009: Teaching Assistant for International Health Department 
• Course: Health Behavior Change at the Community, Household, and Individual Level. 

Responsible for facilitating weekly small group discussion sessions, managing online course 
website, and grading student assignments for master's level course. 

Mercer University Physician Assistant Program, Atlanta, Georgia 
Fall 2010: Guest lecturer for Gynecology and Sexually Transmitted Disease Module 

• Presented didactic lectures and facilitated case-based discussions for the clinical medicine series 
as well as the laboratory and diagnostic medicine series. 

Emory University Physician Assistant Program, Atlanta, Georgia 
Spring 2008 - 2010: Guest lecturer for Gynecology and Sexually Transmitted Disease Module 

• Presented didactic lectures and facilitated case-based discussions for the laboratory and 
diagnostic medicine series. 

Southeast AIDS Training and Education Center, Atlanta, Georgia 
May 2001 - present: Consultant Clinical Instructor with focus on women, co-morbidities, prevention 
with positives, cultural competency, correctional health, and harm reduction. 
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• Present didactic lectures, facilitate case-based discussions, and provide clinical mentorship for 
health care providers, 2001- present 

• Led four southeast regional trainings on HIV care for transgender patients, 2010-2011. 
• Facilitated religion and sexual health workshops for adolescents and clergy, 2009. 
• Created and updated HIV training material for clinicians, 2005 - 2008. 
• Represented the southeast region on AIDS Education and Training Center (AETC) work groups. 

Outcomes of the AETC women's health work group presented at the 2008 Ryan White 
HIV/AIDS Program Meeting. 

• Served as clinical trainer, interviewer, and qualitative data analyst for HTV prevention project at 
historically black colleges and universities (HBCU). Abstract for HBCU project presented at the 
2007 National HTV Prevention Conference. 

PUBLIC HEALTH PRACTICE EXPERIENCE 

Global AIDS Program, Centers for Disease Control and Prevention, Atlanta, Georgia 
September 2004 -May 2010: Health Scientist contractor, HTV Care and Treatment Branch. 

• Monitoring and evaluation as well as site assessments of HTV treatment programs in sub-
Saharan Africa funded through the President's Emergency Plan for AIDS Relief, 2004-5. 

• Interagency collaborations with the World Health Organization in the development of Patient 
Monitoring Guidelines for HIV Care and Antiretroviral Therapy as well as guidelines on 
Essential Prevention and Care Interventions for Adults and Adolescents Living with HIV in 
Resource-Limited Settings, and Operations Manual for Delivery of HIV Prevention, Care and 
Treatment at Primary Health Centers in High-Prevalence, Resource-Constrained Settings, 
2005-8. 

• Co-coordinated a technical consultation on cervical cancer screening in HIV-positive women 
through the President's Emergency Plan for AIDS Relief, March 2008. 

• Provided data analysis support for monitoring HIV treatment programs, 2008-2010. 

International Center for Equal Healthcare Access, Maseru, Lesotho 
Summer 2006: Volunteer Clinical Mentor providing technical assistance with implementation of 
prevention of mother-to-child-transmission (PMTCT) and HIV care services at an outpatient clinic 
supported by the Clinton Foundation HTV/AIDS Initiative. 

Project Open Hand, Atlanta, Georgia 
November 1992 -August 1993: Recruited and managed volunteers for agency that delivered meals to 
people living with HIV. Revised volunteer manual. 

CLINICAL EXPERIENCE 

Chase Brexton Health Services, Baltimore, Maryland 
September 2008 - February 2012: Primary care provider for women and men living with HTV disease as 
well as family medicine patients in a federally qualified community health center whose vision statement 
includes providing quality compassionate care for lesbian, gay, bisexual, and transgender patients. 

Grady Health System Infections Disease Program, Atlanta, Georgia 
September 2001 - August 2008: Primary care provider for women and men living with advanced HIV 
disease. Initiated and coordinated the first public HIV/HCV co-infection clinic in Atlanta. Served as 
preceptor for Emory University allied health and medical students. 
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University of Missouri - Kansas City School of Medicine, Kansas City, Missouri 
September 2000 — September 2001: Schering Fellowship in Liver Disease completed through the 
Department of Gastroenterology. Participated in the care of patients with chronic viral hepatitis as well 
as other forms of chronic and advanced liver disease. 

Southwest Boulevard Family Health Care, Kansas City, Kansas 
July 1999 - August 2001: Provided comprehensive medical services to indigent adolescents and adults 
with a focus on HIV care. Preceptor for nurse practitioner and medical students. 

Michael Callen - Audre Lorde Community Health Center, New York, New York 
July 1996 - June 1999: Provided culturally competent primary care services to lesbian, gay, bisexual, 
and transgender patients. Established protocols for treatment of patients seeking transgender hormone 
therapy. Provided clinical leadership in HIV care. 

Beth Israel Medical Center, New York, New York 
January 1996 - February 1998: Provided primary medical care for HIV-infected patients and conducted 
annual medical screenings for patients in the methadone maintenance treatment program. Preceptor for 
physician assistant students from Harlem Hospital PA Program. 

Atlanta Northside Family Planning Services, Atlanta, Georgia 
August 1993 - August 1994: Performed gestational ultrasounds. Provided reproductive counseling as 
well as pre-operative and post-operative care for surgical patients. 
Feminist Women's Health Center, Atlanta, Georgia 
June 1991 - October 1992: Provided reproductive health counseling and clinic assistance. December 
1991 - October 1992: Co-founded and coordinated volunteers for the first AIDS Hotline for Women in 
the southeast. Recruited, trained, and supervised telephone counselors. 

EDITORIAL ACTIVITIES 
• Medical Editor, The Well Project online HTV information, 2008 - present. 
• Reviewer for Journal of the American Academy ofNurse Practitioners, 2007-present 
• Member of the Editorial Advisory Group for HIV Specialist, 2008-2011. 
• Assistant editor of LAP Notes, newsletter of the Lesbian AIDS Project, 1997. 

LEADERSHIP ACTIVITIES 
• Abstract reviewer for the American Public Health Association conference, 2012. 
• Executive Committee Member, Women's Research Initiative on HTV/AIDS, 2011 - present 
• Education Committee for the Gay and Lesbian Medical Association, 2011 - present 
• Best Practices Working Group leader, Transgender Response Team, 2011 - present. 
• Abstract reviewer for the World Professional Association for Transgender Health, 2011. 
• Grant Reviewer for Research to Prevention (R2P) intervention studies, 2010. 
• Planning committee member for American Conference on Treatment of HIV, 2009-present. 
• Grant reviewer for Health Resources and Services Administration, 2009 - present 
• Advisory Board member for the National Resource Center (NRC) of the AIDS Education and 

Training Centers (AETC), 2006 - present 
• Thought leader for the Women's Research Initiative on HTV/AIDS, 2003 -present. 
• Board member, Atlanta Harm Reduction Coalition, 2007 - 2008. 
• National board member for the Physician Assistant AIDS Network, 2004 - 2007. 
• Board member of ZAMI, an organization for lesbians of African descent, 2002-2005. 
• President of Lydia Moore Lesbian Health Project, 1999-2000. 
• Board member of the Atlanta AIDS Survival Project, 1994-1995. 
• Coordinator of the Atlanta Lesbian AIDS Project, 1992-93. 
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COMMUNITY SERVICE 
• Volunteer Coordinator, Transgender Day of Remembrance, Baltimore, 2011. 
• Volunteer outreach worker, Baltimore Needle Exchange Program, 2010 - 2011. 
• Volunteer clinician, South Dekalb Center for Healthy Living, 2007-2008. 
• Volunteer advocate with the Georgia Campaign for Microbicides, 2003 - 2005. 
• Volunteer facilitator of safer sex workshops for women, 1996 - 2006. 
• Volunteer clinician with the Community Health Project in New York, 1996-98. 

HONORS 
• Center for Population Research on LGBT Health Summer Institute Scholar, 2011. 
• Distinguished Fellow, American Academy of Physician Assistants, since 2007. 
• HTV University Volunteer Appreciation Award, 2000 and 2001. 
• Who's Who Among Students in American Colleges and Universities, 1995. 
• Award for Outstanding Commitment to Women and AIDS, 1992. 
• World AIDS Day Volunteer Achievement Award, 1990. 
• Yale Community Service Award, 1989. 

PROFESSIONAL ACCREDITATIONS 
• Certified HIV Specialist by the American Academy of HIV Medicine 
• Certified by the National Commission on Certification of Physician Assistants 
• Licensed by the Maryland Board of Physicians 

PROFESSIONAL ASSOCIATIONS 
• Member of the American Public Health Association 
• Member of the American Academy of HTV Medicine 
• Member of the International AIDS Society 
• Member of the American Academy of Physician Assistants 

PEER-REVIEWED PUBLICATIONS 
Baral S, Beyrer C, Muessing K, Poteat T, Wirtz A, Decker M, Sherman S, Kerrigan D. (2012) High and 
Disproportionate Burden of HTV among Female Sex Workers in Low and Middle Income Countries: A 
Systematic Review and Meta-Analysis. In press with Lancet Infectious Disease. 

Poteat T, Diouf D, Drame FM, Ndaw M, Traore C, et al. (2011) HIV Risk among MSM in Senegal: A 
Qualitative Rapid Assessment of the Impact of Enforcing Laws That Criminalize Same Sex Practices. PLoS 
ONE 6(12): e28760. doi:10.1371/journal.pone.0028760 

Surkan P and Poteat T. (2011) Relevance of the Quality of Partner Relationships and Maternal Health to 
Early Child Wellness. Journal of Developmental and Behavioral Pediatrics, 32(4), 292-300. 

Poteat, T. (2007) HTV and Motherhood. Advance for Physician Assistants, 15(7), 26-28. 

Poteat, T and McCaffrey M. (2002) Body Image: What can we do about HIV-related fat changes? 
Advance for Physician Assistants, 8(11), 56-58. 

Poteat, T. (1998) Hepatoxicity of p-xylene. Yale Scientific, 62(2). 

PUBLICATIONS IN PREPARATION 
Baral, S, Poteat T. Beyrer C, Wirtz A, Systematic Review of Global HIV Prevalence among Male-to-Female 
Transgender People. 
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Poteat, T, Adams D, Lebona J, et al. Sexual Health and Human Rights among Women Who Have Sex with 
Women in Lesotho. 

Poteat, T, Sifakis F, Flynn C, German, D. The Impact of Gender Categories in HIV Surveillance: An 
Analysis of Data among MSM and Transgender Women. 

OTHER PUBLICATIONS 
Center for Public Health and Human Rights. The Global Epidemics of HTV among Sex Workers: 
Epidemiology, prevention, access to care, costs and human rights. Report commissioned by the World 
Bank. 2012. 

Baral, S, Beyrer C, Ratevosian J, Poteat T. Human Rights, the Law, and HIV among Transgender People. 
Report commissioned by the Global Commission on HIV and the Law. 2011. 

Disease-Specific Treatment: Hepatitis B Infection. In: Coffey, S, ed. Clinical Manual for Management of the 
HIV-infected Adult. 2006 Edition. AIDS Education and Training Centers; 2006. 

Don't Forget Your Head: HIV and Mental Health. Positively Aware: The Journal of the Test Positive Aware 
Network, Special Issue, Fall 2006. 

Case Study: HIV Disclosure in Pregnancy. PAANNews: Newsletter of the Physician Assistant AIDS Network, 
December 2000. 

Black Women at the Center: Expanding the Meaning of Reproductive Choice. Sojourner: The Women's 
Forum, November 1998. 

SCIENTIFIC CONFERENCE PRESENTATIONS 
The Picture of Health: How Statistics will Change LGBT Health Care; December 3,2011; International Gay 
and Lesbian Leadership Conference, Houston, Texas. 

Human Rights, HIV, and Sexual Health among Women who have Sex with Women in Lesotho; September 
22,2011; Gay and Lesbian Medical Association Conference, Atlanta, Georgia. 

The Many Faces of Black Lesbian Health Disparities; September 23,2011; Gay and Lesbian Medical 
Association Conference, Atlanta, Georgia. 

The Impact of Public Health Categories for HIV Data among MSM and Transgender women; September 24, 
2011; Gay and Lesbian Medical Association Conference, Atlanta, Georgia. 

Maternal Psychosocial Correlates of Child Health in Urban Northeast Brazil; November 9,2010; American 
Public Health Association Conference; Denver, Colorado. 

The Impact of Increased Enforcement of Laws Criminalizing MSM in Senegal; July 20,2010; International 
AIDS Conference; Vienna, Austria. 

There is A Balm in Gilead: Religious Coping Among Patients on HAART; May 16,2009; American 
Conference on the Treatment of HIV; Denver, Colorado. 
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