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Objectives. To examine inequities in conversion practice exposure across intersections of ethnoracial

groups and gender identity in the United States.

Methods. Data were obtained from The Population Research in Identity and Disparities for Equality
Study of sexual and gender minority people from 2019 to 2021 (n = 9274). We considered 3 outcomes:
lifetime exposure, age of first exposure, and period between first and last exposure among those

exposed to conversion practices. We used log-binomial, Cox proportional hazards, and negative

binomial models to examine inequities by ethnoracial groups and gender identity adjusting for

confounders. We considered additive interaction.

Results. Conversion practice prevalence was highest among minoritized ethnoracial transgender and

nonbinary participants (TNB; 8.6%). Compared with White cisgender participants, minoritized ethnoracial
TNB participants had twice the prevalence (prevalence ratio = 2.16; 95% confidence interval [Cl] = 1.62,
2.86) and risk (hazard ratio = 2.04; 95% Cl = 1.51, 2.69) of conversion practice exposure. Furthermore,
there was evidence of a positive additive interaction for age of first exposure.

Conclusions. Minoritized ethnoracial TNB participants were most likely to recall experiencing

conversion practices.

Public Health Implications. Policies banning conversion practices may reduce the disproportionate
burden experienced by minoritized ethnoracial TNB participants. (Am J Public Health. 2024;114(4):
424-434. https://doi.org/10.2105/AJPH.2024.307580)

onversion practices, also known as
C part of a broader set of efforts to
change sexual orientation and gender
identity, refer to organized attempts
that seek to suppress or redirect
noncisgender gender identity and ex-
pression and nonheterosexual sexual
attraction.”? These harmful practices—
which include religious rituals, speech-
based therapy, physical deprivation,
aversion therapy, electroconvulsive
therapy, and medication-induced emet-
ic responses®—are often aimed at
sexual and gender minority (SGM)
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individuals and have been associated
with negative mental health outcomes
such as distress, depression, and sui-
cidal ideation and attempt.*® While
several professional bodies have de-
nounced conversion practices given
the evidence of harm,® only 22 states
and the District of Columbia currently
have laws banning conversion practices
for minors, and 3 have federal injunc-
tions preventing bans as of October
2023."°

Studies suggest that approximately
13% of SGM individuals in the United

States have overall experienced con-

version practices*>&1"12

with higher
prevalence reported among transgen-
der and nonbinary (TNB) people (4% to
31%) compared to cisgender people
(2% to 21%).>"3 Conceptually, conver-
sion practices can be viewed as a
manifestation of multiple forms of
discrimination—including homophobia,
systemic racism, and cissexism—used
to uphold cisheteronormativity and
White supremacy, socio-structural
systems wherein cisgender hetero-
sexual identities and Whiteness are
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normalized and privileged; this erases
and marginalizes SGM individuals and
minoritized ethnoracial groups.”'*~1°
However, previous research on conver-
sion practices and their negative out-
comes has only considered a single
axis of identity, such as gender (e.g., cis-

)46 sexual orien-

817

gender or TNB people
tation (e.g., sexual minority men), or
minoritized ethnoracial identity (e.g.,
Black, Indigenous, Asian, Pacific Island-
er, Hispanic, or Latina/e/o/x).*™® This
approach obscures how interlocking
systems of oppression and discrimina-
tion impact conversion practice expo-
sure for SGM people who live their lives
at the intersection of multiple minori-
tized identities."® Therefore, we applied
intersectionality'®?" to inform our
research question, study design, and
interpretation. We posit that the inequi-
ties to conversion practice exposure,
timing, and duration experienced by
TNB people from minoritized ethnora-
cial backgrounds will be greater than
the reference intersection.
Intersectionality, a Black feminist the-
oretical framework rooted in social
justice movements of the early 19th
century and codified in a legal context
in the 1980s and 1990s, posits that the
experiences of individuals with multiple
marginalized identities are differentially
shaped by socio-structural systems
that interact to provide unearned privi-
lege for some while oppressing others
of different social positions."?" In this
study, we were interested in 2 such sys-
tems, systemic racism and cissexism,
that are proxied by self-reported eth-
noracial and gender identity in The
Population Research in Identity and
Disparities for Equality (PRIDE) Studly.
By accounting for the impact of multi-
ple forms of systemic oppression in this
study,'* we sought to better under-
stand the inequities faced by SGM

individuals with multiply marginalized
identities, particularly TNB individuals
from minoritized ethnoracial
backgrounds.

METHODS

We used data from 3 waves of The
PRIDE Study, a longitudinal cohort of
SGM adults recruited from 2019 to
2021 in the United States. Previous
work has described the methods of
(prospective) participant engagement,
enrollment, retention, and data acquisi-
tion as well as the novel Web-based
platform that The PRIDE Study
uses.???3 The eligibility criteria for The
PRIDE Study included being aged
18years or older, being a resident of
the United States or its territories, iden-
tifying as a gender or sexual minority
person, and being comfortable with
reading in English. Eligible participants
provided electronic informed consent
through an online participant portal.
Upon enrollment, participants were in-
vited to complete the lifetime and cur-
rent annual health and experiences
questionnaire, with future invitations to
complete any subsequent annual ques-
tionnaires. Our analysis was restricted
to participants who completed the life-
time and at least 1 annual question-
naire during the study period.

Ethnoracial Identity

The PRIDE Study participants were able
to self-identify their ethnoracial identity
by selecting any (or multiple) of the
following options: American Indian or
Alaska Native; Asian; Black, African
American, or African; Hispanic, Latino,
or Spanish; Middle Eastern or North
African; Native Hawaiian or other Pacific
Islander; White; and None of these fully
describe me (with a free response
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option). For participants who complet-
ed the free response option, we
recoded them as White if they did

not endorse any other ethnoracial
identity and self-identified as White or
of Western European descent (e.g,,
Irish). Because of the limited sample
size within some ethnoracial groups,
we collapsed ethnoracial identities into
a binary variable that included White
and minoritized ethnoracial groups. We
use the term “minoritized ethnoracial”
to highlight the context in which indivi-
duals are made to be minorities in insti-
tutions that are structured to uphold
White supremacy.'*'® Therefore, min-
oritized ethnoracial individuals in this
analysis include participants in these
ethnoracial groups: American Indian or
Alaska Native; Asian; Black, African
American, or African; Hispanic, Latino,
or Spanish; Middle Eastern or North
African; or Native Hawaiian or Pacific
Islander, as they are all harmed by
systemic racism in the United States.

Gender Identity and Sex
Assigned at Birth

Participants were asked to report their
current gender identity with the option
to select multiple responses (agender,
cisgender man, cisgender woman,
genderqueer, man, nonbinary, ques-
tioning, transgender man, transgender
woman, Two-Spirit, woman, and anoth-
er gender identity) and sex assigned at
birth (female or male). To align with an
Indigenous conceptualization of Two-
Spirit,** participants who exclusively
self-identified as White were not included
as Two-Spirit for current gender identity
in the analysis. However, it is possible
that these participants may still originate
from Indigenous communities; thus,

we presented our results that included
all participants that self-identified as
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Two-Spirit in Appendix Tables Aand B
(available as supplements to the online
version of this article at https://ajph.org).

We then used a 2-step procedure for
coding items on gender identity and
sex assigned at birth.?>2® Cisgender
participants were those whose gender
identity was concordant with the gen-
der commonly associated with their sex
assigned at birth, or if sex assigned at
birth was missing, reported their cur-
rent gender identity as cisgender man
or cisgender woman. TNB participants
included those whose gender identity
was not concordant with the gender
commonly associated with their sex
assigned at birth or who endorsed any
of the following for their current gender
identities: agender, genderqueer, non-
binary, questioning, transgender man,
transgender woman, Two-Spirit, and
another gender identity.

Outcomes

We assessed lifetime exposure to con-
version practices with 2 separate ques-
tions: “Have you EVER been in therapy
or been part of a program or group
intended to change your gender or
gender identity to be consistent with
the sex assigned to you at birth?” and
“Have you EVER been in therapy or
been part of a program or group
intended to change your sexual orien-
tation to heterosexual/straight?” Partici-
pants who answered “yes” to either
question received 2 follow-up ques-
tions assessing the age of first and last
exposure. For this analysis, we created
a singular indicator (yes/no) for any life-
time exposure to conversion practices.
To assess the age of first exposure, we
used the youngest age reported by par-
ticipants who experienced gender or
sexual orientation conversion practice.
Lastly, years between first and last
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exposure were quantified by calculating
the difference between the latest age
of last exposure and the earliest age

of first exposure for gender or sexual
orientation conversion practices.

Covariates

Given that our analysis draws from
intersectionality as a conceptual frame-
work, which situates individuals within
overlapping socio-structural systems
that afford privilege to some people
while oppressing others, we considered
only the following covariates as poten-
tial confounders in our analysis: age
(continuous), annual survey completion
year (2019, 2020, and 2021), US Census
division of residence (East North Cen-
tral, East South Central, Mid-Atlantic,
Mountain, New England, Pacific, South
Atlantic, West North Central, West
South Central, and unknown), and reli-
gious upbringing (yes/no). We did not
adjust for socioeconomic position (i.e.,
education level and individual annual
income) because these measures are
potentially mediators or descendants
of recall history of conversion practices.
However, education level and annual
income, along with ethnoracial groups,
gender identity, and sexual orientation,
are included in Table 1 for the purpose
of describing the sample. Similar to
current gender, participants who exclu-
sively self-reported White were exclud-
ed as Two-Spirit for sexual orientation.

Statistical Analysis

Our analysis drew on McCall's frame-
work for intersectional complexity?’
and used a descriptive intercategorical
intersectional approach to evaluate the
association between the axes of cissex-
ism and systemic racism (as proxied by
gender and ethnoracial identities) on

measures of conversion practices. We
first defined 4 cross-stratified groups
based on ethnoracial identity and
current gender identity: minoritized
ethnoracial cisgender sexual minority
individuals, minoritized ethnoracial TNB
individuals of any sexual orientation,
White cisgender sexual minority indivi-
duals, and White TNB individuals of any
sexual orientation. We then summa-
rized key sample characteristics and
measures of conversion practices using
descriptive statistics for the overall
sample and by cross-stratified groups.
While these categories were selected
to encompass groups that are harmed
by the interlocking impact of systemic
racism and cissexism and are analo-
gous to other intersectional analyses
across ethnoracial and gender
groups,® we acknowledge that this
approach may obscure meaningful
within-group differences and con-
ducted a secondary descriptive analysis
that further disaggregated the sample
by ethnoracial identities for cisgender
and TNB participants.

We used log-binomial models to
estimate prevalence ratios (PRs) of life-
time exposure recall, Cox proportional
hazards models to estimate hazard ra-
tios (HRs) for age of first exposure, and
negative binomial models to estimate
count ratios for period from first to last
exposure among participants who
reported conversion practice exposure.
All models adjusted for age, survey
year, division of residence, and religious
upbringing. For each model, we select-
ed White cisgender participants as the
reference group to reflect our theoreti-
cal understanding of how White su-
premacy and cissexism confer certain
social advantages that may reduce
exposure to conversion practices.

In our survival analysis, we used
age (inyears) as the time scale.
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TABLE 1— Participant Sociodemographic Characteristics, Religious Upbringing, and Experiences With
Conversion Practices: United States, 2019 to 2021

Minoritized
Ethnoracial Minoritized White
Transgender and Ethnoracial Transgender and
Total (n=9274), Nonbinary Cisgender Nonbinary White Cisgender
No. (%), (n=888), No. (%) (n=970), No. (%) (n=3280), No. (n=4136), No.
or Mean, or Mean, or Mean, (%) or Mean, (%) or Mean,
Median = SD Median = SD Median = SD Median = SD Median = SD
Age 35.5, 31.0 = 14.1 29.9,26.3+x11.4 35.8,31.2+13.8 32.1, 28.6 = 12.0 39.4, 35.0+15.2
Ethnoracial identity®
American Indian or Alaska Native 312 (3.4) 184 (20.7) 128 (13.2) 0 (0.0) 0 (0.0)
Asian 484 (5.2) 228 (25.7) 256 (26.4) 0 (0.0) 0 (0.0)
Black, African American, or African 400 (4.3) 178 (20.0) 222 (22.9) 0 (0.0) 0 (0.0)
Hispanic, Latino, or Spanish 689 (7.4) 312 (35.1) 377 (38.9) 0 (0.0) 0 (0.0)
Middle Eastern or North African 137 (1.5) 78 (8.8) 59 (6.1) 0 (0.0) 0 (0.0)
Native Hawaiian or Pacific Islander 27 (0.3) 14 (1.6) 13 (1.3) 0 (0.0) 0 (0.0)
White 8333 (89.9) 498 (56.1) 427 (44.0) 3274 (99.8) 4134 (100.0)
Another ethnoracial identity 134 (1.4) 47 (5.3) 31 (3.2) 37 (1.1) 19 (0.5)
Gender identity®
Agender 455 (4.9) 95 (10.7) 0 (0.0) 360 (11.0) 0 (0.0)
Cisgender man 1217 (13.1) 17 (1.9) 255 (26.3) 48 (1.5) 897 (21.7)
Cisgender woman 2271 (24.5) 40 (4.5) 384 (39.6) 168 (5.1) 1679 (40.6)
Genderqueer 1259 (13.6) 228 (25.7) 0 (0.0) 1031 (31.4) 0 (0.0)
Man 2037 (22.0) 139 (15.7) 267 (27.5) 453 (13.8) 1178 (28.5)
Nonbinary 2054 (22.1) 462 (52.0) 0 (0.0) 1592 (48.5) 0 (0.0)
Questioning 442 (4.8) 111 (12.5) 0 (0.0) 331 (10.1) 0 (0.0)
Transgender man 1183 (12.8) 237 (26.7) 0 (0.0) 946 (28.8) 0 (0.0)
Transgender woman 523 (5.6) 96 (10.8) 0 (0.0) 427 (13.0) 0 (0.0)
Two-Spirit 49 (0.5) 49 (5.5) 0 (0.0) 0 (0.0) 0 (0.0)
Woman 2231 (24.1) 148 (16.7) 271 (27.9) 559 (17.0) 1253 (30.3)
Another gender identity 556 (6.0) 142 (16.0) 0 (0.0) 414 (12.6) 0 (0.0)
Sexual orientation®
Asexual 955 (10.3) 151 (17.0) 59 (6.1) 547 (16.7) 198 (4.8)
Bisexual 2826 (30.5) 304 (34.2) 294 (30.3) 1127 (34.4) 1101 (26.6)
Gay 2985 (32.2) 162 (18.2) 419 (43.2) 552 (16.8) 1852 (44.8)
Lesbian 2139 (23.1) 146 (16.4) 215 (22.2) 618 (18.8) 1160 (28.0)
Pansexual 1514 (16.3) 220 (24.8) 101 (10.4) 770 (23.5) 423 (10.2)
Queer 3682 (39.7) 452 (50.9) 248 (25.6) 1821 (55.5) 1161 (28.1)
Questioning 273 (2.9) 55 (6.2) 14 (1.4) 148 (4.5) 56 (1.4)
Same-gender loving 479 (5.2) 75 (8.4) 53 (5.5) 193 (5.9) 158 (3.8)
Straight/heterosexual 176 (1.9) 42 (4.7) 2(0.2) 114 (3.5) 18 (0.4)
Two-Spirit 24 (0.3) 23 (2.6) 1(0.1) 0 (0.0) 0 (0.0)
Another sexual orientation 354 (3.8) 56 (6.3) 20 (2.1) 204 (6.2) 74 (1.8)
Education level
High school or less 509 (5.5) 84 (9.5) 37 (3.8) 241 (7.3) 147 (3.6)
Some college 2089 (22.5) 278 (31.3) 190 (19.6) 926 (28.2) 695 (16.8)
4-y college graduate 2850 (30.7) 269 (30.3) 290 (29.9) 1040 (31.7) 1251 (30.2)
Continued
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B TABLE 1— continued

Minoritized
Ethnoracial Minoritized White
Transgender and Ethnoracial Transgender and
Total (n=9274), Nonbinary Cisgender Nonbinary White Cisgender
No. (%), (n=888), No. (%) (n=970), No. (%) (n=3280), No. (n=4136), No.
or Mean, or Mean, or Mean, (%) or Mean, (%) or Mean,
Median + SD Median + SD Median + SD Median + SD Median = SD
Advanced degree 2958 (31.9) 150 (16.9) 353 (36.4) 793 (24.2) 1662 (40.2)
Missing 868 (9.4) 107 (12.0) 100 (10.3) 280 (8.5) 381 (9.2)
Individual income, $
0-20000 3129 (33.7) 440 (49.5) 289 (29.8) 1426 (43.5) 974 (23.5)
20001-50000 2411 (26.0) 209 (23.5) 247 (25.5) 853 (26.0) 1102 (26.6)
50001-100 000 1871 (20.2) 99 (11.1) 216 (22.3) 511 (15.6) 1045 (25.3)
>100000 950 (10.2) 25 (2.8) 112 (11.5) 199 (6.1) 614 (14.8)
Missing 913 (9.8) 115 (13.0) 106 (10.9) 291 (8.9) 401 (9.7)
Survey year
2019 5341 (57.6) 419 (47.2) 530 (54.6) 1801 (54.9) 2591 (62.6)
2020 2553 (27.5) 327 (36.8) 298 (30.7) 939 (28.6) 989 (23.9)
2021 1380 (14.9) 142 (16.0) 142 (14.6) 540 (16.5) 556 (13.4)
US Census division of residence
East North Central 742 (8.0) 72 (8.1) 66 (6.8) 297 (9.1) 307 (7.4)
East South Central 1106 (11.9) 102 (11.5) 123 (12.7) 399 (12.2) 482 (11.7)
Mid-Atlantic 1199 (12.9) 114 (12.8) 83 (8.6) 450 (13.7) 552 (13.3)
Mountain 642 (6.9) 37 (4.2) 35(3.6) 258 (7.9) 312 (7.5)
New England 1460 (15.7) 125 (14.1) 156 (16.1) 478 (14.6) 701 (16.9)
Pacific 302 (3.3) 22 (2.5) 14 (1.4) 126 (3.8) 140 (3.4)
South Atlantic 657 (7.1) 79 (8.9) 84 (8.7) 212 (6.5) 282 (6.8)
West North Central 639 (6.9) 46 (5.2) 61 (6.3) 232 (7.1) 300 (7.3)
West South Central 2194 (23.7) 241 (27.1) 310 (32.0) 703 (21.4) 940 (22.7)
Missing 333 (3.6) 50 (5.6) 38 (3.9) 125 (3.8) 120 (2.9)
Religious upbringing 7169 (77.3) 678 (76.4) 759 (78.2) 2429 (74.1) 3303 (79.9)
Lifetime exposure 533 (5.7) 76 (8.6) 44 (4.5) 207 (6.3) 206 (5.0)
Age of first exposureb 18.4, 16.0 + 8.2 16.8, 16.0 + 8.2 18.3,16.0 6.4 18.5, 16.0 = 10.0 18.9,17.5+6.4
Age of last exposure® 21.4,18.0£9.6 20.5, 18.0 £9.7 22.6, 18.0£10.9 21.8,18.0£10.8 21.2,19.0 £ 8.0
Years between first and last 3.1,1.0+6.1 3.7,20+6.9 4.3,1.0+88 3.3,1.0+£6.2 24,1.0+47
exposure®

#Participants may select multiple options; thus, the sum of percentages will be greater than 100%.
PAmong participants who reported lifetime exposure to conversion practices (n = 533).

Cohort entry was defined based on
participants’ date of birth, while cohort
exit was based on the age of the first
event (conversion practice) or the age
when participants completed their first
annual questionnaire (end of observa-
tion period). Since the use of age as the
time scale adjusts for age, we did not
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include age as a covariate in the Cox pro-
portional hazard model. Furthermore,
the assessment of the proportional haz-
ard assumptions indicated that religious
upbringing was not consistent over age
(Appendix Table C); therefore, we con-
ducted time-dependent Cox models to
account for the dependencies between

age and religious upbringing. Specifically,
we allowed for the baseline hazard func-
tion to differ between 2 age groups
(<24 and = 24 years); this was defined
based on an exploratory assessment

of Schoenfeld residuals (Appendix
Figure A). Additional information regard-
ing model specification is presented in



the “Model Specifications” section of the
Appendix.

We evaluated additive interaction for
each outcome by using the estimated
coefficients to calculate the relative ex-
cess risk due to interaction (RERI) that
tested whether minoritized ethnoracial
TNB experienced a disproportionate in-
crease in risk of conversion practices
(i.e., "excess risk’).? RERI values range
from negative to positive infinity, and
estimates greater than 0 indicate the
presence of a positive additive interac-
tion. We obtained confidence intervals
(Cls) for all estimates by bootstrapping
more than 1000 resamples. We con-
ducted all analyses in R version 4.2.2,*°
and we fitted the models by using the
stat, survival,>' and MASS®? packages.

RESULTS

In this study, we analyzed data from
9310 participants who completed life-
time and annual questionnaires be-
tween 2019 and 2021. Participants with
missing data on age (n = 2), conversion
practice recall (n = 22), gender identity
(n=1), and religious upbringing (n = 4)
were excluded. Additionally, 7 partici-
pants were excluded who exclusively
identified as White and Two-Spirit. This
resulted in a final sample of 9274 parti-
cipants (Table 1). Among the sample,
10.5% (n =970) were minoritized eth-
noracial cisgender, 9.6% (n = 888) were
minoritized ethnoracial TNB, 44.5%
(n = 4136) were White cisgender, and
35.4% (n = 3280) were White TNB.
Overall, 5.7% (n = 533) of participants
recalled lifetime exposure to conversion
practices, and 77.3% (n = 7169) reported
a religious upbringing. Conversion
practices prevalence was highest among
minoritized ethnoracial TNB partici-
pants (8.6%; n = 76), followed by White
TNB (6.3%; n = 207), White cisgender

(5.0%; n = 206), and minoritized ethnora-
cial cisgender (4.5%; n = 44). The mean
age of first exposure to conversion prac-
tices was 18.4years (SD = 8.2), and the
mean time from first to last episode was
3.1years (SD = 6.1). Minoritized ethno-
racial TNB participants experienced
conversion practices at the youngest
age (mean = 16.8years; SD = 8.2), while
minoritized ethnoracial cisgender parti-
cipants experienced conversion practices
for the longest period between the first
and last exposure (mean = 4.3 years;

SD = 8.8).

Among minoritized ethnoracial
groups, lifetime recall to conversion
practices ranged from 0% to 6.7% for
cisgender participants and 5.4% to
19.0% for TNB participants (Table 2). The
highest prevalence was among Ameri-
can Indian or Alaska Native TNB partici-
pants (19.0%). Multiracial cisgender and
Middle Eastern or North African TNB
participants were exposed to conversion
practices at the youngest age, whereas
American Indian or Alaska Native TNB
participants had the longest period be-
tween their first and last exposure.

Adjusted log-binomial models indicat-
ed that minoritized ethnoracial TNB
(PR=2.16;95% Cl = 1.62, 2.86) and
White TNB (PR = 1.57; 95% CI = 1.30,
1.92) participants had a higher conver-
sion practice prevalence compared with
White cisgender participants (Table 3).
However, there was no significant differ-
ence between White cisgender and
minoritized ethnoracial cisgender parti-
cipants. Within the gender identity stra-
ta, minoritized ethnoracial participants
had a higher conversion practice preva-
lence compared with White participants
(PR=1.38; 95% Cl = 1.04, 1.75). Similar-
ly, within the ethnoracial strata, TNB
participants had a higher conversion
practice prevalence compared with
cisgender participants (PR = 2.14;
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95% Cl=1.51, 3.19). There was also
a positive additive interaction
(RERI'=0.58; 95% Cl = —0.04, 1.20), in-
dicating that the joint effect of gender
and ethnoracial identity is greater than
the sum of their individual effects.

Kaplan-Meier curves are depicted in
Figure 1, illustrating the unadjusted
probability of not recalling exposure to
conversion practices across each inter-
sectional group. By age 18years, the
estimated probability was highest for
minoritized ethnoracial cisgender
(97.2%) and White cisgender (97.1%)
individuals, followed by White TNB
(95.6%) and minoritized ethnoracial
TNB (93.5%) participants (log-rank
P<.001). Adjusted Cox proportional
hazard models indicated significant dif-
ferences in the age to first exposure to
conversion practices across intersec-
tional groups. Both minoritized ethno-
racial (HR =2.04; 95% Cl = 1.51, 2.69)
and White (HR = 1.48; 95% CI = 1.20,
1.82) TNB participants had increased
risk of conversion practices compared
with White cisgender participants.
There was no significant difference be-
tween White cisgender and minoritized
ethnoracial cisgender participants. Fur-
thermore, within the gender identity
strata, minoritized ethnoracial partici-
pants had increased risk of conversion
practices compared with White partici-
pants (HR =1.38; 95% Cl=1.04, 1.78).
Within the ethnoracial strata, TNB parti-
cipants had increased risk of conver-
sion practices compared with cisgender
participants (HR=2.13; 95% Cl = 1.47,
3.21). Minoritized ethnoracial TNB par-
ticipants experienced an “excess” in-
crease in risk of conversion practices
attributable to the intersection of
gender and ethnoracial identity
(RERI=0.60; 95% Cl=0.02, 1.21).

In the adjusted negative binomial
model among participants exposed to
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TABLE 2— conversion Practice Prevalence, Age of First and Last Exposure, and Time Between First and
Last Exposure Among Cisgender and Transgender or Nonbinary Participants From Minoritized
Ethnoracial Backgrounds: United States, 2019 to 2021

Lifetime Age of First Age of Last Years Between First
Exposure, Exposure, Mean, Exposure, Mean, and Last Exposure,
No. No. (%) Median = SD? Median = SD? Mean, Median + SD?
Cisgender
American Indian or Alaska Native 9 0 (0.0) NA NA NA
Asian, Native Hawaiian, or Pacific 166 3(1.8) 20.3, 22.0 +5.7 21.3,22.0+4.0 1.0,0*+1.7
Islander
Black, African American, or African 142 9 (6.3) 19.6, 18.0 + 9.5 23.2,21.0+10.2 3.7,20+3.9
Hispanic, Latino, or Spanish 377 19 (5.0) 19.5,17.5+6.2 22.4,19.0x7.7 2.8,1.0x49
Middle Eastern or North African 15 1(6.7) NA NA NA
Multiracial 261 12 (4.6) 15.3,15.0+2.7 19.5, 16.0 = 9.5 42,10*7.6
Transgender and nonbinary
American Indian or Alaska Native 21 4 (19.0) 18.8, 13.5+14.5 28.8, 24.5+20.6 10.0, 9.0 +10.7
Asian, Native Hawaiian, or Pacific 112 6 (5.4) 16.4, 16.0 = 4.6 18.0, 16.0 6.3 1.6,0+2.2
Islander
Black, African American, or African 82 7 (8.5) 18.3,14.0 + 9.2 20.7,16.0-8.4 24,0+4.4
Hispanic, Latino, or Spanish 312 25 (8.0) 15.9,16.0+7.3 18.6, 17.0 = 6.1 27,15*3.6
Middle Eastern or North African 16 3(18.8) 15.5,15.5*+2.1 17.5,17.5+5.0 2.0,2.0x238
Multiracial 345 31 (9.0 16.7, 16.0 = 8.9 21.0,18.0+11.3 3.9,20x8.1

Notes. NA = not applicable.

#Among participants who reported lifetime exposure to conversion practices (n = 533).

conversion practices, both minoritized
ethnoracial TNB (count ratio = 1.92;
95% Cl =1.14, 3.00) and White TNB
(count ratio = 1.80; 95% Cl = 1.28, 2.46)
participants experienced significantly
longer periods between first and last
exposure to conversion practices. We
detected no significant differences be-
tween White cisgender and minoritized
ethnoracial cisgender participants or
within the gender identity or ethnora-
cial strata. Additionally, there was no
evidence of an interaction on the addi-
tive scale.

DISCUSSION

In this analysis of PRIDE participants,
we found that minoritized ethnoracial
TNB participants, particularly among
American Indian or Alaska Native

and Middle Eastern or North African

Tranetal.

participants, reported a disproportion-
ate burden of conversion practice
exposure. Specifically, living under sys-
temic racism and cissexism, minoritized
ethnoracial TNB participants had the
highest conversion practice prevalence,
were more likely exposed to conversion
practices at a younger age, and experi-
enced conversion practices for longer
periods compared with cisgender parti-
cipants and TNB participants of higher
social privilege after adjusting for age,
survey year, US Census division of resi-
dence, and religious upbringing. In
addition, we observed heterogeneity
among minoritized ethnoracial groups
regarding the age of first exposure and
period between first and last exposure,
suggesting that gender and ethnoracial
identity alone were insufficient to ex-
plain the joint disparity in conversion

practices.'®33

Limited studies have evaluated
conversion practice exposure across
cross-stratified ethnoracial and gender
groups; most have reported conversion
practices among ethnoracial groups
and gender identity separately.* 8™
For example, in the Generations study,
investigators reported that the preva-
lence of sexual orientation change
efforts among sexual minority partici-
pants was about 7% overall, which was
5.8% among White and 8.1% among
Black, Latinx, and other ethnoracial
groups.” In the US Transgender Survey,
about 14% of transgender respondents
reported being exposed to gender
identity change efforts.® In our study,
we found that 5.7% of PRIDE partici-
pants recalled ever experiencing
conversion practices. ACross cross-
stratified ethnoracial and gender
groups, we found that conversion
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TABLE 3— Estimated Differences in Lifetime Exposure, Age of First Exposure, and Period of Exposure
for Conversion Practices by Ethnoracial Groups and Gender Identity: United States, 2019 to 2021

Cisgender

Transgender and
Nonbinary

Gender Identity Within

Ethnoracial Strata RERI (95% ClI)

Lifetime Exposure,®® PR (95% CI)

Minoritized ethnoracial

1.01 (0.70, 1.39)

2.16 (1.62, 2.86)

2.14 (1.51, 3.19) 0.58 (—0.04, 1.20)

White

1 (Ref)

1.57 (1.30, 1.92)

1.57 (1.30, 1.92)

Ethnoracial groups within gender identity strata

1.01 (0.70, 1.39)

1.38 (1.04, 1.75)

Age of First Exposure,"" HR (95% CI)

Minoritized ethnoracial

0.96 (0.65, 1.34)

2.04 (1.51, 2.69)

2.13 (1.47, 3.21) 0.60 (0.02, 1.21)

White

1 (Ref)

1.48 (1.20, 1.82)

1.48 (1.20, 1.82)

Ethnoracial groups within gender identity strata

0.96 (0.65, 1.34)

1.38 (1.04, 1.78)

Years Between First and Last Expc:asure,""‘| CR (95% C

1)

Minoritized ethnoracial

1.60 (0.95, 2.57)

1.92 (1.14, 3.00)

1.20 (0.63, 2.19) —0.48 (—1.84, 0.67)

White

1 (Ref)

1.80 (1.28, 2.46)

1.80 (1.28, 2.46)

Ethnoracial groups within gender identity strata

1.60 (0.95, 2.57)

1.07 (0.64, 1.65)

Note. Cl = bootstrap confidence intervals using 1000 resamples; CR = count ratio; HR = hazard ratio; PR = prevalence ratio; RERI = relative excess risk due

to interaction.

?Models were adjusted for age (continuous), survey year, US Census division of residence, and religious upbringing.

bAmong all participants (n = 9281).

°A step function was used to divide the data into 2 epochs for <24y and >24y. Additional covariates adjusted in model included survey year, US Census

division of residence, and religious upbringing.
dAmong participants who reported lifetime expo

practice prevalence ranged between
0% and 19.0%. While these estimates
are somewhat comparable to those
from a recent systematic review,'? find-
ings from this study extend the current
literature by demonstrating how inter-
sectionality can be used to evaluate
the experiences with conversion prac-
tice of individuals at the intersection
of multiple social identities, which was
previously overlooked. These results
also emphasize the need for greater
attention in future research to how
structural inequities such as racism
and cissexism create adverse environ-
ments and contribute to the social
patterning of conversion practice
exposure and its harmful health
consequences. 681134

A key finding is that The PRIDE Study
participants first recalled exposure
to conversion practice at a mean age
of 18 years, which is younger than

sure to conversion practices (n = 533).

previously reported.®* The results fur-
ther highlighted that minoritized ethno-
racial TNB participants also reported
the earliest age of initial exposure to
conversion practice, and that there was
a significant excess risk because of the
intersection of racialized and gendered
experiences. Further disaggregation by
ethnoracial identity among cisgender
and TNB participants suggested that
the mean age of first exposure was
15.3 and 15.5 for multiracial cisgender
and Middle Eastern or North African
TNB participants, respectively, while
American Indian or Alaska Native TNB
participants experienced the longest
average period between the age of first
and last exposure. The younger age of
exposure and longer duration could
negatively impact the mental health
and well-being of SGM participants, as
conversion practice has been associat-
ed with suicidality across different age

groups.* 81" In addition, these findings
suggest that researchers should con-
sider the contemporary and cumulative
exposure to conversion practices to ful-
ly understand the life course and cu-
mulative disadvantage associated with
exposure to conversion practices.

Study Limitations

The results should be interpreted with
consideration of several limitations.
First, self-reported ethnoracial and gen-
der identity may not fully encompass
the extent of systemic racism and cis-
sexism experienced by minoritized
ethnoracial TNB participants. Second,
White cisgender participants were
selected as the reference group to

be consistent with the theory of inter-
sectionality; however, alternative
approaches such as intersectional
multilevel analysis of individual
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FIGURE 1— Kaplan-Meier Curve of Age at First Exposure to Conversion Practices by Ethnoracial Groups and Gender
Identity: United States, 2019 to 2021

heterogeneity have been shown to be
statistically efficient with smaller sam-
ples and do not require the selection of
a reference group.® Third, our out-
comes were broadly defined and did
not differentiate between the various
forms of conversion practices, including
the involvement of mental health
professionals and religious leaders.
Relatedly, questions on frequency of
conversion practice exposure were not
available; thus, we could not evaluate
the actual duration of conversion prac-
tices over the observation period.
Fourth, the lifetime survey did not cap-
ture the age at which participants first

Peer Reviewed  Tranetal.

disclosed their gender identity or sexu-
al orientation. Younger disclosure ages
may increase the duration that partici-
pants are vulnerable to experiencing
conversion efforts. Fifth, we lacked ad-
ditional information regarding social
and cultural context of participants
who identified exclusively as White and
Two-Spirit; thus, we presented both
sets of results. Furthermore, our analy-
sis primarily focuses on Two-Spirit as a
gender identity, which may not accu-
rately reflect the multidimensionality
and spiritual traditions of Two-Spirit
identity. Last, The PRIDE Study is a con-
venience sample of predominately

White participants that relies on self-
reported data and, therefore, may be
subject to sampling, recall, and social
desirability bias.

Public Health Implications

The United States has witnessed a rise
in proposed and enacted antitransgen-
der and anti-SGM legislation. This
includes federal injunctions that pre-
vent enforcement of conversion
therapy bans and the absence of laws
prohibiting conversion practices in

22 states."® Against this socio-political
backdrop, our findings suggest that



TNB individuals, especially those from
minoritized ethnoracial backgrounds,
are more likely to experience prolonged
exposure to conversion practices that
occur at younger ages. This can exacer-
bate health disparities for individuals
who face multiple forms of marginaliza-
tion. Therefore, clinicians, researchers,
and advocates should consider how
conversion practice exposure and age
of first exposure relates directly to
health outcomes and differences in
associations within and between inter-
sectional groups. Finally, given the harm-
ful effects and unethical premise of
conversion practices, federal and local
policies banning these practices can
contribute to reducing the negative
consequences of conversion practices
in an equitable manner. AJPH
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