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ABSTRACT
Background:  Past research has demonstrated that transgender and gender diverse (TGD) 
people often have negative experiences of healthcare. Exploratory research is needed to 
provide in-depth understanding of the healthcare experiences of TGD people. Primary care is 
a crucial element of healthcare, but past research has tended to overlook what contributes 
specifically to positive experiences of primary care for TGD adults.
Aim:  The aim of this study was to explore positive experiences of TGD adults when engaging 
with primary care in Aotearoa New Zealand.
Methods:  Semi-structured email interviews were conducted with 11 TGD adults aged 20- to 
62-years-old, with a range of binary or non-binary genders living across Aotearoa New 
Zealand. The email interview method allowed nationwide recruitment and flexible interaction. 
All aspects of the study were led by a researcher who is part of the TGD community.
Results:  Three themes were formulated to explain TGD participants’ positive experiences with 
primary care. In order to contextualize positive experiences, participants described past 
negative experiences of healthcare and low expectations (Theme 1: The Sad State of Care). 
Participants also described exerting autonomy, for example by carefully selecting a general 
practitioner (GP) or choosing when to disclose transgender status to their GP (Theme 2: The 
Sphere of Control). Three levels were evident in positive experiences (Theme 3: The Gradient 
of Positive Experiences): basic professionalism, more desirable experiences of trans-specific 
competencies, and GPs as advocates for systemic change.
Discussion:  TGD people experience positive interactions in primary care in a variety of ways, all 
of which are contextualized by the negative state of healthcare at present. TGD people create 
opportunity for autonomy while navigating healthcare, which requires a form of interacting that 
can be termed reactive self-determination. Training for health professionals could apply the 
gradient of positive experiences to scaffold appropriate primary care for TGD adults.

Introduction

Existing health research with transgender and 
gender diverse (TGD) people shows an unaccept-
able picture of inequitable health outcomes 
(Nobili et  al., 2018; Reisner et  al., 2016). The lit-
erature consistently demonstrates that TGD adults 
whose gender experiences or presentations fall 
outside normative expectations experience dis-
crimination, especially in healthcare, resulting in 
negative patient experiences (Klein & Golub, 
2020; Safer et  al., 2016; Stotzer et  al., 2013). 

Transgender healthcare experience is an emerging 
area of study within which there has been very 
little research focused on exploring the positive 
healthcare experiences of TGD people. Past 
research has largely taken a deficit focus that 
misses the opportunity to understand positive 
experiences and inadvertently perpetuates avoid-
ance of unacceptable treatment rather than ideal 
treatment as described by the community itself. 
Although some literature takes an empowering 
approach to TGD adults’ experiences with health-
care (Dewey, 2008; Gibson et  al., 2016; Roller 
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et  al., 2015), overall there is a surprising lack of 
strengths-based focus in explorations of TGD 
people interacting with healthcare systems. By 
asking participants what they considered to be a 
positive experience, the data can aid in articulat-
ing what the ideal treatment should involve.

Positive experiences of healthcare vary within 
the TGD population along a spectrum (Kattari 
et  al., 2016, 2019; Klein & Golub, 2020; Tan 
et  al., 2022; Treharne et  al., 2022b; Veale et  al., 
2019). Two past qualitative studies have inten-
tionally explored positive healthcare experiences 
for TGD people. Ross et  al. (2016) described how 
multilevel healthcare systems create barriers to 
accessing care for Canadian TGD people at the 
same time as opportunities for positive healthcare 
experiences. Based on the 10 interviews they 
conducted they also noted that patient-centered 
competencies are necessary to ensure positive 
experiences for TGD people. Tan et  al. (2022) 
analyzed comments on healthcare from 153 par-
ticipants as part of the larger Counting Ourselves 
nationwide survey in Aotearoa New Zealand. 
They described similar issues with multilevel 
healthcare systems shaping TGD people’s positive 
experiences of primary care in tandem with pos-
itive characteristics of healthcare professionals 
and enabling resources that facilitate access. The 
broader literature on transgender healthcare expe-
riences describes multilevel mechanisms by which 
TGD people are disenfranchized from healthcare 
access (Bauer et  al., 2009; Brotman et  al., 2002; 
Cruz, 2014; Dewey, 2008; Klein & Golub, 2020; 
Romanelli & Hudson, 2017; Ross et  al., 2016). 
The literature also demonstrates the many ways 
TGD participants would take action where they 
could, in an attempt to increase the likelihood of 
a desirable outcome (Bartholomaeus et  al., 2021; 
Dewey, 2008; Dutton et  al., 2008; Gibson et  al., 
2016; Pearce, 2018; Poteat et  al., 2013; Roller 
et  al., 2015; Romanelli & Hudson, 2017). Aside 
from Ross et  al. (2016) and survey research 
addressing positive aspects of healthcare (Kattari 
et  al., 2016, 2019; Klein & Golub, 2020; Treharne 
et  al., 2022b; Veale et  al., 2019), most existing lit-
erature on experiences of TGD healthcare has 
only incidentally included positive healthcare 
experiences through asking open-ended questions 
in qualitative research about healthcare 

interactions (Bartholomaeus et  al., 2021; Gibson 
et  al., 2016; Roller et  al., 2015). Positive experi-
ences are not described as an absolute in this 
past qualitative research, but instead are contex-
tualized within largely inadequate systems. The 
literature illustrates this contextual nature of pos-
itive experiences by differentiating practitioners 
who were affirming but lacked knowledge, from 
practitioners who had knowledge but were not 
affirming, or from practitioners with both attri-
butes (Bartholomaeus et  al., 2021; Clark et  al., 
2018; Dewey, 2008; Treharne et  al., 2022b). Small 
actions such as kindness and professionalism 
(Dewey, 2008; Tan et  al., 2022), acknowledging 
experiential authority (Voronka, 2016), correctly 
gendering a patient (Gridley et  al., 2016; Tan 
et  al., 2022; Treharne et  al., 2022b), and willing-
ness to learn about TGD healthcare needs 
(Bartholomaeus et  al., 2021; Treharne et  al., 
2022b) are examples of contributors to positive 
experiences within the literature.

The previous international studies of TGD peo-
ple’s experiences of healthcare have been heteroge-
neous, including a range of methods, populations, 
and healthcare systems, but generally have found 
consistently poor health outcomes, negative experi-
ences, and barriers to health for TGD people (Bauer 
et  al., 2009; Cruz, 2014; Dewey, 2008; Gibson et  al., 
2016; Klein & Golub, 2020; Poteat et  al., 2013; Ross 
et  al., 2016; Tan et  al., 2022; Treharne et  al., 2022b). 
Other studies describe healthcare policy makers and 
providers as lacking foundational education about 
trans-specific healthcare needs (Bauer et  al., 2009; 
Brotman et  al., 2002; Davies et  al., 2013; Gibson 
et al., 2016; Roller et al., 2015; Romanelli & Hudson, 
2017; Rounds et  al., 2013; Sanchez et  al., 2009). 
While waiting times are often dictated by type and 
capacity of healthcare systems, TGD people describe 
waiting times as a significant barrier to accessing 
care (Bartholomaeus et  al., 2021; Clark et  al., 2018; 
Davies et al., 2013; Dutton et al., 2008; Gridley et al., 
2016; Ross et  al., 2016; Tan et  al., 2022b). The antic-
ipated or actual mistreatment in healthcare settings 
is also widely described as a barrier (Bauer et  al., 
2009; Brotman et al., 2002; Cruz, 2014; Dewey, 2008; 
Dutton et  al., 2008; Gibson et  al., 2016; Poteat et  al., 
2013; Roller et al., 2015; Romanelli & Hudson, 2017; 
Sanchez et  al., 2009; Scheim et  al., 2013; Tan et  al., 
2022; Treharne et  al., 2022b). Although these 
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healthcare failings are important to understand, this 
focus does not fully illustrate the resourcefulness 
and self-advocacy TGD people may apply and fails 
to provide examples of what TGD adults would find 
beneficial within healthcare. Therefore, there is a 
need for research that adds to the understanding of 
the experiences of TGD patients in primary care set-
tings using an exploratory approach, as well as tak-
ing a strengths-based focus in asking about positive 
experiences.

The aims of this research were: (1) to explore 
what TGD adults in Aotearoa New Zealand con-
sidered to be positive interactions with primary 
care; and (2) to contribute to the improvement of 
primary healthcare by identifying good practice 
in primary care from TGD patient perspectives.

Methods

A qualitative study using semi-structured inter-
views was conducted asynchronously by email. 
The study was led by a trans researcher for their 
Master of Public Health qualification and super-
vised by cisgender academics with expertise in 
public health and health psychology both of 
whom reflected on how to support knowledge 
generated by and for trans and non-binary com-
munities. The use of email interviews allowed 
TGD participants to respond in their own time 
about their experiences of care and provided 
opportunities for the lead researcher to reflect on 
initial answers and ask further questions as rele-
vant in each case following methodological guid-
ance (Braun & Clarke, 2013; Gibson, 2017). In 
addition, using email interviews allowed for 
inclusion of participants from across Aotearoa 
New Zealand, including more rural areas where 
online interviewing is not possible due to the 
lack of high speed internet. Aotearoa New 
Zealand currently has a regionally managed, pub-
licly funded healthcare system, which is available 
to citizens, residents, and some work visa holders 
for little to no direct cost (Ministry of Health, 
2011, 2017). All people in Aotearoa New Zealand 
have to engage with primary care to access public 
or private medical services, including specialist 
care. While there are significant variations by 
location, most medical transition services are also 
accessed through referrals by primary care 

physicians, known as general practitioners (GPs) 
in Aotearoa New Zealand.

Participants

A two-step process was used. First, an online eligi-
bility and demographics questionnaire seeking TGD 
participants was circulated via social media, utiliz-
ing snowball sampling. Second, a purposeful selec-
tion of TGD respondents were invited to participate 
in the semi-structured email interviews in late 2019, 
based on aspects of diversity described below.

The inclusion criteria for this project were being 
aged 18-years-old or older, having seen a GP in 
Aotearoa New Zealand in the past two years, and 
considering oneself to be a part of the TGD com-
munity. The definition provided to all participants 
noted that we were seeking TGD participants of any 
binary gender (i.e. trans men or trans women), any 
non-binary gender (e.g. genderqueer people), or 
lack of gender (e.g. agender people), as well as 
non-Western concepts of gender, including Māori 
identities, such as whakawāhine (a culturally-specific 
term for trans women) or tangata ira tāne (a 
culturally-specific term for trans men). People with 
or without a history of, or desire for medical tran-
sitioning or gender affirmation surgeries were wel-
come to participate. The lead researcher and 
supervisors are all tauiwi (non-Māori) and we 
actively attempted to ensure the study was welcom-
ing for Māori, Pasifika, and other non-European 
people following ethics guidance (Delany et  al., 
2015). We conducted Māori consultation on the ter-
minology and protocols for the study following for-
mal processes at the university where the study was 
based. We also received feedback via a community 
social media page for the study and from four local 
TGD community members who were consulted 
when preparing the study, two of whom are Māori.

Thirty TGD respondents from across Aotearoa 
New Zealand completed the eligibility and demo-
graphics questionnaire, and 24 were invited to be 
interviewed. As a way of attempting to avoid eth-
nic homogeneity, TGD people who are Māori (the 
indigenous peoples of Aotearoa New Zealand) 
were prioritized during selection for interviews, as 
were people with other non-European and migrant 
identities. Of the 24 who were contacted about 
being interviewed, 11 invitations received no 
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response, and two participants confirmed interest 
but did not respond to the initial interview ques-
tion. Therefore, 11 email interviews were con-
ducted. Prioritized participant recruitment followed 
the purposeful sampling, interviewing as many as 
possible within the data collection timeframe.

The 11 interviewees were 20–62 years of age. 
Seven of the interviewees reported New Zealand 
European as their only ethnicity, and four 
self-reported one or more ethnicities, including 
Māori, Chinese, and non-New Zealand European. 
Six of the interviewees identified as non-binary, 
some of whom specified other gender identities 
(e.g. non-binary and transfeminine, non-binary 
and agender, non-binary man). The other five 
interviewees selected a binary gender only (three 
are women, two are men). In terms of sexual ori-
entation, two interview participants indicated 
they are asexual, three bisexual, two pansexual, 
and four selected queer as their sexual identity. 
Three participants identified themselves as lesbi-
ans, and one identified as a gay man. No inter-
view participants reported being straight or 
questioning. Three participants were employed 
full-time and six were employed part-time. Two 
participants were not in paid employed, one of 
whom was seeking employment. None of the par-
ticipants reported being unable to work due to 
health. Two participants reported that their 
household income was not enough to cover 
essential bills (e.g. power, rent/mortgage) when 
they filled out the recruitment survey. Five par-
ticipants reported receiving state income benefits.

Upon receiving confirmation of interest in par-
ticipating, the lead researcher sent an email which 
was consistent across all participants, containing: a 
preamble, the preliminary interview question, and 
the sign off. The preamble outlined the expecta-
tions around pacing, addressed best practice for 
email security, and provided a statement on how 
this research was seeking insights from those who 
are best positioned to comment on the issue, i.e. 
TGD people. The email sign off included a 
reminder about the pacing of the email interviews 
being up to the interviewee as well as a link to 
learn more about the project via social media, and 
resources to support people who had experienced 
medical mistreatment. All subsequent emails in 
the interview exchange included the same sign off. 

In follow-up emails, the body of the message was 
a tailored response containing a section mirroring 
what the participant had conveyed in their previ-
ous email, and then posing either follow-up ques-
tions or giving a wrap up statement indicating the 
end of the email interview process. The average 
number of exchanges in email interviews was four 
participant responses. The various components of 
the email interviews are presented in Table 1.

Analysis

The analysis followed the six stages of thematic 
analysis described by Braun and Clarke (2006). 
Data collection and analysis occurred concurrently 
using a constant comparative method (Glaser, 
1965). The cyclical ongoing process systematically 
compared the data to previous interviews. After 
an interview was concluded, the data were 
imported from the interview protocol document 
into NVivo 12 (2019). The coding was selective 
for passages that related to the aim of exploring 
positive experiences with primary care, although 
this included focus on negative experiences as 
these were used to frame positive experiences, as 
explained in the themes. As suggested by Braun 
and Clarke (2013), the “pre-existing theoretical 
and analytical knowledge” (p. 206) of insider 
research informed the formulation of codes. A 
dynamic process was used to create the codes, 
incorporating new observations and understand-
ings of the data as they were formulated. Ongoing 
review of the data was conducted in order to 
define and finalize the themes and subthemes.

Results

Three themes were formulated from the analysis 
(see Figure 1).

Theme 1: The sad state of care

Participants described a disenfranchizing health-
care context for TGD people within which their 
relatively rare positive experiences with primary 
care existed. This context is presented as a theme 
labeled ‘The Sad State of Care’. Negative experi-
ences were described as essential to understand 
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in order to make sense of rare positive experi-
ences and included personal history of negative 
experiences that informed expectations and hear-
ing about other TGD community members hav-
ing negative experiences. The result was a 
perception of negative experiences with health-
care being ubiquitous for TGD people. Participants 
also frequently discussed the ways they antici-
pated negative experiences, such as mistreatment 

or denial of services. Participants acknowledged 
that while they were asked about the positive 
experiences, the larger context of their overall 
experiences was relevant to understanding their 
responses:

P9: I feel like I’m mostly complaining about bad 
things rather than focusing on the good, my bad. I 
guess it’s because it seems legitimately ridiculous to 
just type things like "it’s a good visit because the 

Table 1. E mail interview schedule.

If a participant responded to the invitation to participate in an email interview:
Please read the following question and reply to this email at your own pace with as much detail as you feel is appropriate:
Could you please recall and describe one or more positive experiences with your general practitioner (GP)?
The experiences you describe can be anything from a story of an entire positive visit to a GP to a single example of something positive you saw or 

heard. Please describe what happened and what made it positive for you.
Feel free to describe things that happened or feelings you had. You can share anything from before, during, and after the visit. You are welcome to add 

as many details as you want. Please note that these emails will be anonymized for the research, so any names of people or practices or locations 
will be removed. As this project is looking at positive experiences with GPs, regardless of the purpose of the visit, you do not need to include the 
medical aspects unless you feel any particular medical detail is relevant to telling me about your experience. Please feel free to add anything else 
that you would like me to know in relation to your healthcare experiences.

Recommendations for digital security during email interview participation (text included in initial email):
Thank you for your participation in this project. To protect your privacy, all emails in this interview will be kept in a password protected computer and 

not attached to your email address. If you have any concerns about privacy, you could delete emails about the study from your inbox and sent 
messages. We also recommend using a private email account that only you have access to, and avoiding using unsecured wi-fi.

If you find recalling your experiences of healthcare unpleasant or difficult, please remember that you can withdraw from the project at any point in the 
email interview by emailing me to let me know.

Resources in sign off, included in each email exchange (text included in all emails):
This interview will not be live, but I will attempt to be as prompt as possible. You can respond at a time that is best for you, and I will follow up 

during my work day hours.
For more information on this project and some resources please visit the social media page for this project: Link supplied
To report inappropriate treatment from a medical professional, please contact Nationwide Health and Disability Advocacy Service Link supplied or the 

Health and Disability Commission Link supplied.

Description of mirroring used in email interviews:
Mirroring is the process of summarizing or describing what the participant says when answering an interview question. The mirroring process provided 

opportunity for participants to clarify within the interview process. Phrases like “…it sounded like…” or “…it seems like…” were used to provide the 
option for correcting the main researcher during the interviews. Mirroring could sound like “It sounded like you had a plan and were well prepared 
going into this appointment.” This process also allowed clarity in asking follow up questions pertaining to a specific aspect of something the 
participant said, such as “You mentioned that your current GP is consistently caring and respectful and that you have a lot of trust in her. Could you 
tell me more about how those qualities were positive for you?”

Examples of responsive follow-up questions:
•	 Since you have done so much research and felt confident in your knowledge, did you find educating your doctor and being able to take an 

informed position to be a positive experience?
•	 Do you think your current working relationship with these GPs benefited from having a history with them, prior to coming out?
•	 How did you go about finding these recommendations for trans-friendly doctors on the internet?
•	 Did you have any specific criteria for knowing if a healthcare provider was a good fit?

Figure 1.  Visual representation of the themes and their interactions.
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doctor knew more about medicine than me" without 
qualifying that.

Healthcare providers’ lack of knowledge around 
trans-specific healthcare was a barrier to care for 
participants in multiple ways. Participants were 
concerned that GPs were unable to provide 
appropriate care, or that they may be denied care 
on the basis of providers not understanding the 
essential nature of gender affirming care. 
Participants discussed the harmful ramifications 
of GPs not knowing the best practice for engag-
ing with TGD patients, and choosing inaction 
over upskilling:

P7: “do no harm” is not “do nothing”, and that a 
refusal to act and support gender diverse patients is 
unethical! I think if we’re able to get that notion 
across - that deciding to withhold treatment because 
you’re worried about ‘doing harm’ to an uncertain 
patient is doing harm in itself

Participants felt they lacked control over their 
medical transition treatment plans. They consid-
ered this particularly important when healthcare 
professionals are unable to provide care due to 
lack of knowledge around medical transition ser-
vices and pathways:

P2: I had been having trouble with finding someone 
who would actually listen to what I was saying, and 
take me seriously. My GP at the time felt too out of 
her depth and the endocrinology department was very 
dismissive. I could only get the bare minimum of care.

There was a strong tension between what par-
ticipants noted they wanted or needed from their 
interactions with primary care providers and 
what they expected or anticipated from their 
interactions with those providers. Participants 
described addressing this mismatch between 
medical need and expectation of mistreatment or 
lack of knowledge by taking matters into their 
own hands and finding a sphere of control.

Theme 2: The sphere of control

While participants experienced the barriers to care 
illustrated in the previous theme, they also advo-
cated for themselves and their communities in a 

variety of ways (Figure 1). This theme is centered 
on participants’ response to overcome the sad state 
of healthcare access for TGD people. They also 
described how they took control of their primary 
healthcare to empower themselves where they 
could. Participants exercising control was seen in 
their careful selection of a GP or choosing a spe-
cific moment to disclose transgender status to a 
GP. Seeking recommendations or insights from 
community resources was another core aspect of 
taking control of healthcare. Participants’ actions 
were carefully planned in the hope of improving 
the interaction or to increase the likelihood of 
positive outcomes in meetings with GPs.

As the pathway to medical transition is through 
GPs, who could limit access to those services, partic-
ipants felt a limited amount of control over those 
services. Systematic approaches were used by partici-
pants to seek GPs who might be supportive; some 
participants used trial and error to find a good fit. 
Other participants engaged in active research, seeking 
recommendations from other community members 
and crowdsourcing knowledge:

P6: Generally emailing is the most I can do to pre-
pare myself, as well as looking in rainbow Facebook 
pages for recommended GPs or warnings to stay away 
from certain ones.

Inappropriate or derogatory comments from 
GPs or staff were commonly anticipated, and 
some participants described having a specific 
contingency plan in place to protect themselves 
from potential negative interactions:

P6: I stay alert and wary and keep in mind that a 
new doctor might accidentally/intentionally say some-
thing rude, and am prepared to jump ship immedi-
ately if I feel offended.

Participants described a widespread perception 
that healthcare providers lacked trans-specific 
healthcare understanding, including having more 
transgender health-specific knowledge than their 
providers due to having community knowledge.

P4: I belong to a trans/nonbinary Facebook group, 
where a lot of the talk is about accessing hormones 
and surgery, and how difficult this is because of GPs 
not invested in the patient’s welfare, badly misin-
formed at best to transphobic at worst GPs, GPs who 
give misinformation or are uninformed about hor-
mones, bad gynaecological/prostate and sexual health 
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care, and bad communication in DHBs [District 
Health Boards] with regards to surgery (wait lists, 
surgeons available, waiting times).

While some participants believed that TGD 
people should be advocates and educators when 
engaging with the healthcare system, most dis-
cussed how GPs’ lack of knowledge on the exis-
tence of TGD people or medical transition needs 
was a negative.

P1: As I expected, my GP had no idea what i was 
talking about, but to his credit he admitted it and 
asked me for guidance…we need to be our own best 
advocates and educators.

There is a dissonance between being an 
authority with lived experience and practical 
knowledge through the community, while also 
being a patient at the mercy of the healthcare 
system. Participants described the common 
experience of knowing more about TGD health-
care than a healthcare provider. Some partici-
pants saw the need to be “patients as experts” as 
a natural requirement of seeking transgender 
healthcare, others found the expectation for 
TGD patients to provide that knowledge set 
disappointing:

P9: At my previous GP, I was on [hormone therapy] 
for over a year before I had any blood tests done, and 
it only happened because I asked for them. I think a 
basic working knowledge of trans healthcare is sort of 
the bare minimum we should expect.

There were also participants who found their 
GP asking for advice to be reassuring, in that the 
GP understood or recognized the participant’s 
expertise on transgender issues:

P4: I told her how pleased and proud I was her prac-
tice was making the effort, and she told me how she 
was eager to lead further training for other practices 
in the region. She asked me if there were any com-
munity rainbow groups I would recommend they 
work with, I told her of the ones I knew, many of 
which she was in the process of contacting. She also 
said she is keeping up with all the best practice and 
legal changes with regards to gender reassignment 
surgery, hormones, etc.

There was sometimes a sense of community 
building or using one’s knowledge to benefit 

other members of the TGD community. Some 
participants described being resigned to what 
they described as a deeply flawed medical system, 
while others were hopeful that it could improve, 
and some even saw themselves as potential agents 
of change.

The ways in which TGD participants were able 
to exert autonomy and work to ensure the least 
stressful situation when engaging primary health-
care was of note. The term reactive self- 
determination was therefore created to describe 
how the context of participants’ disenfranchise-
ment is named as a cause of harm, while still 
acknowledging the dedication and work they put 
into improving the chances of positive interactions 
through their sphere of control. This term is use-
ful in describing the negative interactions with 
healthcare that participants described in this 
theme, while simultaneously acknowledging patient 
decisions from a strengths-based perspective. Using 
the lens of reactive self-determination centers the 
autonomy of TGD participants, and their ingenu-
ity and resourcefulness as a way of increasing the 
likelihood of positive experiences. Reactive 
self-determination is observable as an individual 
attribute, but the responsibility in addressing the 
barriers to care still lies with healthcare providers 
and healthcare systems.

Theme 3: Gradient of positive experiences

The third theme describes a Gradient of Positive 
Experiences that TGD participants had with GPs. 
Participants’ descriptions of positive experience 
varied from basic respect, all the way through to 
GPs being advocates for improving healthcare 
access for TGD community members. This gra-
dient is comprised of three ordered subthemes: 
positive experiences of a basic nature, called 
Basic Doctoring (subtheme 3.1); followed by 
more desirable experiences of trans-specific com-
petences in the subtheme, Better Practice (sub-
theme 3.2); and then an aspirational ideal, where 
some GPs were not solely providers of 
trans-competent care, but also advocates for sys-
temic change to improve health outcomes for 
TGD people, the subtheme Next Level Support 
(subtheme 3.3).
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Subtheme 3.1: Basic doctoring
The first subtheme within the Gradient of Positive 
Experiences, Basic Doctoring, contains examples 
of basic professionalism, kindness, and 
trust-building. This subtheme was comprised of 
straightforward examples of positive experiences 
with GPs. Many participants prefaced their 
descriptions with an explanation for why it was 
positive; most often expectations of mistreatment 
made the positive interaction a pleasant surprise. 
Some participants had an existing positive rela-
tionship with their GP that enabled them to come 
out about transgender-specific healthcare needs. 
This description was not of a one-off positive 
interaction, but of a history together, an ongoing 
building of a rapport. For example, one of the 
participants with an existing positive relationship 
with their GP describes how the GP’s under-
standing of intersectional issues, including repro-
ductive rights, and weight stigma were part of 
building a positive relationship with this 
participant:

P4: We have a long history together, and being able 
to speak freely about a variety of issues with only 
positive and reinforced feedback has created a good 
working relationship.

Kindness and compassion stood out as simple 
things that were positive. Participants described 
how after having one positive experience they 
might be willing to see the GP a second time, 
and so on. The continuing process of being vul-
nerable with a GP and receiving a positive 
response, over and over again, created trust. For 
example, trust was described by one participant 
as an ongoing consistency of positive outcomes, 
potentially easily shattered by a negative one:

P5: I think the combination of small things is import-
ant. They probably boil down to 1) GP can actually 
provide the medical care needed, and 2) the GP is 
kind and understanding and listens to you. Which 
would be true for treatment beyond gender/transition 
related things too, and for all people! If you have one 
without the other it’s not going to be a positive expe-
rience at the GP. Both can be showed through small 
things… if you had a negative experience about one 
of these factors it will probably feel like a really big 
deal, but positive experiences with these things will 
feel like small pluses which add up to an impression 
of being looked after.

Visual cues, as well as social ones, were men-
tioned as examples of GPs building rapport or 
building trust with the participants. One partici-
pant explained that transgender-specific visual 
signaling might have made them feel comfortable 
coming out to their GP sooner:

P4: Positive signalling might be helpful too eg: a Safer 
Spaces pledge and/or Rainbow commitment poster, 
flags/pins. Sounds a bit basic, but I know I would 
have been open a lot earlier if my old practice had 
signalled like that.

Additionally, primary care intake forms were a 
potential way to create positive experiences, if 
done well:

P9: the options for gender on the form were ‘Male’, 
‘Female’, or ‘Reason for "Other" status’, which is defi-
nitely better than just having male/female options, but 
still kind of an off-putting way of wording it - 
nobody’s being asked to give the ‘reason’ they’re tick-
ing male or female. I think the most ‘inclusive’ option 
would probably be a write-in gender box for every-
body rather than having any tick boxes? It’s not gonna 
hurt cis people to have to write ‘male’ or ‘female’ and 
it’d help to stop (literally) "Othering" everybody else.

Subtheme 3.2: Better practice
The second subtheme within the Gradient of 
Positive Experiences, Better Practice, included 
GPs displaying a solid foundational knowledge of 
gender and transgender concepts, the specifics of 
medical transition needs, and the health system 
pathways to achieve them. These TGD-specific 
competencies are in addition to the professional-
ism required in all aspects of being a healthcare 
provider. Participants were often accustomed to 
being in the position of ‘expert’ and found it pos-
itive to have an interaction with a GP who pro-
vided a knowledgeable foundation:

P9: I realise it’s unreasonable to expect all doctors to 
know everything about all conditions, but it’s genu-
inely comforting to me that [my doctor] is the one 
that suggests testing my liver function, hormone lev-
els etc.

Participants saw it as positive for GPs to 
understand both the needs of TGD patients, as 
well as how those needs might be met by services 
within the larger healthcare system in which 
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participants received care. Understanding the sys-
temic shortcomings and how gender and health-
care systems interacted was a way that GPs were 
able to meet the needs of participants. For exam-
ple, one participant described the notes and gen-
der markers put in their medical records by their 
GP, and that it was positive:

P7: She also was quite conscious of ways to work 
around and within the systems, and included a note 
in my file that simply read “does not need cervical 
smears - does not have a cervix”, which I appreciated 
in its avoidance of gendered language.

Subtheme 3.3: Next level support
The final subtheme within the Gradient of 
Positive Experiences, Next Level Support, describes 
the ways that, in addition to professionalism and 
good practice, GPs being advocates for the par-
ticipants or the wider TGD community was the 
ideal state of positive experiences. Beyond under-
standing medical transition or identity-specific 
needs, these GPs were able to support partici-
pants as they engaged with other aspects of the 
healthcare system. Some GPs were described as 
even working for systemic changes to improve 
trans-competencies in healthcare or improve ser-
vice access for TGD patients.

Understanding how TGD people’s interactions 
with other aspects of the healthcare system might 
relate to gender experiences and helping advocate 
for those people was one of the central ways that 
GPs showed Next Level Support. The experiences 
of this subtheme included GPs advocating for 
patients, enabling patients to self-advocate, as well 
as showing understandings of the larger systemic 
forces with which the participants had to contend:

P8: He made it positive by encouraging me to find a 
midwife that supported my gender identity and 
checking in with me that this was working out, always 
referring to me as a father etc. and using gender 
inclusive language whenever discussing pregnancy 
and nursing.

Discussion

This research sheds new light on what TGD 
adults in Aotearoa New Zealand consider to be 
positive interactions with primary care. The 

findings contribute to the improvement of pri-
mary healthcare by identifying good practice 
in primary care from TGD patient perspec-
tives. The three themes provide concerning 
insight into expectations of poor healthcare 
experiences contrasted against the various ways 
TGD participants were able to advocate for 
themselves in order to access acceptable pri-
mary care. The themes show how TGD partic-
ipants’ experiences of primary care are 
contextualized within an inhospitable system 
and anticipation of mistreatment.

The finding that participants anticipate nega-
tive interactions with health care supports and 
extends on past research, demonstrating it is a 
barrier to appropriate care (Gibson et  al., 2016; 
Poteat et  al., 2013; Veale et  al., 2019). Overall, 
this study shows how TGD people are forced to 
make decisions to self-advocate, often choosing 
between two potentially harmful situations. Both 
the unfortunate state of healthcare options, as 
well as the ingenious ways TGD adults find ways 
to try and improve their experiences through 
what we term reactive self-determination are 
reflected in the wider literature (Bartholomaeus 
et  al., 2021; Burns, 2006; Cruz, 2014; Dewey, 
2008; Dutton et  al., 2008; Gibson et  al., 2016; 
Pearce, 2018; Poteat et  al., 2013; Roller et  al., 
2015; Romanelli & Hudson, 2017; Ross et  al., 
2016; Rossman et  al., 2017; Rounds et  al., 2013; 
Scheim et  al., 2013), but this interplay has not 
been explicitly named until now.

The findings of this research support the liter-
ature describing a range of ways healthcare is 
inaccessible to TGD adults: systemic failures of 
the healthcare system to provide essential care, 
lack of GP competencies, anticipation of mistreat-
ment or a history of mistreatment (Brotman 
et  al., 2002; Cruz, 2014; Dewey, 2008; Gibson 
et  al., 2016; Kattari et  al., 2019; Klein & Golub, 
2020; Lykens et  al., 2018; Poteat et  al., 2013; 
Roller et  al., 2015, 2015; Romanelli & Hudson, 
2017; Sanchez et  al., 2009; Scheim et  al., 2013; 
Treharne et  al., 2022a). Participants in this 
research have also described barriers to care, such 
as expecting long waiting lists and gatekeeping 
processes to gender affirming care, similar to 
findings of other research (Bartholomaeus et  al., 
2021; Clark et  al., 2018; Davies et  al., 2013; 
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Gridley et  al., 2016; Ker et  al., 2021; Ross 
et  al., 2016).

Many healthcare providers are not equipped to 
provide appropriate care for TGD patients 
(Bartholomaeus et  al., 2021; Bauer et  al., 2009; 
Poteat et  al., 2013; Roller et  al., 2015; Ross et  al., 
2016; Treharne et  al., 2022a), but the participants 
in this study described exerting control over their 
own healthcare interactions by making the deci-
sion to move to a new practitioner. This aspect 
of TGD participants exerting autonomy is present 
throughout the findings of this research project. 
The wider literature supports this finding with 
TGD patients resisting barriers to healthcare 
through dedication, self-advocacy, and exerting 
agency (Dutton et  al., 2008; Poteat et  al., 2013; 
Roller et  al., 2015), and making choices to 
improve access to health services (Gibson et  al., 
2016; Romanelli & Hudson, 2017; Rossman et  al., 
2017). Both the findings of this research, and the 
broader literature on TGD healthcare access, 
illustrate the sad state of healthcare access for 
TGD adults is a widespread issue.

The theme about spheres of control demon-
strates the areas in which TGD participants were 
able to engage with the healthcare system while 
protecting themselves from potential harms, and 
increase the likelihood of positive experiences. 
Participants in this research described ways they 
managed this ‘lesser of two evils’ decision mak-
ing: navigating choices between potential negative 
interactions, avoiding the interaction by postpon-
ing care, or attempting to mitigate the harms of 
either. The ways TGD people maintain agency 
when facing the sad state of healthcare is sup-
ported by the literature, with past research 
demonstrating how TGD people resist barriers to 
healthcare through dedication, self-advocacy, and 
exerting agency (Dutton et  al., 2008; Poteat et  al., 
2013; Roller et  al., 2015), as well as making 
choices to improve access to health services 
(Gibson et  al., 2016; Romanelli & Hudson, 2017; 
Ross et  al., 2016).

The metric by which TGD participants in this 
research categorized healthcare practitioners pos-
itively was more nuanced than the binaries of 
‘good’ and ‘bad’ or ‘positive’ and ‘negative’. There 
was a tension in TGD participants naming posi-
tive experiences within a largely inadequate 

system. Some participants in this study acknowl-
edged that even with improvements to the status 
quo, the overall experience was still not positive. 
In turn, experiences with practitioners fall on a 
gradient of positivity, dependent on a range of 
factors. Of the literature that has explored the 
experiences of TGD patients engaging with 
healthcare providers, little research has focussed 
on positive experiences specifically, with some 
exceptions such as the work of Ross et  al. (2016). 
They found that provider characteristics are most 
often what defined a positive experience for 
transgender patients. When their participants 
were asked about positive experiences, they also 
described systemic failures that contributed to 
negative experiences (Ross et  al., 2016). The pos-
itive experiences described by the participants of 
this study were not all of the same nature of 
positivity.

Recommendations

Improvements for providing high quality TGD 
primary healthcare could be pursued through 
many different avenues. High-level systemic 
changes to the healthcare system would have 
wide reaching impacts on healthcare access for 
TGD adults. Improvements to healthcare system 
resourcing and transparency would allow more 
opportunity to build trust between TGD patients 
and providers given that these issues are often 
discussed during primary care visits. Improved 
working conditions might allow primary care 
providers more time for professional development 
to upskill on systemic issues, including ones rele-
vant to TGD patients (a high-level change that 
would enable mid-level change). Governmental 
allotment of funding could allow for decreased 
waiting times for gender affirming care as well as 
universal access through subsidizing those ser-
vices fully. Normalizing and increasing access to 
telehealth options would potentially increase 
equity by enabling access to essential care for 
TGD people who live rurally or in regions that 
have limited TGD-specific care options. This 
could have considerable benefits for all TGD 
patients in the era of COVID-19 and in countries 
with disparate population density or medical 
resource distribution.
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Mid-level systemic changes could increase 
knowledge and professional resources for the 
providers of primary healthcare to TGD adults. 
Increasing their competencies on TGD health-
care needs would have significant impact with-
out enacting change at a healthcare funding 
level. Best practice documents that are 
evidence-based and community-informed are 
ideal resources for the provision of gender 
affirming care. This includes both primary best 
practice documents, such as version 8 of the 
World Professional Association for Transgender 
Health (WPATH) Standards of Care for the 
Health of Transgender and Gender Diverse People 
(Coleman et  al., 2022), and supplementary doc-
uments, such as the 2018 Guidelines for Gender 
Affirming Healthcare for Gender Diverse and 
Transgender Children, Young People and Adults 
in Aotearoa New Zealand (Oliphant et  al., 2018). 
In addition to the suggestion for improvement, it 
is vital that these documents are known to those 
who might use them. Therefore, pathways for 
increased access to and awareness of these doc-
uments is also essential.

Healthcare providers’ familiarity with TGD 
health issues allowed for positive experiences for 
TGD patients, described in the Gradient of 
Positive Experiences theme, and supported by the 
literature (Bartholomaeus et  al., 2021; Dutton 
et  al., 2008). Increasing the avenues through 
which a GP can upskill in this area may increase 
opportunities for TGD patients to have more 
positive experiences. Continuing education 
courses on trans-specific healthcare needs would 
improve knowledge and empower GPs to engage 
with TGD people and communities respectfully 
and appropriately.

In addition to the uptake of educational and 
professional development courses, there are 
healthcare infrastructures that can enable positive 
experiences for TGD patients. In the Better 
Practice and Next Level Support subthemes of 
the Gradient of Positive Experiences theme, par-
ticipants describe how their positive experiences 
were limited by medical information software 
and intake forms. The wider literature also dis-
cusses the ways in which these intake forms are 
often designed to reflect simplistic software fields 
and can therefore serve as a limitation to or a 

facilitator of positive experiences for TGD patients 
(Bartholomaeus et  al., 2021; Dutton et  al., 2008).

The small step of updating intake forms to be 
TGD inclusive could also provide a way to 
improve positive experiences for TGD patients. 
Even if a GP is limited by the clinician-facing 
medical software, the patient-facing intake forms 
can account for TGD patients. The Gradient of 
Positive Experiences theme and the wider litera-
ture describes intake forms as a fraught experi-
ence for TGD participants (Dutton et  al., 2008). 
Trans-inclusive forms are a recommended 
improvement to support TGD patients (Clark 
et  al., 2018; Dutton et  al., 2008).

Individual-level service improvements would 
be decisions healthcare providers can make for 
themselves and their practices to increase the 
likelihood of positive experiences for their TGD 
patients. In addition to the midlevel initiatives, 
there are also individual actions that GPs can 
take to improve patient experience. Existing con-
sultation models provide avenues by which a GP 
can build trust, show empathy, and establish a 
collaborative relationship with patients (Denness, 
2013). Applying existing knowledge and con-
sciously engaging with existing models while 
working with TGD patients could allow for more 
positive patient experiences. Some of the ways 
GPs can potentially improve the experiences of 
TGD patients would be ensuring they are follow-
ing the recommendations provided by best prac-
tice documents and electing to participate in 
Continuing Medical Education and Continuing 
Professional Development.

Strengths and limitations

Qualitative methods are appropriate for exploring 
the feelings and experiences of people about 
accessing care, especially on sensitive topics or 
when working with vulnerable groups (Braun & 
Clarke, 2013; Gibson, 2017). The email interview 
method was particularly effective at eliciting data 
that would both explore the positive experiences 
of TGD adults, as well as providing practically 
useful results to inform best practice. The ability 
for the interviewer to consider subsequent 
responses as part of an email interview process is 
a strength in that it allowed more thoughtful and 
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conscientious responses. Mirroring was used in 
the interviews, by reflecting back what the partic-
ipants said in earlier parts of their email exchange, 
and providing an opportunity for participants to 
clarify or correct within the interview process. 
The participants were able to reread a prompt or 
question as many times as needed, to fully for-
mulate their answer, which is a form of respon-
dent validation.

Email interviews are more accessible to some 
participants, for whom meeting in person may be 
a high pressure social interaction, and a barrier 
to participation (Braun & Clarke, 2013). The 
anonymity of email interviews may have allowed 
participants to be more at ease and open in their 
responses; however, this method might have 
reduced the rapport building that can occur in 
face-to-face interviews. This reduced ability to 
build rapport with participants may explain those 
who expressed an interest in participating but did 
not reply to the opening email question. Interviews 
being conducted over email also allowed the 
research to involve participants from across the 
country, and not just a localized area.

The digital nature of both the recruitment 
questionnaire and the interviews may have been 
a barrier to participation, in that there may be 
limitations in access for people living in remote 
areas, or those with low socio-economic status or 
other potential participants who did not have 
consistent access to email, social media, internet, 
or technology. Addressing these barriers will be 
important for future research that builds on the 
findings of this study in other countries with dis-
tinct healthcare systems and distinct consider-
ations about access to care across regions within 
countries. While this was a nationwide sample 
and attempts at maximum variation were made, 
the majority of participants were White, and peo-
ple of other ethnicities were underrepresented as 
were people from certain parts of the country. As 
tauiwi (non-Māori), researchers were mindful of 
cultural safety and ethics as per local guidance 
(Delany et  al., 2015; Edwards et  al., 2023). Our 
study materials included details encouraging peo-
ple with Māori and other Indigenous trans and 
nonbinary identities to participate, but our sam-
ple ended up with an underrepresentation of 
Māori as the Indigenous peoples of Aotearoa 

New Zealand. This may reflect barriers to partic-
ipation such as being busy or mistrust of research 
among Māori and TGD people, despite our efforts 
to signal the research was culturally safe and led 
by a transgender researcher. Further effort is 
needed in future that has a wider scope and in 
collaboration with Māori researchers. Ideally, 
future research in Aotearoa New Zealand can 
include further consultation processes with Māori 
healthcare providers and Māori-led TGD groups 
about ways to advertise research and address any 
concerns, and similar protocols can be applied 
with Indigenous/marginalized people in other 
countries. In particular, we recommend that 
future research make use of a community advi-
sory group working in a paid capacity and offer-
ing a range of interviewers with knowledge of 
relevant languages, including Māori for research 
in Aotearoa New Zealand. This could entail 
regional representatives including members of 
Indigenous communities and other marginalized 
communities such as refugees. Having a network 
of regional representatives could help to increase 
recruitment across a country or internationally by 
having a contact person who is knowledgeable of 
the regional social landscape and needs of TGD 
people in these areas and able to help ensure cul-
tural safety. Innovative methods of engaging par-
ticipants and working toward inclusion of Māori 
through Māori-led research hold promise for 
future research (Dyall et  al., 2013; Edwards et  al., 
2023; Kearns et  al., 2021). We also note that there 
are considerable variations among TGD people, 
and future research will benefit from considering 
the breadth of TGD experiences more widely and 
with greater insider input than can be achieved 
in a project led by a transgender scholar-activist 
guided by cisgender supervisors. Collaborative 
research by networks of transgender 
scholar-activists hold much promise for expand-
ing on the important contributions that this 
study makes.

Conclusion

This study explored the positive experiences of 
TGD adults engaging with primary care, and 
expands upon what is understood about TGD 
experiences engaging with GPs. These findings 
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and recommendations help to inform best prac-
tice and future research into TGD healthcare 
experiences. In seeking changes that could be 
implemented in primary care practices, these 
findings support recommendations through which 
positive healthcare interactions for TGD patients 
could be increased.
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