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Objectives. To examine whether indicators of community- and state-level lesbian, gay,

bisexual, and transgender equality are associated with transgender veterans’ mental

health.

Methods. We extracted Veterans Administration data for patients who were di-

agnosed with gender identity disorder, had at least 1 visit in 2013, and lived in a zip code

with a Municipality Equality Index score (n = 1640). We examined the associations of

whether a state included transgender status in employment nondiscrimination laws and

in hate crimes laws with mood disorders; alcohol, illicit drug, and tobacco use disorders;

posttraumatic stress disorder; and suicidal ideation or attempt.

Results. Nearly half (47.3%) of the sample lived in states with employment dis-

crimination protection, and 44.8% lived in states with hate crimes protection. Em-

ployment nondiscrimination protection was associated with 26% decreased odds of

mood disorders (adjusted odds ratio [AOR] = 0.74; 95% confidence interval [CI] = 0.59,

0.93) and 43% decreased odds of self-directed violence (AOR= 0.57; 95% CI = 0.34,

0.95).

Conclusions. Understanding lesbian, gay, bisexual, and transgender social stressors

can inform treatment and care coordination for transgender populations. (Am J Public

Health. 2016;106:534–540. doi:10.2105/AJPH.2015.302981)

US military veterans experience higher
risks for health disparities than do ci-

vilians, and veterans with marginalized
identities are at particularly high risk.1–6

Transgender individuals—those whose sex
assigned at birth is not congruent with their
gender identity—represent one of the most
marginalized populations in both civilian and
military communities.4,7 Despite policies
banning transgender individuals from serving
openly in the military,8 previous work shows
that the US Department of Veterans Affairs
(VA) has a higher prevalence of transgender
individuals than does the US general pop-
ulation.2,9,10 Although many transgender
individuals live successful and healthy lives,
suicide risk is a major concern,11–14 along
with high self-reported rates of other mental
health problems, such as substance use and
posttraumatic stress disorder (PTSD).14–17 It is
unclear whether societal-level factors are

associated with poor mental health among
transgender populations.

Laws and legislative policies can influence
health disparities among marginalized or
vulnerable populations.18,19 Consequently,
research has begun to move beyond
individual-level inquiry toward inclusion of
macrosocial forms of adverse health factors,
such as stigma, formarginalized groups.20 The
definition of structural stigma21 has expanded
to include “societal-level conditions, cultural

norms, and institutional policies that constrain
the opportunities, resources, and well-being
of the stigmatized.”22(p2) Although yet to
be examined in the transgender veteran
population, studies are beginning to highlight
the impact of structural stigma on individual
mental and physical health outcomes specif-
ically among lesbian, gay, and bisexual pop-
ulations.23 In a large nationally representative
sample of US adults, Hatzenbuehler et al.
found that lesbian, gay, and bisexual in-
dividuals had higher rates of psychiatric dis-
orders in states without policies that included
sexual orientation in hate crimes and em-
ployment nondiscrimination. Moreover,
lesbian, gay, and bisexual adults were 2.5
times more likely than were heterosexual
adults to have dysthymia in states with no
protective policies, whereas this disparity was
not observed in states with protective
policies.24

To our knowledge, only 1 study has
assessed policies and transgender health.
Kauth et al. examined the impact of a 2011
Veterans Health Administration national
directive for standardizing health care ser-
vices for transgender veterans and found that
between the study years of 2006 and 2013,
40% of new cases identified occurred 2 years
after the publication of the directive.25

Unfortunately, health conditions were
not examined in that study. Despite the
high prevalence of institutionalized
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discrimination of transgender individuals in
general,7 there are no studies examining the
association between structural stigma and
mental health.

Research about lesbian, gay, bisexual, and
transgender (LGBT) health outcomes and
institutionalized stigma has focused solely on
sexual orientation and self-reported survey
data.23 To date, no studies have examined
indicators of LGBT social environmental
context among transgender veterans or how
these macrosocial factors are associated with
medically documented mental health di-
agnoses. Understanding the role of social
environmental factors specifically related to
transgender individuals’ health outcomes is
essential for developing prevention and in-
tervention strategies to improve the lives of
transgender individuals. Because the VA is
the single largest provider of health care for
transgender veterans in theUnited States,4,25

it is an ideal environment in which to ex-
amine the association of social environ-
mental indicators with mental health
diagnoses among a subpopulation of trans-
gender individuals.

We examined whether indicators of
community- and state-level LGBT equality
are associated with mental health–related
International Classification of Diseases, Ninth
Revision (ICD-9)26 diagnoses among trans-
gender veterans using VA care. We hy-
pothesized that transgender veterans living in
communities and states with positive socio-
political climates for LGBT individuals would
have a lower prevalence of medically docu-
mented mental health diagnoses than would
transgender veterans living in less supportive
social environments for LGBT individuals.

METHODS
We constructed our analytic sample in

a 3-step process using VA data for inpatient
and outpatient visits.27 First, we defined
transgender patients as those having 1 ormore
of the following 4 ICD-9 diagnosis codes
indicating transgender status: 302.85, 302.6,
302.5, and 302.3.2,25,28,29 Second, patients
had to have at least 1 outpatient clinic visit or
hospitalization to a VA facility between
January 1 and September 30, 2013. We se-
lected this time frame on the basis of the
period of overlap between the calendar year

(CY) of 2013 of the LGBT sociopolitical
climate data we used and the VA fiscal year
(FY), which is October 1 through September
30. Third, we included patients if they lived in
a zip code included in one of the 291 mu-
nicipalities in theMunicipality Equality Index
(MEI) report. The resulting analytic sample
comprised 1640 transgender veterans re-
ceiving VA health care from January 1 to
September 30, 2013.

Variables
We obtained data addressing the LGBT

sociopolitical climate from 2 reports created
by the Human Rights Campaign for
CY2013. The MEI provides a score ranging
from 0 to 100 for 291 municipalities in the
United States, with higher scores repre-
senting greater equality for LGBT in-
dividuals.30 Each US state was represented
by at least 3 cities, including its capital city.
The MEI generated scores on the basis of 6
criteria for each city:

1. nondiscrimination law that includes
sexual orientation and gender identity,

2. recognition of same-sex relationships
(marriage, civil unions, or domestic
partnership registries),

3. equal benefits and protections for LGBT
individuals employed by the
municipality,

4. inclusion of LGBT constituents in city
services and programs,

5. inclusion of LGBT issues in law en-
forcement and participation in the Fed-
eral Bureau of Investigation hate crimes
statistics, and

6. city leadership’s relationship with the
LGBT community (e.g., openly LGBT
elected or appointed officials).

A detailed description of the MEI method-
ology has been previously published.30 The
second Human Rights Campaign report
reviewed state legislation in CY2013 to de-
termine which states had employment non-
discrimination laws and policies that included
sexual orientation and gender identity and hate
crimes laws that included sexual orientation and
gender identity.31 For each state, we created
a dichotomous variable (yes vs no) for employ-
ment nondiscrimination and for hate crimes laws
that include transgender status or gender identity.

We assessed patient sociodemographic
information from VA data, including race
(coded as White, Black, or other), ethnicity
(Hispanic vs non-Hispanic), age,marital status
(married, never married, or formerly mar-
ried), and sex (male or female) at the last VA
visit. For information about sex, we used
the last visit becauseVAdata currently include
only 1 field to denote sex as either male or
female, but patients can change their sex in
administrative data to align with their gender
identity.32

Our dependent variables included 5 ICD-9
mental health diagnoses from patient visits
between January 1 and September 30, 2013:
mood disorders (296.0, 9, and 311), alcohol
abuse disorder (303), illicit substance abuse
disorder (304), tobacco use disorder (305),
PTSD (309.81), and self-directed violence
(E950-9, E980-9, and V62.84).

Analyses
We used univariate frequencies to char-

acterize sociodemographic variables and
mental health–related ICD-9 diagnoses for
the analytic sample.We conducted the c2 test
to determine differences in variables by
whether patients lived in a state with em-
ployment discrimination protection and
hate crimes protection. We used the t test
assuming unequal variances to examine
how mean MEI scores varied by socio-
demographic variables and ICD-9 mental
health diagnoses.

We used several steps to develop multi-
variable models to test the associations of
sociopolitical climate variables with these
mental health diagnoses. First, with all vari-
ables entered into single-level logistic re-
gression models, the nondiscrimination
protection variable and the hate crime pro-
tection variable exhibited problematic col-
linearity (variance inflation factor = 3.5) and
consequently we estimated them in separate
models. After we evaluated the data, patients
were too dispersed across zip codes for us to
conduct 3-level models (i.e., state, zip code,
patient). We then assessed whether 2-level
modeling was needed to account for patients
nested in US states. We used mixed effects
logistic regression and postestimation com-
mands in Stata to determine intraclass cor-
relations.33,34 In all instances, likelihood ratio
tests comparing the 2-level logistic models
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with single-level logistic models did not show
statistical significance (P= .18–.99) and
intraclass correlation coefficients were less
than 0.01, so we conducted single-level
models.34 We have reported adjusted odds
ratios (AORs) with corresponding 95%
confidence intervals (CIs) for each outcome.
We conducted all analyses using StataSE
version 13.34

RESULTS
In the overall sample of 1640 transgender

veterans, most patients were White (81.2%),
non-Hispanic (95.3%), and indicated as male
sex in their medical record (69.3%; Table 1).
The mean MEI score across the sample was
74.1, and fewer than half of the patients lived

in states that protected transgender persons
against employment discrimination (47.3%) or
against hate crimes (44.8%). There were few
sociodemographic differences on the basis of
living in a state that included transgender status
or gender identity in employment non-
discrimination laws or in hate crimes laws.
Patients who were married tended to live in
cities with lower MEI scores than did patients
who were never married or were formerly
married.

There were pronounced differences across
sociopolitical climate indicators. For instance,
transgender patients who lived in states that
included transgender status or gender identity
in employment nondiscrimination laws had
higher meanMEI scores than did transgender
patients who lived in states without such
protections (86.2 vs 63.2; P< .01).

Mental Health Diagnoses and
Sociopolitical Indicators

Overall, the 3 most common mental
health diagnoses were mood disorders
(49.7%), PTSD (23.7%), and tobacco use
disorder (21.3%; Table 2). There were no
differences in the prevalence of mental health
diagnoses between transgender patients who
did and did not live in states with hate crime
laws that included transgender status or
gender identity. However, transgender pa-
tients who lived in states with employment
nondiscrimination protection had a signifi-
cantly lower prevalence of mood disorders
(54.0% vs 46.0%; P < .01) and of self-directed
violence (6.3% vs 4.0%; P= .04) than did
transgender patients who lived in states
without employment nondiscrimination
protection (Figure 1).

TABLE 1—Sociodemographic Characteristics Among Transgender Veterans With ‡1 Veterans Health Administration Visit, Overall and by
Sociopolitical Indicator: United States, 2013

Lives in State With
Nondiscrimination Protection

Lives in State With
Hate Crimes Protection

MEI Score (n = 1640)

Characteristic
Overall (n = 1640),

No. (%)
Yes (n = 776),

No. (%)
No (n = 864),
No. (%) P

Yes (n = 735),
No. (%)

No (n = 905),
No. (%) P Mean 6SD P

Race .09 .02 .06

White 1218 (81.2) 555 (79.1) 663 (83.0) 542 (82.1) 676 (80.4) 73.4 626.6

Black 226 (15.1) 114 (16.2) 112 (14.0) 85 (12.9) 141 (16.8) 78.6 627.1

Other 57 (3.8) 33 (4.7) 24 (3.0) 33 (5.0) 24 (2.8) 73.6 627.2

Ethnicity .53 .54 .46

Hispanic 72 (4.7) 36 (5.1) 36 (4.4) 34 (5.1) 38 (4.4) 76.1 623.9

Non-Hispanic 1455 (95.3) 673 (94.9) 782 (95.6) 633 (94.9) 822 (95.6) 73.9 627.1

Sex .23 .07 .06

Male 1136 (69.3) 527 (67.9) 609 (70.5) 492 (66.9) 644 (71.1) 73.2 626.8

Female 504 (30.7) 249 (32.1) 255 (29.5) 243 (33.1) 261 (28.8) 76.0 627.2

Marital status .34 .30 < .01
Married 301 (18.4) 138 (17.9) 163 (18.9) 128 (17.5) 173 (19.2) 70.2 627.9

Never married 810 (49.6) 373 (48.3) 437 (50.7) 355 (48.6) 455 (50.4) 73.9 626.6

Formerly married 523 (32.0) 261 (33.8) 262 (30.4) .03 248 (33.9) 275 (30.4) .17 76.6 626.5

Age, y 54.8 613.2 55.5 613.2 54.1 613.2 55.3 613.4 54.4 613.0 . . .

MEI 74.1 626.9 . . . . . . . . . . . . . . .

State laws

Employment nondiscrimination < .01 < .01
Yes 776 (47.3) . . . . . . 697 (89.8) 79 (10.2) 86.2 616.3

No 864 (52.7) . . . . . . 38 (4.4) 826 (95.6) 63.2 629.8

Hate crimes < .01 < .01
Yes 735 (44.8) 697 (94.8) 38 (5.2) . . . . . . 85.4 617.2

No 905 (55.2) 79 (8.7) 826 (91.3) . . . . . . 64.8 629.7

Note. ICD-9 = International Classification of Diseases, Ninth Revision26; MEI =Municipality Equality Index.
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In terms ofMEI score, transgender patients
with alcohol abuse disorders lived in areas
with higher mean MEI scores than did
transgender patients without alcohol abuse
disorders (78.4 vs 73.6; P= .02). Similarly,
transgender patientswith any illicit drug abuse
disorders lived in areas with higher meanMEI
scores than did transgender patients without
an illicit drug abuse disorder (81.5 vs 73.4;
P < .01).

Sociopolitical Indicators and
Mental Health

After we adjusted for age, sex, race, eth-
nicity, marital status, and MEI score, we
found that veterans living in states that in-
cluded transgender status or gender identity in
employment nondiscrimination laws had
a significantly decreased AOR of having
mood disorders (AOR=0.74; 95%
CI= 0.59, 0.93) and self-directed violence
(AOR=0.57; 95% CI= 0.34, 0.95; Table 3).

The inclusion of transgender status in hate
crimes laws had no significant associations

with mental health diagnoses (Table 3).
Across both sets of models detailed in
Table 3, MEI score was largely not
statistically significantly associated with
mental health diagnoses except for
alcohol abuse and illicit drug abuse disor-
ders, in which a 1-point increase in MEI
score was associated with a 1% increase
in the odds of a transgender patient
having alcohol abuse or drug abuse
disorders.

DISCUSSION
To our knowledge, this is the first in-

vestigation of how sociopolitical indicators of
LGBT climate associate with medical out-
comes among a national sample of trans-
gender veterans in care. Our results indicate 3
main findings that significantly contribute to
our understanding of structural stigma on
adverse health outcomes for transgender
veterans receiving Veterans Health Admin-
istration care.

First, even after adjusting for key socio-
demographic characteristics, transgender pa-
tients living in states with employment
policies that include transgender status or
gender identity had significantly lower odds
of having amedical visit formood disorders or
self-directed violence than did their peers
living in states without such legal protections.
These significant associations may align with
previous findings among other stigmatized
groups. For example, Hatzenbuehler et al. has
demonstrated that mood disorders35 and
suicide risk36,37 among sexual minority in-
dividuals are related to indicators of sexual
orientation discrimination or acceptance at
the social level. However, this seeming
concordance with our findings must be
interpreted in light of an important note: the
significant associations in our investigation
were at the individual level. The multilevel
models were not significant, meaning that
statistically the state-level variables did not
explain significant portions of the variance in
the individual-level outcomes.

TABLE 2—Prevalence of ICD-9 Diagnoses Among Transgender Veterans With ‡1 Veterans Health Administration Visit, Overall and By
Sociopolitical Indicator: United States, 2013

Lives in State With
Nondiscrimination Protection

Lives in State With
Hate Crimes Protection

MEI Score

Variable
Overall,
No. (%)

Yes,
No. (%)

No,
No. (%) P

Yes,
No. (%)

No,
No. (%) P Mean 6SD P

Mood disorder < .01 .13 .54

Yes 815 (49.7) 357 (46.0) 458 (53.0) 350 (47.6) 465 (51.4) 73.6 62 7.0

No 825 (50.3) 419 (54.0) 406 (47.0) 385 (52.4) 440 (48.6) 74.5 626.9

PTSD .13 .11 .60

Yes 389 (23.7) 197 (25.4) 192 (22.2) 188 (25.6) 201 (22.2) 74.7 628.0

No 1251 (76.3) 579 (74.6) 672 (77.8) 547 (74.4) 704 (77.8) 73.9 626.6

Alcohol abuse disorder .68 .29 .02

Yes 166 (10.1) 76 (9.8) 90 (10.4) 68 (9.2) 98 (10.8) 78.4 624.6

No 1474 (89.9) 700 (90.2) 774 (89.6) 667 (90.8) 807 (89.2) 73.6 627.1

Illicit drug abuse disorder .71 .75 < .01
Yes 131 (8.0) 64 (8.2) 67 (7.7) 57 (7.8) 74 (8.2) 81.5 622.5

No 1509 (92.0) 712 (91.8) 797 (92.3) 678 (92.2) 831 (91.8) 73.4 627.2

Tobacco use disorder .14 .31 .64

Yes 349 (21.3) 153 (19.7) 196 (22.7) 148 (20.1) 201 (22.2) 73.5 627.0

No 1291 (78.7) 623 (80.3) 668 (77.3) 587 (79.9) 704 (77.8) 74.2 626.9

Any self-directed violence .04 .11 .68

Yes 85 (5.2) 31 (4.0) 54 (6.3) 31 (4.2) 54 (6.0) 75.2 626.0

No 1555 (94.8) 745 (96.0) 810 (93.7) 704 (95.8) 851 (94.0) 74.0 627.0

Note. ICD-9 = International Classification of Diseases, Ninth Revision26; MEI =Municipality Equality Index; PTSD=posttraumatic stress disorder.
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It is possible that the indicator for state-
level policies may be a proxy for some un-
measured individual-level characteristic
(i.e., omitted variable bias). It is also
possible that there was selection bias in that
patients may have chosen to live in more
transgender-friendly communities. More
in-depth research is needed to further explore

this association, such as surveys to examine
how many patients are aware of such legal
protections and qualitative inquiry to explore
how and whether such legal protections
affect mental health and health care utiliza-
tion among transgender patients.

Second, despite having some overlap with
employment nondiscrimination laws that

include transgender status, hate crimes laws
that include transgender status were not sig-
nificantly associated with any of the specific
mental health diagnoses we included. Al-
though transgender persons endure high
burdens of violence,38 it is unclear how hate
crimes protections function for transgender
individuals. For example, hate crimes
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FIGURE 1—Prevalence of ICD-9 Diagnoses Among Transgender Veterans With ‡ 1 Veterans Health Administration Visit, by Living in
States With and Without Employment Nondiscrimination Protection: United States, 2013

TABLE 3—Association of MEI Score, Nondiscrimination Laws, and Hate Crimes LawsWithMental Health ICD-9Diagnoses Among Transgender
Veterans: United States, 2013

Variable
Mood Disorders,
AOR (95% CI)

Alcohol Abuse Disorder,
AOR (95% CI)

Illicit Drug Abuse Disorder,
AOR (95% CI)

Tobacco Use Disorder,
AOR (95% CI)

PTSD, AOR
(95% CI)

Self-Directed Violence,
AOR (95% CI)

Model 1

MEI score 1.00 (1.00, 1.01) 1.01 (1.00, 1.01) 1.01 (1.00, 1.02) 1.00 (0.99, 1.00) 1.00 (0.99, 1.01) 1.00 (0.99, 1.01)

Nondiscrimination laws 0.74 (0.59, 0.93) 0.83 (0.58, 1.20) 0.81 (0.53, 1.23) 0.81 (0.61, 1.07) 1.21 (0.92, 1.58) 0.57 (0.34, 0.95)

Model 2

MEI score 1.00 (0.99, 1.00) 1.01 (1.00, 1.01) 1.01 (1.00, 1.02) 1.00 (0.99, 1.00) 1.00 (0.99, 1.01) 1.00 (0.99, 1.01)

Hate crime laws 0.86 (0.68, 1.07) 0.80 (0.56, 1.15) 0.83 (0.55, 1.26) 0.91 (0.69, 1.20) 1.17 (0.89, 1.53) 0.67 (0.40, 1.11)

Note. AOR= adjusted odds ratio; CI = confidence interval; ICD-9 = International Classification of Diseases, Ninth Revision26; MEI =Municipality Equality Index;
PTSD=posttraumatic stress disorder. The population size was n = 1449. All models adjusted for age, race, ethnicity, and marital status.
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protections involve interactions with law
enforcement, and several studies document
transgender individuals’ underreporting
violence to the police, distrust of law en-
forcement, and mistreatment in the legal
system.38–40 Moreover, it is possible that
transgender patients who have experienced
victimization may be less likely to seek help41

and may thus be underrepresented in this
sample of patients. Unfortunately, VA data do
not include social environmental exposures
such as victimization. Future research is
needed to explore how mental health and
health care access may vary among trans-
gender patients on the basis of their experi-
ences of violence, especially because of the
high rates of PTSD treatment seeking in this
sample.

Third, in a finding counter to our hy-
potheses, MEI score largely was not signifi-
cantly associated with mental health
diagnoses, except for alcohol abuse disorder
and illicit drug abuse disorder, for which
a 1-point increase inMEI was associated with
a 1% increase in odds of having alcohol abuse
disorder or an illicit drug abuse disorder. That
is, living in a more LGBT-friendly environ-
ment was associated with slightly higher odds
of having a substance use disorder. One po-
tential explanation for this finding is that
transgender patients in more friendly LGBT
environments may feel more comfortable
seeking treatment of alcohol and drug abuse
issues. Moreover, health care organizations
and service providers in more LGBT-friendly
areas may be more attuned to the specific
needs of transgender patients, which may
contribute to patients receiving substance use
treatment if they need or request it.

However, the 1% increased odds associ-
ated with MEI scores also reflects a relatively
small effect, which may have limited clinical
significance. Moreover, the AORs were
marginally significant (i.e., included the lower
confidence bound of 0.99). Thus these esti-
mates may not be reliable enough for us to
meaningfully interpret. The small association
notwithstanding, it is unclear what factors
drive the different associations for MEI and
mental health versus state-level policies and
mental health. Further research is needed to
study the multilevel complexities of laws and
policies on mental health, especially in situ-
ations in which local policies differ from state
or federal laws.

Implications
Our results show high burdens of mental

illnesses among this veteran population, with
nearly 50% having mood disorders. MEI
scores aside, providers and health care systems
serving transgender veterans should be cog-
nizant of social environmental factors that
may affect mental health. For example, the
literature supports a strong link between
unemployment and mental health,42 partic-
ularly suicidal risk.43 Mental health pro-
fessionals may have to take into account that
transgender patients likely experience unique
stress from discrimination, and mitigating
stress from nonclinical factors, such as em-
ployment discrimination, may require more
complex, integrated solutions than does
individual-level therapy (e.g., career coun-
seling or legal services). Moreover, at a sys-
tems level, social environmental factors, such
as employment discrimination against trans-
gender veterans, may undermine VA voca-
tional rehabilitation and job placement
programs to assist veterans in finding em-
ployment.44 Further research is needed to
examine how health care systems can in-
tegrate social determinants of health into the
processes of improving patients’ lives,45 par-
ticularly among groups of patients who may
be especially vulnerable to health disparities,
such as transgender individuals.

Limitations
We note several limitations. First, because

the analytic sample resided in cities, results
may not generalize to patients with gender
identity disorder (GID)who live in rural areas.
Moreover, because the sample is solely from
the VA, generalizability is limited because
the VA has recently made system-wide ap-
proaches to clinical education and training
to implement health care related to the needs
of transgender patients.25

Second, VA data do not contain self-
identified transgender status, and defining
transgender status on the basis of an ICD-9
diagnosis code of GID could lead to potential
misclassification bias. For example, a self-
identified transgender VA patient not being
treated for GID and without a corresponding
GID diagnostic code would not have been
included in our sample. Moreover, some
transgender VA patients may not disclose
their transgender status to their providers and

thus would not have been included in the
sample.

Third, mental health outcomes are de-
termined by a patient being treated in either
an inpatient or outpatient visit. Although
these data are a much more conservative,
clinically verified way of gauging mental
health outcomes, they do not necessarily
reflect nuanced mental health status that may
be detected through self-report mental health
scales often used in public mental health re-
search (e.g., Kessler-6).46 Additionally, the
scope of our project included only diagnosis
codes for depression and mood disorders.
Future research is needed to explore addi-
tional mental health diagnoses, such as
anxiety.

Fourth, as cross-sectional data, the vari-
ables associated with mental health outcomes
cannot be interpreted as causal. Finally, the
timeline of the VA data were determined by
the overlap of FY2013 data with CY2013,
which excluded data fromOctober 1 through
December 31, 2013, likely underestimating
ICD-9 mental health diagnoses.

Conclusions
Social environmental factors (e.g., dis-

criminatory laws) are important de-
terminants of health, but precise mechanisms
of how such factors affect health remain as
mysterious as they are insidious.20 Trans-
gender patients are not 1-dimensional en-
tities who appear in a clinic from one visit to
the next—they live in and move through
complex, dynamic, and at times hostile so-
ciocultural milieus, which can have both
proximal and distal implications for health
(e.g., being physically assaulted or evicted
from housing for being transgender).
Detecting these social factors could improve
systems’ and providers’ understanding of the
complex etiology of health disparities and
inform the treatment processes and co-
ordination of care for this vulnerable pop-
ulation of veterans.
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