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Abstract

Objectives—Given that prior mistreatment can lead to heightened vigilance to and perceptions 

of future rejection, the present study examined whether this heightened vigilance, known as 

rejection sensitivity, mediates the association between healthcare mistreatment and healthcare 

avoidance in trans masculine (TM) adults.

Method—Between 2015 and 2016, 150 TM adults completed a comprehensive survey assessing 

socio-demographics, sexual health, and healthcare experiences. A 5-item scale assessing 

participants’ sensitivity to rejection in healthcare scenarios was administered and psychometrically 

evaluated. Structural equation modeling was used to test whether rejection sensitivity in healthcare 

mediated the relationship between lifetime mistreatment in healthcare and past 12-month 

healthcare avoidance among TM adults.

Results—Overall, 68% of participants had experienced some form of mistreatment in healthcare 

in their lifetime and 43% had avoided healthcare in the past 12 months. For 5% of the sample, 

healthcare avoidance in the past 12 months resulted in a medical emergency. Path analyses 

revealed that healthcare mistreatment was positively correlated with rejection sensitivity and 

sensitivity was positively correlated with past 12-month healthcare avoidance. Rejection 

sensitivity mediated the relationship between mistreatment and healthcare avoidance (all p-values 

< 0.05).

Conclusion—Rejection sensitivity may contribute to healthcare avoidance among stigmatized 

TM patients; however, longitudinal research is needed to establish the temporal ordering of these 

processes. Multilevel interventions to reduce healthcare discrimination and help TM adults cope 

with the psychological and behavioral consequences of stigma are recommended.
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Introduction

Trans masculine (TM) is a term utilized to describe an array of individuals who were 

assigned a female sex at birth and who now identify as men, trans men, male, or another 

binary or non-binary (e.g., genderqueer) identity along the female-to-male gender spectrum. 

Like all people, TM individuals need to access healthcare to meet their general, emergency, 

and preventative healthcare needs, including routine primary and sexual healthcare such as 

chest exams and Pap tests to screen for sexually transmitted infections and cancer. Many TM 

individuals also require healthcare to medically affirm their gender, which can include the 

use of hormone therapy and/or surgery to align one’s gender presentation with one’s gender 

identity (Coleman et al., 2012). However, due to having a gender expression or identity that 

does not conform to the socially sanctioned gender norms of their birth sex, TM people 

often experience widespread stigma, which can impact their access to healthcare and 

ultimately lead to poor health outcomes (White Hughto, Reisner, & Pachankis, 2015).

Mistreatment in Healthcare Settings

Transgender stigma in healthcare can include overt, enacted discrimination such as being 

refused care by a healthcare provider, as well as more subtle or even inadvertent forms of 

stigma, such as a provider’s use of non-affirming language and lack of transgender health 

knowledge (James et al., 2016; Lurie, 2005; Poteat, German, & Kerrigan, 2013; White 

Hughto et al., 2015). Lack of provider knowledge can force TM patients to have to educate 

their providers, and may even lead providers to perform unnecessary exams, such as pelvic 

exams, out of curiosity (Poteat et al., 2013; Snelgrove, Jasudavisius, Rowe, Head, & Bauer, 

2012; White Hughto et al., 2015). Discriminatory encounters and unnecessary and invasive 

questions or procedures can be traumatic for TM patients, particularly for those who are 

highly gender dysphoric (Agénor et al., 2016; Coleman et al., 2012; Reisner, Randazzo, et 

al., 2017). Moreover, research suggests that TM individuals often avoid healthcare for fear 

of mistreatment, which can lead to otherwise preventable healthcare emergencies (Mizock & 

Mueser, 2014; Reisner, Hughto, et al., 2015; Reisner, Pardo, et al., 2015).

Rejection Sensitivity and Mistreatment

The rejection sensitivity model is a useful framework for understanding how past 

experiences of mistreatment may shape future health behaviors for TM individuals and other 

marginalized groups. The rejection sensitivity model was first developed by Mendoza-

Denton et al. (2002) to elucidate how sensitivity to race-related rejection impacts the 

interpersonal functioning and mental health of African American college students, and later 

adapted to examine how experiencing homophobia in everyday interpersonal situations can 

contribute to anxious expectations of rejection and internalized homophobia in gay men 

(Pachankis, Goldfried, & Ramrattan, 2008). The model posits that heightened sensitivity to 

mistreatment develops out of interpersonal schemas derived from past experiences of 
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discrimination or community narratives of stigmatizing encounters. These interpersonal 

schemas of mistreatment can lead stigmatized individuals to nervously anticipate, routinely 

observe, and anxiously react to rejection (Mendoza-Denton, Downey, Purdie, Davis, & 

Pietrzak, 2002). Rejection sensitivity therefore incorporates an individual’s evaluation of 

whether rejection is likely to occur in the future (i.e., expectations of rejection) and one’s 

propensity to anxiously respond to stigmatizing encounters.

The term sensitivity is not meant to further stigmatize marginalized groups, but rather to 

illustrate the variability in stigmatized individuals’ reactions to stigma. Rejection sensitivity 

occurs along a continuum, anchored by accurate threat perception and adaptive emotional 

reactions at one end and inaccurate threat perception and maladaptive emotional reactions at 

the other (Downey, Freitas, Michaelis, & Khouri, 1998). Take for example a transgender 

patient who has been asked to provide a urine sample during a routine health exam. The 

medical assistant directs the patient to the “unisex bathroom” because it is the only 

bathroom in the lab area. A transgender patient with inaccurate threat perception might 

assume that that he was singled out to use the unisex bathroom due to his gender identity 

and subsequently avoid future health exams at the clinic on the basis that the staff are 

transphobic. Conversely, a transgender patient with accurate threat perception would scan 

the lab area, determine that it is the only bathroom, and later return for future health 

screenings at the clinic in order to safeguard his health. Now had there been gendered and 

unisex bathrooms in the lab area, and had the medical assistant indicated that she always 

directs transgender people to single occupant bathrooms so as not to “alarm other patients,” 

than the patient’s decision to avoid future health screenings at the clinic would have been an 

accurate and adaptive response to transphobia. Thus, accurately perceiving and adaptively 

responding to mistreatment is protective as it enables stigmatized individuals to avoid harm. 

However, heightened sensitivity to rejection can be problematic when it leads stigmatized 

individuals to interpret benign situations as discriminatory and respond in harmful or self-

defeating ways.

Extending the rejection sensitivity model to TM individuals, researchers have theorized that 

rejection sensitivity mediates the relationship between experiences of healthcare 

mistreatment and healthcare avoidance (White Hughto et al., 2015). Indeed, it has been 

theorized that TM adults who have experienced mistreatment in healthcare may develop a 

heightened sensitivity to future rejection in these settings, which leads to anxious 

expectations of future mistreatment and avoidance of healthcare as a means of coping with 

the perceived threat. While researchers have theorized that rejection sensitivity may be one 

of the psychological processes through which stigma harms the health of TM individuals 

(e.g., White Hughto et al, 2015), to date, no study to our knowledge, has examined the 

mediating role of rejection sensitivity in this population, particularly in important settings 

like healthcare where stigma is common and the consequences of behavioral avoidance can 

be dire.

Aims

In order to examine rejection sensitivity among transgender people in healthcare encounters, 

it is first necessary to establish a psychometrically sound assessment of this construct. 
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Building on the gay-related rejection sensitivity scale developed by Pachankis et al. (2008), 

the present study aimed to establish a valid and reliable measure of rejection sensitivity 

among transgender people in healthcare settings and then test the hypothesis that rejection 

sensitivity mediates the relationship between healthcare mistreatment and healthcare 

avoidance among TM adults. Demonstrating the mediating role of rejection sensitivity in the 

relationship between past experiences of healthcare mistreatment and future healthcare 

avoidance can serve to further validate the theory of rejection sensitivity among TM adults 

and pave the way for the development of interventions that target problematic psychological 

and behavioral reactions to stigma in order to improve access to healthcare and ultimately 

the health of TM adults.

Method

Sample and Procedures

The present study utilized data collected from a sample of 150 TM adults who were enrolled 

in a sexual health study between March 2015 and September 2016. The primary aim of the 

parent study was to evaluate self-swab testing for cervical human papillomavirus (HPV). 

The parent study also examined facilitators and barriers to healthcare, including HPV 

testing. Participants were purposively sampled through recruitment at the clinic where the 

study was conducted, flyers posted at community-based organizations serving transgender 

individuals, online social networks, and word of mouth. Eligible participants were: (1) ages 

21 to 64; (2) assigned a female sex at birth and now have a masculine-spectrum gender 

identity; (3) have a cervix; (4) have been sexually active within the past 3 years with partners 

of any gender; (5) able to speak and understand English; and (6) willing and able to provide 

informed consent.

The parent study included a clinical visit and a self-administered survey assessing 

participant demographics, sexual health, mental health, and healthcare experiences, 

including past experiences of discrimination and rejection sensitivity (see Reisner et al., 

2017 for study protocol). All participants received a $100 gift card for their time. The study 

was approved by the Institutional Review Board of Fenway Health.

This paper utilizes data collected during the self-administered survey to develop and test the 

rejection sensitivity construct as applied to the healthcare experiences of transgender adults.

Measures

Descriptive variables

Socio-demographics: Participants’ age was assessed continuously in years. Participants 

were asked to check all that apply regarding their race: White; American Indian/Alaskan 

Native; Asian; Native Hawaiian or other Pacific Islander; Black/African American; another 

race. Participants reporting more than one race were coded as such. Participants with a race 

other than White were coded as being a person of color (1= yes, 0 = no). Participants were 

asked whether they were Hispanic or Latino (1= yes, 0 = no). Annual income was assessed 

continuously with a “don’t know” and “prefer not to answer” option, and low annual income 

was coded as: $32,000 or less vs. $32,000 or more.
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Participants were provided with a list of responses and asked to “choose the response that 

best describes your gender identity today.” Participants had the option of writing in an 

identity not otherwise provided. Participants who identified as a man, male, transgender 

man, female-to-male (FtM), trans man, man of transgender experience, trans masculine or 

another binary gender not otherwise listed (e.g., trans, masculine of center) were coded as 

having a binary gender identity. Participants who identified as genderqueer, gender non-

conforming, non-binary, or another non-binary gender identity not otherwise listed (e.g., 

two-spirit) were coded as non-binary. Participants were asked if they were currently using 

hormones (1= yes, 0 = no) or had surgery (1= yes, 0 = no) to affirm their gender.

Health consequences of healthcare avoidance: In order to characterize the health 

consequences of healthcare avoidance, participants were also asked to indicate if they had 

avoided healthcare in the past 12 months to the point that it resulted in a medical emergency 

(1 = yes, 0 = no) (Grant et al., 2011).

Validity measures—In order to assess the validity of the rejection sensitivity scale, we 

selected five measures hypothesized to be significantly (convergent validity) and non-

significantly (divergent validity) correlated with rejection sensitivity for transgender 

individuals. Transgender-related discrimination was selected as a convergent validity 

measure given prior research documenting a significant and positive correlation between 

status-based discrimination and rejection sensitivity (Mendoza-Denton et al., 2002; 

Pachankis et al., 2008). Anxiety was selected as a convergent validity measure because prior 

research has conceptualized and measured rejection sensitivity as anxious expectations of 

rejection (Downey & Feldman, 1996; London, Downey, Bonica, & Paltin, 2007; Mendoza-

Denton et al., 2002; Pachankis et al., 2008) and rejection sensitivity has been linked to 

anxiety in other marginalized groups (Luterek, Harb, Heimberg, & Marx, 2004; Mendoza-

Denton et al., 2002; Pachankis et al., 2008). Resilience was chosen as the third convergent 

validity measure given prior research demonstrating a negative relationship between 

resilience and poor mental health among transgender individuals (Bockting, Miner, 

Swinburne Romine, Hamilton, & Coleman, 2013). Finally, past week fruit consumption and 

sex drive were chosen as divergent validity measures as no prior research has documented a 

relationship between rejection sensitivity and these experiences.

Transgender-related discrimination: Transgender-related discrimination experiences were 

assessed with the 11-item Everyday Discrimination Scale, which assesses the frequency of 

participants’ experiences of everyday discrimination in the past 12 months on a Likert scale 

ranging from 0 = never to 4 = very often. Sample items include: “You have been treated with 

less courtesy than other people;” “You have received poorer service than other people at 

restaurants or stores” (Krieger, Smith, Naishadham, Hartman, & Barbeau, 2005; Williams, 

Yan, Jackson, & Anderson, 1997). Participants were then asked to indicate the reason(s) 

attributed to their discrimination experiences. Items from the general everyday 

discrimination scale were summed. In order to create a transgender-specific discrimination 

score, participants who did not report experiencing discrimination due to some aspect of 

being transgender (e.g., gender identity or expression) were given a score of 0. Scores for the 

transgender-related discrimination score ranged from 0 to 39, with higher scores indicating 
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higher levels of transgender-related discrimination. Reliability for the current measure was 

excellent (α = .94; M = 12.51; SD = 9.13) (Gliem & Gliem, 2003). In previous research 

with transgender people, scores on the general scale ranged from 0 to 44 (M = 19.88; SD = 

9.58) and internal consistency was also excellent (α = .93) (White Hughto, Pachankis, 

Willie, & Reisner, 2017). In prior samples of sexual and gender minority participants, 

general discrimination scores were positively correlated with depressive distress, anxiety, 

and substance use (Gamarel, Reisner, Laurenceau, Nemoto, & Operario, 2014; Gamarel, 

Reisner, Parsons, & Golub, 2012; Gordon & Meyer, 2008; Reisner, Gamarel, Nemoto, & 

Operario, 2014).

Anxiety symptoms: Anxiety was assessed via the anxiety symptoms subscale of the Brief 

Symptom Inventory 18 (BSI-18). The six-item subscale assesses how distressed or bothered 

participants are by anxiety symptoms (e.g., “Nervousness or shakiness inside”) in the last 7 

days on a scale from 0 = not at all to 5 = extremely bothered (Derogatis, 2000). Items were 

summed and anxiety scores ranged from 39 to 81, with higher scores indicating greater 

anxiety (M = 56.01; SD = 10.13). Mean anxiety scores for the present sample correspond to 

the 73rd percentile of the anxiety scores for cisgender men and women combined (Derogatis, 

2000). Reliability for the present study was good (α = .88) and consistent with previous 

studies of transgender adults (i.e., .89) (Bockting, Miner, Swinburne Romine, Hamilton, & 

Coleman, 2013) and lesbian, gay, bisexual, and transgender (LGBT) youth (i.e., .91 – .94) 

(Reuter, Newcomb, Whitton, & Mustanski, 2017).

Resilience: Resilience was assessed using four items from the Brief Resilience Scale (Smith 

et al., 2008). Responses were assessed on a scale from 1 = strongly disagree to 5 = strongly 
agree and included items such as “I tend to bounce back quickly after hard times.” 

Appropriate item responses were reverse scored and averaged to derive a single scale score. 

Higher scores indicated greater ability to recover from stress. Reliability for the present 

study was good (α = .86) and participants reported moderate mean levels of resilience (M = 

3.26; SD = 0.81). In previous research with transgender adults, internal consistency was 

slightly better than the present study (α = . 91), mean scores were slightly lower, (M = 2.90; 

SD = 0.94), and resilience was negatively correlated with psychological distress (Breslow et 

al., 2015).

Fruit consumption: A single item was used to assess on how many days in the past seven 

days participants had consumed fruit (M = 4.25; SD = 2.13) (Eaton et al., 2013).

Sex drive: Sex drive was assessed by asking participants to rate their level of sexual desire 

or interest in the past four weeks (Rosen, 2000). Responses options ranged from 1 = very 
low/ none at all to 5 = very high. The mean sex drive score was 3.61 (SD = 1.07) in the 

current sample. In studies of cisgender heterosexual and lesbian women, sexual desire was 

positively correlated with arousal and sexual satisfaction (Beaber & Werner, 2009; Rosen, 

2000) and no differences were found in level of desire by sexual orientation (Beaber & 

Werner, 2009).
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Variables used in mediation analyses

Mistreatment in healthcare: Lifetime mistreatment in healthcare due to one’s gender 

identity was assessed using two measures from previous research with transgender samples 

(Grant et al., 2011; Reisner, Pardo, et al., 2015). Specifically, participants were asked to 

indicate (1 = yes or 0 = no) whether they had the following experiences in their lifetime: 

“Due to my transgender identity or nonconforming gender expression, a doctor or other 

provider refused to treat me” and “I had to teach my doctor or other healthcare provider 

about transgender people in order to get appropriate care” (response options: 1 = yes, 0 = 

no). In the present study, 10.0% of the sample had been refused care in their lifetime and 

68.0% had to teach their doctor in order to receive appropriate care during their lifetime. In 

previous studies with transgender samples (James et al., 2016; Reisner, Pardo, et al., 2015)., 

healthcare refusal (5.8%-14.1%) and educating one’s provider in order to receive appropriate 

care (24.0%-32.1%) were common and these forms of mistreatment were each positively 

associated with being unable to access medical gender affirmation care (e.g., hormones or 

surgery) (White Hughto, Rose, Pachankis, & Reisner, 2017).

Healthcare avoidance: Healthcare avoidance in the past 12 months was measured by asking 

respondents to answer 1 = yes or 0 = no to the following three experiences (Grant et al., 

2011): “I postponed or did not try to get medical care when I was sick or injured;” “I 

postponed or did not try to get checkups or other preventive medical care;” and “I postponed 

or did not get sexual healthcare.” In the present study, 26.7% of the sample had avoided 

preventative healthcare; 28.0% had avoided emergency healthcare; and 28.7% had avoided 

sexual healthcare in the past 12 months. In prior research with transgender samples, 

healthcare avoidance was common (past 12 months = 19.3%-23.7%; lifetime = 30.3%) 

(James et al., 2016; Reisner, Hughto, et al., 2015; White Hughto, Murchison, Clark, 

Pachankis, & Reisner, 2016).

Transphobia-related rejection sensitivity in healthcare (TRS-H): Drawing on the 

framework first developed by Mendoza-Denton et al. (2002) for African American students 

and later adapted by Pachankis et al. (2008) for gay men, five items were developed to 

assess transphobia-related rejection sensitivity among transgender adults in healthcare 

contexts. The items were generated through qualitative interviews with transgender people 

assessing their healthcare experiences (Poteat et al., 2013; Reisner, Randazzo, et al., 2017); 

reports of transgender patient complaints from a community health center; and expert 

feedback from transgender community members and researchers and physicians with 

expertise in transgender health. An initial list of 10 items were created that focused on five 

healthcare domains: Gendered Healthcare Spaces (i.e., restrooms); Physical Exams; HIV 

Testing; the Emergency Room; and Healthcare Referrals. Two transgender-identified 

researchers, two transgender-identified community members, and two cisgender physicians 

working in transgender health reviewed the original 10-item measure and found it to be too 

long and redundant. Through consultation with two psychologists with expertise in 

measurement development and familiarity with the rejection sensitivity construct and 

transgender health, it was determined that while shortening the measure could reduce its 

reliability, the face validity and acceptability of the measure in the field would likely be 
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improved if it were to be shortened. Based on these considerations, the measure was reduced 

to five items (one item per domain).

As shown in Table 1, the five items were administered to participants followed by two 

response stems. Participants were first asked to indicate how likely a specific situation would 

be to occur due to their gender identity or expression (1 = very unlikely, 5 = very likely) and 

how concerned/anxious they would be that the situation occurred because of their gender 

identity or expression (1 = very unconcerned, 5 = very concerned). Following the lead of 

Mendoza-Denton et al. (2002) and Pachankis et al. (2008), the likelihood and anxiety scores 

were combined into a Likelihood-by-Anxiety score. To arrive at this score, the product of the 

Likelihood and Anxiety subscales was calculated for each item and the sum of the five 

resulting scores was divided by five.

Because no a priori assumptions guided the possible factor structure of this measure, an 

exploratory principal components factor analysis was performed to determine the underlying 

structure of the five items. A one-factor solution was identified based on the scree plot test 

and the number of factors with an Eigen value greater than one. The factor accounted for 

49.8% of the variance and the scale demonstrated acceptable reliability (α = .75). Table 2 

orders the five items of the TRS-H by factor loading.

Next, the convergent and discriminant validity of the TRS-H scale was established. In order 

to test convergent validity, anxiety symptoms, transgender discrimination, and resilience 

were hypothesized to yield moderate correlations with the TRS-H scale. In testing 

discriminant validity, the TRS-H scale was hypothesized to be unrelated to fruit 

consumption and sex drive. As expected, the TRS-H scale was moderately and positively 

correlated with anxiety and transgender discrimination and negatively correlated with 

resilience (see Table 3). These significant correlations suggests that anxiety symptoms, 

transgender discrimination, and resilience are not interchangeable with the TRS-H scale; 

that there is a substantial amount of remaining variance in relevant criteria variables to be 

accounted for by the TRS-H scale; and that this variance is not accounted for by general 

anxiety, transgender discrimination, or lack of resilience in the face of stress. Consistent with 

our discriminant validity hypotheses, no relationships were found between the TRS-H and 

fruit consumption or sex drive.

When exploring the correlations between variables other than the TRS-H scale, as 

anticipated, transgender discrimination and anxiety were positively correlated with one 

another and with healthcare avoidance and mistreatment. Correlations between resilience 

and other variables were also in the anticipated direction as resilience was negatively 

correlated with transgender discrimination and anxiety as well as healthcare avoidance. As 

expected, fruit consumption and sex drive were not correlated with any other variables 

(Table 3).

Data Analytic Plan

Using SPSS 22 (IBM Corp., 2014), distributions of individual items were assessed, 

including missingness. Across the sample of 150 participants, two participants had missing 

data for both measures of healthcare mistreatment and all rejection sensitivity items and 
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were thus excluded from the sample. All subsequent analyses were based on an analytic 

sample of n=148.

Description of the sample—Univariate descriptive statistics were used to summarize the 

overall distribution of participant characteristics, healthcare experiences, and the rejection 

sensitivity measure and its composite items. Bivariate regression models were used to 

examine associations between participant age, race, gender identity, income, and rejection 

sensitivity.

Tests of mediation—After establishing the internal reliability and scale structure of the 

TRS-H scale, structural equation modeling in AMOS 23 was used to test the hypothesis that 

mistreatment in healthcare (X) is indirectly and positively associated with past 12-month 

healthcare avoidance (Y) through rejection sensitivity (M). Since three items are 

recommended when modeling a latent variable (Weston & Gore, 2006), a dichotomous 

variable of lifetime healthcare mistreatment was created, where participants who answered 

yes to one or both types of mistreatment were coded as 1, otherwise 0. A latent variable of 

healthcare avoidance was created using the three items assessing avoidance in various 

contexts (i.e., emergency care, routine care, sexual healthcare).

Following the recommendations of Weston and Gore (2006), a mediation model with direct 

paths from mistreatment to rejection sensitivity and from rejection sensitivity to healthcare 

avoidance was tested first (full mediation model). The full mediation model did not have a 

direct path from mistreatment to healthcare avoidance. Next, a partial mediation model, 

which included direct paths from mistreatment to healthcare avoidance, was tested. To 

determine the fit of the hypothesized models, the following fit indices were examined: non-

normed fit index (NFI) and comparative fit index (CFI; .90 – .95 = acceptable; > .

95=excellent); the root mean square error of approximation (RMSEA: .06 – .08 = 

acceptable; < .06 = excellent); the standardized root mean square residual (SRMR: .05 – .09 

= acceptable; < .05 = excellent); and the chi-square test (p > 0.05 = excellent) (Schermelleh-

Engel, Moosbrugger, & Müller, 2003). Because the partial model was nested in the full 

model, the best fitting model was determined by performing a chi-square difference test (p < 

0.05 = better fit) (Weston & Gore, 2006) as well as comparing the Bayesian information 

Criterion (BIC) of the full and partial models (lower = better fit).

Bootstrapping was used to test the significance of the indirect (i.e., mediated) association of 

mistreatment on healthcare avoidance (MacKinnon, Lockwood, & Williams, 2004). A total 

of 2,000 random samples were generated from the dataset to construct a 95% standardized 

confidence interval for the mediated association of mistreatment on healthcare avoidance 

through rejection sensitivity. The amount of variability (R2) in the latent outcome variable 

that was accounted for by the model and the model fit statistics (i.e., NFI, CFI, RMSEA, 

SRMR, X2) were also examined.
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Results

Description of the Sample

As shown in Table 4, participants’ mean age was 27.5 (SD=5.7) and 75.7% of the sample 

was White. Nearly half the sample (49.3%) had an annual income of less than $32,000 a 

year. The majority of the sample (76.7%) had a binary gender identity (e.g., man, 

transgender man), 76.0% were currently on hormones, and 40.0% had affirmed their gender 

through surgery. Additionally, 68.7% had experienced some form of mistreatment in 

healthcare in their lifetime and 47.3% had avoided one or more form of healthcare in the 

past year. A total of 5.3% of the sample reported that their avoidance of needed healthcare in 

the past 12 months resulted in a medical emergency.

After establishing the psychometric properties of the TRS-H as reported above, the overall 

endorsement of the scale items in our sample was examined. Using the likelihood stem of 

the TRS-H, participants indicated a moderate level of likelihood for experiencing the five 

healthcare scenarios with a mean agreement across items of 2.45 out of 5 (SD = 1.27). 

Participants expressed the lowest agreement with the item, “How likely is it that your doctor 

does not call you with the referral because you are transgender or gender non-conforming” 

(M = 1.91, SD = 1.16) and the highest agreement with the item, “How likely is it that the 

medical assistant told you where the unisex bathroom is located because you are transgender 

or gender non-conforming” (M = 2.85, SD = 1.35). Using the anxiety stem, participants 

reported a relatively high degree of anticipated anxiety based on the five TRS-H items. The 

mean anxiety reported from the five items was 3.46 out of 5 (SD = 1.36). Participants 

expressed the lowest anticipated anxiety from the item, “How concerned/anxious would you 

be if the medical assistant told you where the unisex bathroom is located because you are 

transgender or gender non-conforming” (M = 2.20, SD = 1.33) and the highest anxiety from 

the item, “How concerned/anxious would you be if five other people were seen before you in 

the emergency room because you are transgender or gender non-conforming?” (M = 4.35, 

SD = 1.19). Rejection sensitivity was not significantly related to age, race, gender identity, 

or income.

Tests of Mediation

The full mediation model demonstrated adequate fit: X2 = 9.45 (df = 5), p = .09; NFI = .90; 

CFI = .95; RMSEA =.08; SRMR = .05. The full model accounted for 40.7% of the variance 

in rejection sensitivity and 60.1% of the variance in healthcare avoidance. The fit for the 

partial mediation model was similar to the full model: X2 = 8.45 (df = 4), p = .08; NFI = .91; 

CFI = .95; RMSEA =.09; SRMR = .04. The partial model accounted for 40.7% of the 

variance in rejection sensitivity and 60.9% of the variance in healthcare avoidance. While 

the difference between the two models was not significant: Δ X2 (df = 1) = 1.00, p < .50, the 

full mediation model had a lowed BIC (59.56) relative to partial model (63.46) and thus the 

full mediation model was retained for testing the hypothesized mediation.

Figure 1 depicts the final mediation model testing whether participants’ transphobia-related 

rejection sensitivity in healthcare contexts mediates the association between lifetime 

experiences of mistreatment in healthcare and healthcare avoidance in the past 12 months. 
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As hypothesized, a significant positive association was found between lifetime experiences 

of mistreatment in healthcare and rejection sensitivity (B = 0.22, 95% CI = 0.07, 0.34, p = 

0.01) and a significant positive association was found between rejection sensitivity and past 

12-month healthcare avoidance (B = 0.40, 95% CI = 0.23, 0.55, p < 0.01). Additionally, 

there was a significant indirect effect of healthcare mistreatment on healthcare avoidance 

through rejection sensitivity (B = 0.09, 95% CI = 0.03, 0.17, p < 0.01), demonstrating that 

rejection sensitivity fully mediates the relationship between mistreatment and avoidance in 

healthcare settings.

Discussion

While TM adults have been shown to avoid healthcare due to fear of mistreatment (Grant et 

al., 2011; James et al., 2016; Reisner, Hughto, et al., 2015; White Hughto et al., 2016), a 

dearth of empirical research has examined the psychological processes (i.e., anxious 

expectations of rejection) through which mistreatment is associated with healthcare 

avoidance in this population. Understanding the psychological mechanisms linking 

mistreatment to avoidance is critical for future interventions that seek to increase uptake and 

utilization of routine and preventive healthcare among TM adults. The present study finds 

evidence that transphobia-related rejection sensitivity might represent one such process with 

important implications for TM adults’ health.

Rejection sensitivity refers to an individual’s level of anticipation and perception of rejection 

or mistreatment. This study describes the development of a measure of the rejection 

sensitivity as applied to TM adults in healthcare contexts, including interpersonal 

interactions in the emergency room, during physical exams, in the context of HIV testing, 

and when navigating healthcare facility spaces. The measure demonstrated good convergent 

validity (i.e., TRS-H was positively correlated with anxiety and transgender-related 

discrimination and negatively correlated with resilience) and divergent validity (i.e., TRS-H 

was not significantly correlated with fruit consumption or sex drive), suggesting that 

transphobia-related rejection sensitivity in healthcare contexts is not already captured by 

other measures. Further validating this new construct as applied to TM adults, the present 

study found a medium indirect effect from healthcare mistreatment to healthcare avoidance 

(Preacher & Kelley, 2011), thus providing evidence that rejection sensitivity mediates the 

association between TM adults’ past experiences of mistreatment in healthcare and 

healthcare avoidance. While this study represents the first time that rejection sensitivity has 

been shown to mediate the relationship between status-based rejection and healthcare 

avoidance in TM adults or any population, prior research with gay men also found that 

rejection sensitivity was a full mediator of the relationship between past experiences of 

rejection from one’s parents) and psychological reactions to rejection (i.e., internalized 

homophobia) (Pachankis et al., 2008). Similarly, a study of college students found that 

rejection sensitivity fully mediated the relationship between exposure to family violence as a 

child and avoidant and ambivalent patterns of insecure adult attachment behavior (Feldman 

& Downey, 1994). Building upon prior theoretical models of transgender stigma (White 

Hughto et al., 2015) and empirical tests of rejection sensitivity with other groups (Downey 

& Feldman, 1996; Feldman & Downey, 1994; London et al., 2007; Mendoza-Denton et al., 

2002; Pachankis et al., 2008), these findings suggest that TM adults’ experiences of 
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mistreatment in healthcare might psychologically prime TM adults to expect and anxiously 

react to potentially stigmatizing interactions in future healthcare contexts and ultimately lead 

to the outright avoidance of healthcare. Findings point to the need for multilevel 

interventions to prevent discrimination and its subsequent hypervigilance to rejection and 

anxious avoidance of healthcare in this at-risk population.

Interpersonal schemas formed through experiences of discrimination can be health-

promoting when they allow stigmatized individuals to accurately identify threatening 

situations and avoid future discrimination. However, these schemas can become rigid guides 

for interpreting new or ambiguous situations and can therefore lead stigmatized individuals 

to interpret benign situations as harmful and respond in ways that ultimately diminish health 

(Cloitre, Cohen, & Scarvalone, 2002; Scarvalone, Fox, & Safran, 2005; Starks, Payton, 

Golub, Weinberger, & Parsons, 2014) For instance, over-general expectations of 

discrimination based on personal schemas of discrimination can lead stigmatized individuals 

to avoid healthcare even from new, supportive providers, which could lead to otherwise 

preventable medical emergencies. Clinical interventions can help stigmatized individuals 

high in rejection sensitivity to cognitively re-process ambiguous, but benign events as less 

threatening through the creation of new interpersonal schemas. Such interventions have 

shown success in other marginalized populations (Pachankis, Hatzenbuehler, Rendina, 

Safren, & Parsons, 2015) and may hold promise for reducing rejection sensitivity and 

avoidant coping responses in TM adults. However, it is important to note that many 

interpersonal situations do pose a clear threat for victimization for transgender individuals, 

thus clinicians should also work with TM clients to develop alternative coping strategies that 

enable access to health-promoting resources in safe, affirming contexts (APA, 2015). For 

example, TM individuals who have experienced victimization may benefit from 

interventions that help them to respond to the fear of future mistreatment by recognizing 

their inherent strengths and developing skills to prevent or manage stigmatizing experiences 

through less avoidant means (Hash & Rogers, 2013; Sikkema et al., 2013). There is no 

evidence to suggest that there must me an identity match (e.g., same race, same gender) 

between therapists and clients in order for clinical interventions to be effective (Cabral & 

Smith, 2011; Flaskerud, 1990); however, research documents the positive effect of 

transgender affirming psychological care (see APA, 2015 for a review). Thus, stigma coping 

interventions are likely to have the most optimal benefit for transgender patients when 

delivered by therapists who are capable of empowering and validating patient’s identity and 

experiences through culturally competent and supportive care (APA, 2015).

Finally, it should be noted that while rejection sensitivity may develop in response to 

mistreatment, and can be attenuated through psychotherapy (Pachankis, Hatzenbuehler, et 

al., 2015), having a heightened awareness to threat perception is in no way the fault of the 

individual. Rather, the social learning processes described here ultimately represent a 

response to the common experience of being mistreated due one’s gender identity or 

expression. Thus, while individual-level interventions play an important role in helping 

marginalized individuals cope with past or anticipated experiences of mistreatment, 

structural (e.g., laws and policies) and interpersonal (e.g., efforts targeting the beliefs and 

behaviors of non-transgender people) interventions are also needed to reduce transgender 

stigma at its source. These interventions might include structural efforts to pass and enforce 
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non-discrimination policies that make it illegal to discriminate on the basis of gender 

identity (Reisner, Hughto, et al., 2015) or cultural and clinical competence trainings that 

seek to reduce interpersonal stigma by improving healthcare providers’ capacity to provide 

quality, gender-affirming care to transgender patients (White Hughto, Clark, et al., 2017). By 

addressing societal stigma as a fundamental cause of the mistreatment that many transgender 

people experience in healthcare settings, structural and interpersonal interventions can 

ultimately help to prevent mistreatment in healthcare and its adverse health consequences in 

TM adults.

Despite its strengths, the present research has limitations. Given its cross-sectional design, 

this study cannot establish the causal influence of healthcare mistreatment on the 

development of rejection sensitivity and the healthcare avoidance behaviors of TM adults. 

Further, although lifetime mistreatment in healthcare likely preceded transphobia-related 

rejection sensitivity among TM adults in healthcare contexts, which potentially proceeded 

past 12-month healthcare avoidance, only a longitudinal approach can establish the temporal 

sequence required to fully establish mediation. Additionally, given the use of self-reported 

data, healthcare mistreatment may be confounded with the measure of rejection sensitivity, 

such that those who self-report lifetime mistreatment are more acutely perceptive to 

rejection and thus more likely to perceive mistreatment in healthcare regardless of the level 

of rejection that occurred. Further, the study assessed healthcare mistreatment using two 

items of lifetime mistreatment: care refusal and provider education as a means of receiving 

appropriate care. While the present study did not directly assess whether participants 

considered having to educate their provider to be a form of mistreatment, prior research 

finds that having to educate one’s provider about transgender people in order to receive 

appropriate care is a stressor that elicits frustration, anger, and resentment for many 

transgender patients (Lurie, 2005; Poteat et al., 2013; Snelgrove et al., 2012). Further, these 

measures have been used as indicators of discrimination in national studies (Grant et al., 

2011; James et al., 2016). Still, future research should aim to more comprehensively assess 

mistreatment in healthcare settings [e.g., by type (verbal harassment, healthcare refusal, 

physical assault), frequency (never, often, all the time), timing of discriminatory events 

(lifetime, 3 months, 6 months)] to determine if rejection sensitivity varies according to the 

measurement of mistreatment.

The present study found a strong positive relationship between mistreatment in healthcare 

and rejection sensitivity, which suggests that rejection sensitivity may develop in response to 

mistreatment; however, there was variability in reported levels of rejection sensitivity. While 

individual differences in rejection sensitivity might be determined by heritable traits (e.g., 

Gunderson & Lyons-Ruth, 2008; Jang, Livesley, Vernon, & Jackson, 1996), environmental 

determinants (London et al., 2007), such as varying levels of exposure to both rejection and 

social support, may also have contributed to this variation. To that end, prior research among 

gay and bisexual men finds that parental acceptance, peer acceptance, and gender 

conformity is associated with lower levels of rejection (Pachankis et al., 2008; Pachankis, 

Rendina, et al., 2015). In order to further validate this model as well as explore alternative 

mechanisms driving rejection sensitivity in healthcare contexts for transgender adults, future 

longitudinal research is needed that accounts for the multiple forms of healthcare 

mistreatment as well as the protective factors (e.g., gender-affirming staff) that transgender 
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adults may experience in healthcare settings. Finally, rejection sensitivity did not differ by 

age, race, gender identity, or income. These findings suggest the invariance of rejection 

sensitivity for our sample of largely young, White, Boston-area trans masculine sample. The 

limited diversity of the sample with regard to age, race, gender identity, and geographic 

location also suggest that the findings may not be generalizable to other populations, 

including transgender women or samples comprised largely of people of color. These 

limitations, therefore, warrant the testing of the rejection sensitivity model measure in larger, 

geographically and ethnically diverse TM samples as well as with transgender women to 

determine if psychological responses to stigma and behavioral avoidance of mistreatment 

occur similarly in these populations.

Conclusion

In sum, the present study proposed and tested a social learning model to explain how TM 

adults experience rejection and may come to avoid health-promoting resources. The study 

yielded a valid and reliable measure of rejection sensitivity that is useful for understanding 

how TM adults identify and interpret potentially discriminatory events in healthcare settings. 

Extending the growing body of research on healthcare discrimination and avoidance among 

TM adults (Grant et al., 2011; James et al., 2016; Reisner, Hughto, et al., 2015; White 

Hughto et al., 2016), this study demonstrated that rejection sensitivity mediates the 

association between experiences of mistreatment and avoidance of necessary care. Given 

that healthcare avoidance is associated with poor health outcomes in transgender adults 

(Mizock & Mueser, 2014; Reisner, Hughto, et al., 2015; Reisner, Pardo, et al., 2015), this 

study further establishes stigma as a fundamental cause of poor health in this population 

(Hatzenbuehler, Phelan, & Link, 2013; Link & Phelan, 1995; White Hughto et al., 2015) and 

highlights the need for multilevel interventions to target individual (e.g., sensitivity to 

mistreatment in healthcare, healthcare avoidance), interpersonal (i.e., bias or uninformed 

clinical encounters), and structural (e.g., restrictive healthcare policies) forms of stigma in 

order to improve healthcare access and ultimately the health of TM people.
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PUBLIC HEALTH SIGNIFICANCE

This study creates a new measure of transphobia-related rejection sensitivity among 

transgender people and demonstrates that heightened vigilance and perception of 

rejection might drive healthcare avoidance in this population. Clinical suggestions are 

offered for reducing this heightened sensitivity among transgender individuals who have 

been mistreated.
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Figure 1. 
Structural equation model depicting transphobia-related rejection sensitivity in healthcare 

(TRS-H) as a full mediator of the association between mistreatment in healthcare and 

healthcare avoidance in a sample of TM adults.

**p < 0.05; ***p < 0.01.

Indirect Effect = 0.09, 95% CI = 0.03, 0.17, p < 0.01;

Model fit: X2 = 9.45 (df = 5), p = .09; NFI = .90; CFI = .95; RMSEA =.08; SRMR = .05.
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Table 2

Transphobia-related rejection sensitivity in healthcare (TRS-H) items and factor loadings.

Item Loading

You go to the emergency room with terrible pains in your abdomen. Five other people arrive after you and all of them are seen 
before you are.

0.77

You switch to a new primary care doctor and he recommends that you get a full physical exam even though you had a physical 
exam last year.

0.73

You are going to have surgery and the doctor tells you that he would like to give you an HIV test. 0.72

You ask your primary care doctor for a referral to a good surgeon. She says she will call you in one week with a referral, but she 
does not.

0.71

You have to provide a urine sample for a routine health exam. When you ask the medical assistant where the bathroom is, she tells 
you where the unisex bathroom is located.

0.59
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Table 3

Correlations demonstrating convergent and divergent validity between the transphobia-related rejection 

sensitivity in healthcare (TRS-H) scale and key variables.

Measure 1 2 3 4 5 6 7 8

1. TRS-H 1 0.22** 0.23** −0.24** −0.06 −0.001 0.25** 0.22**

2. Anxiety Symptoms 1 .44** −.46** −0.01 −0.11 .26** .24**

3. Transgender-Related Discrimination 1 −.20* −0.02 0.004 .18* .26**

4. Resilience 1 −0.06 0.07 −0.15 −.19*

5. Fruit Consumption 1 0.14 −0.04 0.02

6. Sex Drive 1 0.01 0.01

7. Mistreatment in Healthcare 1 .17*

8. Healthcare Avoidance 1

*
p <05.

**
p <.01
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Table 4

Socio-demographics and healthcare experiences of trans masculine adults (N=150).

Age, continuous Mean SD

  Range: 21–50 years 27.5 5.7

Race N %

  White 112 74.7

  Person of Color 38 25.3

    American Indian or Alaska Native 0 0.0

    Asian 9 6.0

    Native Hawaiian or Pacific Islander 1 0.7

    Black or African American 4 2.7

    More than one race 24 16.0

Ethnicity

  Hispanic or Latino 14 9.3

  Not Hispanic or Latino 133 88.7

  Prefer not to answer 3 2.0

Low Annual Income

  $32,000 or less 74 49.3

  >$32,000 60 40.0

  Don’t know 13 8.7

  Prefer not to answer 3 2.0

Gender Identity

  Binary 115 76.7

  Non-binary 35 23.3

Hormone Use - Current

  No 37 24.7

  Yes 113 75.3

Gender Affirmation Surgeries

  No 90 60.0

  Yes 60 40.0

Visual Gender Conformity

  Low 75 50.0

  Med 44 29.3

  High 24 16.0

  Prefer not to answer 7 4.7

Mistreatment in Healthcare - Lifetime

  Any 103 68.7

    Refused care by a healthcare provider 15 10.0

    Taught doctor in order to receive appropriate care 102 68.0

Healthcare Avoidance - Past 12 Months

  Any 71 47.3

    Avoided emergency healthcare 42 28.0
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    Avoided preventative healthcare 40 26.7

    Avoided sexual healthcare 43 28.7

Healthcare Avoidance Resulted in Medical Emergency -

Past 12 Months

  No 142 94.7

  Yes 8 5.3

Psychol Sex Orientat Gend Divers. Author manuscript; available in PMC 2019 December 01.


	Abstract
	Introduction
	Mistreatment in Healthcare Settings
	Rejection Sensitivity and Mistreatment
	Aims

	Method
	Sample and Procedures
	Measures
	Descriptive variables
	Socio-demographics
	Health consequences of healthcare avoidance

	Validity measures
	Transgender-related discrimination
	Anxiety symptoms
	Resilience
	Fruit consumption
	Sex drive

	Variables used in mediation analyses
	Mistreatment in healthcare
	Healthcare avoidance
	Transphobia-related rejection sensitivity in healthcare
(TRS-H)


	Data Analytic Plan
	Description of the sample
	Tests of mediation


	Results
	Description of the Sample
	Tests of Mediation

	Discussion
	Conclusion
	References
	Figure 1
	Table 1
	Table 2
	Table 3
	Table 4

