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Abstract

Purpose: This study examines the associations between discrimination experiences (types and locations) and
care postponement among trans-feminine individuals in the United States.
Methods: This secondary, cross-sectional study utilized a subset of the data from the National Transgender
Discrimination Survey (n = 2248), specifically for trans-feminine individuals. In this analysis, we examined
the relationship between discrimination and primary care postponement.
Results: Twenty-six percent (26.25%) of the study sample reported delaying preventive care due to fear of dis-
crimination; 23.98%–46.66% of respondents reported past experiences of discrimination (setting dependent).
Discrimination in health and non-health settings and different types of discrimination—being denied services,
verbally harassed, or physically assaulted—were all significantly associated with delaying care; respondents
reporting discrimination were up to 20 times more likely to postpone care. While discrimination at a health lo-
cation had the strongest association with care postponement (adjusted odds ratio = 9.65, confidence inter-
val = 7.60–12.24), discrimination in all non-health-related locations was also important. Individuals reporting
discrimination in greater numbers of locations and multiple types of discrimination were more likely to postpone
care.
Conclusion: To promote preventive care-seeking, these results affirm the importance of interventions that pro-
mote discrimination-free environments for gender minorities.
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Introduction

Transgender* individuals, especially trans-feminine
individuals,{ experience an array of health disparities

compared to their cisgender counterparts. For example, the
highest rates of new HIV cases in the United States are

among transgender individuals, particularly transgender
women.1 A 2013 report found that 22% of transgender
women in the United States were living with HIV, making
transgender women among the populations most affected
by HIV in the United States.2 An earlier meta-analysis
found that 27.7% of transgender women tested positive for
HIV, whereas only 11.8% self-reported a positive diagnosis,3

indicating that many HIV-positive transgender women are
unaware of their HIV status. Approximately half of transgen-
der individuals with HIV are African American.4 Further-
more, in the United States, more than half of HIV testing
events in 2009–2011 among transgender people occurred at
non-healthcare facilities (55%),5 indicating both potential
barriers to accessing preventive care services in healthcare
settings and the unique role that non-healthcare facilities
play in providing resources in accessible formats.
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*Transgender is a term ‘‘. for those people whose gender identity
or expression is different than that typically associated with their
assigned sex at birth, including transsexuals, androgynous people,
cross-dressers, genderqueers, and other gender non-conforming
people who identify as transgender. Some, but not all, of these
individuals desire to transition gender; and some, but not all,
desire medical changes to their bodies as part of this process.’’
(Grant et al.13)

{Trans-feminine people are those who are assigned male at birth
and identify full or part time as women.
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Many studies utilizing convenience samples indicate that
transgender populations, especially transgender women,{

are affected disproportionately by various forms of violence,
including sexual assault, physical abuse, and assault in one’s
home.6–8 These reports show that the majority of transgender
individuals are living with the aftermath of trauma and the
fear of possible repeat victimization. Transgender individu-
als who have endured physical and/or sexual violence are
significantly more likely than those who have not had such
experiences to report a history of single and multiple sui-
cide attempts, alcohol abuse, and illicit substance use.9 Fur-
thermore, transgender individuals have been found to have
a high prevalence of clinical depression (44.1%) and anxiety
(33.2%), with slightly higher rates for transgender women.10

While the direct outcomes of violence, such as injury, are a
recognized public health concern, the longer-term associa-
tions of violence, such as mental health correlates, could
be mitigated with preventive care and warrant public health
attention. It is important to note that, while population-level
data for transgender populations are limited, due to a historic
resistance to include survey items that measure gender mi-
norities, many studies using convenience samples have pro-
vided rich data about transgender health.11–13

Preventive care, or any form of primary care, often depends
upon a relationship with a healthcare provider.14 However,
transgender individuals report high levels of discrimination
and problematic interactions with healthcare providers, for
example, refusal of services, being treated harshly or with ag-
gressive language, and being addressed and treated in a man-
ner incongruent with their gender identity.13,15 Several studies
show that transgender men are more likely to report unequal
treatment, whereas transgender women are more likely to
report treatment refusal.6,13,16 Transgender individuals fre-
quently do not access healthcare, due, in part, to these his-
tories of negative interactions, resulting in both short- and
long-term adverse health outcomes.11,17,18 Even those who
do access routine care may avoid particular screenings that
exacerbate their gender dysphoria, such as cervical and breast
examinations or prostate examinations, especially where there
is poor provider training around these issues.

Inequalities arising from discrimination in one setting can
shape expectations of poor treatment in other settings.
Accordingly, members of minority groups may develop neg-
ative attitudes toward services in response to past incidents
of discrimination.19 Mistrust or fear of the medical establish-
ment, especially when reinforced by perceived mistreatment
across various institutions and/or individual discriminatory
experiences at the hands of providers, has the potential to im-
pact healthcare access and health-seeking behavior. Empiri-
cal evidence demonstrates this for racial minorities,20 and the
same may be true for transgender individuals. The results of
trans-negative attitudes, the experience of discrimination
based on having a gender identity or expression that varies
from the sex assigned at birth, constitute an access barrier
to healthcare, both in general primary care14,21,22 and in spe-

cialized areas such as mental health,23 substance abuse treat-
ment,24 and HIV.12,25

Despite the multiple health disparities experienced by
trans-feminine people and the barriers experienced in re-
ceiving optimal healthcare, little is known about how these
individuals seek, engage in, and experience healthcare.17

Although a link between discrimination and care-seeking
behavior has been established, many of these studies have
looked at race-based discrimination.26,27 The goal of this re-
search was to determine how experiences of discrimination
in both healthcare and non-healthcare settings are associated
with postponement of preventive care in a U.S.-based sample
of trans-feminine individuals. This subsample was examined
because, when transgender data are available by gender iden-
tity and expression, trans-feminine people are shown to have
the greatest burden of health disparities, as illustrated by the
HIV disparity data noted previously.x We also examine how
the impact of cumulative experiences of stigma and discrimi-
nation ([1] multiple types of stigma, e.g., verbal harassment or
physical assault, and [2] in multiple locations, e.g., doctor’s
office or government agency) in non-health public spaces
are associated with delaying preventive care.

Methods

Study design and sample

This secondary, cross-sectional study utilized data from
the National Transgender Discrimination Survey (NTDS),
a population-based survey collected in 2008 through a re-
search partnership between the National Center for Trans-
gender Equality and the National Gay and Lesbian Task
Force.13 The final survey sample included 6456 respondents
from all 50 U.S. states, the District of Columbia, Puerto Rico,
Guam, and the U.S. Virgin Islands. The data were collected
by convenience sampling, utilizing online and paper formats
of the 70-item survey.

The online survey was distributed through direct contact
with more than 800 transgender-led or transgender-serving
community-based organizations in the United States, as well
as to participants recruited through 150 active online commu-
nity listservs. The vast majority (n = 6021; 93%) of respondents
completed the survey online, through a URL established at
Pennsylvania State University. In addition, the paper sur-
vey was distributed to organizations serving hard-to-reach
populations—including rural, homeless, and low-income
transgender and gender-nonconforming individuals—and
was completed by 435 respondents (7%). To reach respon-
dents whose economic vulnerability, housing insecurity, or lit-
eracy level might pose particular barriers to participation,
workers in homeless shelters, legal aid clinics, mobile health
clinics, and other service settings hosted ‘‘survey parties.’’
The survey was available in English and Spanish.

The NTDS inclusion criteria defined ‘‘transgender’’ broadly
to include ‘‘those who transition from one gender to another
(transsexuals), and those who may not, including genderqueer

{Many articles do not explicitly define the construction of their
transgender subpopulations. Therefore, it is difficult to find com-
parison data on trans-feminine individuals and data on transgender
women, and the larger transgender umbrella group is presented
in an effort to contextualize the study as effectively as possible.

xIt is important to note that the National Transgender
Discrimination Survey report did not look specifically at the
subsample in this study, and that trans-feminine and trans-
masculine individuals might differ. We hope to compare these
samples in future studies and contribute to the existing literature in
this area of research.
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people, cross-dressers, the androgynous, and those whose gen-
der non-conformity is a part of their identity.’’13 The NTDS
study analyzed cross-dressers and gender-nonconforming peo-
ple separately from male-to-female and female-to-male trans-
gender respondents.13 For our analysis, we restricted inclusion
to participants who reported being assigned male at birth and,
for the question regarding current primary gender identity, in-
dicated a response of (1) ‘‘Female/Woman,’’ (2) ‘‘part time as
one gender, part time as another,’’ or (3) a ‘‘gender not listed
here, please specify,’’ where the NTDS staff determined that
the write-in response could appropriately be recoded into
the existing categories. This study population will hereafter
be referred to as ‘‘trans-feminine individuals.’’ There is an
assumption made here that those people in our sample iden-
tifying part time as one gender and part time as another have
some identification with femininity. This reduced the data-
set to 3446 individuals.

The second inclusion criterion limited the sample to those
respondents who replied to all key variables: (1) postpone-
ment of care (yes or no; those reporting ‘‘not applicable’’
were excluded) (n = 2731) and (2) denied care, verbal harass-
ment, or physical assault (n = 2248). A total of 2248 individ-
uals were included in this analysis. All analyses were
conducted in STATA version 14 (StataCorp LLC, College
Station, TX). The Tulane University School of Public Health
and Tropical Medicine Institutional Review Board approved
the protocol for this secondary analysis.

Measures

Independent variables. The main exposures of interest
are self-reported experiences of discrimination based on gen-
der identity or expression. Discrimination experiences were
assessed for 15 public spaces, including health, transporta-
tion, commercial, and civic spaces. The survey item is pre-

sented in Figure 1.13 Separate variables were constructed
to capture experiences of discrimination in non-health public
spaces. In an effort to most appropriately conceptualize cu-
mulative discrimination, exploratory factor analysis (EFA)
and principal components analysis were conducted. Analyses
examined discrimination cumulatively as well as separately
by discrimination type (e.g., verbal harassment, physical
assault, or denial of services) and locations where discrimina-
tion occurred (e.g., doctor’s office or government agency).
Formal qualitative analyses, namely pile sorts, were used
to further conceptualize ways of grouping locations, as de-
scribed below.

Discrimination type variables included binary variables
(yes/no), noting the following: (1) discrimination in any set-
ting; (2) denial of equal care in any setting; (3) verbal harass-
ment in any setting; (4) and physical assault in any setting.
Categorical variables were also created to examine the num-
ber of experiences (0 = no discrimination, 1 = experienced at
least one type, 2 = experienced two types, and 3 = experi-
enced three types). An additional categorical variable was
created with various combinations of discrimination (i.e.,
verbal harassment, denial of services, or both).

The 15 locations where discrimination occurred were com-
bined into location categories, using 2 approaches along un-
derlying dimensions. EFA on locations indicated a grouping
based on health-related locations, including medical and so-
cial health (doctor’s office or hospital; emergency room; rape
crisis center; domestic violence shelter/program; mental
health clinic; drug treatment program; and ambulance or
emergency medical technicians). As literature on conceptual-
izing discrimination locations is limited, and intuitive group-
ing of these locations was challenging, pile sort analysis was
conducted with 12 adults recruited purposively and analyzed
using Anthropac (Analytic Technologies, Lexington, KY).28

FIG. 1. Survey item assessing stigma and discrimination experiences in various locations. National Transgender Discrim-
ination Survey. Reproduced with permission from the National Center for Transgender Equality and the National LGBTQ
Task Force.13
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A three-dimensional solution for the items yielded a stress
level of = 0.004 for the proximity matrix. Data suggested
grouping locations as follows: transportation (bus, train,
or taxi; airplane or airport staff), commercial (retail store;
hotel or restaurant), and civic spaces (government agency/
official; police officer; judge or court official; and legal ser-
vices clinic). Binary variables (yes/no) were created to indi-
cate whether an experience of discrimination occurred in
one of these location categories. Count variables were created
for health spaces, non-health spaces, and all spaces. For
the above-mentioned variables, all respondents indicated
that they had attended at least one of the spaces as transgen-
der or gender nonconforming, and there were no missing
data.

Dependent variable. The primary outcome of interest
was postponement of preventive care, assessed by survey re-
sponse to the question, ‘‘Because you are transgender/gender
nonconforming, have you postponed or not tried to get
checkups or other preventive medical care because of disre-
spect or discrimination from doctors or other healthcare pro-
viders?’’ Response options for each scenario included (1)
yes; (2) no; and (3) not applicable. Five hundred and ninety
(26%) respondents reported ‘‘yes’’ to this prompt. Respond-
ents who reported ‘‘not applicable’’ (14%) were not included
in the sample, as mentioned previously.

Potential confounders

Potential confounders are mainly social in nature, and were
obtained by self-report at enrollment in the study. Potential
confounders were as follows: race, education, age, income, in-
surance status, outness, and relationship status. Reisner et al.
found that existing NTDS research indicates that different sur-
vey modes reach transgender respondents with vastly different
health and life experiences,29 a potential confounder as well
as a potential effect modifier. Many of the characteristics
highlighted as different in the Reisner study29 were con-
trolled for in this study (e.g., race, income, and educational
attainment).

Statistical analyses

All statistical analyses were performed using STATA ver-
sion 14. Univariate, bivariate, and multivariate analyses were
conducted. Bivariate analyses assessed the unadjusted rela-
tionship between independent variables, potential modera-
tors, and potential confounders with the outcome variable.
Variables significant at the bivariate level with Pearson’s
chi-square tests ( p £ 0.10), with both (1) discrimination ex-
periences and (2) postponement of preventive care, were
considered for inclusion in the multivariable model as well
as those variables with theoretical relevance based on litera-
ture review and researcher knowledge of the subject. Propen-
sity score analyses were conducted to examine potential
exchangeability between exposure groups30 (propensity for
having experienced any discrimination vs. no discrimination
experiences) and indicated balance between groups; there-
fore, analyses advanced without matching.

Multivariate logistic regression was used to examine the
association between discrimination and postponement of
preventive care, adjusting for confounders. Odds ratios and
95% confidence intervals (CIs) were utilized to evaluate

strength and magnitude of association. Moderation by gender
identity was tested with two-way interaction terms in the
model. Moderation by survey implementation was also ex-
amined, but no significant interaction was detected.

Results

Respondent characteristics are presented in Table 1, overall
and by postponement of care. Twenty-six percent (26.25%)
reported delaying preventive care due to fear of discrimi-
nation. Reports of discrimination in the various locations
varied between 24% and 47%, with 23.98% indicating dis-
crimination in transportation spaces, 41.19% in a civic loca-
tion, and 46.66% in a commercial location. Respondents
who reported postponement of preventive care were signifi-
cantly different from those who did not report postponement
on all characteristics.

Results of the analysis based on the location categories in
which the discrimination occurred are presented in Table 2.
The categories were as follows: health, transportation, com-
mercial, and civic spaces. Discrimination experience in any
of the location categories was significantly associated with
postponement of preventive care (Models A–E). Apart
from discrimination in a health location, which had the stron-
gest association, discrimination in all non-health-related loca-
tions was significantly associated with a more than threefold
likelihood of care postponement (adjusted odds ratio [aOR]
range from 3.27 to 4.16). Furthermore, as the number of
health, non-health, and all combined discrimination loca-
tions increased, so too did the likelihood of postponement
(results not shown). Differences in postponement of preven-
tive care also differed by income, age, and disclosure, with
less postponement among those with higher incomes, those
55 years of age and older, and those who reported being gen-
erally ‘‘out.’’ This remained consistent across the models.

Results of discrimination type (in any location) on care
postponement are presented in Table 3. Respondents who
indicated they had been denied services, verbally harassed,
or physically assaulted were significantly more likely to post-
pone care. Cumulative discrimination experiences were
strongly associated with postponement of care-seeking for
preventive health in a dose–response manner. Individuals
who experienced any type of discrimination were signifi-
cantly more likely to postpone preventive care (aOR = 7.23;
95% CI = 5.18–10.11).

Discussion

This study explored the association between discrimination
in multiple locations and across various types of discrimina-
tion and postponement of preventive care in a U.S.-based sam-
ple of trans-feminine individuals. Discrimination experiences
both in and outside healthcare settings influenced health-
seeking behavior, as did varying types of discrimination. As
expected, the cumulative effect of experiencing discrimination
in multiple locations and multiple types of discrimination had
the largest impact.

Although data comparison is difficult because standardiza-
tion for constructing gender minority categories or collecting
data on discrimination and health does not yet exist, we at-
tempt to put our findings in relation to similar research.
The findings of this study reveal higher rates of overall life-
time discrimination in a health setting (38.97%) among
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trans-feminine people than other studies reporting findings
on a wider umbrella of gender minority individuals.13 NTDS
findings report that 24% of all respondents experienced denial
of equal treatment in doctor’s offices and hospitals in their
lifetime, with female-to-male respondents reporting higher
rates than their male-to-female counterparts (subsample per-
centages not available).13 In addition, 28% of all respondents
reported verbal harassment in a doctor’s office, emergency
room, or other medical setting.13 These results suggest that
our study population may bear a higher burden of medical
discrimination than other gender minority subgroups. The re-
port of the 2015 U.S. Transgender Survey (USTS) reported
that in the past year, 33% of respondents (including all
groups under a transgender umbrella) experienced at least
one negative experience with a doctor or other healthcare
provider related to being transgender.6 However, in the

USTS, transgender men (42%) were more likely to report
negative experiences than transgender women (36%) and
nonbinary respondents (24%).6

A 2010 Lambda Legal study reported that 70% of all
transgender and gender-nonconforming respondents had ex-
perienced at least one type of discrimination in a healthcare
setting, with transgender respondents being four to seven
times more likely than gender-nonconforming respondents
to experience discrimination based on their gender identity.15

The rate of discrimination in the Lambda legal study is much
higher than our findings, perhaps because the Lambda Legal
study included more possible types of discrimination than the
NTDS and did not provide subanalysis by gender identities
that matched our study population.15 Furthermore, the
Lambda Legal study was not limited to trans-feminine indi-
viduals, suggesting that it is other (non trans-feminine)

Table 1. Distribution of Trans-Feminine Individuals: National Transgender Discrimination Survey, 2008–2009

Key variables and covariables of interest

Total

Postponed preventive care based on discrimination

N %

Yes No

n % n %
590 26.25 1658 73.75

Discrimination by location***
Health location 876 38.97 457 52.17 419 47.83
Commercial location 1049 46.66 407 38.8 642 61.2
Transportation location 539 23.98 267 49.54 272 50.46
Civic location 926 41.19 406 43.84 520 56.16

Education**
High school or less 274 12.19 81 29.56 193 70.44
Some college 996 44.31 283 28.41 713 71.59
College degree 531 23.62 112 21.09 419 78.91
Graduate degree 443 19.71 113 25.51 330 74.49

Health insurance***
Insured private 1246 55.43 279 22.39 967 77.61
Insured public 534 23.75 148 27.72 386 72.28
Uninsured 432 19.22 149 34.49 283 65.51

Income***
<$20,000 562 25 211 37.54 351 62.46
$20,000 to $49,999 681 30.29 174 25.55 507 74.45
$50,000+ 969 43.1 195 20.12 774 79.88

Age***
18–24 226 10.05 77 34.07 149 65.93
25–44 947 42.13 300 31.68 647 68.32
45–54 564 25.09 133 23.58 431 76.42
55+ 469 20.86 72 15.35 397 84.65

Race/ethnicity***
White 1756 78.11 424 24.15 1332 75.85
People of color 482 21.44 164 34.02 318 65.98

Out with healthcare providers*
None 144 6.41 32 22.22 112 77.78
Few/some 707 31.45 207 29.28 500 70.72
Most/all 1361 60.54 341 25.06 1020 74.94

Relationship status***
Single 712 31.67 206 28.93 506 71.07
Partnered 399 17.75 125 31.33 274 68.67
Married/civil union 572 25.44 127 22.2 445 77.8
Separated/divorced/widowed 561 24.96 130 23.17 431 76.83

*p £ 0.10; **p £ 0.05; *** p £ 0.01. P value is based on Pearson’s chi-square tests.
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individuals under a larger gender minority umbrella who
may be experiencing more healthcare discrimination.15

However, selection bias may also be an explanation for dif-
ferences across studies in that systematic differences in who
agreed to participate in each study may also be related to ex-
periences of discrimination. Gender minority subgroups face
a variety of discrimination experiences that are uniquely
influenced by sexism, trans-negative attitudes, misogyny,
and other intersectional systems of oppression, perhaps
explaining why discrimination rates may vary depending
on the gender identity composition of the sample popula-
tion. Our findings highlight a need to conduct further analy-
ses based on gender expression and identity and work toward
standardized ways of constructing gender minority subsam-
ples and discrimination-related measurements.

Our results concerning the effects of discrimination show
that 26.25% of trans-feminine individuals report postponing
care due to discrimination concerns, which is similar to the
33% in the larger NTDS sample, with female-to-male trans-
gender respondents reporting a higher frequency (48%) than
male-to-female transgender respondents (27%).13 These find-
ings align with data from the 2015 USTS, which did not focus
specifically on preventive care, but found differences by gen-

der identity, with transgender men (31%) being more likely to
avoid care out of fear of discrimination than transgender
women (22%) and nonbinary respondents (20%).6 These re-
sults also corroborate findings from race-based discrimination
studies, such that discrimination in one setting can shape ex-
pectations of poor treatment in other settings.19 Furthermore,
race-based findings that perceived discrimination can delay
medical care-seeking26,27 are also confirmed in our study,
which showed that discrimination in a non-health location is
associated with care postponement (aOR 3.27–4.16 depending
on location). Those race-based studies also show that per-
ceived discrimination can erode adherence with medical treat-
ment and trust in healthcare providers,26,31,32 which may also
be true among trans-feminine individuals.

Research has shown that racial disparities in healthcare
stem from institutionalized patterns of racial discrimination,
in addition to overt discriminatory acts by healthcare provid-
ers.20 As the data in this study demonstrate, it is also possible
that institutionalized trans-feminine-negative attitudes influ-
ence healthcare utilization negatively. Although the data
from our trans-feminine sample differed from other studies
in terms of the exact rates of health-related discrimination,
we see that gender minority groups do face discrimination

Table 2. Association Between Location of Discrimination Experience and Postponement

of Preventive Care, Logistic Regression, N = 2090

Model A Model B Model C Model D Model E

aOR 95% CI aOR 95% CI aOR 95% CI aOR 95% CI aOR 95% CI

No discrimination (Ref.) 1 1 1 1 1
Any location 7.23 5.18–10.11
Health location 9.65 7.60–12.24
Commercial location 3.27 2.64–4.06
Transportation location 3.59 2.86–4.51
Civic location 4.16 3.33–5.18

Pseudo R2 0.1261 0.2165 0.0977 0.0964 0.1165
Pearson chi-square 1070.51 1081.6 1092.51 1031 1083.21
Hosmer-Lemeshow chi-square 5.46 5.42 6.98 7.1 9.21

Models controlled for education, income, insurance status, age, race, relationship status, and out with healthcare provider.
aOR, adjusted odds ratio; CI, confidence interval.

Table 3. Association Between Type of Discrimination Experience and Postponement

of Care, Logistic Regression, N = 2090

Model A Model B Model C Model D Model E

aOR 95% CI aOR 95% CI aOR 95% CI aOR 95% CI aOR 95% CI

No discrimination (Ref.) 1 1 1 1 1
Any discrimination 7.23 5.18–10.11
Denied services 4.78 3.82–6.00
Verbally harassed 3.78 3.00–4.77
Physically assaulted 3.32 2.37–4.64
Any one type 4.21 2.94–6.04
Any two types 10.67 7.46–15.27
All three types 20.51 12.68–33.19

Pseudo R2 0.1261 0.1311 0.1037 0.0661 0.164
Pearson chi-square 1070.51 1088.38 1134.3 1003.7 1305.7
Hosmer-Lemeshow chi-square 5.46 10.33 15.52 5.95 3.32

Models controlled for education, income, insurance status, age, race, relationship status, and out with healthcare provider.
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that impacts their health-seeking behavior. Broader efforts
to diminish discrimination toward all transgender individu-
als in health systems and wider society, rather than only
within client-provider interactions, could improve health
outcomes for our study population and the transgender pop-
ulation at large. The influence of institutionalized trans-
negative attitudes, and ways to mitigate its effect on health,
should continue to be explored in disparities research and in
the development of interventions.

High rates of employment discrimination, housing discrim-
ination, and healthcare discrimination have been reported in
various studies among transgender individuals,6,15,33,34 and
corroborated in our study, with discrimination reports in this
study in various locations ranging from 23.98% to 46.66%.
Trans-negative attitudes have been shown to be associated
with barriers to employment, sex work, incarceration, in-
creased HIV vulnerability,35 lack of health insurance, in-
ability to obtain needed healthcare, history of sexual and
physical violence, substance use, and interpersonal resil-
ience factors,11 as well as rejection from family and friends,
and emotional distress.36 All of these negative outcomes are
further associated with increased sexual risk-taking behav-
ior and negative sexual health outcomes.35 Access to high-
quality primary care could mitigate many of these social,
physical, and mental health issues by intervening at an ear-
lier stage and providing prevention and treatment services,
or connecting patients to additional resources.

Access to primary healthcare is directly influenced by ac-
cess to health insurance. As transgender individuals are
likely to face employment discrimination,13 they are there-
fore less likely to have health insurance through an em-
ployer. In addition, many clients face insurance problems
when the anatomy for which they require preventive services
does not match that associated with their gender marker (i.e.,
prostate examinations for trans-feminine individuals). Insur-
ance was controlled for, but did not prove significant in any
of the study models.

Limitations

Despite important findings, this study has limitations, in-
cluding the cross-sectional nature of the study and, therefore,
lack of temporal associations. Furthermore, the use of a conve-
nience sample strategy limits the overall generalizability to a
larger population, although it is important to note that the geo-
graphic distribution of the sample largely mirrors that of the
general U.S. population, and that a probability sample of trans-
gender individuals, or any subsample, is impossible at this
time with existing data and sampling frames. In addition,
many of the survey questions were complex and included mul-
tiple components, which may have resulted in confusion and
some response bias. Furthermore, the data were collected be-
tween 2008 and 2009, and experiences and behaviors may
have shifted since that time.

The categorization of our study population assumes that
those people identifying part time as one gender and part
time as another, do in some way associate with femininity,
and may be inaccurate. Therefore, some members of our pop-
ulation may not actually identify as trans feminine, which will
complicate the interpretation of the findings. It is worth reiter-
ating that standard definitions of gender minority subpopula-
tions do not exist, making category construction complicated

and data comparisons imperfect. Furthermore, few studies
have collected such extensive data regarding discrimination
among gender minorities. The 2015 USTS does collect similar
data, but has not yet presented analysis on our specific study
population.6 Nonetheless, this study has several strengths, in-
cluding minimal missing data and exploration of a relatively
unexamined area.

Conclusion

Our results indicate that reducing discrimination in the lives
of trans-feminine individuals may reduce barriers to health-
care access and improve health. At the time that this article
was being written, transgender discrimination and hate crimes
specifically targeting trans-feminine individuals, and particu-
larly those from racial and ethnic minority groups, were on the
rise.37 Due to the questionable future of transgender-related
nondiscrimination legislation,38 the ongoing battles for trans-
gender bathroom access,39,40 and questions regarding the
types of gender-affirming healthcare that will be covered by
the Affordable Care Act or any insurance plan,41 it is para-
mount that we not only monitor experiences of discrimination
but also begin to address the larger social determinants of such
discrimination,42 if we aim to make any significant reductions
in health disparities experienced by transgender individuals.
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