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Abstract

Limited provider knowledge on transgender health contributes to stigmatizing interactions and
access-to-care challenges for incarcerated transgender people. Drawing on interviews with
recently incarcerated transgender individuals and correctional staff, we developed and piloted a
transgender health training for correctional healthcare providers. Providers indicated that the
training provided them with the requisite competencies to provide gender-affirming care to
transgender patients. Participants also found the intervention to be highly acceptable and feasible
and recommended that the training be provided to others. Additionally, results suggested that the
training may be able to increase providers’ transgender-related knowledge. Further testing of the
intervention is warranted.
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Transgender individuals experience widespread stigma for having a gender identity or
expression that differs from their assigned birth sex. Due to pervasive stigma, many
transgender people are excluded from the legitimate economy and turn to street economies,
such as sex work to survive or substance use to cope with mistreatment, placing them at risk
for arrest and incarceration (Garofalo, Deleon, Osmer, Doll, & Harper, 2006; Glezer,
McNiel, & Binder, 2013; Grant et al., 2011; Nemoto, Bodeker, & Iwamoto, 2011; White
Hughto, Reisner, & Pachankis, 2015). Transgender individuals are disproportionately
incarcerated as estimates suggest that 16% of the transgender population have been to jail or
prison (Grant et al., 2011), compared to 2.8% of the U.S. general population (Glaze &
Kaeble, 2014).

Incarcerated transgender people, like all detainees, may need to access physical and mental
health services to meet their general healthcare needs; some transgender inmates also require
medical care to medically affirm their gender (i.e., hormones or surgery) (Coleman et al.,
2012). However, research finds that incarcerated transgender people face verbal harassment
by correctional healthcare providers (Clark, White Hughto, & Pachankis, 2017; White
Hughto et al., in press), as well as the denial of general and transgender-specific care



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

White Hughto and Clark Page 2

Method

including hormones (Brown & McDuffie, 2009; Emmer, Lowe, & Marshall, 2011; James et
al., 2016; Lydon, Carrington, Low, Miller, & Yazdy, 2015; Reisner, Bailey, & Sevelius,
2014). Denial of necessary healthcare has been linked to depression, self-injury, and death
by suicide among incarcerated transgender people (Brown, 2014; Brown & McDuffie, 2009;
Glezer et al., 2013; Tarzwell, 2006).

Research conducted in correctional and non-correctional settings finds that transgender
patients experience widespread mistreatment by healthcare providers (Clark et al., 2017;
Lydon et al., 2015; Poteat, German, & Kerrigan, 2013; White Hughto et al., in press). In
some cases, provider discrimination may be grounded in stigma (Clark et al., 2017; Lurie,
2005; Poteat et al., 2013; White Hughto et al., in press), while in other cases, mistreatment,
such as referring to a patient by the wrong name or pronoun, may be due to structural factors
such as lack of institutional training on how to meet transgender patients’ needs or policies
that restrict care provision (Brown, 2014; Clark et al., 2017; White Hughto et al., in press).
Further, qualitative research finds that insufficient provider training can create discomfort for
incarcerated transgender patients and lead to healthcare access barriers via healthcare refusal
or avoidance (White Hughto et al., in press).

Trainings to increase providers’ ability to provide gender-affirming care have been
successful in increasing providers’ awareness and understanding of transgender patients
(Hanssmann, Morrison, & Russian, 2008; Thomas & Safer, 2015). To our knowledge, only
one gender-affirming training has been evaluated in a correctional setting. The study
involved the delivery of a lesbian, gay, bisexual, and transgender (LGBT) training to
healthcare staff working in New York City jails (Jaffer et al., 2016). A policy addressing the
provision of medical care to transgender patients (e.g., hormone therapy) was also
implemented, which together with the training, lead to significant reductions in transgender
patient healthcare complaints. The New York study represents an important effort to ensure
that correctional providers receive necessary training in LGBT patient care and related
policies; however, transgender-specific trainings that are adapted to the correctional context
and focus on the population’s unique general and medical gender affirmation needs are
needed to improve correctional healthcare providers’ ability to care for incarcerated
transgender patients.

The present study aimed to develop and test a group-based transgender health training for
correctional healthcare providers. We utilized a multi-stage approach to intervention
development that consisted of formative qualitative work to understand experiences of
transgender people in corrections and the training needs of correctional healthcare providers;
and the design, delivery, and evaluation of a transgender health curriculum. Here, we provide
an overview of the intervention development process, evaluation of the intervention, and
post-intervention feasibility and acceptability.

We utilized a staged approach (Rounsaville & Carroll, 2001) to adapt and evaluate a
transgender health intervention for correctional healthcare providers. The approach included
7 stages: (1) qualitative interviews with formerly incarcerated transgender individuals to
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examine their experiences accessing healthcare in correctional settings, including structural
barriers and interpersonal barriers to care (White Hughto et al., in press); (2) key informant
interviews with correctional administrators to assess training needs and perceived feasibility
of delivering a transgender health intervention to correctional providers; (3) intervention
development and Phase | feasibility testing to assess initial acceptability of the intervention
content and feasibility of delivery post-intervention; (4) qualitative interviews with
correctional healthcare providers to assess multi-level barriers and facilitators to caring for
transgender patients (Clark et al., 2017); (5) adaptation and Phase |1 pilot testing of the
intervention to assess robust measures of intervention feasibility, acceptability, and
preliminary effectiveness using a mixed-methods, pre-post, longitudinal design (White
Hughto et al., 2017); (6) Phase 111 efficacy testing of intervention via a randomized
controlled trial; and (7) translation of the intervention into practice. Here, we review the first
3 stages, with a specific focus on stage 3. Stages 1 (White Hughto et al., in press), 4 (Clark
etal., 2017), and 5 (White Hughto et al., 2017) have been reported elsewhere and stages 6
and 7 are underway.

Formative Research

Qualitative interviews with formerly incarcerated transgender women—In 2014
we conducted 20 semi-structured interviews with formerly incarcerated transgender women.
The study, described in-depth elsewhere (White Hughto et al., in press), found that
correctional healthcare providers frequently misgendered transgender women by using male
names and pronouns. Study participants also reported that some correctional providers did
not recognize the medical necessity of prescribing hormones and in some cases participants
had to educate their providers in order to receive appropriate medical care. Participants also
noted that training was urgently needed to increase correctional providers’ ability to provide
gender-affirming care.

Key informant interviews with correctional administrators and providers—
Between September and December 2015, we conducted key informant interviews with 12
correctional healthcare administrators from state and federal facilities, 10 of whom also
identified as correctional healthcare providers. Interviews sought to assess the need for and
feasibility of conducting transgender health trainings for correctional providers. Key
informants highlighted the lack of existing training efforts covering transgender health
issues. Informants also welcomed the opportunity to train their staff in transgender health
competencies to ensure that transgender patients receive appropriate care. Key informants
saw the value of developing and piloting the intervention at the state-level to assess initial
feasibility and acceptability with the potential to make the intervention available to federal
healthcare providers.

Phase | Feasibility Study

Intervention development—Using data from our formative research and training
materials developed for non-correctional healthcare providers by leading LGBT health
organizations (Center of Excellence for Transgender Health, 2011; Makadon, Mayer, Potter,
& Goldhammer, 2008; Reisner et al., 2015), we designed a transgender health training
curriculum for correctional providers. The first author created the initial draft of the
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intervention, which targeted a range of transgender cultural competencies (e.g., terminology,
stigma as a risk factor for incarceration, stigma’s health impact, and transgender people’s
experience in corrections). To ensure the curriculum was relevant to all providers (e.g.,
doctors, nurses, psychologists, social workers), the curriculum focused on basic clinical
competencies, not specific to provider type (e.g., best practices for gender-affirming clinical
encounters, basics of taking a medical history). The second author added cultural
competence content to further contextualize structural and interpersonal stigma as a risk
factor for incarceration. The intervention was then iteratively refined through consultations
with four experts, including a formerly incarcerated transgender woman/community activist,
a researcher with experience working in correctional environments, a physician with
expertise in transgender health, and a correctional mental health provider/administrator.

The intervention consisted of four training modules with specific learning objectives.
Module 1 covered definitions and terminology (e.g., difference between sex, gender, sexual
orientation) in order to enable providers to define sexual and gender-related terms and
processes. Module 2 aimed to help providers understand the social factors that place
transgender people at risk for incarceration by covering examples of transgender stigma as a
barrier to care. Module 2 also included an account of incarceration experiences from a
formerly incarcerated transgender community activist to help providers understand the
aspects of incarceration that are most challenging for transgender individuals. Module 3
included an interactive role-play component that aimed to help providers communicate with
transgender people using language that respects and acknowledges their gender identities
through gender-affirming interactions. Module 4 aimed to help providers understand their
role in ensuring patient access to gender-affirming care through discussion on how
stigmatizing and supportive interactions between patients and providers can serve as barriers
and facilitators to care, respectively. Module 4 also aimed to educate providers on the basics
of taking a medical history with transgender patients by reviewing the essential components
(e.g., assess existing anatomy) and key considerations (e.g., trauma histories) for transgender
patients.

Intervention delivery—Between December 2015 and January 2016, 22 healthcare
providers from a New England correctional facility participated in a single-session, group-
based training intervention on transgender health. In order to reach all providers, the
intervention was piloted on two occasions (training 1: A= 15; training 2: N=7). A
correctional administrator informed eligible staff of the training, secured a training location
at the facility, and scheduled the trainings. The intervention was designed to be delivered in
1 hour (15 minutes per module) and led by facilitators with expertise in transgender health
and corrections. Participants were eligible if they were: 18 years or older; fluent in English;
and identified as a correctional healthcare provider (e.g., medical doctor, nurse, physician’s
assistant, psychologist, psychiatrist, social worker, mental health counselor). Providers
received educational credits for their participation.

Intervention evaluation—Detailed notes were taken throughout the intervention
development process to assess the feasibility of study implementation. To assess intervention
acceptability and its potential to improve providers’ transgender-related knowledge,
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participants completed an 11-item survey via pen and paper immediately after the training.
Participants were asked to indicate (from 1 = strongly disagreeto 4 = strongly agree) how
much they agreed that the training was successful in improving five transgender-related
competencies (see questions 1-5 in Table 1). Participants were also asked to evaluate their
level of transgender-related knowledge before and after the training (from 1 = zero
knowledgeto 5 = expert-level of knowledge). Additionally, participants were asked to
indicate how likely they would be to apply the training information to their work (from 1 =
not very likelyto 5 = very likely). Finally, participants were asked two-open ended questions
assessing how they might apply the training content to their work and whether they would
recommend the training to others. Participants were informed that their feedback would be
used to evaluate the intervention and they were free to decline survey participation or stop
the survey at any time. To ensure participant anonymity, no personal identifiers were
collected and verbal consent was obtained in lieu of signed written consent. This study
received an exemption from the Institutional Review Board of Yale University.

Data Analysis

Results

Post-intervention evaluations were assessed in SPSS. Descriptive statistics were obtained for
all variables. T-tests explored differences between participants perceived transgender-related
knowledge, before and after the intervention. Using thematic analysis (Braun & Clarke,
2006), open-ended questions were first organized according the research questions and then
further categorized according to themes that emerged from analysis.

This Phase | feasibility study was successful in recruiting 22 correctional providers (68%
mental health, 18% physical health providers) to participate in a transgender health training.
The correctional administrators with whom we worked recognized the need for training and
coordinated the scheduling of the training, booked the training site, and helped to secure the
approval to conduct the training in the correctional facility. Recruitment by correctional
administrators was effective given their ability to convey the value of the training and ensure
that staff had the necessary time off to participate in the training.

Intervention feasibility was evaluated via a brief, pen and paper survey following the
intervention. The brevity of the survey and in-person data collection likely contributed to the
completeness of the data as no participants had missing survey responses. However, this in-
person data collection approach limited our ability to collect more comprehensive
demographic information about participants. Additionally, participants had limited time to
participate in the intervention and complete the evaluation, thus we were restricted in our
ability to include more robust measures of intervention feasibility and acceptability in the
post-intervention survey.

The intervention was designed to be delivered by two facilitators in order to achieve an
optimal facilitator-to-participant ratio (6-8 participants per facilitator) (Stewart, Usher, &
Allenby, 2010). The two lead facilitators had expertise in transgender health and corrections,
prior experience training medical staff, and identified as cisgender. Following
recommendations from two key informants, a transgender community activist who had a
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history of incarceration was added as a co-facilitator. The co-facilitator elected to lead
Module 2 on transgender people in corrections and contextualized various components of
the training by sharing personal stories about her incarceration experiences. While each
facilitator offered their own unique contribution, the use of three facilitators created an
imbalanced facilitator-to-participant ratio and took 1.5 to 2 hours to deliver the intervention
rather than target time frame of 1 hour.

Post-test evaluation of the intervention revealed that the training objectives of each
educational module were met (see Table 1). Significant increases were also found in
providers’ transgender health knowledge post-intervention (p < 0.0001). Participants also
found the intervention to be highly acceptable as 100% indicated they would integrate the
knowledge into their work and recommend the training to others. Several providers cited
their intent to integrate gender-affirming language into their work, such as the use of
patients’ preferred pronouns and name. Many providers also found the case studies and
opportunities for discussion to be highly useful and recommended that any future iteration of
the intervention include ample time for both. A number of providers also noted that exposure
to the stories of the formerly incarcerated transgender co-facilitator was particularly helpful
in understanding the difficulties of being transgender in prison. While providers indicated
that intervention did not require any revisions, a few providers noted that more clinical case
studies on hormone provision, surgical considerations, and mental health therapies would be
useful.

Discussion

Drawing on formative research with formerly incarcerated transgender individuals and
correctional providers and administrators, we developed a novel, group-based intervention
grounded in the lived experience of incarcerated transgender people and responsive to the
unique healthcare delivery environment of correctional settings. Post-test evaluations
demonstrated high intervention feasibility and acceptability and suggest that the training
may be able to increase the transgender-related knowledge of participating providers.

These data provide preliminary evidence of the successful development and delivery of
intervention targeting transgender health competencies among correctional healthcare
providers. For nearly all study outcomes, providers indicated that the training provided them
with the requisite cultural competencies to provide care to transgender patients and basic
competencies for affirming clinical interactions. Participants also found the intervention
content and format to be highly acceptable, and all participants indicated they would
recommend the training to others. While not the goal of the feasibility and acceptability
study, significant increases were also found in providers’ transgender-related knowledge
post-intervention. Future testing of the intervention using more robust measures of
transgender cultural and clinical competence and a pre-post longitudinal design is underway
in order to further evaluate the effectiveness of the intervention.

Our formative research revealed that providers lack training on how to appropriately meet
the needs of transgender patients (Clark et al., 2017; White Hughto et al., in press). This
pilot study simultaneously trained both mental health and primary care providers, thus the
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focus of the training was on cultural competence and the basics of gender-affirming clinical
interactions (e.g., taking a medical history), rather than covering the range of clinical
competencies for both mental health (e.g., therapeutic strategies) and primary care (e.g.,
hormone dosing) providers. Pilot testing of the intervention demonstrated that the amount of
cultural content was appropriate and needed; however, provider feedback revealed that
additional content on transgender clinical competencies (e.g., hormone provision, post-
surgical care, mental health interventions) was needed. Future iterations of the intervention
will aim to expand the clinical competence component, and if feasible, stratify training
sessions by provider type to ensure that correctional healthcare providers’ transgender-
related clinical training needs are met.

Evaluation of intervention feasibility outcomes highlight additional methods to be retained
and improved upon in future testing of the intervention. The use of correctional
administrators to recruit participants, secure a training location, and schedule the training
was useful to obtain staff buy-in and embed the training into participants’ workday. While
administrators did not report any recruitment challenges, it is possible that administrators at
other sites may be less willing or able to facilitate recruitment, including sending multiple
recruitment emails and managing scheduling conflicts. To ensure that the target sample size
is reached for future phases of the intervention, we will aim to collaborate with
administrators on recruitment efforts and secure the email addresses of eligible participants
in order to track response rates and assess reasons for non-participation.

With regard to intervention delivery, the facilitators’ unique background and expertise in
transgender health and corrections was found to be acceptable. The use of data on the health
effects of incarceration and barriers to care for transgender people, along with a storytelling
component of incarceration experiences enriched the training and provided participants with
exposure to the lived realities of incarcerated transgender people. To ensure that
participating providers are exposed to the challenges transgender face while incarcerated,
even in contexts where a formerly incarcerated transgender person is unable to co-facilitate,
we will include case studies of incarcerated transgender individuals drawn from our
formative research with this population (Clark et al., 2017; White Hughto et al., in press).
Additionally, future efficacy testing of the intervention will utilize 1-2 facilitators to ensure
adherence to the target curriculum timeframe.

This study used a brief, in-person survey to evaluate intervention feasibility and
acceptability. While the survey was useful in collecting outcome data post-intervention,
future testing of the intervention will require a pre-post, longitudinal design and more robust
measures of intervention feasibility, acceptability, and effectiveness, which could be
challenging to collect in-person given potential privacy concerns and limited staff time.
Future testing of the intervention should aim to collect evaluation data online. An online
survey would enable participants to complete the survey at their convenience and allow for
the collection of detailed demographic and outcome data. Further, while missing data was
not an issue in this feasibility study, longer surveys pose a greater risk for missing data
(Galesic & Bosnjak, 2009; Sarraf & Tukibayeva, 2014). Online data collection tools have
capabilities that can minimize non-response bias (Albaum, Roster, Wiley, Rossiter, & Smith,
2010) and thus will be incorporated into future testing phases.
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Other study limitations should be considered when interpreting these findings. The study
was conducted with a small sample of correctional healthcare providers from a single
correctional facility in New England, which may limit the generalizability of findings.
Additionally, all measures were self-reported and may suffer from socially desirability bias.
Finally, 11 single-item outcome measures were developed for this study. Validated measures
that are designed to assess cultural and clinical competence can reduce the possibility of
measurement error and will be developed and incorporated into future testing of the
intervention.

In conclusion, there is a dearth of evidence on efforts to improve correctional healthcare
providers’ ability to provide gender-affirming care to transgender patients. This study
provides preliminary evidence for the feasibility and acceptability of a group-based
intervention targeting transgender health competencies for correctional healthcare providers.
Findings highlight the need for future refinement and testing of the intervention in a larger
sample, using a pre-post, longitudinal design.
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Table 1

Descriptive findings of intervention feasibility and acceptability (V= 22).

Page 11

1. Define Terms Related to Transgender Identity and Health: Range 3-4
Mean - SD 3.64 0.49
Agree: n-% 22 100.0
Disagree: n- % 0 0.0
2. lIdentify Some of The Social Factors that Place Transgender People at Risk for Incarceration: Range 3-4
Mean - SD 3.64 0.49
Agree: n-% 22 100.0
Disagree: 17- % 0 0.0
3. Explain the Specific Aspects of Incarceration that are Most Challenging for Transgender Individuals: Range 2-4
Mean - SD 3.55 0.60
Agree: n-% 21 95.5
Disagree: n- % 1 4.5
4. Communicate with Transgender People Using Language that Respects and Acknowledges Their Gender Identities
Range (3-4)
Mean - SD 3.59 0.50
Agree: 11- % 22 100.0
Disagree: n- % 0 0.0
5. Explain Strategies to Effectively Take a Medical History: Range 2-4
Mean - SD 3.19 0.51
Agree: n-% 21 95.5
Disagree: n- % 1 4.5
6. Apply the Information from this Training to Your Work/Your Organization: Range 3-4
Mean - SD 3.50 0.69
Likely: 77- % 22 1000
Unlikely: 77- % 0 0.0
7. Recommend Training to Others
Yes: n-% 22 100.0
No: 77- % 0 0.0
8. Pre-Training Knowledge: Range 1-4
Mean (SD) 229 078
9. Post-Training Knowledge: Range 24
Mean (SD) 3.60 050
Knowledge Differences
T-Test — degrees of freedom 9.20™ 21
Cohen’s d 2.00
r—
p<0.001
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Note. For items 1 through 5, the mean and standard deviation (SD) are reported for the 4-point scale; when reporting the frequency, the scale was
dichotomized to Agreevs. Disagree for parsimony. For item 6, the mean and SD are reported for the 4-point scale; when reporting frequency, the
scale was dichotomized to Likely vs. Unlikely for parsimony. For items 8 and 9, the scale ranged from 1 = No knowledge to 5 = Expert Knowledge.
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