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BACKGROUND: Insurance-based denials are common
barriers for transgender and non-binary individuals in
accessing medically necessary gender-affirming care. Lit-
tle is known about how experiences of transgender-
related insurance denials may vary by insurance type.
OBJECTIVE: This study investigates the association be-
tween transgender and non-binary individuals’ experi-
ences of different forms of transgender-related insurance
denials and insurance type.

DESIGN AND PARTICIPANTS: The 2015 United States
Transgender Survey was conducted by the National Cen-
ter for Transgender Equality to ascertain US transgender
and non-binary experiences across multiple life experi-
ences, including individual health status, health services
access and utilization, and experiences with denials.
MAIN MEASURES: Multivariate logistic regressions were
conducted, and adjusted risk ratios were calculated, to
analyze the likelihood of experiencing eight different forms
of denials by insurance type, including private, Medicare,
Medicaid, and military-related, and having multiple types
of insurance coverage.

KEY RESULTS: Models revealed significant relationships
between transgender-related insurance denials and in-
surance type for 11,320 transgender and non-binary
adults. Compared with those with private insurance,
Medicaid coverage was associated with an increased
likelihood of experiencing denials for hormone therapy
(adjusted risk ratio (ARR) =1.22; CI=1.05-1.42; p=0.02);
having no in-network surgery providers was associated with
Medicare (ARR = 1.84; CI=1.29-2.62; p=0.009) or Medic-
aid (ARR=1.54; CI=1.20-1.98; p=0.003); and military-
based insurance was associated with transition-related
surgery denials (ARR=1.53; CI=1.36-1.72; p<0.001).
CONCLUSIONS: Researchers and practitioners must
consider the link between type of insurance coverage
and experiences with different forms of transgender-
related insurance denial. These results provide continu-
ing support for broad non-discrimination policy efforts,
but also direct our attention to targeted insurance policy
interventions by form of denial, which can promote equi-
table access for transgender and non-binary people
across all healthcare needs.
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INTRODUCTION

Transgender and non-binary (TNB) individuals have a variety
of health needs that require accessible, affordable, and quality
healthcare. For those seeking medical transition, this can in-
clude gender-affirming medical care such as hormone therapy,
surgery, and support services like counseling.'> Gender-
affirming medical care is the provision of transition-related
medical services that supports a transgender person’s own
gender identity. It is considered medically necessary by the
World Professional Association of Transgender Health
(WPATH) and has been linked to the overall well-being of
transgender individuals.*” It is also cost-effective when com-
pared with the high cost of physical and mental healthcare that
may result from being unable to access needed services.*>* A
plethora of research exists demonstrating that TNB individuals
experience high rates of physical and mental health issues,
including depression, anxiety, self-harm, suicidal ideation, and
disability,>*'® which may result from lack of healthcare ac-
cess, as well as stigma and transphobia. According to the 2015
United States Transgender Survey (USTS), the largest survey
of the TNB population to date, 39% of respondents reported
severe psychological distress, in comparison with 5% of the
general population.'?

However, the USTS also shows that 23% of respondents
avoided seeking healthcare due to fear of mistreatment within
the past year.'” Both negative health outcomes and delays in
seeking care among TNB people can be attributable to per-
ceived and direct experiences of mistreatment, stigma, and
discrimination.'”?° Research shows that TNB experiences
with healthcare discrimination are pervasive and include pro-
viders refusing to offer gender-affirming medical care, asking
unnecessary questions about gender unrelated to the purpose
of the healthcare visit, and lacking knowledge of trans-related
health issues.'*?'** Furthermore, TNB experiences with
healthcare access and discrimination may be worse for those
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occupying certain marginalized social locations, including
TNB individuals who are disabled,”* people of color,'** of
lower income,'*"? middle-aged,26 self-identified as transgen-
der (as opposed to gender nonconforming or non-binary),?” or
have a history of medical transition,?® and can be worsened
due to geographic location (e.g., living in the Southern or
Western United States).'”

Insurance-based coverage denials are a common barrier for
TNB individuals in accessing medically necessary gender-
affirming care. Out of all USTS respondents who sought
healthcare coverage through an insurer, 25% experienced a
coverage denial or other barrier to care related to being TNB in
the past year.'? Comparatively, other studies have found be-
tween 11 and 24% of coverage denials among the general
population.”®

However, provision of gender-affirming care to TNB indi-
viduals will be limited if that care is neither affordable nor
accessible. In comparison with the general population, it is
more common for TNB individuals to have lower incomes, be
unemployed, and lack health insurance, yet have higher edu-
cational attainment.'*'>*° While 11% of adults in the USA are
uninsured, USTS respondents reported a rate of 14%.'> One
study found a greater likelihood of uninsurance among TNB
people of color compared with TNB white people (25.7%
versus 17.1%) and among TNB people compared with
cisgender people in the Midwestern (20.6% versus 13.7%)
and Southern (24.2% versus 19.5%) United States.> Being
uninsured is associated with substantial delays in seeking
care.2%!

Health insurance coverage does not guarantee that a TNB
individual will receive gender-affirming medical care. Histor-
ically, healthcare providers could deny transgender people
coverage for transition-related care by regarding transgender
status as a pre-existing condition; this is no longer possible
under the 2010 Patient Protection and Affordable Care Act
(ACA).>>*3 While Obama-era interpretations of the ACA
outlawed such discrimination, a federal injunction in 2016
put this interpretation on hold, going against WPATH recom-
mendations and leaving the legal future of non-discrimination
in jeopardy.’>*** Further, the Trump administration has pro-
posed rolling back gender identity-inclusive regulatory inter-
pretations.34 As such, TNB individuals continue to face bar-
riers and legal ambiguity regarding insurance provider deci-
sions on which services are deemed as a “medical necessity”
versus “cosmetic.”! >3

Insurance-based non-discrimination and protection policies
differ by insurance type. When the USTS was conducted
during summer 2015, only the District of Columbia and a
handful of state-administered Medicaid programs (e.g., Cali-
fornia, Massachusetts) provided some level of coverage for
transition-related care, while others either explicitly excluded
coverage or had no overt policy.’” A greater number of states
prohibited private insurance—based discrimination (e.g., Illi-
nois, Nevada).37 As of 2014, categorical exclusions for trans-
gender care through Medicare, a federally administered

program, were overturned by the Department of Health and
Human Services; as with other Medicare services, coverage
decisions are now made on a case-by-case basis.*** Addition-
ally, while the Veteran’s Health Administration was covering
comprehensive transgender-related care in 2015,%%*!
TRICARE through the Department of Defense had yet to issue
an inclusive coverage policy.** Finally, for further context, in
2015, the WPATH medical necessity statement,” as well re-
search on the cost effectiveness of transgender-related insur-
ance coverage,” had yet to be released.

While non-discrimination and inclusive policies continue to
be enacted today, different forms of transgender-related insur-
ance denials continue across all insurance types. Research has
neglected the association between the multiple forms of
transgender-related insurance denials experienced by TNB
individuals and insurance type. This study aimed to assess
how type of insurance coverage (e.g., private, Medicaid) af-
fects TNB individuals’ likelihood of experiencing different
forms of insurance-based denials. As insurance policy is
fragmented in the USA, including by level of transgender-
related policy development, enforcement, and coverage pro-
tections, we hypothesize that different forms of denial will
differ by insurance type. Investigating this question advances
our understanding of how insurance programs may contribute
to the multiple and gender-specific barriers transgender people
may face in accessing healthcare.

METHODOLOGY
Design

This paper utilizes secondary USTS data. As anonymized
secondary data, this study received exempt approval from
the University of Michigan IRB. The USTS was conducted
by the National Center for Transgender Equality in 2015 to
ascertain TNB experiences across multiple life experiences,
including individual health status, health services access and
utilization, and experiences with denials. Purposive sampling
online and in partnership with over 400 organizations across
the USA was used to recruit participants. Participants were
eligible to complete the survey if they self-identified as TNB,
were at least 18 years of age, and lived in the USA. The survey
was offered in English and Spanish and was completed by
27,715 participants. Detailed methodological information can
be found in the USTS report.'

As the USTS has an overrepresentation of participants who
were 18 years old and White, recommended sampling weights
are used. This weight was created by the USTS team to
provide estimates closer to TNB population age and race
attributes, based upon other studies.'?

Measurement

The primary dependent variables used in this study are eight
forms of self-reported insurance-based denials. These included
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when a health insurance program in the previous year had (1)
not changed records to patient’s current name or gender; (2)
denied transition-related hormone therapy; (3) denied
transition-related surgery; (4) covered only some transition-
related surgery; (5) covered transition-related surgery, but had
no in-network surgery providers; (6) denied other “gender-
specific healthcare (such as Pap smears, prostate exams, mam-
mograms)” due to the patient being transgender; and (7)
denied routine healthcare due to the patient being transgen-
der.'? These seven variables were binary (0 = no; 1 = yes) and
included only those who accessed, or attempted to access, that
form of care. Additionally, an eighth variable “any denial” was
created, which collapsed observations across all seven forms
of denial. If a participant experienced any one of the seven
forms, they were coded as having experienced any denial.
Participants were included in the final analytical sample if
they were covered by an insurance type and attempted to
access any of the seven forms of care (n =11,320).

The primary independent variable was type of insurance.
This included (1) private insurance, which included both
employer-based or market-based coverage via the participant
or someone else; (2) Medicare; (3) Medicaid; (4) military-
related, which collapsed together Veteran’s Administration
insurance (n = 116) and TRICARE (r = 133) due to their low
sample size; and (5) multiple, for participants covered by more
than one of the four insurance types. Insurance was recoded as
a binary dummy variable (0 = does not have that type; 1 = has
type).

Other independent variables were included as controls.
These included gender identity, race, educational attainment,
income, census region of residence, disability, age, and history
of having any transgender-related medical or surgical transi-
tion. Gender identity was a binary variable (0 = genderqueer/
non-binary; 1 = transgender); race, age, education, and income
were categorical variables; and disability and history of tran-
sition were binary variables. The Native American (n = 134)
and Middle Eastern (n = 44) race categories were dropped due
to low sample size. History of transition was a USTS-
constructed variable that included any transgender-related
health service, including hormone therapy, surgery, and
transgender-related counseling or therapy, except voice
therapy.

Analysis

Descriptive results for all variables were based upon the full
weighted analytic sample. Prevalence of each form of denial
by type of insurance was ascertained through bivariate cross-
tabulation and tests of independence. Finally, multivariate
logistic regressions were conducted to analyze the likelihood
of experiencing all forms of denial by insurance type and the
control variables. This involved examining eight models, in
each of which only those participants who attempted to access
the care associated with that model’s form of denial (i.e., each
model’s dependent variable) were included. Private insurance

was selected as the reference category for insurance type.
Regressions were examined for variable specification and
sufficient data. Acceptable levels of multicollinearity were
detected, including between education and income, and be-
tween explanatory and control variables. Adjustments for
multiple comparisons were deemed unnecessary as models
and hypothesized associations were considered independent-
ly.43 * Risk ratios, calculated using an adjustment method,45
and 95% confidence intervals are presented.

RESULTS

Descriptive results (Table 1) showed that 72.7% of study
participants in the weighted sample were covered by private
insurance (n = 8390), followed by 14.2% with Medicaid (n =
1395) and 8.6% with multiple forms of insurance (n = 970).
Most respondents self-identified as transgender (81.1%) and
White (64.7%). Additionally, the vast majority of respondents

Table 1 Sample Characteristics (n = 11,320)

n %0 Weighted
(%)

Insurance type

Private 8390 741 727

Medicare 283 2.5 22

Medicaid 1395 123 142

Military-related 282 2.5 23

Multiple 970 8.6 8.6
Gender

Transgender 9136 80.7 8l1.1

Genderqueer or non-binary 2184 19.3 189
Race

White 9560 84.5 64.7

Latino/a/Hispanic 550 4.9 15.5

Black 324 29 12.9

Asian/Native Hawaiian/Pacific 271 2.5 44
Islander

Biracial/multiracial/not listed 609 54 24
Education attainment

Less than high school 215 1.9 1.8

High school 972 8.6 8.0

Some college 3685 32.6 345

Associate’s degree 1044 9.2 9.7

Bachelor’s degree 3381 29.9 29.0

Graduate or professional degree 2023 179 171
Income

No income 306 2.7 3.0
Low income ($1-$10k) 1171 103 11.7
Low-mid income ($10k—$25k) 2064 182 178
Mid income ($25k—$50k) 2513 222 227
Mid-high income ($50k-$100k) 3070 27.1 265
High income ($100k+) 2196 194 184
Region
Northeast 2472 21.8 213
Midwest 2273 20.1 185
South 2677 237 254
West 3898 344 349
Age
18-25 years old 3888 344 351
26-44 years old 4952 438 452
45-64 years old 2131 18.8 17.2
65+ years old 349 3.1 2.5
Disability
Yes 2920 258  26.0
No 8400 742 740
Any transition
Yes 10,267  90.7  90.9
No 1053 9.3 9.1
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Table 2 Experiences of Insurance-Based Denials: Prevalence and Relationship by Insurance Type

Private (%) Medicare (%) Medicaid (%) Military-related (%) Multiple (%) p value*

Any denial (n= 11,320)

Yes 50.1 44.0 55.2 60.9 533 0.004
Not changing record to list correct name or gender (n =4720)

Yes 13.6 10.5 23.9 28.1 19.1 <0.001
Denied hormone therapy for transition (17 =8612)

Yes 25.8 13.7 29.9 17.0 20.1 <0.001
Denied surgery for transition (n=4331)

Yes 55.1 49.0 55.0 87.2 54.6 <0.001
Covers only some needed surgical care (n =5222)

Yes 42.5 49.3 40.3 28.0 43.6 0.17
Covers surgery, but no in-network providers (n=4761)

Yes 18.5 39.5 35.0 5.8 24.9 <0.001
Other gender-specific denial for being trans (n= 5789)

Yes 14.2 11.7 72 14.1 0.09
Routine care denial for being trans (n =9010)

Yes 6.6 59 7.3 5.8 9.1 0.40

*Note: With weighted data, chi-square tests are converted into a design-based F statistic, which provides a more accurate p value

had a history of transgender-related medical or surgical tran-
sition (90.9%). Approximately one-quarter of participants
were disabled (26.0%). Most participants were 18 to 44 years
old (80.3%).

Bivariate results (Table 2) revealed a significant relationship
between insurance type and five of the insurance denial vari-
ables. This included the relationship between insurance and
having experienced any of the seven forms of denials (p =
0.004): people who were covered by all forms of insurance,
save Medicare, were more likely to experience denials than
not. This included 60.9% of those with military-related insur-
ance and 55.2% of those with Medicaid. There are other
prevalence rates of note: 55.8% of all respondents in the
weighted sample who accessed surgery for transgender-
related transition were denied insurance coverage
(p<0.001), including 87.2% of those military-related insur-
ance. The least prevalent, but still statistically significant, form
of denial was not changing a record to list correct name or
gender (p<0.001); 15.9% of respondents experienced this
form of denial, with the lowest prevalence among those with
Medicare (10.5%) and the highest among those with military-
related insurance (28.1%).

Multivariate logistic regression results are presented for all
eight denial variables using weighted samples (Tables 3 and
4). All eight models showed overall statistical significance (all
p<0.001), and Hosmer-Lemeshow goodness of fit tests were
insignificant for all models, indicating good fit and that actual
and predicted frequencies were not statistically different (all
p>0.05). In the model in which the dependent variable is any
form of denial, no form of insurance was associated with a
greater likelihood of experiencing denials (p > 0.05).

However, when holding all other variables constant, analyses
of the other models revealed several significant relationships
between transgender-related denials and insurance type. All
results are in comparison with the reference group of private
insurance. For those who attempted to change their correct
name or gender with an insurance company, those with

military-related insurance were 1.93 times more likely (CI=
1.33-2.80; p=0.009), those with Medicaid were 1.50 times
more likely (CI=1.17-1.93; p=0.005), and those with multi-
ple forms of insurance were 1.60 times more likely (CI=1.21-
2.12; p=0.005) to experience this form of denial. In accessing
transition-related hormone therapy, those with Medicaid were
1.22 times more likely (CI=1.05-1.42; p =0.02) to experience
denials, while those with Medicare (adjusted risk ratio (ARR) =
0.71; CI=0.50-1.02; p =0.03) and military-related insurance
(ARR = 0.63; CI = 0.43-0.91; p=0.002) were less likely to
experience these denials. However, those with military-related
insurance were 1.53 times more likely to experience denials for
transition-related surgery (CI = 1.36-1.72; p< 0.001). Those
with Medicare were 1.34 times more likely (CI=1.06-1.69;
p=0.03) to have their insurance only cover some needed
surgical care and 1.84 times more likely (CI=1.29-2.62; p=
0.009) to have their insurance cover surgery without any in-
network providers capable of offering it. Conversely, those with
military-related insurance were less likely to have only some
surgical coverage (ARR = 0.71; CI = 0.52-0.98; p=0.02) or
surgical coverage with no in-network provider (ARR = 0.33;
CI=0.14-0.80; p < .001). Those with Medicaid coverage were
1.54 times more likely (CI=1.20-1.98; p=0.003) to have no
in-network providers for needed surgery. Routine care denials
were not significantly different across all types of insurance
(p>0.05).

Multivariate results also demonstrated notable significant
relationships between several control variables and forms of
denial. Self-identifying as transgender, in comparison with
genderqueer/non-binary, was associated with a greater likeli-
hood of experiencing denials of transition-related surgery
(ARR=1.15; CI=1.01-1.31; p=0.02), other gender-
specific care (ARR =2.30; CI=1.57-3.35; p<0.001), and
routine care (ARR =1.81; CI=1.27-2.58; p <0.001). Resid-
ing in the Midwest or South census regions was associated
with an increased likelihood of experiencing many forms of
denial, compared with residing in the Northeast.
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Table 3 Multivariate Adjusted Risk Ratios (ARR) of Experiences with Health Insurance Denials
Any denial (n=11,320) Not changing record to Denied hormones for Denied surgery for
list correct name or transition (n=28612) transition (n =4331)
gender (n=4720)
Variable ARR (95% CI) P ARR (95% CI) P ARR (95% CI) p ARR (95% CI) P
value value value value
Insurance
Private (ref) 1.0 1.0 1.0 1.0
Medicare 0.91 (0.77-1.08)  0.30 1.16 (0.72-1.86)  0.55 0.71 (0.50-1.02)  0.03 0.96 (0.73-1.25)  0.76
Medicaid 1.08 (0.98-1.18)  0.10 1.50 (1.17-1.93)  0.005 1.22 (1.05-1.42)  0.02 1.04 (0.92-1.17)  0.52
Military-related 1.13 (0.99-1.30)  0.07 1.93 (1.33-2.80)  0.009 0.63 (0.43-0.91)  0.002 1.53 (1.36-1.72) <
0.001
Multiple 1.05 (0.96-1.15)  0.24 1.60 (1.21-2.12)  0.005 0.88 (0.72-1.08)  0.22 1.03 (0.90-1.17)  0.62
Gender
Genderqueer/non-binary 1.0 1.0 1.0 1.0
(ref)
Transgender 149 (1.36-1.63) < 0.79 (0.62-1.02)  0.10 0.92 (0.79-1.07)  0.33 1.15 (1.01-1.31)  0.02
0.001
Race
White (ref) 1.0 1.0 1.0 1.0
Latino/a/Hispanic 1.04 (0.96-1.13)  0.33 1.26 (0.98-1.62)  0.10 1.00 (0.85-1.19)  0.93 0.93 (0.83-1.05) 0.25
Black 1.05 (0.93-1.19)  0.39 0.98 (0.69-1.40) 0.95 091 (0.72-1.14) 042 0.68 (0.57-0.82) <
0.001
Asian/Native Hawaiian/  0.85 (0.74-0.98)  0.02 1.09 (0.70-1.70)  0.70 0.83 (0.63-1.09)  0.16 0.77 (0.61-0.98)  0.02
Pacific Islander
Biracial/multiracial/not 0.99 0.98 1.09 (0.82-1.45)  0.55 0.92 (0.77-1.11) 041 0.87 (0.75-1.00)  0.04
listed (0.91-1.08)
Education attainment
Less than high school 1.0 1.0 1.0 1.0
(ref)
High school 0.99 (0.78-1.24)  0.94 0.63 (0.31-1.29) 0.14 1.15 (0.75-1.75)  0.54 0.96 (0.68-1.37)  0.86
Some college 1.04 (0.84-1.29)  0.67 0.66 (0.36-1.19)  0.16 1.17 (0.77-1.77) 045 1.03 (0.75-141) 0.85
Associate’s degree 1.06 (0.86-1.31)  0.56 0.63 (0.32-1.25)  0.13 1.29 (0.87-1.93)  0.25 1.03 (0.75-1.43)  0.82
Bachelor’s degree 1.04 (0.84-1.29)  0.68 0.57 (0.30-1.07)  0.06 1.19 (0.79-1.78)  0.42 0.99 (0.77-1.37) 098
Graduate or professional ~ 1.10 0.36 0.67 (0.34-1.30) 0.19 1.26 (0.85-1.88)  0.28 0.97 (0.69-1.35) 0.88
degree (0.89-1.35)
Income
No income (ref) 1.0 1.0 1.0 1.0
Low income ($1-$10k)  1.26 0.004 2.18 (1.27-3.73)  0.04 1.25 (0.90-1.72)  0.21 1.17 (0.94-1.46) 0.18
(1.09-1.46)
Low-mid income 1.25 (1.09-1.43)  0.003 230 (1.35-3.92) 0.02 1.34 (0.98-1.83)  0.09 1.21 (0.98-1.50)  0.08
($10k—$25k)
Mid income 1.26 (1.09-1.45)  0.002 2.31(1.38-3.87)  0.02 1.34 (0.98-1.84)  0.09 1.24 (1.00-1.53)  0.06
($25k—$50k)
Mid-high income 1.25 (1.08-1.44)  0.003 1.83 (1.05-3.18)  0.08 1.27 (0.93-1.74)  0.15 1.21 (0.97-1.51)  0.09
($50k-$100k)
High income ($100k +)  1.17 (1.01-1.36)  0.04 1.66 (0.93-2.97)  0.16 1.16 (0.83-1.61) 0.39 1.11 (0.88-1.39)  0.38
Region
Northeast (ref) 1.0 1.0 1.0 1.0
Midwest 1.11 (1.04-1.19)  0.001 1.29 (1.00-1.66)  0.07 1.27 (1.12-1.46)  0.001 140 (1.29-1.51) <
0.001
South 1.11 (1.04-1.19)  0.001 1.49 (1.16-1.91)  0.005 141 (1.24-1.62) < 1.33 (1.22-145) <
0.001 0.001
West 1.06 (0.99-1.14)  0.07 1.02 (0.80-1.29)  0.86 0.87 (0.75-1.01)  0.07 0.92 (0.84-1.01) 0.09
Age
65+ years old (ref) 1.0 1.0 1.0 1.0
18-25 years old 149 (1.33-1.67) < 390 (2.68-5.67) < 1.87 (1.37-2.55)  0.001 1.22 (1.00-1.48)  0.046
0.001 0.001
2644 years old 143 (1.26-1.63) < 348 (2.34-5.18) < 1.53 (1.12-2.10)  0.01 1.23 (1.01-1.50)  0.03
0.001 0.001
45-64 years old 1.32 (1.19-148) < 2.36 (1.52-3.66)  0.006 1.01 (0.72-1.43)  0.92 1.09 (0.91-1.32) 0.34
0.001
Disability 1.13 (1.07-120) < 1.27 (1.03-1.56)  0.03 1.13 (1.00-1.27)  0.04 1.05 (0.96-1.14)  0.24
0.001
Any transition 1.39 (1.15-1.67) < 0.68 (0.46-1.00)  0.10 0.64 (0.50-0.82)  0.004 0.94 (0.78-1.14)  0.60

0.001
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Table 4 Multivariate Adjusted Risk Ratios (ARR) of Experiences with Health Insurance Denials

Covers only some needed

surgical care (n=5222)

Covers surgery, but no
in-network providers
(n=4761)

Other gender-specific
denial for being trans
(n=5789)

Routine care denial for
being trans (rn=9010)

Variable ARR (95% CI) p ARR (95% CI) P ARR (95% CI) p ARR (95% CI) P
value value value value
Insurance
Private (ref) 1.0 1.0 1.0 1.0
Medicare 1.34 (1.06-1.69)  0.03 1.84 (1.29-2.62)  0.009 0.79 (0.49-1.28)  0.30 0.95 (0.54-1.68) 0.87
Medicaid 1.01 (0.84-1.22) 0.87 1.54 (1.20-1.98)  0.003 0.73 (0.51-1.03)  0.049 0.90 (0.63-1.29)  0.57
Military-related 0.71 (0.52-0.98)  0.02 0.33 (0.14-0.80) < 042 (0.23-0.74) < 0.74 (0.31-1.75) 045
0.001 0.001
Multiple 1.16 (0.99-1.35)  0.07 1.18 (0.89-1.55)  0.26 091 (0.64-1.30) 0.61 1.30 (0.87-1.92)  0.24
Gender
Genderqueer/non-binary 1.0 1.0 1.0 1.0
(ref)
Transgender 1.08 (0.92-1.26)  0.32 0.94 (0.73-1.20)  0.65 230 (1.57-3.35) < 1.81 (1.27-2.58) <
0.001 0.001
Race
White (ref) 1.0 1.0 1.0 1.0
Latino/a/Hispanic 0.93 (0.80-1.08) 0.37 0.97 (0.76-1.25)  0.87 1.10 (0.83-1.44)  0.51 1.42 (1.03-1.95)  0.06
Black 0.83 (0.65-1.05)  0.10 1.16 (0.86-1.56)  0.35 0.84 (0.58-1.22) 0.34 1.24 (0.84-1.84) 0.32
Asian/Native Hawaiian/  0.97 (0.78-1.21)  0.82 1.22 (0.89-1.69)  0.25 0.62 (0.35-1.10)  0.04 0.98 (0.55-1.74)  0.95
Pacific Islander
Biracial/multiracial/not 0.96 (0.82-1.13)  0.68 1.31 (1.05-1.63)  0.03 0.90 (0.66-1.23)  0.51 1.04 (0.73-1.49) 0.81
listed
Education attainment
Less than high school 1.0 1.0 1.0 1.0
(ref)
High school 0.84 (0.54-1.28) 039 0.51 (0.26-1.00)  0.01 0.79 (0.31-1.98)  0.58 0.58 (0.24-142) 0.15
Some college 0.84 (0.57-1.23) 0.36 0.77 (0.44-1.34)  0.35 1.24 (0.54-2.85) 0.62 0.60 (0.28-1.29)  0.18
Associate’s degree 0.75 (0.48-1.16)  0.15 0.73 (0.39-1.35)  0.26 1.24 (0.54-2.85) 0.63 0.76 (0.33-1.73)  0.49
Bachelor’s degree 0.89 (0.61-1.30)  0.55 0.71 (0.40-1.26)  0.22 1.24 (0.54-2.79)  0.62 0.63 (0.29-1.36) 0.22
Graduate or professional ~ 0.96 (0.66-1.41)  0.86 0.85 (0.47-1.51) 0.57 1.38 (0.61-3.10) 048 0.62 (0.28-1.40) 0.21
degree
Income
No income (ref) 1.0 1.0 1.0 1.0
Low income ($1-$10k) 1.09 (0.77-1.55)  0.62 1.11 (0.66-1.86)  0.70 0.92 (0.49-1.71)  0.80 1.27 (0.64-2.50)  0.53
Low-mid income 1.07 (0.78-1.47)  0.65 0.72 (0.43-1.18)  0.15 0.92 (0.51-1.66)  0.80 0.96 (0.49-1.88) 091
($10k—$25k)
Mid income 1.21 (0.90-1.63) 0.22 0.85 (0.53-1.37)  0.51 0.80 (0.44-1.46) 045 1.02 (0.53-1.99)  0.93
($25k=$50k)
Mid-high income 1.13 (0.83-1.54) 042 0.88 (0.55-1.41) 0.59 0.75 (0.41-1.39)  0.35 0.80 (0.41-1.58)  0.52
($50k-$100k)
High Income ($100k +) 1.23 (0.92-1.64)  0.19 1.00 (0.63-1.59) 097 0.83 (0.44-1.54) 0.54 1.07 (0.54-2.10)  0.84
Region
Northeast (ref) 1.0 1.0 1.0 1.0
Midwest 0.85 (0.74-0.98)  0.02 0.55 (042-0.71) < 1.07 (0.84-1.38)  0.56 1.55 (1.11-2.15)  0.02
0.001
South 0.88 (0.77-1.01)  0.06 0.67 (0.53-0.85) < 1.28 (1.00-1.64)  0.06 1.67 (1.21-2.30)  0.01
0.001
West 1.10 (0.97-1.24) 0.13 1.09 (0.90-1.32)  0.38 0.89 (0.70-1.13)  0.35 1.18 (0.85-1.62)  0.33
Age
65+ years old (ref) 1.0 1.0 1.0 1.0
18-25 years old 1.65 (1.33-2.07) < 1.03 (0.65-1.63) 0.88 1.13 (0.68-1.89)  0.64 1.96 (1.03-3.74)  0.10
0.001
26-44 years old 1.47 (1.15-1.88)  0.002 0.83 (0.53-1.29) 0.42 1.54 (0.96-2.47)  0.08 2.66 (145-4.84) 0.01
45-64 years old 1.34 (1.07-1.68)  0.02 1.01 (0.66-1.55)  0.95 0.96 (0.59-1.55) 0.87 1.93 (1.06-3.53)  0.10
Disability 1.06 (0.94-1.19) 0.33 1.41 (1.18-1.69)  0.001 1.26 (1.02-1.56)  0.04 1.31 (1.01-1.70)  0.05
Any transition 1.10 (0.78-1.55)  0.53 0.86 (0.56-1.34)  0.56 1.90 (0.97-3.73)  0.01 1.22 (0.67-2.20)  0.47
DISCUSSION These results help direct TNB health insurance policy

This study is the first to examine the association between
multiple forms of TNB insurance-based denial and type of
insurance. Consistent with other studies that document barriers
for TNB individuals in accessing healthcare services,m’”*zz’
2428 we find that transgender-related insurance denials are
pervasive. Further, these findings augment other discussions
of trans-related policy issues by detailing the effects of insur-
ance policy on specific healthcare needs.*®323¢

discussions. For instance, results show that private insur-
ance may be less prone to denials than other forms of
insurance across many health needs, which may reflect the
large number of state-based anti-discrimination protec-
tions for private insurance, as well as their effectiveness.’’
However, this may not be relevant for employer self-
insured plans, which are not affected by state-based pro-
tections.*° Instead, since private insurance is the most
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common type covering the TNB population, lower likeli-
hoods of denial may be due to private insurance compa-
nies benefitting from both more experience in serving
TNB people and private employers wanting to retain em-
ployees. Further, there is an association between Medicare
coverage and only having some medically necessary sur-
geries covered; this is coherent with current Medicare
policy that relegates coverage decisions to a local, case-
by-case—and thus inconsistent—basis.>****7 Medicaid-
based denials regarding hormone denials and name or
gender changes may reflect the large number of states that
excludes or has no policy governing gender-affirming
medical care,’” or the varying state-level definitions of
medical necessity.*® A lack of in-network providers for
surgery may reflect the need for insurers to purposely
incorporate qualified TNB-affirming providers into their
networks. Both explicit non-discrimination policies and
inclusion of gender-affirming medical providers in net-
work are needed to advance TNB health. Finally,
military-related insurance denials are of particular con-
cern, as trans veterans already face high disparities in
physical and mental health (e.g., depression) compared
with cisgender veterans, which may be exacerbated by
trans-specific care denials.>® However, further research
that can tease apart TRICARE versus VA insurance expe-
riences is needed.

Findings are also consistent with other research in
showing that geographic region and gender identity as
important factors in TNB denials.'”?” First, barriers to
TNB care are greater for those living in the Southern
United States. However, our analysis also shows simi-
larly increased likelihood of denials in the Midwest.
This is consistent with state-based policy tracking that
shows that in 2015, nearly no state in the Midwest or
South had non-discrimination policy for private insur-
ance or Medicaid.?’ Second, other research has similarly
shown that self-identifying as transgender, as compared
with non-binary, is associated with greater medical care
refusals due to bias.?” This may be related to how much
transition-related medical care TNB individuals have
received previously,”® but more research is needed to
understand this comparison.

Limitations

Several limitations are of note in this study. First, it used cross-
sectional data that only captured 12 months of singular retro-
spective experiences with insurance denials. Longitudinal data
is needed to capture if denials are pervasive over time as care
needs persist. Relatedly, the USTS provides service user ex-
periences, but no data on the insurance provider end. Due to
this, we are limited in fully attributing to insurance companies
a denial like changing gender on insurance records since
participants with employer-based private insurance may have
actually experienced this denial from their employer during

enrollment; however, preliminary analysis showed no differ-
ence in this form of denial between employer-based and
individually purchased insurance. Evidence like insurance
claims data could provide information on systematic trends
and insurer reasons for denial.*’ Finally, as each regression
model is based on different, if somewhat overlapping, sub-
samples, readers are cautioned regarding making simple com-
parisons between models.>°

Subsequent research, including up-to-date self-report sur-
veys, should update these findings with policy today®’ and
track them over time, as insurance policies are affected by
greater TNB inclusion, expansive coverage, and non-
discrimination laws. This will help us understand if de jure
anti-discrimination laws are truly protective against unjust
insurance-based denials and if other reasons for denials, such
as lack of coverage eligibility, are occurring instead. Research
should also evaluate if insurance non-discrimination policy
has an impact on promoting non-discrimination in other
areas,34 such as the direct provider level. Additionally, other
transgender-related experiences, such as differences by sex
assigned at birth, should be explored.

CONCLUSION

This study investigated how type of insurance coverage affects
TNB individuals’ experiences with different forms of
insurance-based denials. This contributes to both research on
trans-specific healthcare and insurance-related policy discus-
sions by showing that insurance type is a significant predictor
of multiple, specific, and prevalent forms of denials among the
TNB population. These results provide continuing support for
broad non-discrimination policy efforts, while also directing
our attention to targeted insurance policy interventions by
form of denial, which can promote equitable access for TNB
people across all healthcare needs.
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