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Abstract

Purpose: Healthcare access is important for achieving health equity across vulnerable social
groups. However, stigma can be a barrier for accessing healthcare among Black transgender and
gender diverse youth (TGDY) in the United States. Using a resilience approach, this paper
examines the role of gender affirmation within healthcare to determine if it can mitigate the
negative relationship between stigma and healthcare use.

Methods: Data include responses from 110 Black TGDY from 14 U.S. cities. Multiple logistic
regression models were fit to determine relationships between stigma in healthcare (anticipated
and enacted), gender affirmation in healthcare, and delayed/non-use of primary care. Interaction
terms were included to determine if gender affirmation moderates the relationship between stigma
and healthcare non-use.

Results: In the main effects model, gender affirmation was the only variable statistically
associated with healthcare non-use. The interaction between gender affirmation and enacted
stigma was not significant, but gender affirmation moderated the relationship between anticipated
stigma and healthcare non-use. For individuals who did not have their gender affirmation needs
met, as anticipated stigma increased, healthcare non-use also increased; however, this did not
occur for those who had their gender affirmation needs met.

Conclusions: Findings suggest that gender affirmation within healthcare is important for
increasing access to care among Black TGDY. Interventions should consider how to increase
gender affirmation among healthcare providers and within healthcare settings. Additional research
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using an intersectional approach to understand the experiences of Black TGDY is needed to
highlight the unique healthcare needs of this population.
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In the United States, racial and ethnic minorities typically experience lower quality
healthcare, with those in Black communities reporting medical mistrust, poor provider
communication, and perceived discrimination when accessing healthcare [1, 2]. Black
transgender and gender diverse youth (i.e., youth ages 16—-24 whose gender identity is not
the same as their sex assigned at birth; TGDY) experience stigma and discrimination related
to their race and gender identity, resulting in poor health outcomes, unique healthcare needs,
and inadequate access to appropriate healthcare services [3, 4]. Nevertheless, there is a
dearth of research examining the healthcare needs and factors associated with healthcare use
among Black TGDY. To improve healthcare access among Black TGDY, it is important to
understand the mechanisms through which stigma influences healthcare utilization,
including potential moderating factors that may help offset the effects of stigma and improve
healthcare for Black TGDY.

Healthcare access is important for achieving health equity for Black TGDY [5]. Youth ages
16-24 are often transitioning from pediatric or adolescent care into adult care settings [6].
TGDY deserve providers who are knowledgeable about and respectful of their particular
health concerns. Finding providers with this knowledge can be difficult; the 2015 U.S. Trans
Survey (USTS) found that 24% of respondents needed to teach their provider about their
own health [4]. Black TGDY also face a deeply-rooted history of racism within the U.S.
medical system, resulting in many people of color experiencing and/or anticipating racism
within healthcare settings, further complicating finding appropriate and competent primary
care [7].

Black TGDY sometimes also seek additional services, such as medical gender affirmation
(e.g., hormones) or preventative care and/or treatment related to additional health inequities
experienced by this population (e.g., HIV, depression) [4, 8]. Low healthcare access
contributes to these inequities [9], while these inequities increase healthcare needs. Despite
having unique (and potentially more) healthcare needs, TGD populations are more likely to
delay or not receive care than the general population [4, 10]; this may be largely due to
stigma, a known barrier to healthcare access [11-13]. The frequency, severity, and
consequences of multiple types of stigma (e.g., trans-related stigma, racism) are unique for
Black TGDY, and therefore the way in which stigma influences healthcare is also specific to
this population.

Black TGDY also disproportionately experience systematic vulnerability [4], social
conditions (e.g., homelessness, poverty) that increase exposure to health risks [14]. Multiple
types of stigma across social institutions (e.g., education, housing) can result in systematic
vulnerability and reduced access to healthcare. This highlights how stigma increases health
inequities and limits access to care for Black TGDY through mechanisms experienced
within and outside of healthcare settings.
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Minority stress theory is useful for conceptualizing the health effects of stigma toward Black
TGDY. Minority stress is chronic psychological stress related to the experience of being
stigmatized [15]. Minority stressors include both distal (e.g., discrimination, victimization,
rejection) and proximal stressors (e.g., anticipated stigma, internalized stigma, identity
concealment) [12, 15]. The theory posits that these stressors contribute to poorer health, as
well as challenges in healthcare utilization, for Black TGDY [12, 15]. Qualitative research
examining TGDY’s healthcare experiences has identified provider discrimination,
anticipated stigma, and stigmatizing policies as considerable barriers to care [11, 16, 17].

Minority stress theory also highlights how promotive factors can improve the health of
TGDY [18]. For Black TGDY, one way this may occur is as gender affirmation, a dynamic
social process through which individuals receive support for their gender identity and
expression [19]. For example, within healthcare, gender affirmation may involve having
providers ask patients what pronouns they prefer and consistently using those pronouns,
while a lack of gender affirmation may be reflected in intake forms that only include male/
female options, erasing other gender identities [20, 21]. The gender affirmation framework
highlights that appraisal of experienced gender affirmation is relative to an individual’s need
for affirmation [21]. When an individual’s gender affirmation experiences are greater than
their need, this may contribute to resilience [22].

Using an intersectionality framework [23], we understand that the experiences of Black-
identified TGDY are fundamentally different than the experiences of TGDY who do not
identify as Black; therefore, research focused specifically on how Black TGDY experience
minority stressors and gender-related coping are warranted. Research has found that access
to gender affirmation can moderate the relationship between stigma and poor health
outcomes [19, 24]. However, no research to our knowledge has examined the moderating
relationship that gender affirmation within healthcare may have on stigma and healthcare
utilization for Black TGDY. Therefore, the purpose of this paper is to better understand the
role of gender affirmation within healthcare settings by examining the relationships between
stigma, gender affirmation, and healthcare non-use among Black TGDY.

This is a secondary analysis of cross-sectional survey data collected in 2015 for the
Affirming Voices for Action (AVA) project, a mixed-methods study that used community-
based participatory research (CBPR) principles to collect data from a diverse sample of 187
TGDY. AVA’s objective was to examine TGDY"’s experiences across the HIV continuum of
prevention and care. These data are appropriate for this analysis because measures include
experiences of stigma in general healthcare settings, gender affirmation in healthcare, and
delays in primary healthcare utilization. The current analysis focuses only on the
quantitative data. Additional details on study methods are in [blinded].
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Recruitment and study sample.

Given AVA’s mixed-methods design, purposive sampling was used. Participants were
recruited across 14 U.S. cities (representing all U.S. regions) associated with the Adolescent
Medicine Trials Network for HIV/AIDS Interventions (ATN). With the guidance of a
Transgender Community Specialist (who is a member of the transgender community, hired
to build connections with TGD communities), ATN staff recruited TGDY from their patient
population and through community-based agencies serving TGDY. Individuals were eligible
for participation if: their gender identity was not the same as their sex assigned at birth; they
were age 16-24; and they were able to provide signed informed consent/assent. This
analysis only includes Black/African American individuals, resulting in 122 participants.

Data collection.

Study activities were approved by the Institutional Review Boards at all 14 ATN sites and at
[blinded]. The survey was administered at ATN sites using a computer-assisted self-
interview and took approximately 45 minutes to complete. Participants were compensated
for their time based on local standards.

Measures include primary healthcare use, experiences of stigma and gender affirmation
within healthcare, and additional covariates. All stigma and gender affirmation scales were
developed for this study and are described in Table 1.

Primary care use.—Consistent with other research conducted among TGD populations
[4], primary healthcare use was measured as a binary variable based on agreement to the
item: “In the past six months, | postponed or did not try to get check-ups or other
preventative medical care.” Participants who selected indicated “not app licable” (n=28)
were categorized as not having delayed care. The American Medical Association
recommends an annual primary care visit for adolescents [25], so participants who did not
need care in the past six months could have attained care within the previous year.

Gender affirmation.—Building on gender affirmation theory [19], and in collaboration
with the study’s youth advisory board, innovative and appropriate measures were developed
for capturing experiences of gender affirmation within healthcare. Two separate scales
measured gender affirmation occurring in healthcare in the past 12 months, including the
need for and access to gender affirmation. The need for gender affirmation scale asked
participants about the /mportance of gender affirmation and the access to gender affirmation
scale examined experiences of gender affirmation. Both scales demonstrated high internal
consistency (Table 1).

A binary variable was created to measure whether a participant has greater access to gender
affirmation than need. This variable was developed by taking the mean of both gender
affirmation scales and then finding the difference between reported access and reported
need. A difference of 0 or greater indicate that access to gender affirmation was greater than
a participant’s need, and all results less than 0 indicate an unmet need for gender affirmation.
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Stigma in the healthcare setting.—To reflect minority stress theory [15], stigma within
healthcare was measured through two scales, including enacted stigma (measuring
experiences of discrimination) and anticipated stigma (measuring expected discrimination)
experienced in the past 12 months. Both scales demonstrated high internal consistency
(Table 1).

Covariates include sociodemographic characteristics, systematic vulnerability, health
coverage, and health status.

Sociodemographic characteristics examined in this analysis are: age, gender identity, and
education. Gender identity includes trans-feminine (those who identify as a woman or
transgender woman and were assigned male sex at birth), trans-masculine (those who
identify as a man or transgender man and were assigned female sex at birth), and gender
diverse (those who identify as genderqueer, gender non-conforming, or another gender).
Education was measured as a dichotomous variable based on whether or not participants
graduated high school (and are currently not in school). High school was used as the
educational cutoff because participants are aged 16-24.

Systematic vulnerability captures aspects of structural stigma that limit access to resources,
including the ability to obtain healthcare services [26]. An index was developed, calculating
the sum of three binary (yes=1, no=0) variables, including lifetime experiences of
incarceration, homelessness, and sex work; each point on the index (ranging from 0-3)
indicates an additional experience of systematic vulnerability. Since these factors are often
co-occurring [27], an index allows for an examination of the additive effect of multiple
experiences of systematic vulnerability. Sensitivity analyses found no differences when
aspects of systematic vulnerability were examined separately.

Health coverage was measured as a dichotomous variable based on whether or not an
individual had any type of health insurance.

Health status.: Measured health outcomes include self-reported HIV status and depressive
symptomatology. Depressive symptomatology was determined using the Center for
Epidemiological Studies-Depression Scale, a 20-item scale used to identify depressive
symptomology in the general population [28]. Respondents who scored =16 [28], were
classified as experiencing clinically significant levels of depressive symptomatology.

Data Analysis was conducted using STATA 14 software (College Station, Texas).
Descriptive statistics were computed and bivariate statistics (t-tests and chi-square tests)
were examined. Multivariable logistic regression was used to determine if stigma and gender
affirmation in healthcare are associated with delays/non-use of primary care. Interactions
between gender affirmation and stigma were assessed to determine if gender affirmation
moderates the relationship between stigma and delays in care. We fit three logistic
regression models. Model 1 examined the relationships between delayed/non-use of primary
care with stigma within healthcare (enacted and anticipated), gender affirmation in
healthcare, and all covariates. Models 2 and 3 examined interactions between enacted stigma
and gender affirmation (Model 2) and anticipated stigma and gender affirmation (Model 3).
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All responses with missing data (n=12) were excluded, resulting in 110 responses. There
was no evidence of multicollinearity among the independent variables. An alpha level of
0.05 was used to determine significance for all analyses. Sensitivity analyses determined
consistent results when examining regional differences; due to the small sample size, this
was not included in the models.

Descriptive statistics are described in Table 2. Approximately 28% of the sample reported
delaying/not using healthcare in the past six months. Just over two-thirds of participants
reported having their gender affirmation needs met within healthcare, and reports of enacted
stigma (mean=0.82, SD=0.70) and anticipated stigma (mean=1.08, SD=0.80) were fairly
low (scale=0-3). Participants who did not delay healthc are were much more likely to report
having their gender affirmation needs met (84%), compared with individuals who delayed or
did not use care (16%, p<0.001). The difference in anticipated stigma between groups who
delayed (mean=1.32, sd=0.87) vs. those who did not delay care (mean=0.99, sd=0.75) was
also statistically significant (p=0.04). The mean age of participants was 21 and most of the
sample was trans-feminine (68%), with trans-feminine women reporting fewer delays in care
(20%) than participants who identified as another gender (trans-masculine: 55%, gender
diverse: 42%, p=0.015).

Results from Model 1 (without any interaction terms) demonstrated that the only variable
significantly associated with delayed/non-use of healthcare was the experience of gender
affirmation within the healthcare setting (Table 3). Participants who reported having their
gender affirmation needs met within healthcare were 73% less likely to report delaying or
not using healthcare (p=0.012). The interaction between enacted stigma and gender
affirmation (Model 2) was not statistically significant; however, results from Model 3
demonstrated a significant interaction between anticipated stigma and gender affirmation on
healthcare use (p=0.016; Table 4). Figure 1 demonstrates that for participants who did not
have their gender affirmation needs met, the predicted probability of delaying care increased
as anticipated stigma increased (from 9% for individuals reporting a 0 on the anticipated
stigma scale to 95% among individuals reporting a 3). However, for participants who did
have their gender affirmation needs met, their predicted probability of delaying or not using
care did not change as anticipated stigma increased.

Discussion

Results from this national sample demonstrate the importance of gender affirmation in the
healthcare system for Black TGDY in the United States. Reports in delaying care (28%)
were consistent with previous findings from the USTS, which indicates that 26% of Black
TGD individuals reported delaying care because of anticipated stigma and 40% reported
delaying care because of cost [4]. While other studies have focused on healthcare delays for
specific reasons [4], this study is unique for asking participants about healthcare delays
without specifying reasons for delaying care, and then examining factors related to delays.
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The current study builds on extant literature through the use of a resilience approach [22]
that recognizes how gender affirmation can moderate the relationship between stigma and
healthcare delays/non-use. Findings demonstrate that the relationship between anticipated
stigma and delaying care can be mitigated by meeting gender affirmation needs of Black
TGDY. This relationship was not significant for enacted stigma; it is possible that
experiencing stigma in healthcare may be a stronger deterrent for delaying/not using care.
When an individual experiences stigma (as opposed to only expecting it), additional
mechanisms beyond gender affirmation may be needed to prevent non-use of care. Still,
findings highlight the importance of utilizing a resilience framework with Black TGDY.
Most research aiming to understand TGD experiences of health and healthcare focuses on
negative experiences [29]. However, a resilience approach is needed to holistically
understand and improve Black TGDY’s experiences within healthcare.

Programmatic Implications

To increase healthcare access for Black TGDY, it is important that healthcare providers,
environments, and policies use an intersectional approach that recognizes multiple axes of
oppression experienced by Black TGDY and provide care that is gender-affirming, youth-
friendly, and actively addresses racism [7, 30]. To achieve this, it is necessary to train
healthcare providers on the specific needs of Black TGDY [13, 17]. In 2009-2010, a study
examining 150 U.S. and Canadian medical schools found that the median time spent
focusing on sexual and gender minority (SGM) needs in the entire medical curriculum was
only five hours [31]. Some research has demonstrated improvements over time [32], but
progress is still needed to train medical professionals on the gender affirmation needs of
Black TGDY. Studies have found that providers’ lack of knowledge can decrease their
overall comfort, limit their understanding of medical protocols specific to TGD patients,
reduce their ability to provide appropriate referrals, and even increase the perpetration of
gender-related discrimination by the provider [17, 33].

We must also consider healthcare environments. Though most research addressing
healthcare experiences of TGDY has not focused on the physical environment, previous
research with other populations has highlighted its importance for accessibility and cultural
appropriateness of care [34, 35]. One study examining experiences of young gay and
bisexual men found that physical attributes of HIV testing sites (e.g., materials in waiting
rooms aimed at SGMs, inclusive language in medical forms) were important for the
accessibility of culturally appropriate care [34]. These aspects of accessibility, and physical
cues demonstrating inclusivity, contribute to the promotion of gender affirmation within
healthcare [35].

Cultural humility training can also be useful for increasing gender affirmation and reducing
racial discrimination within healthcare. Distinct from cultural competency, cultural humility
involves a lifelong process of self-reflection and self-evaluation of the power dynamics
occurring between providers and their patients who hold various marginalized identities
[36]. Providers could benefit from training focused on cultural humility either within an
educational curriculum or as a separate TGD-specific training. One example is the Health
Access Initiative, which provides training to providers on culturally humble practices using
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an intersectional lens, and offers technical assistance to improve healthcare environments’
inclusivity of SGM youth [37]. TGD-specific services can also be provided by having
separate SGM-centered clinics, such as Fenway Health, a research institute and health clinic
that provides SGM-specific services in the Boston area [38]. Individuals may differ in their
preferences for accessing care, so simultaneously using multiple approaches (e.g., creating
TGD-specific healthcare spaces and equipping general healthcare settings to better address
the needs of TGD populations) could be most successful for improving access to care.

Research Implications

Future research should consider applying an intersectional approach to better understand the
experiences of marginalized groups who simultaneously experience multiple forms of
stigma, such as Black TGDY. An intersectional lens that considers how multiple aspects of
identity are not additive, but comprise different lived experiences [23, 30], is important for
understanding differences in experiences across people with different social identities. Even
though Black TGDY comprise a small proportion of the general U.S. population, it is
important to understand their specific experiences because they are distinct from other TGD
populations or other Black populations. Failure to understand the specific experiences of
Black TGDY can result in increased health inequities [14].

This research also expands the application of minority stress theory, which focuses on
experiences of mental and physical health among SGMs [12]. However, the current study
highlights that this theory can also be applied to experiences of specific TGD communities
and to other health outcomes, including healthcare utilization. Additionally, this research
applies gender affirmation theory in new ways. Gender affirmation was originally explored
as a process occurring within social relationships (and especially romantic and/or sexual
relationships); this study highlights that it is also important to understand how gender
affirmation occurs within social institutions (such as healthcare), and how this may influence
access to and use of resources.

Limitations and Strengths

There were some limitations in this study. Causal effects cannot be determined due to the
cross-sectional research design. Instead, this study provides insight into relationships
between stigma, gender affirmation, and healthcare use. Caution should be taken before
generalizing results to Black TGDY outside of the ATN catchment areas included in this
study. Though common among hard-to-reach populations, this study uses convenience
sampling, which limits generalizability [39]. The small sample size is also a limitation,
impacting the statistical precision of parameter estimates; however, since Black TGDY are a
hard-to-reach population, this sample is exceptionally large compared with other research on
specific TGD populations [40]. There was also an especially small number of trans-
masculine participants included in the analysis (n=11), resulting in difficulty assessing
differences across gender identity. The small sample size limited the number of independent
variables included in the models; therefore, variables most consistent with theoretical and
empirical findings were selected. Furthermore, additional variables of interest were not
included in the survey, such as: race-based minority stressors, community connectedness,
and availability of healthcare. Future research would benefit from including these in surveys
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with TGD participants. It is also important to note that the AVA study design (including
study measures) focused on understanding the HIV prevention and care continua among a
diverse sample of TGDY, but the number of participants who identified with a racial group
other than Black was not large enough to make comparisons between racial/ethnic groups.
Therefore, this study highlights race-specific experiences of Black TGDY, but it does not
elucidate whether or not these experiences are unique to Black TGDY.

Despite limitations, this study has many strengths. The study used CBPR principles to
ensure the research is relevant to the lives of Black TGDY, and used innovative measures to
examine experiences of stigma and gender affirmation within healthcare. Gender affirmation
has been identified as an important construct that may be valuable for interventions
addressing the needs of Black TGDY [19, 24]; however, little research has examined
experiences of gender affirmation and no previous research has quantitatively examined
experiences of gender affirmation within the healthcare setting for Black TGDY.

As research with TGD populations continues, it will be important to use an intersectionality
framework to examine the health needs and experiences of sub-groups within TGD
populations [23]. Black TGDY have unique experiences from other TGD populations and
other Black populations; therefore, a greater understanding of their specific needs and
experiences related to health and stigma is important for reducing health inequities. This
research demonstrates the importance of gender affirmation and stigma to Black TGDY’s
healthcare access, and the need to focus research, interventions, and political advocacy on
the healthcare needs of Black TGDY. Additional work to better understand how to increase
gender affirmation within healthcare for Black TGDY is important for increasing healthcare
access and utilization among this population.
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Implications and Contributions:

This study explores the relationships between stigma within healthcare (enacted and
anticipated), gender affirmation within healthcare, and healthcare non-use among Black
transgender and gender diverse youth. Using a resilience approach, this study finds that
gender affirmation within healthcare mitigates the relationship between anticipated
stigma and healthcare non-use.
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Figure 1:

The role of gender affirmation in healthcare as a moderating factor between anticipated
stigma and the predicted probability of delaying or not using primary healthcare among
Black transgender youth (n=110)
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Table 3:

Page 18

Results from Multivariable Logistic Regression Model: Delayed or Did Not Use Health Care in the Last 6

Months Among Black Transgender and Gender Diverse Youth in the United States (n=110)

Adjusted OR 95% ClI p-value
Gender affirmation 0.27 010075  0.012"
Enacted stigma 0.46 0.19,1.13 0.091
Anticipated stigma 1.85 0.89,3.88 0.101
Age 1.10 0.86,1.40 0.455
High school education 1.55 0.34,7.14 0.572
Gender identity
Trans-feminine referent
Trans-masculine 211 0.43,10.49 0.360
Gender diverse 1.92 0.56,6.56 0.298
Systematic vulnerability 0.75 0.45,1.26 0.282
Health coverage 0.48 0.13,1.82 0.282
HIV status 0.62 0.20,1.96 0.415
Depressive symptomatology 3.14 0.95,10.34  0.060

*
p<0.05

OR = Odds Ratio; 95% CI = 95% Confidence Interval
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Results from Multivariable Logistic Regression Model with Interaction Term Exploring How Gender

Table 4:

Page 19

Affirmation Moderates the Relationship Between Anticipated Stigma and Delayed/Non-Use of Healthcare in

the Last 6 Months Among Black Transgender and Gender Diverse Youth in the United States (n=110)

OR 95% ClI p-value
Gender affirmation 2.88 0.33,25.19  0.339
Anticipated stigma 7.48 1.60,35.00 0.011%
Gender affirmation x Anticipated stigma 0.13 0.02,0.68 0016
Enacted stigma 0.42 0.15,1.16 0.092
Age 1.03 0.79,1.35 0.813
High school education 1.55 0.32,7.60 0.588
Gender identity
Trans-feminine  referent
Trans-masculine 3.50 0.59,20.78 0.169
Gender diverse 1.95 0.53,7.14 0.315
Systematic vulnerability 0.90 0.53,1.54 0.695
Health coverage 0.50 0.12,2.01 0.328
HIV status 0.72 0.22,2.39 0.597
Depressive symptomatology 3.19 0.95,10.67  0.060

p<0.05

OR = Odds Ratio; 95% CI = 95% Confidence Interval
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