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Abstract

Assessing the Relationships Between Direct and Vicarious Exposure to Healthcare
Discrimination and Erasure, Mistrust in Healthcare, and the Healthcare Utilization Behaviors
Among Transgender and Gender Independent Individuals

By: Kyle Liam Mason, M.S.

A dissertation submitted in partial fulfillment of the requirements for the degree of Doctor of
Philosophy at Virginia Commonwealth University

Virginia Commonwealth University, 2023
Director: Kristina Hood, Ph.D.

Assistant Professor of Psychology
Department of Psychology

Virginia Commonwealth University
Richmond, Virginia
April 13, 2023

Healthcare inaccessibility through direct exposure (i.e., personal) to myriad forms of gender
identity-related discrimination and erasure among the Transgender and Gender Independent
(TGI) population has been documented by prior studies. The myriad barriers that individuals
who embody TGI identities encounter to accessing healthcare are associated with the
underutilization of healthcare, which may further exacerbate the health disparities that exist
between this population and cisgender individuals in the United States (U.S.). Although the
impacts of the harm that direct exposure to healthcare discrimination and erasure may have on
TGI individuals are known, their exposure to such harm vicariously (i.e., through observation or
report) is underexplored. Additionally, examinations into the role that mistrust in healthcare may
have in the relationship between exposure to healthcare discrimination and healthcare utilization

behaviors among this population have been neglected. The present study sought to narrow this



gap in empirical analyses by (1) evaluating the relationships between direct and vicarious gender
identity-related healthcare discrimination and erasure exposure and past year healthcare
utilization, and (2) exploring gender identity-based mistrust in healthcare as a mechanism (i.e.,
mediator) through which direct and vicarious gender identity-related healthcare discrimination
may serve as predictors of healthcare utilization behaviors among a sample (N = 385) of TGI
adults in the U.S., aged 18 to 71 recruited online during the summer of 2022. Most participants
(81%) reported that they were exposed to at least one of the ten forms of direct exposure to
healthcare discrimination in their lifetime. Vicarious exposure to healthcare discrimination was
reported by 80% of participants. More than a fourth (29%) of participants reported avoiding
healthcare in the year prior to this study in relation to their anticipation of gender identity-related
discrimination in healthcare. When controlling for factors that may influence healthcare
utilization behaviors (e.g., personal characteristics, socioeconomic positionality, and indicators
of perceived or clinical need for care), hierarchical logistic regression analyses indicated that
exposure to direct lifetime and vicarious healthcare discrimination and erasure significantly
predicted past year healthcare underutilization when participants anticipated encountering gender
identity-related healthcare discrimination. Mediational analyses indicated higher levels of
exposure to direct lifetime and vicarious healthcare discrimination were related to higher levels
of mistrust in healthcare, through which past year underutilization was significantly related. This
study’s examination into the multifactorial manner in which healthcare discrimination and
erasure influence this population's healthcare utilization behaviors provides evidence that is vital
to informing healthcare practice and policy initiatives aimed at ensuring the barriers that
deleteriously influence TGI individuals' ability to access health and wholeness in mind and body

are ameliorated.



Introduction

The centrality of gender identity-related healthcare discrimination and erasure in the
accessibility of healthcare among individuals who embody transgender and non-binary identities
has been documented (Bauer et al., 2009; Cruz, 2014; Drabish & Theeke, 2022; Jaffee et al.,
2016; James et al., 2016; Kattari et al., 2019; Kcomt, 2019; Lykens et al., 2018; Hobster &
McLuskey, 2020; Mason, 2021; Mason et al., 2022; Medina-Martinez et al., 2021; Meyer et al.,
2021; Seelman et al., 2017). Individuals in this population encounter myriad forms of
discrimination and erasure in healthcare settings including healthcare provider deficits in
knowledge about their gender identities and healthcare needs (James et al., 2016), verbal and
physical harassment (Cruz, 2014; Reisner et al., 2014), denial of care (Bakko & Kattari, 2020;
James et al., 2016; Reisner et al., 2014; Rodriguez et al., 2017), and gender identity-exclusion
practices in patient-provider communication (Bauer et al., 2009; Mason, 2021; Mason et al.,
2022). The high levels of direct exposure to identity-related discrimination and erasure that
transgender and non-binary individuals report experiencing in healthcare settings may incite
mistrust and discord in the patient-provider relationship and may facilitate the underutilization of
preventative, emergency, and specialized healthcare services in an attempt to avoid the
psychological distress that may follow experiences of discrimination (Baumeister et al., 2007
Mason, 2021; Mason et al., 2022; Meyer, 2003; 2008; 2021; Williamson et al., 2019). Healthcare
discrimination, mistrust in healthcare providers, and healthcare underutilization behaviors may
exacerbate the higher incidences of deleterious psychological (e.g., anxiety, depression,
substance use, suicidality) and physiological (e.g., chronic health conditions, disabilities,
impairments) health outcomes that individuals in this population endure in comparison with the

general population in the United States (U.S.; Arnold & Dhingra, 2020; Cicero et al., 2020; Dang



et al., 2022; Drabish & Theeke, 2022; Haviland et al., 2021; Medina-Martinez et al., 2021).
Notwithstanding the evidence of high levels of direct exposure to healthcare discrimination and
its association with healthcare underutilization among this population, it is imperative to consider
vicarious exposure (e.g., indirectly through observation or report) to healthcare discrimination as
a contributing factor in the healthcare utilization behaviors of transgender and non-binary
individuals as seen in other populations (Williamson, 2021; 2022; Williamson et al., 2019). To
the author’s knowledge, there have been no empirical investigations into lifetime exposure to the
culmination of various forms of direct and vicarious experiences of gender identity-related
healthcare discrimination as a predictor of healthcare utilization behaviors among this
population, nor have there been explorations of mistrust in healthcare as a potential pathway
through which healthcare utilization behaviors may occur in relation to exposure to healthcare
discrimination in this population. The present study aims to advance the empirical understanding
of the commonality of direct and vicarious exposure to healthcare discrimination, mistrust in
healthcare, healthcare utilization behaviors, and the relationships between these constructs
among transgender and non-binary individuals.
Characterizing the Transgender and Gender-Independent Population
Historical Perspective of Gender and Gender Identity

In the U.S., Gender is a socially devised construct that has historically and inaccurately
been amalgamated with sex assigned at birth (i.e., sex assigned during prenatal and perinatal
periods based on the designation of biological structures as male or female — sex chromosomes,
hormones, and internal and external genitalia). This inaccurate amalgamation has resultantly
ensued culturally normative ideas that have designated roles, behavior, personality, and

expression patterns to individuals based on the sex they were assigned at birth (American



Psychological Association [APA], 2015; 2021). The conflation of sex assigned at birth with
gender has resulted in binary (i.e., classification of gender into two independent categories of
boy/man and girl/woman) and cisnormative views of identity as it relates to gender — that such an
identity inherently corresponds with sex assigned at birth or the cultural norms that have been
societally established in relation to it, and that individuals uniformly conceptualize their gender
identities in this manner (APA, 2015; 2021; Bowling et al., 2019; Krieger, 2020). Gender
identity is defined by the APA (2015) as an individual’s “deeply felt, inherent sense of being a
boy, a man, or male; a girl, a woman, or female or an alternative gender that may or may not
correspond to a person’s sex assigned at birth or to a person’s primary or secondary sex
characteristics” (p. 862).
Terminology Used to Describe the Transgender and Gender-Independent Population

The terms transgender, gender minorities, and gender diverse are referred to as umbrella
terminology used to refer to individuals whose gender identities, gender roles, and gender
expressions do not align with the social and cultural gender norms associated with the sex that
they were assigned at birth (APA, 2015; 2021). These terms are considered to be representative
of the inclusion and expansiveness of identities that exist within this population (APA, 2021). It
is imperative to affirm that not all individuals within this population conceptualize or describe
their gender identity as one that is transitioning within the gender binary framework.
Additionally, terminology such as minorities and diverse can be considered pejorative in nature,
as they may reduce one’s gender identity to the marginalization and discrimination that are
bound up in the differential societal, cultural, and political power dynamics between this

population and cisgender individuals (i.e., those whose gender identities align with sex assigned



at birth; APA, 2015; 2021) in the U.S. Such terms may also reinforce the socially distorted idea
that there is a normative framework that individuals must operate within or deviate from.

It is the author’s intent not to reinforce gender binarism by using the terminology
mentioned previously to describe this population and their experiences (i.e., the idea that gender
identity must solely and distinctly conform to sex assigned at birth; Krieger, 2020), but to affirm
the wholeness and the internal knowing of gender embodied in individuals within it. The author
will refer to this population as transgender and gender-independent (TGI) hereafter. Prior
literature has used the term gender independent to refer to this population in Canada (Pyne,
2014), Australia (Zappa, 2017), and most recently in the U.S. (Mason et al., 2022). TGI
individuals are those who in relation to or independent of the sex they were assigned at birth,
may identify themselves as a transgender woman, transgender man, woman, man, non-binary,
genderqueer, agender, or another gender identity.

Prevalence of Gender-Independent Identities

Recent population estimates depict that a significant proportion (0.4% - 0.6%) of
individuals in the U.S. population identify as TGI (Flores et al., 2016; Herman et al., 2022;
Meerwijk & Sevelius, 2017). Utilizing data from the U.S. Centers for Disease Control and
Prevention’s (CDC) Behavioral Risk Factor Surveillance System (BRFSS) to estimate the
number of TGI adults living in the U.S. from 2017 to 2020, a study conducted by the Williams
Institute at the University of California (UCLA), Los Angeles’ School of Law found that 0.6% of
adults in the U.S. (equating to approximately 1.4 million individuals) identify as TGI (Herman et
al., 2022). The prevalence of this population may be much higher than prior research has
estimated, as the characteristics and experiences of the TGI population are underrepresented in

state and federal population surveys due to persistent negligence in ensuring that inquiries
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regarding gender identity are included, or that inquiries regarding gender identity are supportive
of thoroughly and accurately accounting for the expansiveness of gender identity and expression.
Additionally, academic researchers’ methodological reliance on convenience samples, explicit
(self-report) survey measures, inaccurate and culturally incompetent terminology within survey
response choices, and diagnostic coding within clinical and healthcare settings also contribute to
the erasure of this population in data collection, which may also contribute to an underestimation
of the prevalence of this population. The deficit of rigorous and equitable methodological
strategies utilized in federal, state, and academic research reinforces cisnormativity and interferes
substantially with efforts to improve the health of TGI individuals in policy, research, and
healthcare.
Healthcare Accessibility

Healthcare Access refers to the ability, opportunity, and ease with which individuals and
populations are able to seek and obtain necessary healthcare services, providers, and institutions
(Daniels, 1982; Levesque et al., 2013; Whitehead, 1992). A framework developed by Levesque
et al (2013) conceptualizes five dimensions that combine to serve as facilitators or barriers in the
accessibility of healthcare including (1) approachability, (2) acceptability, (3) availability, (4)
affordability, and (5) appropriateness (see Figure 1). Yet, financial barriers have been prominent
in discussions regarding the accessibility of healthcare, resulting in significant progress in
advancing policies in the U.S. to address healthcare affordability, including the Affordable
Healthcare Act (ACA,; Assistant Secretary for Public Affairs, 2022; Crowley et al., 2020;
Erickson et al., 2020). Notwithstanding that progress and the role that affordability of healthcare
plays in an individual’s ability to access care, disparities related to the four other dimensions of

healthcare accessibility persist. At least 21% of adults in the U.S. experience non-affordability
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related barriers to accessing the care that they seek or require (Kullgren et al., 2021). The
systematic and institutional exclusion, discrimination, and erasure that is endemic to the U.S.
healthcare system severely compromises the dimensions of healthcare accessibility for
historically marginalized populations including TGI individuals. An absence of deliberate
organization, cultural preparedness, collaboration, and information-sharing among healthcare
consumers, providers, and institutions can lead to the absence of care or care that is fractured —
jeopardizing the ethics, effectiveness, safety, and efficiency through which care is delivered. An
application of Levesque et al’s (2013) framework to the TGI population, makes apparent the
barriers they may face in accessing healthcare (see Figure 1).

Figure 1. An Application of the Dimensions of Healthcare Access to the TGI population

Dimensions of
Healthcare Access:

The individual perceives that healthcare services exist and that those services can be
Approachability approached to receive the care that is needed.

= Deficits in knowledge and data about the demographic identities and healthcare
needs of TGI healthcare consumers.

= Gendered language used in public health information and descriptions of
healthcare facilities and services that reinforce gender binarism and
cisnormativity (e.g., women's clinics, men's health, women's health).

= Deficits in outreach activities tailored to the TGI population, that place the
onus on TGl individuals to approach the healthcare system assuming that they
will find it to be approachable.

The healthcare services being offered are perceived to be aligned or misaligned with the
Acceptability individual’s social identities, sociocultural values, and ideologies.

= Underrepresentation of TGI identities among the healthcare workforce.

= Deficit of cultural competency and humility among healthcare providers.

= Requirements to accept pathologizing and stigmatizing classifications relating
to gender identity to receive care.

The individual capacity to reach healthcare services (e.g., geographic locations, hours of
Availability operation, accommaodations).

= Scarcity of providers and facilities that are affirming of TGI identities when
preventative healthcare services are sought (e.g., primary care, reproductive
care).

= Scarcity of providers and facilities that offer gender-affirming healthcare
services (e.g., hormone replacement therapy, speech therapy, surgery).

= Lengthy time spans between the time that services may be sought and the
availability of those services (e.g., psychological health services).
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The individual capacity to spend resources and time to utilize available healthcare
Affordability services.

= Financial disparities impacting access to healthcare insurance (e.g.,
employment, income).

= Financial disparities impacting the affordability of direct and indirect costs of
accessing or receiving healthcare services (e.g., transportation, required
medical equipment).

= Discord between the healthcare that TGI individuals and providers determine
to be necessary for their health and the services covered by healthcare insurers
(e.g., gender-affirming care).

The fit or gap between the individual need and the healthcare services offered.

Appropriateness =  Providers engaging in unnecessary or invasive gender identity or transition-

related inquiries before healthcare services are provided.

=  Providers refusing to use the appropriate names and pronouns when engaging
with TGI individuals.

= Deficits in cultural competency and humility that reinforce the discord between
gender identity and sex assigned at birth, impacting TGI individuals' ability to
receive healthcare that is appropriate in relation to their identities and
embodiment.

Healthcare Discrimination and Erasure Among the TGI Population

Discrimination is the unjust and prejudicial treatment of individuals or groups related to
their membership in distinct racial, ethnic, religious, ability, sexual, gender, and socioeconomic
social groups (APA, 2021). Discrimination can occur at individual and institutional levels. At the
individual level, discrimination can manifest interpersonally as the expression of prejudice, bias,
and stigma through harmful behaviors toward members of targeted groups (APA, 2021).
Institutional discrimination occurs through the practices, laws, and policies that create pathways
through which privileges are provided to some groups (e.g., individuals who are White,
Cisgender, individuals without disabilities) while restricting opportunities and access for other
groups (e.g., People of Color [POC], TGlI, individuals with disabilities) in multiple societal
domains including healthcare institutions (APA, 2021). A national study conducted in 2020
revealed that at least one in five (21.4%) adults in the U.S. have experienced healthcare

discrimination at least once in their lifetime (Nong et al., 2020).
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Direct Exposure to Healthcare Discrimination

Studies have found evidence of alarmingly high and disproportionate levels of exposure
to gender identity-related healthcare discrimination among the TGI population compared to
cisgender individuals (Alizaga et al., 2021; Bauer et al., 2009; Bauer et al., 2014; Bauer et al.,
2015; Jaffee et al., 2016; James et al., 2016; Kattari et al., 2021; Macapagal et al., 2016;
Markovic et al., 2021; Mason et al., 2022; Puckett et al, 2020; Rodriguez et al., 2017; Romanelli
& Lindsey, 2020; Seelman et al., 2017; Shires & Jaffee, 2015; Vupputuri et al., 2021; White
Hughto et al., 2015). The discrimination that TGI individuals are exposed to in healthcare
settings is driven by transphobia (i.e., irrational fear and hatred of TGI individuals) and
cisgenderism (i.e., systematic bias based on the idea that all people are cisgender, thereby leading
to discriminatory beliefs and behaviors toward TGI individuals), leading to hindrances that
impact their ability to access healthcare (APA, 2015). The discrimination that TGI individuals
are exposed to in healthcare that serve as barriers to their ability to access healthcare is
multifarious and ranges from exposure to erasure (e.g., non-inclusive physical environments,
deficits in knowledge about TGI individuals among healthcare providers) to exposure to overt
discriminatory behaviors from healthcare professionals (e.g., refusal to provide care, verbal and
physical harassment).

Findings from the first U.S. population health survey conducted among the TGl
population indicated that despite 92% of its TGI respondents (N = 274) reporting having
healthcare insurance, fear of gender identity-related discrimination in healthcare settings was a
prominent barrier theme in accessing healthcare (Meyer et al., 2021). Over half (62%) of
individuals in the study reported that they worried about being negatively judged because of their

gender identity when seeking healthcare. Such worry experienced by TGI individuals is
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consistent with the evidence of the significant relationship that Rodriguez et al., 2017 found
between being recognized by healthcare providers as TGl and exposure to healthcare
discrimination among TGl participants (N = 6,106). Findings of the 2015 U.S. Transgender
Survey (James et al., 2016) — the largest survey devoted to the experiences of TGI individuals in
the U.S., indicated high levels of healthcare discrimination among a national sample of TGI
individuals (N = 27, 715). The study found that one in three (33%) participants reported having
been exposed to at least one negative experience with a healthcare provider in the past year
related to their gender identity, with higher incidences of discrimination reported among
individuals who reported other marginalized identities (e.g., POC). Several studies have
articulated findings that are consistent with the results of the 2015 U.S. Transgender Survey
(James, et al., 2016), building a pattern of exposure to healthcare discrimination in the year prior
to study participation including having to teach a provider about gender identity to receive care,
denial of care, verbal harassment, and physical abuse being prevalently endorsed by TGI
individuals (Alizaga et al., 2021; Bauer et al., 2009; Bauer et al., 2014; Bauer et al., 2015;
Bradford et al., 2013; Jaffee et al., 2016; Kattari et al., 2021; Macapagal et al., 2016; Markovic et
al., 2021; Mason et al., 2022; Puckett et al, 2020; Romanelli & Lindsey, 2020; Seelman et al.,
2017; Shires & Jaffee, 2015; Vupputuri et al., 2021; White Hughto et al., 2015). In a study
conducted among a nationally representative sample of TGI individuals (N = 342), Mason (2021)
assessed eight direct forms of discrimination and erasure: (1) having to teach a provider about
TGI people to receive appropriate care, (2) provider refusal to provide TGI-related care (e.g.,
hormone replacement therapy), (3) provider refusal to provide other forms of care (e.g., physical
exam, flu), (4) provider asking unnecessary or invasive questions about gender identity unrelated

to the care sought, (5) harsh or abusive language when being treated, (6) verbal harassment, (7)
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provider refusal to use the correct name and pronouns, and (8) provider request for medical
forms to be completed that were not inclusive of the correct gender identity. The study found that
78% of participants reported experiencing at least one of the eight direct forms of discrimination
and erasure assessed in their lifetime, though the average number of distinct forms of healthcare
discrimination that the sample reported was just under two and a half (M = 2.43).
Erasure

Informational erasure (i.e., the deficit, omission, and suppression of knowledge advanced
about the identities and experiences of distinct social populations) and institutional erasure (i.e.,
the deficits in policy, structure, and practice aimed to protect and affirm the identities of distinct
social populations) are two interrelated processes that serve as additional barriers to the
accessibility of healthcare among the TGI population (Bauer et al., 2009). The findings of
Mason’s (2021) empirical examination of exposure to healthcare discrimination and erasure
articulated that 65% of TGI adult participants (N = 342) reported that they were required to
complete medical forms that were not inclusive of their gender identities at least once in their
lifetime. A study conducted by Mason et al (2022) found that for every ten TGI adult participants
who reported being exposed to healthcare discrimination and erasure during their childhood (N =
134) eight (81%) reported being required to complete medical forms that excluded their gender
identities. Notwithstanding the importance of these recent findings, evidence regarding exposure
to institutional and informational erasure among this population remains scant.
Vicarious Exposure to Healthcare Discrimination

Social support, community building, and belonging are protective factors against the
deleterious psychological and physiological health outcomes that are associated with the social

discrimination and marginalization that TGI individuals are exposed to at intersecting societal
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domains (Lelutiu-Weinberger et al., 2020; Meyer, 2020; 2015; Meyer et al., 2021). Meyer et al.,
2021 reported that 57.5% of TGI individuals (N = 274) in their study endorsed feeling that they
were part of a community of people who shared their gender identities, indicating that
individuals in this population may find belonging and affirmation amongst other TGI community
members and spaces. Individuals in the TGI population may rely on their social network as a
resource in discerning and developing an appraisal of which settings (e.g., healthcare) they might
encounter barriers or facilitators in accessing the resources (e.g., healthcare services) they need.
TGI individuals may be vicariously exposed to reports of bias, stigma, discrimination, and
erasure experienced by other TGl community members. The intersection of the social behaviors
and coping mechanisms this population engages in requires an assessment of the vicarious forms
of healthcare discrimination and erasure that they may be exposed to. Exposure to direct and
vicarious forms of healthcare discrimination and erasure may have a deleterious influence on the
health, appraisal of the healthcare environment (e.g., mistrust), and health behaviors (e.g.,
healthcare utilization, treatment adherence) of TGI individuals as seen in other populations
(Williamson, 2021; 2022; Williamson et al., 2019).

The research on exposure to healthcare discrimination among TGl individuals has been
predominantly descriptive in nature utilizing dichotomous variables (i.e., yes or no) to indicate
whether or not TGI individuals reported being exposed to distinct forms of healthcare
discrimination in the past year or their lifetime. Although Mason (2021) assessed lifetime
exposure to eight distinct forms of healthcare discrimination and erasure among TGl individuals
it is important to advance the knowledge that the study yielded. Additionally, to the author’s
knowledge, no studies have been conducted among the TGI population regarding their exposure

to healthcare discrimination and erasure vicariously. The present study aims to advance the
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empirical knowledge of exposure to gender identity-related healthcare discrimination and erasure
among the TGI population by assessing the culmination of exposure to direct and vicarious
forms of healthcare discrimination and erasure.

Mistrust in Healthcare

Hall et al (2001) conceptualized trust as the ability and willingness of an individual or
population to have confidence in the reliability of other individuals or institutions to have one’s
needs met in the context of circumstances lending to vulnerability (e.g., needing treatment for a
symptom of a condition that an individual is unable to provide to themselves). As such, trust in
healthcare providers and institutions encompasses the confidence that healthcare institutions,
providers, and prescribed treatments are ethical, competent, equitable, and can be relied upon
when individuals are vulnerable and require solace and healing. Mistrust in healthcare (i.e.,
distrust in the motives, competencies, quality, and equity within healthcare institutions) is a
protective coping response incited by exposure to identity-related stigma, bias, discrimination,
and erasure in healthcare settings and severely impairs the trust that individuals may or can have
in healthcare institutions and providers (Benkert et al., 2019; Griffith et al., 2021; Mollborn et
al., 2005; Ho et al., 2022).

Evidence of mistrust in healthcare institutions, providers, and treatments has primarily
been garnered from studies assessing Black Americans' experiences in healthcare settings, their
health status, and health-seeking behaviors (Bazargan et al., 2021; Bogart et al., 2016; Hall et al.,
2022; Pugh et al., 2021; Tekeste et al., 2019; Thompson et al., 2004; Williamson, 2021; 2022;
Williamson et al., 2019). In the context of the historical mistreatment of Black embodiment in
healthcare institutions including the unethical medical experimentation that occurred in the

Tuskegee Syphilis Study, the exploitation of Black women’s bodies in medical training during
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chattel slavery in the U.S., and the inequities that exist between how healthcare providers
manage pain and other symptoms experienced by Black individuals when they seek care
compared to White individuals, it is comprehensible that mistrust in healthcare is prevalent
among the Black population (Fairchild & Bayer, 1999; Hoffman et al., 2016; Jaiswal & Halkitis,
2019; Owen et al., 2019). Though underexplored, qualitative and quantitative studies have begun
to explore the relationship between exposure to stigma, bias, healthcare discrimination, and
mistrust in healthcare among gay and bisexual men and TGl individuals of color (predominantly
transgender women), and have reported that mistrust in healthcare institutions is prominent
among these populations, particularly in relation to Human Immunodeficiency Virus (HIV)
(Arrington-Sanders et al., 2020; Cahill et al., 2020; Dang et al., 2022; D’ Avanzo et al., 2019;
Haviland et al., 2021; Jaiswal et al., 2021; Salerno et al., 2020; Smart et al., 2022). The mistrust
in healthcare among gay and bisexual men and TGI individuals can be conceptualized in the
context of the historical gender, sexuality, and race-ethnicity-related stigma and discrimination
that ensued from the U.S.’s response to the Acquired Immune Deficiency Syndrome (AIDS)
epidemic providing pathways through which gay and bisexual men, and transgender women in
the U.S. could be further marginalized in almost every societal realm, including in healthcare
(Halkitis, 2012; Strathdee et al., 2021).

Mistrust in healthcare providers and institutions is a prominent barrier theme in the
accessibility of healthcare and serves as a facilitator in decreased engagement in health-seeking
behaviors including the underutilization of preventative healthcare services (e.g., cancer
screenings, vaccinations, sexually transmitted infection (STI) testing), the lack of initiation of
care to receive treatments for acute and chronic conditions, and nonadherence to prescribed

treatments among these marginalized populations (e.g., Pre-Exposure Prophylaxis [PrEP]
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hesitancy and refusal), behaviors that have deleterious impacts on health (Dang et al., 2022;
Haviland et al., 2021; Minaya et al., 2022; Teixeira da Silva et al., 2021; Thompson et al., 2004;
Williamson, 2021). Though explorations of mistrust in healthcare among specific sectors of the
TGI population (e.g., transgender women) have begun, a broader assessment of this barrier
theme in the accessibility and utilization of healthcare among TGl individuals with varied
intersecting identities is imperative to decrease health inequities among this population. To the
author’s knowledge, no studies have explored mistrust in healthcare as a potential mediator in
the relationship between exposure to healthcare discrimination and erasure, and healthcare
utilization behaviors among TGI adults. The present study aims to close this gap in the empirical
understanding of this population's mistrust of healthcare institutions and providers.
Healthcare Utilization

Healthcare utilization behaviors among the TGI population are substantially impacted by
socioeconomic factors (e.g., employment, income, and health insurance) and exposure to
discrimination and erasure in healthcare settings (James et al., 2016; Kcomt, 2019). Evidence of
the role of anticipated exposure to gender identity-related healthcare discrimination in healthcare
utilization behaviors ensued by the commonality of exposure to healthcare discrimination and
erasure among TGl individuals has been documented (James et al., 2016; Kachen & Pharr, 2020;
Kcomt et al., 2020; Mason et al., 2022). Underutilization (e.g., delay or avoidance) of healthcare
services can be conceptualized in two ways: (1) passive, and (2) active. Active underutilization of
healthcare refers to the intentional decision that individuals make not to utilize healthcare
services, even when the care that is needed is available. Passive underutilization of healthcare is

referred to as the lack of engagement with needed healthcare due to being uninformed or
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misinformed about available healthcare services (Aday & Anderson, 1974; Anderson, 1995;
Levesque et al., 2013).

There is evidence that almost one-quarter (19 — 26%, median = 23%) of TGI individuals
in the U.S. have engaged in underutilization behaviors due to anticipated discrimination in
healthcare settings, with a higher prevalence of healthcare avoidance and delay reported by POC
within the TGI population (James et al., 2016; Kcomt et al., 2020; Mason et al., 2022; Reisner et
al., 2014). The intentional decision to underutilize various forms of care (e.g., illness prevention,
disease management, physical trauma and injury, psychological support, gender-affirming care)
when it is needed due to fear of anticipated discrimination has the potential to be incredibly
harmful to TGI individuals' physical and psychological health, leading to further inequities in
health outcomes compared to cisgender individuals (Seelman et al., 2017). In a study conducted
to examine whether or not fear-based underutilization of healthcare would predict poorer
healthcare outcomes in a sample (N = 417) of TGI adults in the Rocky Mountain region of the
U.S., Seelman et al (2017) found that participants who delayed healthcare due to their fear of
discrimination had poorer physical and psychological health than those who did not delay care
(B =0.26, p <.05), and that individuals who delayed care had a 3% greater risk for anxiety and
depression symptoms, a 4% greater risk of a past year suicide attempt, and 3% greater risk of
past-year suicidal ideation. Notwithstanding the evidence that has articulated the harmful impacts
that exposure to healthcare discrimination and erasure may have on the TGI populations’
healthcare utilization behavior, this research has simply documented the prevalence of healthcare
underutilization among this population and used TGI identities as a predictor of healthcare
underutilization among this population. The present study seeks to advance the empirical

knowledge about the predictability of healthcare utilization behaviors among the TGI
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populations in relation to exposure to direct and vicarious healthcare discrimination and erasure,
and mistrust of healthcare.
Theoretical Frameworks
Minority Stress Model

The Minority Stress Model (Meyer, 2003) is a prominent framework that is facilitative in
interpreting why TGl individuals experience heightened distress following and in anticipation of
exposure to discrimination and erasure in healthcare settings, and the health inequities that are
influenced by that distress (see Figure 2; Flentje et al., 2019; Meyer, 2020). Though initially
formulated to consider the minority stress processes of the Lesbian, Gay, and Bisexual
population, applications of the minority stress model have been applied to the TGI population
(Hendricks & Testa, 2012; Mason et al., 2022; Rood et al., 2016; Testa et al., 2015). The model
examines three processes through which TGI individuals are vulnerable to socially induced stress
when interacting and considering interactions with healthcare institutions and providers when it
is needed: (1) distal stressors, (2) interactive proximal stressors, and (3) internalized proximal
stressors. Distal stressors are external and observable and include TGI individuals’ exposure to
discriminatory, stigmatized, and violent behaviors in multiple societal domains — including
healthcare settings (e.g., a healthcare provider’s refusal to provide care). Interactive proximal
stressors are the processes through which TGI individuals develop a heightened level of
vigilance in anticipation of rejection, discrimination, stigma, and violence (e.g., a heightened fear
of invasive and unnecessary questioning about one’s gender identity in a healthcare setting due
to prior exposure to such questioning). Internalized proximal stressors are demonstrative of the
psychological processes that occur among TGl individuals when they internalize the social

rejection, discrimination, and erasure that may result in the concealment of their gender
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identities, internalized transphobia, psychological distress, inefficacious coping behaviors such
as substance use (Benotsch et al., 2013) or the underutilization of healthcare (Bauer et al., 2014;
Jaffee et al., 2016; James et al., 2016; Macapagal et al., 2016; Mason et al., 2021; Seelman et al.,
2017). Researchers have assessed various facets of minority stress and protective pathways that
may transcend the health inequities that exist among the TGI population conflated with the
socially induced stress that they endure including opportunities to increase esteem and identity
acceptance, social support (e.g., belonging, community), and advocacy for the reduction or
elimination of policies and practices that provide pathways to stigmatize, exclude, erase, and
discriminate against the TGI population (Bariola et al., 2015; Meyer, 2015; Meyer et al., 2021).

Figure 2. The Minority Stress Model
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Behavioral Model of Health Service Use

The Behavioral Model of Health Service Use (Anderson, 1995) is an additional
theoretical framework that is facilitative in interpreting the facilitators and barriers that influence
healthcare access and utilization behaviors among TGl individuals. The model is a widely used
behavioral model that is grounded in the notion that healthcare utilization behaviors are
influenced by an amalgamation of individual, environmental, sociocultural, and psychosocial

factors (Anderson, 1995; Eun et al., 2022; Kantor et al., 2017; Lerner & Robles, 2017; Okedo-
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Alex et al., 2019). The framework posits that three interrelated individual or population-specific
factors predict healthcare service utilization: (1) predisposing characteristics, (2) enabling
resources, and (3) need (see Figure 3; Anderson, 1995). Predisposing Factors refer to individual-
specific characteristics (e.g., age, race-ethnicity, gender identity) and the beliefs, attitudes,
appraisal, and values regarding health, healthcare institutions, healthcare providers, and
healthcare services that may influence utilization behaviors. Enabling resources refers to the
accessibility of resources (e.g., income, health insurance, transportation, time, availability of
services) that are imperative to utilizing healthcare services. Need refers to the perceived (e.g.,
health beliefs, somatic and psychological symptoms) or clinically evaluated (e.g., comorbidity,
disability, neurodivergence) need for care that influences whether or not people will utilize
available healthcare services. This conceptualization of the intersecting factors that influence
healthcare utilization behaviors is efficacious in interpreting and analyzing how the prominent
gender identity-related barrier themes that influence TGI individuals’ ability to access and utilize
healthcare that prior research has demonstrated (e.g., disparities in the affordability of care,
insurance denials of healthcare service claims, informational and institutional erasure, exposure
to healthcare discrimination, and anticipated healthcare institutional and provider discrimination)
work together to deleteriously influence the healthcare underutilization behaviors they report,
which has severe implications for population health (Anderson, 1995; Eun et al., 2022; Kantor et

al., 2017; Lerner & Robles, 2017; Okedo-Alex et al., 2019).



Figure 3. The Behavioral Model of Health Service Use
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The Present Study

The present study sought to evaluate the relationships between direct and vicarious

gender identity-related healthcare discrimination exposure and past year healthcare utilization
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among TGl individuals. This study also explored gender identity-based mistrust in healthcare as

a mechanism (i.e., mediator) through which direct and vicarious gender identity-related

healthcare discrimination may serve as predictors of healthcare utilization behaviors. The

following hypotheses were posited:

Hypothesis 1: (a) Direct, and increased exposure to lifetime gender identity-related
healthcare discrimination will predict healthcare underutilization related to anticipated gender
identity discrimination, (b) even when accounting for factors that may contribute to healthcare
utilization behaviors including age, race-ethnicity, income, health insurance coverage,
comorbidity, and disability/neurodivergent identity status.

Hypothesis 2: (a) Increased exposure to vicarious gender identity-related healthcare

discrimination will predict healthcare underutilization related to anticipated gender identity
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discrimination, (b) even when accounting for factors that may contribute to healthcare utilization
behaviors including age, race-ethnicity, income, health insurance coverage, comorbidity, and
disability/neurodivergent identity status.

Hypothesis 3 (Exploratory): Gender identity-based mistrust in healthcare will mediate
the relationship between direct exposure to lifetime gender identity-related healthcare
discrimination and healthcare utilization related to anticipated gender identity discrimination.
Exposure to higher levels of lifetime healthcare discrimination will predict higher levels of
gender identity-based mistrust in healthcare, which will predict past year healthcare
underutilization related to anticipated gender identity discrimination.

Hypothesis 4 (Exploratory): Gender identity-based mistrust in healthcare will mediate
the relationship between vicarious exposure to gender identity-related healthcare discrimination
and healthcare utilization related to anticipated gender identity discrimination. Exposure to
higher levels of vicarious healthcare discrimination will predict higher levels of gender identity-
based mistrust in healthcare, which will predict past year healthcare underutilization related to
anticipated gender identity discrimination.

Method
Procedures

Data for this study were derived from participant responses to three consecutive surveys
administered online from May 26 to June 22, 2022. Participants were recruited using Prolific
(https://www.prolific.co/), an online research participant recruitment platform designed to
facilitate connections among social, economic, and political science researchers and their
intended research demographic. Prolific has been found to offer higher data quality and higher

levels of participant naivety and diversity when compared with other online research recruitment
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platforms — making it a substantial improvement over other types of nonprobability sampling
methods (Palan and Schitter, 2018; Peer et al., 2017). Several steps were engaged in through the
Prolific platform to ensure the quality of the data collected in this online survey: (a) respondents
completed prescreened demographic information via their Prolific profile to be considered for
the study; specifically, the information that respondents reported regarding their gender identity
when creating their initial Prolific research participant profile was used to only invite individuals
reporting a non-cisgender identity, (b) IP addresses were examined to ensure that respondents
were in the U.S. and to support in the identification of potential duplicate responses, (c) the
Prolific platform included survey protection options that allowed for the recording of
respondents’ anonymous Prolific IDs to support in identifying potential duplicate responses, (d)
respondents were required to accurately complete a CAPTCHA challenge to inhibit programmed
responses (e.g., respondents were prompted to check a box stating “I’m not a robot” and
accurately identify items within a gridded photo), and (e) respondents were required to answer
five questions positioned within the survey to assess their attention to what survey questions
were asking of them and had to accurately complete four of the five attention checks to be
included in study analysis (e.g., Please select “neither agree nor disagree” for this item.). These
attention checks were also supportive of disqualifying participants who were potentially
responding randomly to survey questions.

Respondents met the eligibility criteria to participate in this study if they: (a) were 18
years old or older, (b) identified as Transgender or Gender Independent, (c) had the ability to
complete the anonymous self-administered online survey in English, and (d) had an approval
rating of 95 percent or above in prior research studies participated in through the Prolific

platform. Upon participants’ completion of studies on the Prolific platform for which they were
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eligible, researchers are required to review participant data and determine based on
predetermined and specified criteria (e.g., percentage of completion of survey questions,
completion of critical survey questions, accurate completion of attention checks) if survey
submissions are to be approved or rejected. Participant approval ratings are based on the
percentage of approved studies a participant has completed on the platform (i.e., the number of
approved studies divided by the total number of studies an individual has participated in; Peer et
al., 2017).

Individuals who met the eligibility criteria to participate in this study were provided with
a brief description of the survey and invited to participate through an advertisement on the
Prolific Platform or were emailed by Prolific regarding their eligibility to participate in the study.
Respondents who chose to participate in the survey were automatically redirected through the
Prolific platform to a Qualtrics (https://www.qualtrics.com) survey designed and operated by the
research team conducting a larger study assessing the healthcare experiences, healthcare
decision-making, and health behaviors of TGI individuals. Participants were then prompted to
review a consent document prior to accessing the survey (see Appendix A). Once consent was
obtained and a CAPTCHA question was accurately answered, participants were asked to respond
to inquiries regarding demographic information, health information, experiences of gender
identity-related discrimination in healthcare, healthcare utilization, group-based mistrust in
healthcare, and health behaviors. In total, the survey consisted of 185 items (survey respondents
may have engaged with fewer items due to skip patterns throughout the survey) and took
participants an average of 17 minutes to complete. Upon completion of the survey and after
quality control checks were conducted, participants received compensation for their time in the

amount of $1.20, which was administered directly to participants’ Prolific accounts. The data
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provided by respondents contained no identifying information, allowing for the anonymity of
participants. Virginia Commonwealth University’s Institutional Review Board approved all
materials and procedures for conducting this study.
Sample

The present study utilized a targeted sampling methodology to increase the
generalizability of potential findings to individuals who embody historically marginalized and
underrepresented racial-ethnic identities (e.g., POC; American Indian or Alaskan Native, Black
or African American, Latin(a/o/x), Asian or Asian American, Arab, Middle Eastern, North
African, and Multi-Racial-ethnic individuals) among the TGI population. Prior studies using
non-probability and non-targeted sampling methodology in the recruitment of TGI individuals
through the Prolific platform resulted in samples where POC individuals were underrepresented
(e.g., 69% White; 31% POC; Mason et al., 2022), thereby lessening the representativeness of the
racial-ethnic diversity existing among TGI individuals. Three consecutive surveys were launched
to assess the role of racial-ethnic identity in the relationships among direct and vicarious
exposure to healthcare discrimination and healthcare utilization behaviors among the TGI
population: (1) all eligible TGI Prolific users (n = 194; 75% White individuals) were recruited
for three days independent of race-ethnicity, (2) only eligible TGI Prolific users of Color (n =
108) were recruited for twenty-two days, and (3) all eligible TGI Prolific users (n = 83; 90%
White individuals) were recruited for two days independent of race-ethnicity. An anti-duplication
filter was applied to the second and third surveys to ensure that prior participants were prevented
from completing the survey more than once.

The present sample is inclusive of 385 TGI individuals. On average, participants were

26.2 years old (Standard Deviation [SD] = 7.5, Range = 18 — 71 years). Participants were
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representative of diverse generational cohorts including Generation Z (66.5%), Millennials
(29.6%), Generation X (3.4%), and the Baby Boomer Generation (.5%). The sample reported a
diverse range of gender identities. Just over 60% of the sample identified as either Non-binary
(43.6%) or Trans Man (16.9%), and the other 40% of the sample reported gender identities
including Trans Woman, Genderqueer, Gender Fluid, Woman, Man, or another gender identity
not listed. Twenty-three participants reported that their gender identity was not listed among the
survey options. Examples of the written responses for those participants included: “Agender”,
“Two Spirit”, “Intersex Trans Woman”, “Intersex TransFem”, “Intersex Trans Man”, “Demi-
boy”, and “Demi-girl”. Just under half of the sample reported a sexual identity that was either
Bisexual (28.8%) or Gay (17.9%). Sixty-eight (17.7%) participants reported that their sexual
identity was not listed among the survey options. Some examples of the responses participants
entered include Queer, Omnisexual, and Polysexual. Just over half (56.5%) of the participants
reported a White racial identity, with low levels of annual income (56.4% of participants
reported that they earned less than $40,000 per year). Slightly less than half of the sample
reported that the highest level of formal education they attained was High School (41.3%) or
GED (6.0%). The majority of the sample reported having health insurance (87.5%) and were
more frequently covered under private healthcare plans (52.7%). Over half of the sample
reported having been diagnosed with two or more chronic health conditions (59.7%). Among the
health conditions reported, depressive disorder (72.9%), asthma (26.6%), and arthritis (11.5%)
were the most prevalently reported among the sample. It should be noted that over half of the
sample (57.1%) reported that they had been diagnosed with other health conditions not included
in the list of options including anxiety disorder, post-traumatic stress disorder, and an autism

spectrum disorder. Seventy-three percent of participants reported that their daily activities are
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limited in some way due to their physical, mental, or emotional health. The majority of the
sample identified as disabled and/or neurodivergent (69.1%). Sixty participants reported using
assistive equipment or technologies (e.g., a mobility device, wheelchair, screen reader,
captioning software, etc.), though these participants represent a minority (15.7%) of the sample.
A complete description of demographic information for the sample is presented in Table 1.

Table 1. Sample Sociodemographic Characteristics

Category Variable n (%)

Personal Characteristics

Race/Ethnic Identity

White 218 (56.6)
Multi-Racial-ethnic 80 (20.8)
Hispanic/Latin(a/o/x) 33 (8.6)
Asian/Asian American 24 (6.2
Black/African American 21 (5.5)
Arab, Middle Eastern, or North African 6 (1.6
American Indian or Alaskan Native 3 (.8
Gender Identity
Non-Binary 168 (43.6)
Trans Man 65 (16.9)
Trans Woman 32 (8.3)
Gender Queer 30 (7.8)
Gender Fluid 23 (6.0)
Another Gender Identity Not Listed 23 (6.0)
Woman 22 (5.7)
Man 22 (5.7)
Sexual Identity

Bisexual 111 (28.8)
Gay 69 (17.9)
Another Sexual Orientation Not Listed 68 (17.7)
Asexual 52 (13.5)
Pansexual 50 (13.0)
Heterosexual 35 (9.1)

Socioeconomic Positionality

Educational Attainment

Middle School 2 (5
High School 159 (41.3)
GED 23 (6.0)
Vocational School 11 (2.9)
Associate’s Degree 45 (11.7)
Bachelor’s Degree 110 (28.6)
Graduate Degree 35. (9.1)
Annual Income

<$20,000 119 (30.9)
$20,001 - $40,000 98 (25.5)
$40,001 - $60,000 63 (16.4)
$60,001 - $80,000 48 (12.5)
$80,001 - $100,000 28 (7.3)

> $100,000 29 (7.5)




Health Insurance Coverage

Yes 337 (87.5)

No 48 (12.5)
Health Insurance Coverage Type

Private Insurance 203 (52.7)

Public Insurance 134 (34.8)

Chronic Health Conditions

Health Condition

Depressive Disorder 280 (72.9)
Another Health Condition Not Listed 214 (57.1)
Asthma 102 (26.6)
Arthritis 44 (11.5)
Hypertension 37 (9.6)
Diabetes 10 (2.6)
COPD 7 (1.8)
Cancer 5 (1.3
Kidney Disease 5 (1.3
Stroke 4 (1.0)
Heart Disease 3 (.8
HIV or AIDS 1 (.3
Comorbidity

< 2 Chronic Health Conditions 155 (40.3)
> 2 Chronic Health Conditions 230 (59.7)

Disability and Impairment Status
Disability/Neurodivergent Identity

Yes 266 (69.1)
No 119 (30.9)
Limitations in Daily Activities
Yes 259 (73.0)
No 96 (24.9)
Necessitation of Assistive Equipment
No 323 (84.3)
Yes 60 (15.7)
N =385
Measures

Demographics

Sociodemographic data were collected regarding participants’ age, gender identity,
sexual identity, race-ethnicity, education attainment, annual income, health insurance coverage
status, and health insurance coverage type. Age (years) was typed in a designated space within
the survey by participants. Sociodemographic item information and the categorical response

choices for each item can be found in Table 1 or Appendix B.
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Participant Health Information

Items were adapted from the CDC’s 2015 Behavioral Risk Factor Surveillance System
Questionnaire (BRFSS; CDC, 2014) to assess the health status of the sample by asking
participants to respond to inquiries regarding chronic health conditions,
disabilities/neurodivergence, daily functioning, and the necessitation of assistive equipment.
Chronic health conditions were measured by asking participants if they had ever been diagnosed
by a doctor, nurse, or another healthcare professional with one or more of eleven health
conditions (see Table 1). If participants had been diagnosed with a health condition other than
the eleven distinct health conditions listed, they could select “another health condition not listed”
and were prompted to type in the additional health condition in a designated text box. Responses
choices included “yes” or “no” to indicate whether or not a participant had been diagnosed with
any chronic health conditions. A variable was created to indicate the total number of chronic
health conditions that participants reported, yielding scores with a possible range of zero to
twelve. This variable was created to be supportive of conveying the prevalence of chronic health
conditions and/or comorbidity among the sample. Finally, a variable used to signify comorbidity
dichotomized as (0) less than two or (1) two or more chronic health conditions were created for
statistical analyses due to evidence that comorbidity (i.e., the presence of two or more chronic
health conditions) is associated with more deleterious health outcomes and complex clinical
management (Valderes et al., 2009); a strategy that is consistent with previous research (Cicero
et al., 2020). Disability/Neurodivergent Identity data were collected by asking participants to
indicate whether or not they identify as disabled and/or neurodivergent. Limitations in Daily
Activities were measured by asking participants if any of their daily activities (e.g., personal

hygiene, dressing, eating, restroom use, physical mobility) are limited in any way because of
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their physical, mental, or emotional health. Responses regarding physical limitation included:
“yes” or “no”. Assistive Equipment Usage was measured by asking participants if they use any
assistive equipment or technologies, such as a mobility device, a wheelchair, a special bed, a
screen reader, or captioning software. Participants indicated whether they used assistive
equipment by answering “yes” or “no”.
Direct and Vicarious Exposure to Healthcare Discrimination

Two separate versions of ten items were utilized to assess participants' direct and
vicarious exposure to gender identity-related healthcare discrimination. Six items were adapted
from the healthcare experiences portion of the 2015 U.S. Transgender Survey (James et al.,
2016) to assess direct and vicarious exposure to healthcare discrimination. Items assessed
participants’ direct and vicarious exposure to six types of gender identity-related discrimination
with healthcare providers and in healthcare settings including (1) having to educate a doctor or
healthcare provider about transgender and gender-independent people to receive appropriate
care, (2) being denied general healthcare (e.g., physical examination), (3) being asked
unnecessary and invasive questions regarding gender identity status that were unrelated to the
care being sought, (4) having a healthcare provider use harsh or abusive language while being
treated, (5) having a healthcare provider be physically rough or abusive while being treated, and
(6) being verbally harassed in a healthcare setting. Four additional items were utilized to assess
direct and vicarious exposure to gender identity-related erasure in healthcare settings. Erasure
items assessed participants’ direct and vicarious exposure to four forms of erasure that can occur
in healthcare settings or with healthcare providers including (1) the unintentional use of
pronouns or a gender that does not accurately reflect an individual’s gender identity, (2) the

intentional refusal of the use of a preferred name or pronoun, (3) medical forms and documents
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not being inclusive of an individual’s gender identity, and (4) non-inclusive signage and facilities
in healthcare settings.

Response choices for direct exposure to healthcare discrimination were adopted from
Testa et al.’s (2015) Gender Minority Stress and Resilience Measure (GMSR) and included:
“Never”, “Yes, Before 187, “Yes, After 18, and “Yes, In the Past Year”. Participants could
choose multiple response choices if they experienced a specific form of healthcare discrimination
at multiple points throughout their lives. Separate summary variables were created for childhood
healthcare discrimination, past year healthcare discrimination, and healthcare discrimination that
occurred at any point in an individual’s lifetime. For each of the summary variables, the total
number of events a participant indicated for each distinct time frame (e.g., childhood, past year,
and lifetime) were totaled, yielding scores with a possible range of zero to ten for each variable.
The lifetime healthcare discrimination measure was used in all relevant statistical analyses and
had adequate internal consistency (a = .82) in the present sample.

Response choices for vicarious exposure to healthcare discrimination were “yes” or “no”.
Participants could indicate whether or not they had been told by anyone they knew (e.g., friend,
family member, partner, community member, colleague, etc.) that they had experienced any of
the ten gender identity-related healthcare discrimination items mentioned above. The total
number of unique forms of healthcare discrimination that a participant indicated that they had
been vicariously exposed to were totaled, yielding scores with a possible range of zero to ten.
The vicarious healthcare discrimination measure had excellent internal consistency (a = .89) in

the present sample.
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Individual and Vicarious Healthcare Utilization

Two items were adapted from the 2015 U.S. Transgender Survey (James et al., 2016) to
assess individual and vicarious healthcare underutilization behaviors in the past year based on
anticipated gender identity-related discrimination and healthcare cost. An additional item was
created to assess past year healthcare underutilization behaviors based on fear of exposure to
COVID-19 in healthcare settings and was modeled after the two items adapted from the 2015
U.S. Transgender Survey. Two versions of the healthcare utilization items were used to assess
participants' healthcare utilization behaviors (three items) and their awareness of the utilization
behaviors of others (three items) due to distinct factors (i.e., anticipated discrimination, COVID-
19 exposure, and cost). The three individual healthcare utilization items included: (1) “Was there
a time in the past 12 months, when you needed to see a doctor but did not because you thought
you would be disrespected or mistreated because of your gender identity?”, (2) “Was there a time
in the past 12 months, when you needed to see a doctor but did not because you were worried
about being exposed to COVID-19 in a healthcare setting?”, (3) “Was there a time in the past 12
months, when you needed to see a doctor but could not because of cost?”. The three vicarious
healthcare utilization items included: (1) “Was there a time in the past 12 months, when someone
you know, needed to see a doctor but did not because they thought they would be disrespected or
mistreated because of their gender identity?”, (2) “Was there a time in the past 12 months, when
someone you know, needed to see a doctor but did not because they were worried about being
exposed to COVID-19 in a healthcare setting?”, (3) “Was there a time in the past 12 months,
when someone you know, needed to see a doctor but could not because of cost?”. Participants

could select “yes” or “no” to indicate whether they or someone they knew told them that they
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avoided healthcare in the past year due to anticipated gender identity-related healthcare
discrimination, fear of exposure to COVID-19, and anticipated cost.
Gender ldentity-Based Mistrust in Healthcare

The 12-item Group-Based Medical Mistrust Scale (GBMMS; Thompson et al., 2004)
was utilized to assess gender identity-based mistrust in healthcare settings. All items were
retained from the original scale but were modified through word substitution, for a TGI identity
context. For example, references to race/ethnic groups in the original GBMMS were replaced
with “people who are transgender/gender diverse”. Participants were asked to rate their feelings
regarding twelve statements (e.g., “people who are transgender/gender diverse cannot trust
doctors and healthcare workers”) on a 5-point Likert scale ranging from “strongly disagree” (1)
to “strongly agree” (5). After four items were reverse coded, all twelve items were summed,
yielding scores with a possible range of 20 to 60. Higher scores on this measure indicate greater
levels of gender identity-based mistrust in healthcare. This measure produced adequate internal
consistency (a =.87) in the present sample. The complete measure can be found in Appendix B.
Analyses
Model Checking

Data were examined for missing responses for the variables mentioned in the analysis
herein. Data from the full sample were available for analysis for all variables. Preliminary
analysis and all appropriate regression assumption checks indicated that all linearity, univariate
and multivariate outlier, independence of cases, and multicollinearity assumptions were met.
Primary data analyses included descriptive statistics and two hierarchical logistic regression
models. Exploratory data analyses included two mediation models. A post hoc power analysis

conducted using G*Power software (Faul et al., 2009) determined that the statistical power for
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the proposed study is 0.96 for detecting a small effect, while the power exceeded 0.99 for the
detection of a moderate to large effect size. To detect a small effect with 80% power, the
minimum sample size required for the analyses below is 118. Thus, the data for this study allows
for more than adequate power (i.e., power > 0.80) at all effect size levels. All analyses will be
conducted using SPSS, version 29.
Hypothesis 1a -1b

A hierarchical logistic regression analysis was conducted to assess whether direct and
increased exposure to lifetime gender identity-related healthcare discrimination predicts
healthcare underutilization related to anticipated gender identity discrimination when controlling
for six covariates. Personal characteristics including age and race-ethnicity were entered at the
first step of the model, socioeconomic positionality information including income and health
insurance coverage were entered at the second step, perceived and clinical need for care
variables including comorbidity and disability/neurodivergence identity status were entered at
the third step, followed by the lifetime healthcare discrimination variable entered into the final
step of the model to demonstrate that direct exposure healthcare discrimination would
significantly predict past year healthcare underutilization related to anticipated gender identity
discrimination above and beyond the covariates included in the analysis.
Hypothesis 2a -2b

A hierarchical logistic regression analysis was conducted to assess whether increased
exposure to vicarious gender identity-related healthcare discrimination predicts healthcare
underutilization related to anticipated gender identity discrimination when controlling for six
covariates. Personal characteristics including age and race-ethnicity were entered at the first step

of the model, socioeconomic positionality information including income and health insurance
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coverage were entered at the second step, perceived and clinical need for care variables including
comorbidity and disability/neurodivergence identity status were entered at the third step,
followed by the vicarious healthcare discrimination variable entered into the final step of the
model to demonstrate that vicarious exposure healthcare discrimination would significantly
predict past year healthcare underutilization related to anticipated gender identity discrimination
above and beyond the covariates included in the analysis.
Exploratory Analyses: Gender Identity-Based Mistrust in Healthcare as a Potential Mediator

Two exploratory mediation analyses using Hayes’ (2018) PROCESS macro (Model 4)
for SPSS were conducted to explore gender identity-based mistrust in healthcare as a mechanism
(i.e., mediator) through which direct and vicarious gender identity-related healthcare
discrimination serve as predictors of healthcare utilization behaviors.
Results
Direct Lifetime Healthcare Discrimination Exposure

The majority (81%) of participants reported experiencing at least one of the ten forms of
healthcare discrimination that this study assessed in their lifetime, with an overall sample
average of just under three and a half (M = 3.39) distinct forms of healthcare discrimination
being reported by participants. At least once in their lifetime, most (62.3%) participants reported
that the medical forms or documents that a doctor or other healthcare provider asked them to
complete were not inclusive of their gender identity, 61% reported that a healthcare provider
referred to them using a name or pronoun that did not accurately reflect their gender identity,
38.4% reported that they had to teach a doctor or other healthcare provider about TGI identities
so that they could receive appropriate healthcare, and 10.6% reported that a healthcare provider

refused to provide them with the preventative, acute, or disease management care they needed.
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Participants who reported that they had not experienced healthcare discrimination in their
lifetime represented a minority proportion (19%) of the sample. The complete results for the ten-
item direct lifetime healthcare discrimination variable can be found in table 2.

Table 2. Direct Lifetime Healthcare Discrimination Exposure

N =237 N =38 N =129 N =61 N = 148
61.6% 9.9% 33.5% 15.8% 38.4%
N =344 N=19 N =33 N =10 N =41
89.4% 4.9% 8.6% 2.6% 10.6%
N = 257 N =51 N = 104 N =42 N =128
66.8% 13.2% 27% 10.9% 33.2%
N = 307 N =40 N =47 N =15 N=78
79.7% 10.4% 12.2% 3.9% 20.3%
N = 348 N =22 N =19 N=3 N =37
90.4% 5.7% 4.9% .8% 9.6%

N =321 N =27 N =43 N =20 N =64
83.4% 7.0% 11.2% 5.2% 16.6%
N = 150 N =87 N = 206 N =135 N =235
39% 22.6% 53.5% 35.1% 61%

N = 263 N =39 N =101 N =61 N =122
68.3% 10.1% 26.2% 15.8% 31.7%
N =145 N =108 N = 202 N =145 N =240
37.7% 28.1% 52.5% 37.7% 62.3%
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45.2% 23.9% 46.5% 36.6% 54.8%

N =385
Vicarious Healthcare Discrimination Exposure

Most participants (80%) reported being exposed to at least one of the ten forms of
vicarious healthcare discrimination that this study assessed, with an overall sample average of
just under five (M = 4.67) distinct forms of exposure to vicarious healthcare discrimination being
reported by participants. The majority of participants reported a high prevalence of exposure to
vicarious healthcare discrimination that varied across specific forms of exposure including a TGI
individual telling them that a healthcare provider referred to them using a name or pronoun that
did not accurately reflect their gender identity (68.8%), they were asked to complete medical
forms or documents that were not inclusive of their gender identity by a healthcare provider
(62.3%), they had to teach a healthcare provider about TGI identities so that they could receive
appropriate healthcare (60%), and a healthcare provider asked them unnecessary and invasive
questions about their gender identity that were unrelated to the reason for their visit (55.8%).
Participants who reported that they had not been exposed to healthcare discrimination vicariously
represented a minority proportion (20%) of the sample. The complete results for the ten-item
vicarious healthcare discrimination exposure variable can be found in table 3.

Table 3. Vicarious Healthcare Discrimination Exposure

N =231 N = 154
(60%) (40%)

N =97 N = 288
(25.2%) (74.8%)
N =235 N =170
(55.8%) (44.2%)
N = 129 N = 256
(33.5%) (66.5%)




N = 56

(14.5%)
N = 130
(33.8%)
N = 265
(68.8%)
N =214
(55.6%)
N = 240
(62.3%)
N =222
(57.7%

N =385

Gender Identity-based Mistrust in Healthcare

N =329
(85.5%)
N = 255
(66.2%)
N = 120
(31.2%)
N =171
(44.4%)
N = 145
(37.7%)
N = 163
(42.3%)
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The average gender identity-based mistrust in healthcare score was 37.53 (SD =7.30). A

correlation analysis indicated that increased exposure to direct lifetime, r(383) = .49, p <.001,

and vicarious healthcare discrimination, r(383) = .34, p < .001 was related to higher levels of

mistrust in healthcare. Correlation information can be found in table 4.
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Variable 1 2 3 4 5 6 7 8 9 10

1. Age -

2. Race-ethnicity - 18***

3. Income -.06 .00

4. Health Insurance -.05 -.08 .10

5. Disability .06 -.16%* -.29%** -.05

6. Comorbidity 21x** -.20 -.18*** 01 .36%** -

7. Mistrust in Healthcare .05 -.05 -.04 S11x 22%%x 18%x* -

8. Direct Lifetime HD 13** - 17Fr* -.09 .08 2TFFR L QQFER AGREK -

9. Vicarious HD .03 -.09 -.04 07 23%%* 2% 34xrk G7Exx -

10. Past Year HCU .04 -.08 -.08 -02  13*= A% 38%*k GOExx pgREx
M 26.16 43 2.63 .88 .69 .60 37.53 3.39 467 .29
SD 7.57 .50 1.57 .33 .46 49 7.30 2.68 3.30 .46

N = 385, HD = Healthcare Discrimination, HCU = Healthcare Utilization Behaviors, M =

mean, SD = Standard Deviation "p < .05, *p < .01, ™p < .001

Healthcare Utilization

Past year healthcare utilization behaviors reported by participants varied by rationales for

why participants might avoid needed healthcare (i.e., anticipated gender identity-related

discrimination, cost, fear of COVID-19 exposure). Over a fourth (29%) of participants reported

avoiding needed healthcare in the past year due to anticipated gender identity-related

discrimination in healthcare settings. Past year avoidance of needed healthcare due to healthcare

costs was reported by over half (51.2%) of participants. Avoidance of needed healthcare due to

fears of COVID-19 exposure in a healthcare setting was reported by over half (57.1%) of
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participants. The complete results for the individual healthcare utilization items can be found in
table 5.

Table 5. Individual Healthcare Utilization

N =112 N =273
29.1% 70.9%
N =197 N =188
51.2% 48.8%
N =220 N = 165
57.1% 42.9%

N =385

The past year healthcare utilization behaviors that participants reported being exposed to
vicariously were varied by rationales for why an individual that participants knew might avoid
needed healthcare. Almost half (47%) of the sample reported that someone they knew avoided
needed healthcare due to their anticipation of encountering gender identity-related
discrimination. A high prevalence of vicarious exposure to healthcare underutilization due to the
cost of healthcare (76.6%) and fear of exposure to COVID-19 in a healthcare setting (70.9%)
was reported by participants. The complete results for the vicarious exposure to healthcare
utilization behaviors items can be found in table 6.

Table 6. Vicarious Exposure to Healthcare Utilization Behaviors

N =181 N = 204
47.0% 53.0%
N =295 N =90

76.6% 23.4%
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Was there a time in the past 12 months, when someone you

know, needed to see a doctor but did not because they were NEEE M= 22
worried about being exposed to COVID-19 in a healthcare 70.9% 29.1%
setting?

N =385

Hypothesis 1a-1b: Direct Healthcare Discrimination and Past Year Utilization Analysis

A hierarchical logistic regression analysis (see table 7) was conducted to assess
prediction of past year healthcare underutilization related to anticipated gender identity
discrimination, based on direct exposure to lifetime gender identity-related healthcare
discrimination when controlling for six factors that may contribute to healthcare utilization
behaviors. When personal characteristics (i.e., race-ethnicity and age) were entered into the first
step of the model and tested against the constant only model, they did not significantly predict
past year healthcare utilization behaviors, ¥? (2) = 2.46 p = .29, Nagelkerke R? = .009. Similarly,
when socioeconomic positionality (i.e., income and health insurance coverage), ¥* (4) =5.25p =
.26, Nagelkerke R? = .019, and perceived and clinical need for care (i.e., comorbidity and
disability/neurodivergent identity), ¥* (6) = 10.35 p = .11, Nagelkerke R? = .038 were entered
into the second and third steps of the model respectively, they did not significantly predict past
year healthcare utilization behaviors. When the direct lifetime healthcare discrimination variable
was entered into the final step of the model a test of the full model against the constant only
model significantly predicted past year healthcare underutilization, ¥? (7) = 100.29, p < .001,
Nagelkerke R? = .33, indicating that together age, race-ethnicity, income, health insurance
coverage, comorbidity, disability/neurodivergent identity, and direct lifetime healthcare
discrimination exposure reliably distinguished between those who did or did not underutilize
needed healthcare in the past year, accounting for 33% of the variance. Direct lifetime healthcare

discrimination exposure, y? (1) = 89.94, p < .001, OR = 1.62, 95% CI [1.44, 1.81], p < .001,
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significantly predicted past year healthcare underutilization over and above the six covariates in

the model. For each one-point increase in participant scores on the direct lifetime healthcare

discrimination exposure measure, participants were 62% more likely to report that they

underutilized needed healthcare in the past year due to anticipated gender identity-related

discrimination.

Table 7. Logistic Regression Analysis Results for Test of Hypothesis 1a-1b
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Health Insurance Coverage .64 [.29, 1.41] -.449 403 ns
Comorbidity .80 [.44, 1.44] -.226 .301 ns
Disability/Neurodivergence 1.02 [.54, 1.95] .022 .327 ns
Direct Lifetime HD 1.62 [1.44,1.81] 480 .059 <.001

N = 385, HD = Healthcare Discrimination, OR = odds ratio, B = unstandardized logistic
regression coefficient, SE = standard error, Cl = confidence interval. In this model, a ClI that
does not include 0 indicates a statistically meaningful association. NS = not significant, “p < .05,
“p<.01, ™p<.001
Hypothesis 2a-2b: Vicarious Healthcare Discrimination and Past Year Utilization Analysis

A hierarchical logistic regression analysis (see table 8) was conducted to assess
prediction of past year healthcare underutilization related to anticipated gender identity
discrimination, based on vicarious exposure to gender identity-related healthcare discrimination
when controlling for six factors that may contribute to healthcare utilization behaviors. When
personal characteristics (i.e., race-ethnicity and age) were entered into the first step of the model
and tested against the constant only model, they did not significantly predict past year healthcare
utilization behaviors, y? (2) = 2.46 p = .29, Nagelkerke R? = .009. Similarly, when
socioeconomic positionality (i.e., income and health insurance coverage), x° (4) =5.25 p = .26,
Nagelkerke R? = .019, and perceived and clinical need for care (i.e., comorbidity and
disability/neurodivergent identity), %* (6) = 10.35 p = .11, Nagelkerke R? = .038 were entered
into the second and third steps of the model respectively, they did not significantly predict past
year healthcare utilization behaviors. When the vicarious healthcare discrimination variable was
entered into the final step of the model a test of the full model against the constant only model
significantly predicted past year healthcare underutilization, x? (7) = 37.79, p < .001, Nagelkerke

R? = .13, indicating that together age, race-ethnicity, income, health insurance coverage,
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exposure reliably distinguished between those who did or did not underutilize needed healthcare

in the past year, accounting for 13% of the variance. Vicarious healthcare discrimination erasure,

¥? (1) =27.44,p <.001, OR =1.22, 95% CI [1.13, 1.32], p < .001, significantly predicted past

year healthcare underutilization over and above the six covariates in the model. For each one-

point increase in participant scores on the vicarious healthcare discrimination exposure measure,

participants were 22% more likely to report that they underutilized needed healthcare in the past

year due to anticipated gender identity-related discrimination.

Table 8: Logistic Regression Analysis Results for Test of Hypothesis 2a-2b
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Age 1.00 [.97, 1.04] .004 .016 ns
Race-ethnicity .80 [.49, 1.29] -.230 .248 ns
Income .92 [.78, 1.08 -.084 .083 ns
Health Insurance Coverage .81 [.39, 1.63] -.216 .361 ns
Comorbidity 1.00 [.59, 1.71] .001 272 ns
Disability/Neurodivergence 1.33 [.74,2.41] .286 .302 ns
Vicarious HD 1.22 [1.13, 1.32] .198 .039 <.001

N = 385, HD = Healthcare Discrimination, OR = odds ratio, B = unstandardized logistic
regression coefficient, SE = standard error, Cl = confidence interval. In this model, a CI that
does not include 0 indicates a statistically meaningful association. NS = not significant, “p < .05,
“p<.01, "p<.001
Hypothesis 3: Assessing Gender Identity-based Mistrust in Health as a Mediator

A mediation analysis was conducted using Hayes’ (2018) PROCESS macro (Model 4)
for SPSS, to assess gender identity-based mistrust in healthcare as a hypothesized mechanism
through which direct exposure to lifetime gender identity-related healthcare discrimination is a
predictor of healthcare utilization related to anticipated gender identity discrimination when
controlling for the six covariates included in previous analyses. The direct relationship between
lifetime healthcare discrimination and gender identity-based mistrust in healthcare was positive
and significant (f = 1.28, 95% CI [1.02, 1.53], p <.001; see path a in Figure 4). At this step in
the model, health insurance coverage was the only covariate that was significantly related to
gender identity-based mistrust in healthcare (f =-3.27, 95% CI [-5.23, -1.32], p =.001). The
direct relationships between lifetime exposure to gender identity-related healthcare
discrimination (B = .40, 95% CI [.27, .52], p <.001; see path ¢’ in Figure 4), gender identity-
based mistrust in healthcare (B = .08, 95% CI [.04, .13], p <.001; see path b in Figure 4) and past

year healthcare utilization related to anticipated discrimination were also positive and significant.
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No covariates were significantly related to healthcare utilization behaviors related to anticipated
healthcare discrimination at this step in the model. The indirect effect of gender identity-based
healthcare mistrust on the relationship between lifetime gender identity-related healthcare
discrimination exposure and past year healthcare utilization was .11 (SE =.031, 95% CI [.05,
.18]; see Figure 4), indicating that healthcare underutilization increased by .11 for every one-unit
increase on the lifetime healthcare discrimination measure indirectly through gender identity-
based mistrust in healthcare. These results indicate that exposure to higher levels of lifetime
gender identity-related healthcare discrimination is related to higher levels of gender identity-
based mistrust in healthcare, which influences past year healthcare underutilization related to

anticipated gender identity discrimination.

Coeff (SE) = .08 (.023)™

Coeff (SE) = 1.28 (.130)"™*

Coeff (SE) = .40 (.062)™

Indirect Effect

Coeff (SE) = .11 (.031), 95% CI [.05, .18]

Figure 4. Direct and indirect relationships between lifetime healthcare discrimination exposure,
gender identity-based mistrust in healthcare, and past year healthcare utilization related to
gender-identity-related healthcare discrimination. N = 385, Coeff = coefficient, SE = standard
error, Cl = confidence interval. In this model, a CI that does not include O indicates a

statistically meaningful association. “p < .05, “p < .01, *p <.001
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Hypothesis 4: Assessing Gender Identity-based Mistrust in Health as a Mediator

A mediation analysis was conducted using Hayes’ (2018) PROCESS macro (Model 4)
for SPSS, to assess gender identity-based mistrust in healthcare as a hypothesized mechanism
through which vicarious exposure to gender identity-related healthcare discrimination is a
predictor of healthcare utilization related to anticipated gender identity discrimination when
controlling for the six covariates included in previous analyses. The direct relationship between
vicarious healthcare discrimination exposure and gender identity-based mistrust in healthcare
was positive and significant (f = .68, 95% CI [.46, .89], p <.001; see path a in Figure 5). At this
step in the model, healthcare insurance coverage (p = -2.85, 95% CI [-4.93, -.77], p = .01), and
disability/neurodivergent identity status ( = 1.97, 95% CI [.32], p = .02) were the only
covariates that were significantly related to gender identity-based mistrust in healthcare. The
direct relationships between vicarious exposure to gender identity-related healthcare
discrimination (B = .13, 95% CI [.05, .21], p = .002; see path ¢’ in Figure 5), gender identity-
based mistrust in healthcare (B = .12, 95% CI [.08, .16], p <.001; see path b in Figure 5) and past
year healthcare utilization related to anticipated discrimination were also positive and significant.
No covariates were significantly related to healthcare utilization behaviors related to anticipated
healthcare discrimination at this step in the model. The indirect effect of gender identity-based
healthcare mistrust on the relationship between lifetime gender identity-related healthcare
discrimination exposure and past year healthcare utilization was .08 (SE =.021, 95% CI [.05,
.13]; see Figure 5), indicating that healthcare underutilization increased by .08 for every one-unit
increase on the vicarious healthcare discrimination measure indirectly through gender identity-
based mistrust in healthcare. These results indicate that exposure to higher levels of vicarious

gender identity-related healthcare discrimination is related to higher levels of gender identity-
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based mistrust in healthcare, which influences past year healthcare underutilization related to

anticipated gender identity discrimination.

Coeff (SE) = .68 (.110)"™

Coeff (SE) = .12 (.021)™

Coeff (SE) = .13 (.042)"™

Indirect Effect

Coeff (SE) = .08 (.021), 95% CI [.05, .13]

Figure 5. Direct and indirect relationships between vicarious healthcare discrimination
exposure, gender identity-based mistrust in healthcare, and past year healthcare utilization
related to gender-identity-related healthcare discrimination. The sample size was 385. Coeff =
coefficient, SE = standard error, Cl = confidence interval. In this model, a CI that does not

include 0 indicates a statistically meaningful association. “p < .05, “p < .01, *p < .001

Discussion

To advance the empirical understanding of the commonality and relationships among
direct and vicarious exposure to healthcare discrimination, mistrust in healthcare, and healthcare
utilization behaviors among TGl individuals the present study had two aims: (1) evaluate the
relationships between direct and vicarious gender identity-related healthcare discrimination
exposure and past year healthcare utilization behaviors, and (2) explore gender identity-based
mistrust in healthcare as a mechanism (i.e., mediator) through which direct and vicarious gender
identity-related healthcare discrimination may serve as predictors of healthcare utilization
behaviors. The findings of this study conjoin with prior research to convey the centrality of

gender identity-related healthcare discrimination and erasure in the accessibility and utilization
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of healthcare among the TGI population (Bakko & Kattari, 2020; Bauer et al., 2009; Cruz, 2014,
James et al., 2016; Mason, 2021; Mason et al., 2022; Meyer, 2021; Rodriguez et al., 2017). This
study narrows the gaps in elucidating the multifariously harmful manner in which healthcare
discrimination and erasure permeate the lives of TGI individuals — by further examining direct
lifetime healthcare discrimination exposure (Mason, 2021), and being the first to examine
vicarious exposure to healthcare discrimination in relation to healthcare utilization behaviors. To
the author’s knowledge, this is also the first study to assess mistrust in healthcare as a
mechanism through which direct and vicarious exposure to healthcare discrimination serve as
predictors of healthcare utilization behaviors among the TGI population. On average the
participants in this study reported that they had been directly exposed to almost three and a half
distinct forms of healthcare discrimination in their lifetime, and almost five distinct forms
vicariously. These findings provide evidence for the individual and population-level harm that
the TGI population endures in a simultaneous and accumulating manner in relation to a societal
realm where healing and solace should be received. This harm is visible in this study’s finding
that 29% of participants reported avoiding needed healthcare in the year prior to the study related
to their anticipation of encountering gender identity-related discrimination.

This study makes bare the disproportionate level of exposure to healthcare discrimination
that TGI individuals navigate in comparison to the general population of adults in the U.S. Less
than a quarter (21%) of adults in the U.S. report directly experiencing healthcare discrimination
in their lifetime (Nong et al., 2020), which is almost four times lower than the prevalence of
direct (81%) and vicarious exposure (80%) to discrimination that participants in this study
reported. The findings of this study provide quantitative evidence of the mistrust in healthcare

institutions and providers that may follow this population’s direct and vicarious exposure to
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healthcare discrimination, supporting prior work that has examined mistrust in healthcare among
TGI samples qualitatively (Arrington-Sanders et al., 2020; Cahill et al., 2020; Smart et al., 2022).
This study utilized the Minority Stress Model (Meyer, 2003) and the Behavioral Model of Health
Service Use (Anderson, 1995) to conceptualize and guide the analytical approach to examining
potential facilitators and barriers that influence healthcare access and utilization behaviors
among TGl individuals. The findings of this study show that personal (i.e., race-ethnicity
enabling (i.e., income and health insurance coverage), and need factors (i.e., comorbidity and
disability/neurodivergence) were not statistically significant influencers of healthcare utilization
behaviors for the current sample. However, the findings show that healthcare discrimination is a
critical factor in this population’s healthcare utilization behaviors. The findings of this study
complement the Minority Stress Model and the Behavioral Model of Health Service Use by
showing that accessibility and utilization of healthcare is a function of the personal, social,
economic, and health characteristics of those who may need care, as well as the characteristics
(e.g., cisnormative, transphobic, discriminatory) of the healthcare institutions and larger social
environment that individuals are positioned in and influencing their appraisals of those
environments (e.g., mistrust).

This study’s findings substantiate Hypotheses 1 and 2, which posited that increased
exposure to direct and vicarious gender identity-related healthcare discrimination would predict
healthcare underutilization related to anticipated gender identity discrimination, even when
accounting for factors that may contribute to healthcare utilization behaviors including certain
personal characteristics (i.e., age and race-ethnicity), indicators of socioeconomic positionality
(i.e., income and health insurance coverage), and indicators of perceived and clinical need for

care (i.e., comorbidity and disability/neurodivergent identity status). More explicitly, findings
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indicate that when participants anticipated that healthcare providers would engage with them in a
discriminatory manner it was not their age, racial-ethnic identity, socioeconomic positionality,
comorbidity diagnoses, or disability/neurodivergence identity status that were related to their
past year healthcare utilization behaviors. It was their direct and vicarious exposure to
discrimination in healthcare settings that was related to their utilization behaviors over and above
certain personal characteristics, indicators of socioeconomic positionality, and indicators of
perceived and clinical need for care. The findings of this study demonstrate that higher levels of
direct and vicarious lifetime exposure to distinct forms of healthcare discrimination are
significantly related to an increased likelihood of TGI individuals’ underutilization of care when
it is needed, related to their anticipation of gender identity-related healthcare discrimination.
Although the findings of this study demonstrate the high prevalence of exposure to direct
exposure to healthcare discrimination and its relationship to the healthcare utilization behaviors
among the TGI population as seen in prior work (James et al., 2016; Kattari et al., 2021;
Markovic et al., 2021; Mason et al., 2022; Puckett et al, 2020; Romanelli & Lindsey, 2020;
Vupputuri et al., 2021), the findings of this study advance empirical knowledge about the
deleterious impacts of exposure to healthcare discrimination vicariously in relation to healthcare
underutilization. This study assessed TGI individuals’ healthcare utilization behaviors in the
context of their individual experiences of discrimination, awareness of other TGI individuals’
experiences of discrimination in healthcare settings, and anticipation of similar experiences if
they sought the care they needed. These findings are supportive of conceptualizing the
considerable and unjust toll that TGI individuals have been charged with in appraising and
negotiating the potential risks of utilizing or avoiding healthcare. There is evidence that the

underutilization of various forms of healthcare (e.g., primary, gynecological, reproductive,
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emergency, specialty) is related to an increased risk for morbidity and early mortality associated
with chronic and acute health conditions (Kachen & Pharr, 2020; Kcomt et al., 2020; Mason et
al., 2022). As seen in this study and prior work, this population reports high levels of chronic
health conditions which may be due in part to the barriers they face in accessing care, including
exposure to healthcare discrimination (Kattari et al., 2019; Levine et al., 2022; Mason, 2021).
This study’s findings substantiate Hypotheses 3 and 4, which posited that gender identity-
based mistrust in healthcare would mediate the relationship between direct and vicarious
exposure to gender identity-related healthcare discrimination and healthcare utilization related to
anticipated gender identity discrimination. It was also posited that exposure to higher levels of
direct and vicarious healthcare discrimination would predict higher levels of gender identity-
based mistrust in healthcare, which would predict past year healthcare underutilization related to
anticipated gender identity discrimination. The findings of this study demonstrate that increased
exposure to the myriad forms of direct and vicarious healthcare discrimination that TGI
individuals endure in relation to their gender identity in healthcare settings is related to increased
levels of mistrust in healthcare, a coping mechanism that adversely contributes to their healthcare
utilization behaviors as seen in other populations (Bazargan et al., 2021; Hall et al., 2022; Pugh
etal., 2021; Tekeste et al., 2019; Thompson et al., 2004; Williamson, 2021; 2022; Williamson et
al., 2019). Mistrust in healthcare is a pervasive barrier that serves as a psychological deterrent to
healthcare utilization, often arising from exposure to harmful healthcare experiences that are
often considered discriminatory (Williamson, 2021; 2022; Williamson et al., 2019). The findings
of this study inform the emerging body of work exploring mistrust in healthcare among distinct
sectors of the TGI population (Arrington-Sanders et al., 2020; Cahill et al., 2020; Dang et al.,

2022Haviland et al., 2021; Jaiswal et al., 2021; Salerno et al., 2020; Smart et al., 2022), by
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providing quantitative evidence for how mistrust in healthcare is influenced by the high levels of
direct and vicarious exposure to gender identity-related discrimination in healthcare settings that
is endured by TGI individuals more broadly. This study is the first to demonstrate that mistrust in
healthcare is an important and statistically significant pathway through which direct and
vicarious exposure to healthcare discrimination influences healthcare utilization behaviors
among this population. These findings provide evidence for the coping processes that may occur
when TGl individuals have an appraisal of healthcare institutions and providers as
psychologically, physically, or socially harmful in the context of having previously experienced
or been vicariously exposed to healthcare discrimination. This study makes apparent that for this
population, when trust in healthcare wanes - deleterious health behaviors may follow including
underutilization of care when it is needed, which may exacerbate health inequities among this
population.
Implications

This study’s findings have several policy implications that can improve healthcare
practice. The permissibility to intentionally discriminate or disregard the embodiment and health
of TGI individuals through erasure is endemic to the interrelated and pervasive norms of gender
binarism, cisnormativity, and transphobia bound up in U.S. sociopolitical culture. For the fourth
consecutive year, an unprecedented rise in state and federal legislation has been proposed,
advanced, and passed aiming to further codify discrimination against TGI individuals into law
(Human Rights Campaign, 2023). Policies that aim to restrict the rights of TGI individuals in
accessing education, employment, housing, public services, and healthcare reflect and reinforce
cisnormativity, gender binarism, and transphobia that manifest into the interpersonal and

systematic discrimination that this study demonstrated. In addition to proposing and passing
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legislation that bans and criminalizes gender-affirming care for TGI youth and adults (e.qg.,
“Milestone act of 2023”; Oklahoma 59™ Legislature, 2023), dozens of states have proposed
legislation that would allow religiously affiliated healthcare institutions to deny any form of care
to the TGI population (American Civil Liberties Union, 2023). Federal legislation has been
introduced aiming to erase the recognition of TGI identities in the federal government via the
“Women’s Bill of Rights” (United States 118 Congress, 2023). Such policies cultivate a harmful
environment through which TGI individuals are vulnerable to discrimination in healthcare and
society at large, whereby their fundamental right to healthily exist in mind, body, spirit, or
society is compromised.

The continued existence of social identity discrimination, exclusion, and violence in U.S.
culture targeting myriad marginalized populations including TGI individuals makes clear that
exposure to healthcare discrimination and mistrust in healthcare among the TGI population will
not cease to exist simply by eradicating gender identity-related discrimination in healthcare as
cisnormativity and biased appraisals of the TGI population transfuses every societal domain. Yet,
the interconnections between the high prevalence of exposure to healthcare discrimination,
mistrust in healthcare, and healthcare underutilization that this study and prior work have
demonstrated are undeniably threaded to the deficits in policy aimed at making explicit the
illegality of discrimination in healthcare. Healthcare providers must not be simply compelled by
the American Medical Association’s (AMA) “Principles of Medical Ethics”” which posits that
healthcare providers may choose to whom to provide healthcare services, which is in direct
contrast with its principal that states that providers are to provide access to competent care that is
comprised of compassion and human dignity to “all people” (AMA, 2001). These principles

also state that healthcare providers are to follow state and federal laws. In the absence of policies
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aimed at increasing healthcare discrimination protections, healthcare workforce diversity,
cultural competency, and humility (Patallo, 2019) in healthcare services, it is clear that the
conduct of healthcare providers in relation to the TGI population can be bound up in societal
acceptance of the permissibility to disregard and dehumanize the bodies of TGI individuals. No
matter how prevalent direct and vicarious exposure to healthcare discrimination is among this
population, it is imperative that this exposure is never accepted as normative or met with
ambivalence. Such acceptance and ambivalence will inevitably inform pathways for fragility and
detriment among all populations in society who should have autonomy in all decisions regarding
their embodiment independent of identity, and have the right to access care free of
discrimination. The following policy initiatives together should be enacted by the U.S.
government and state governments to increase equitable access to healthcare for all healthcare
consumers including TGI individuals:

I.  Increase healthcare discrimination protections:

A. Enact or amend state Patient Bills of Rights that are applicable to all healthcare
consumers in U.S. states and territories. At present, most states do not have a
patient bill of rights. Patients in Hospice Care and Nursing facilities are primarily
the only healthcare consumers whose right not to be discriminated against based
on their social identities (e.g., racial-ethnic, sexual, gender) has been codified into
law. Additionally, private and state health systems and institutions in the U.S.
develop their own Patient Bill of Rights via hospital associations, contributing to
a lack of uniformity and transparency regarding healthcare consumer protections

related to discrimination in healthcare settings.
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B. Enact or amend state and territorial Human Rights Acts to include protection from
social identity discrimination in publicly funded healthcare institutions and
systems.

C. Enact state policies, parallel to 42 U.S. Code § 18116(a)., to prohibit
discrimination on the basis of race, color, national origin, age, disability, or sex
(including pregnancy, sexual orientation, and gender identity) in covered
Medicare programs and activities (e.g., healthcare institutions, settings, and
providers that receive financial assistance from state funds [i.e., Medicaid
programs).

I1.  Increase healthcare workforce diversity:

A. Enact policies that mandate the recruitment and retention of diverse healthcare
providers. Healthcare institutions must be required by law to recruit and retain
healthcare providers from historically marginalized populations including TGI
individuals.

I11.  Increase culturally appropriate healthcare services:

A. Enact policies that require cultural competency, humility, and responsiveness
training for recertification and licensing renewal among all healthcare
professionals.

B. Enact policies that require the implementation of cultural competency, humility,
and responsiveness in state-funded medical school curricula.

C. Repeal policies that ban and criminalize gender-affirming care.

D. Repeal religious exemption policies that state that religiously affiliated

individuals and institutions who provide accommodations and services including
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healthcare services can deny care to individuals based on social identities (e.qg.,
TGl identity).
E. Repeal and replace policies that require the pathologization of TGI identity to
receive care (e.g., gender dysphoria diagnosis).
F. Establish diverse and accountable task forces and commissions to:
1. Review and amend publicly funded medical school curricula to
incorporate cultural competency, humility, and responsiveness
requirements.

2. Conduct population and regional health and healthcare needs assessments

Attending to the dimensions of healthcare accessibility (see Figure 1) for the TGI
population is vital to mitigating the harmful impacts associated with healthcare discrimination
and erasure (e.g., mistrust in healthcare, healthcare underutilization, disparities in illness). In a
moment when 90% of TGI individuals in the U.S. have some form of health insurance coverage
(Feldman et al., 2021), the disparities in the accessibility and utilization of healthcare among this
population compared to the cisgender population is a signal for the imperativeness of a
reappraisal of the accessibility of healthcare for this population. State and Federal governments
must ensure that whether or not providers value cultural humility, any knowledge deficits related
to the healthcare needs of TGI individuals are attended to. The above-mentioned policy
recommendations aimed at the development of equitable healthcare initiatives can ensure that the
healthcare workforce in the U.S. (e.g., intake staff, billing staff, providers) have the training,
educational materials, and support necessary to ameliorate knowledge deficits, and provide

quality and culturally informed care to the TGI population about their distinct healthcare needs.
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Limitations

The limitations of this study should be considered in light of its novel findings that
elucidate the chronic and deleterious influence of direct and vicarious exposure to healthcare
discrimination on the trust and utilization of healthcare among the TGI population. Causal
inferences were unable to be produced due to the cross-sectional survey design utilized in this
study. Although the age range amongst the sample was wide, there was not equal representation
across all generations in this study. Future studies may utilize targeted sampling methods to
ensure that TGI individuals in diverse developmental cohorts are represented among samples.
Longitudinal cohort studies should be utilized to narrow the gaps in elucidating the following
constructs: (a) TGI identity development and formation, (b) historical social and political
zeitgeists, (c) barriers and facilitators to healthcare access, (d) mistrust in healthcare, and (e)
healthcare utilization behaviors. This study’s targeted sampling methodology aimed at increasing
the generalizability of findings to POC was successful, as evidenced by almost half of the sample
identifying as POC. However, the most prominent racial-ethnic identity reported among POC in
the sample was multi-racial, which is consistent with 2020 U.S. Census data indicating that there
was a 276% increase in the multi-racial population in the U.S. compared to data from 2010
(Jones, 2022). Futures studies should utilize targeting or probability sampling to support the
applicability of findings to diverse racial-ethnic, gender identity, sexual orientation, geographic,
and other cultural sectors of this population as these factors may independently and
intersectionally contribute to healthcare accessibility and utilization, and mistrust in healthcare
among this population. This study provides evidence of the prevalence of chronic health
conditions and comorbidity among TGI individuals, and yet research is needed to understand the

health status and needs of this population. Though the findings of this study indicate that mistrust
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in healthcare is a mechanism through which direct and vicarious gender identity-related
discrimination exposure serve as predictors of healthcare utilization. Due to its cross-sectional
design, it was limited in its ability to establish the temporal order of the variables in the
mediation analyses. Future studies might develop longitudinal designs that would support the
ability to empirically confirm mistrust as a mediator in the relationship between exposure to
healthcare discrimination and healthcare utilization. While this study was able to capture the
prevalence of exposure to vicarious healthcare discrimination through a form of interpersonal
reporting (i.e., being told by other TGI individuals about their experiences of discrimination in
healthcare), it did not assess other forms of vicarious exposure to healthcare discrimination (e.g.,
news reporting regarding discriminatory healthcare policies). Future studies might assess distinct
forms of vicarious healthcare discrimination that TGI individuals are navigating while engaged
in community with other TGI individuals and society as a whole (e.g., media). Additionally, this
study did not examine exposure to discrimination and underutilization of distinct healthcare
sectors (e.g., endocrinology, dermatology, gynecology, oncology, psychology), which future
studies should assess as such findings may inform tailored interventions. Future research should
engage TGI individuals, key stakeholders, and healthcare providers in methodological processes
aimed at understanding and developing strategies that are effective in targeting the myriad forms
of healthcare discrimination that this study and prior work have conveyed. Such evidence might
inform the development of studies aiming to test the feasibility, acceptability, and efficacy of
interventions that engage healthcare providers in TGI clinical applications and humility training.
Conclusions

Notwithstanding its limitations, this study provides evidence that is critical to

understanding the pervasive and deleterious impact of direct and vicarious exposure to gender
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identity-related healthcare discrimination on TGI individuals in the U.S. In the context of
healthcare settings where trust is a critical component in the relationship between patient and
provider, this study demonstrates the erosion of trust that is related to exposure to gender
identity-related healthcare discrimination directly and vicariously, and the underutilization of
care when mistrust in providers occurs among the TGI population. The findings of this study can
be informative in the development of policy initiatives that are vital to mitigating health and

healthcare inequities for the TGI population.
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APPENDIX A
RESEARCH PARTICIPANT INFORMATION AND CONSENT FORM
STUDY TITLE: Assessing Medical Discrimination, Mistrust, and Healthcare Engagement as
Predictors of COVID-19 Vaccination among Racially Diverse Transgender and Gender Diverse
Individuals
VCU INVESTIGATOR: Eric G. Benotsch
VCU IRB NO.: HM20018376
ABOUT THIS CONSENT FORM
You are being invited to participate in a research study. It is important that you carefully think
about whether being in this study is right for you and your situation. Participants must be 18 or
older to participate in this study.
This consent form is meant to assist you in thinking about whether or not you want to be in this
study. Please contact the investigator to explain any information in this content document that is
not clear to you.
Your participation is voluntary. You may decide not to participate in this study. If you do
participate, you may withdraw from the study at any time. Your decision not to take part or to

withdraw will involve no penalty or loss of benefits to which you are otherwise entitled.

AN OVERVIEW OF THE STUDY AND KEY INFORMATION

WHY IS THIS STUDY BEING DONE?

The purpose of this research is to find out about how the COVID-19 pandemic has impacted
transgender and gender diverse individuals. We are specifically interested in learning about your
interactions with healthcare providers during the pandemic as well as how your experiences prior
to the pandemic have informed your opinions about healthcare, public health issues, and your
choices about healthcare utilization. You will also be asked to provide some information about
your current health status and how the COVID-19 pandemic may have impacted your health or
your ability to utilize healthcare.
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We will also be asking you to provide the month and year that you received your COVID-19
vaccination if you received one. Please have your vaccination card on hand so that you can
provide as accurate information as possible.

WHAT WILL HAPPEN IF | PARTICIPATE?

In this study, you will be asked to respond to various surveys that will ask you about your
healthcare utilization, attitudes about healthcare, attitudes about public health issues, and any
changes to your life that were brought on by the COVID-19 pandemic. You will be asked to
provide basic demographic information at the end of the survey. Your participation in this study
will last up to about 15 minutes. Approximately 380 transgender and gender diverse individuals
will participate in the study.

WHAT ALTERNATIVES ARE AVAILABLE?

There are no alternatives to taking part in this survey. If you do not wish to participate you may
decide not to proceed to the survey.

WHAT ARE THE BENEFITS OF BEING IN THE STUDY?

This study is not likely to help you. However, it may help the investigators understand how the
COVID-19 pandemic has impacted your ability to utilize healthcare and your attitudes about
healthcare as a transgender or gender diverse person.

WHAT RISKS AND DISCOMFORTS COULD | EXPERIENCE FROM BEING IN THE
STUDY?

Questionnaires may contain questions that are personal, sensitive, or upsetting such as questions
about your experiences in healthcare settings or whether you have been diagnosed with a specific
illness such as diabetes or HIV. You may refuse to answer any question that makes you
uncomfortable.

Additionally, as is the case with all research, there is the risk of loss of confidentiality.
Researchers have included instructions when appropriate to help prevent participants from
divulging identifying information.

WHAT ARE THE COSTS?

There are no costs to participating in the study other than the time you will spend completing the
study
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WILL | BE PAID TO PARTICIPATE IN THE STUDY?
You will be paid $1.20 that will be deposited directly into your Prolific account.
CAN I STOP BEING IN THE STUDY?

You can stop being in this study at any time. However, compensation for participation is subject
to approval therefore incomplete surveys may not receive full financial compensation.

HOW WILL INFORMATION ABOUT ME BE PROTECTED?

Data is being collected only for research purposes. What we find from this study may be
presented. VCU has established secure research databases and computer systems to store
information and to help with monitoring and oversight of research. Your information may be
kept in these databases but are only accessible to individuals working on this study or authorized
individuals who have access for specific research related tasks.

WHOM SHOULD | CONTACT IF | HAVE QUESTIONS ABOUT THE STUDY?

The investigator named below is the best person to contact if you have any questions,
complaints, or concerns about your participation in this research:

Dr. Eric Benotsch

808 W. Franklin St., #208
Richmond, VA 23284
E-mail: ebenotsch@vcu.edu
Phone: 804-828-0133

If you have any general questions about your rights as a participant in this or any other research,
or if you wish to discuss problems, concerns, or questions, to obtain information, or to offer input
about research, you may contact:

Virginia Commonwealth University Office of Research
800 East Leigh Street, Suite 3000, Box 980568, Richmond, VA 23298
(804) 827-2157; https://research.vcu.edu/human_research/volunteers.htm

Do not agree to this consent form unless you have had a chance to ask questions and have
received satisfactory answers to all of your questions.


mailto:ebenotsch@vcu.edu
https://research.vcu.edu/human_research/volunteers.htm
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STATEMENT OF CONSENT

| have been provided with an opportunity to read this consent form carefully. All of the questions
that | wish to raise concerning this study have been answered. By signing this consent form, |
have not waived any of the legal rights or benefits to which I otherwise would be entitled. My
signature indicates that | freely consent to participate in this research study.

O | choose to participate in this study.
O | choose to not participate in this study.
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APPENDIX B

Health-based questions:

Centers for Disease Control and Prevention (2014). 2015 Behavioral risk factor surveillance system
questionnaire. Retrieved from https://www.cdc.gov/brfss/annual_data/2015/pdf/2015-
BRFESS-questionnaire-12-29-14.pdf

Do you currently have health insurance?

= Yes
= No

(if yes) ask the following question.
What type of health insurance do you have?
= Private Insurance (Includes: Plans through employers, federal employee plans, plans from
the Marketplace, plans through parents or partners, plans through universities)
= Public Insurance (Includes: Military insurance (Tricare), Medicaid, Medicare, Veteran’s

benefits)

Are any of your daily activities limited in any way because of your physical, mental, or
emotional health?

= Yes
= No

Do you use any assistive equipment or technologies, such as a mobility device, a wheelchair, a
special bed, a screen reader, or captioning software?

= Yes
= No
Do you identify as disabled and/or neurodivergent?

= Yes
= No


https://www.cdc.gov/brfss/annual_data/2015/pdf/2015-BRFSS-questionnaire-12-29-14.pdf
https://www.cdc.gov/brfss/annual_data/2015/pdf/2015-BRFSS-questionnaire-12-29-14.pdf

Has a doctor, nurse, or other healthcare professional ever diagnosed you with any of the
following health conditions?

Yes No

Hypertension (high blood
pressure)

Heart Disease (including:
Heart Attack, angina,
coronary heart disease)

Kidney Disease (NOT
including: kidney stones,
bladder infection, or not
being able to control urine
flow)

Diabetes

Chronic Obstructive
Pulmonary Disease (COPD)

Asthma

Stroke

Cancer

Arthritis (including:
rheumatoid arthritis, gout,
lupus, or fibromyalgia)

HIV or AIDS

Depressive Disorder
(including: depression, major
depression, dysthymia, minor
depression)

Any other health
condition(s) not listed above
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Gender-Based Healthcare Discrimination:
James, S., Herman, J., Rankin, S., Keisling, M., Mottet, L., & Anafi, M. (2016). The Report of the
2015 US Transgender Survey. Washington, DC: National Center for Transgender Equality.

Have any of these things ever happened to you as a transgender/gender diverse individual, when
you went to see a doctor or health care provider? Please check all that apply (for example you may
check both “yes, after age 18” and “in the past year” if both are true for you).

Never Yes, Yes, Yes, in
before after the past
age 18 age 18 year

| had to teach a doctor or other healthcare
provider about trans/gender diverse people
so that | could get appropriate care.

A doctor or other healthcare provider
refused to give me other healthcare (e.g.,
physical exam, flu, diabetes).

A doctor asked me unnecessary/invasive
questions about my gender identity that
were not related to the reason for my visit.
A doctor or other healthcare provider
insisted that my health complaint was
related to my gender identity or medical
transition (e.g., hormones, puberty
blockers, etc.) when it was not.

A doctor or other healthcare provider used
harsh or abusive language when treating
me.

A doctor or other healthcare provider was
physically rough or abusive when treating
me.

| was verbally harassed in a health care
setting (e.g., hospital, office, clinic).

A doctor or other healthcare provider
referred to me using pronouns or a gender
that did not accurately reflect my gender
identity, before they asked and/or | told
them my pronouns and gender identity.

A doctor or other healthcare provider
refused to use the pronouns or name that |
requested to be used.

The medical forms or documents that a
doctor or other healthcare provider asked
me to complete did not include my gender
identity.
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The signs for the facilities (restrooms,
changing rooms, waiting area, etc.) in a
healthcare setting did not reflect my gender
identity.

Was there a time in the past 12 months, when you needed to see a doctor but did not because you
thought you would be disrespected or mistreated because of your gender identity?

= Yes
= No

Was there a time in the past 12 months, when you needed to see a doctor but did not because you
were worried about being exposed to COVID-19 in a healthcare setting?

= Yes
= No

Was there a time in the past 12 months, when you needed to see a doctor but could not because of
cost?

= Yes
= No
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The following questions are about other people’s experiences in healthcare related to their
gender identity. They are very similar to the questions that you’ve just answered regarding
your own experiences in healthcare settings related to your gender identity.

Has anyone that you know (e.g., a friend, family member, partner, community member, colleague,
etc.) told you that any of these things ever happened to them when they went to see a doctor or
healthcare provider, that they felt was related to them being a transgender/gender diverse
individual? Please select “yes” or “no.

Yes No

They had to teach a doctor or other
healthcare provider about trans/gender
diverse people so that they could get
appropriate care.

A doctor or other healthcare provider
refused to give them gender affirming
healthcare (e.g., counseling, hormone
replacement therapy, puberty blocking
hormones, surgery, etc.)

A doctor or other healthcare provider
refused to give them other healthcare (e.g.,
physical exam, flu, diabetes).

A doctor asked them unnecessary/invasive
questions about their gender identity that
were not related to the reason for their visit.
A doctor or other healthcare provider
insisted that their health complaint was
related to their gender identity or medical
transition (e.g., hormones, puberty blockers,
etc.) when it was not.

A doctor or other healthcare provider used
harsh or abusive language when treating
them.

A doctor or other healthcare provider was
physically rough or abusive when treating
them.

They were verbally harassed in a health
care setting (e.g., hospital, office, clinic).
A doctor or other healthcare provider
referred to them using pronouns or a gender
that did not accurately reflect their gender
identity, before they asked and/or they told
them their pronouns and gender identity.
A doctor or other healthcare provider
refused to use the pronouns or name that
they requested to be used.
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The medical forms or documents that a
doctor or other healthcare provider asked
them to complete did not include their
gender identity.

The signs for the facilities (restrooms,
changing rooms, waiting area, etc.) in a
healthcare setting did not reflect their
gender identity.

Was there a time in the past 12 months, when someone you know, needed to see a doctor but did
not because they thought that they would be disrespected or mistreated because of their gender
identity?

e Yes
« No

Was there a time in the past 12 months, when someone you know, needed to see a doctor but did
not because they were worried about being exposed to COVID-19 in a healthcare setting?

* Yes
« No

Was there a time in the past 12 months, when someone you know, needed to see a doctor but could
not because of cost?

e Yes
* No
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Gender Identity-based medical mistrust:

Thompson, Valdimarsdottir, H. B., Winkel, G., Jandorf, L., & Redd, W. (2004). The Group-Based
Medical Mistrust Scale: psychometric properties and association with breast cancer

screening. Preventive Medicine, 38(2), 209-218. https://doi.org/10.1016/j.ypmed.2003.09.041

Below is a list of statements dealing with your general feelings about the healthcare system.
Read each item carefully and choose the answer that is most representative of your feelings
about each statement.

Strongly Disagree Neutral Agree Strongly
Disagree Agree

Doctors and
healthcare workers
sometimes hide
information from
patients who are 1 2 3 4 5
transgender/gender
diverse.

Doctors have the
best interests of
people who are
transgender/gender 1 2 3 4 5
diverse.

People who are
transgender/gender
diverse should not
confide in doctors
and healthcare 1 2 3 4 5
workers because it
will be used against
them.

People who are
transgender/gender
diverse should be
suspicious of
information from 1 2 3 4 5
doctors and health
care workers.

People who are
transgender/gender
diverse cannot trust
doctors and health
care workers. 1 2 3 4 5

People who are
transgender/gender
diverse should be
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suspicious of
modern medicine.

Doctors and health
care workers treat
people who are
transgender/gender
diverse like
‘‘guinea pigs.”’

People who are
transgender/gender
diverse receive the
same medical care
from doctors and
health care workers
as people from
other groups

Doctors and health
care workers do not
take the medical
complaints of
people who are
transgender/gender
diverse seriously.

People who are
transgender/gender
diverse are treated
the same as people
of other groups by
doctors and health
care workers

In most hospitals,
people of different
gender identities
receive the same
kind of care (e.g.,
cisgender and
transgender/gender
diverse people).

| have personally
been treated poorly
or unfairly by
doctors or health
care workers
because of my
gender identity.




94

Demographics

Instructions: Please answer the following questions to the best of your ability:

Age:

Gender Ildentity:

Woman

Trans Woman

Man

Trans Man

Nonbinary

Gender Fluid

Genderqueer

Another Gender Identity not listed above (please specify)

Which racial or ethnic identities best describe you (You may select all that apply):

White

Black or African American

Hispanic, Latin(a/o), or Latinx

Asian or Asian American

American Indian or Alaskan Native
Native Hawaiian or Other Pacific Islander
American Arab, Middle Eastern, or North African (AMENA)
Multi-Racial-ethnic

Another race/ethnic identity not listed (please specify)

Sexual Orientation:

Heterosexual

Gay

Bisexual

Pansexual

Asexual

Another sexual orientation not listed (please specify)

What is your highest level of formal education?

e Middle school

High school

GED

Vocational school

Associate’s Degree

Bachelor’s Degree

Graduate Degree (Master’s, Doctorate, etc.)



What is your household annual income?

$0 - $20,000
$20,001 - $40,000
$40,001 - $60,000
$60,001 - $80,000
$80,001 - $100,000
More than $100,000
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Please use the space below to tell us anything else you would like us to know about you or your

experiences during the pandemic, experience with vaccination, or experiences with healthcare

professionals. Please avoid describing any identifying information such as your name, the names
of others, specific places, etc.



	Assessing the Relationships Between Direct and Vicarious Exposure to Healthcare Discrimination and Erasure, Mistrust in Healthcare, and the Healthcare Utilization Behaviors Among Transgender and Gender Independent Individuals
	Downloaded from

	tmp.1681846292.pdf.Dcwdl

