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Trans and gender non-conforming (TGNC) people experience poor health care and health

outcomes. We conducted a qualitative scoping review of studies addressing TGNC

people’s experiences receiving physical health care to inform research and practice

solutions. A systematic search resulted in 35 qualitative studies for analysis. Studies

included 1,607 TGNC participants, ages 16–64 years. Analytic methods included mostly

interviews and focus groups; the most common analysis strategy was theme analysis.

Key themes in findings were patient challenges, needs, and strengths. Challenges

dominated findings and could be summarized by lack of provider knowledge and

sensitivity and financial and insurance barriers, which hurt TGNC people’s health. Future

qualitative research should explore the experiences of diverse and specific groups

of TGNC people (youth, non-binary, racial/ethnic minority), include community-based

methods, and theory development. Practice-wise, training for providers and skills and

support for TGNC people to advocate to improve their health, are required.

Keywords: transgender, health care, health disparities, qualitative, scoping review transgender healthcare

experiences and needs

Current research highlights the critical need to address health disparities and improve health
outcomes among individuals who identify as transgender (1, 2). Transgender (trans) is an umbrella
term for people whose gender identity, gender expression, or behavior does not conform to that
typically associated with the sex to which they were assigned at birth (3). The term includes people
who identify as gender non-conforming, a term that generally refers to people who do not adhere
to the binary (e.g., male/female) concept of gender (3).

Trans and gender non-conforming (TGNC) people report many health disparities. For instance,
discrimination and minority stress contribute to higher rates of poor mental health outcomes
among TGNC people (4). These outcomes include, but are not limited to, depression (5–7), anxiety
(5, 6), and suicide attempts (5, 7, 8). Trans women report much higher rates of HIV than the general
population (9). Additionally, when compared to their cisgender counterparts, TGNC people report
higher rates of disordered eating (5), smoking, obesity, and poor self-rated physical and mental
health (10).

TGNC individuals are a vulnerable population due to the societal stigma associated with their
identity (11), but they also experience unique hurdles to accessing quality healthcare. Despite the
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well-documented health disparities among TGNC individuals,
research in this area is relatively new and only gained significance
in the last decade (12). As understanding of the TGNC
population and their health needs has increased, the community,
itself, has changed to include more diverse identities and
experience of gender (13). Many binary and non-binary TGNC
individuals seek medical care to support physical changes that
align with their gender identity (e.g., hormone therapy, surgery),
increasing the importance of healthcare in the experience of
being TGNC. However, given that transgender medicine is still
a new area, many medical providers have received limited or
no training in how to work with TGNC patients, and some
hold biases associated with the binary approach to sex present
in medicine (14). As a result of this, TGNC individuals may
experience negative experiences in healthcare, not only as a
result of societal stigma, but also due to competency issues
among providers.

The most recent U.S. Transgender Survey indicated that
TGNC people are also less likely to be insured than the general
population and that notable numbers of trans people report
negative health experiences (33%) or avoiding medical care
(25%) (15). Relatedly, Edmiston et al. (1) reported that TGNC
people are also less likely to access preventative health screenings.
Lerner and Robles (16) identified discrimination from health care
providers as a central cause of the underutilization of health
care. Improving quality health care experiences for TGNC people,
offers an opportunity to improve health outcomes, via enhanced
care and decreased distress. We conducted a qualitative scoping
review of studies addressing TGNCpeople’s experiences receiving
physical health care to implement more responsive TGNC care
and improve trans health outcomes.

Prior reviews have begun to organize findings about TGNC
health and health care. A recent review addressed TGNC
persons’ mental health care experiences (4). Cicero et al. (17)
reviewed studies of transgender health care experiences to
contextualize them within the Gender Affirmation Framework,
categorizing health care experiences into social, medical, legal,
and psychological barriers. Heng et al. (18) conducted a review of
transgender people’s general health care experiences—excluding
specific health concerns like emergency care or HIV care.

The field of trans health is an emerging yet under researched
area. Understanding current experiences is critical both for
informing future healthcare research and adding to the literature
needed to improve healthcare education. This analysis builds on
prior reviews, to identify how to improve care and outcomes for
TGNC people. First, the following analysis focuses exclusively
on qualitative research and includes a quality assessment of the
research using the consolidated criteria for reporting qualitative
research (COREQ), a 32-item checklist for comprehensive
reporting of qualitative studies (19). Qualitative research is
well-suited to capture the nuances of patient experiences and
needs (20). Assessing the quality of the research allows us to
make recommendations for future qualitative directions and
contributions in this field. Second, we also use theory-generating
qualitative meta-synthesis methods (21). This approach provides
a scoping summary of existing findings, and also cultivates
generalizable theory pertaining to the research question. Third,

we address all areas of physical health and do not exclude
specific health concerns, such as HIV, to create a full picture of
physical health that includes: challenges faced by TGNC people
with health care providers and in health care systems.

MATERIALS AND METHODS

Scoping Review
Our review was guided by five processes: (a) identify the research
question driving the review, (b) identify relevant studies, (c)
select studies, (d) extract data for selected categories, (e) analyze
and synthesize findings, (f) and report data (21, 22). This study
was approved by the primary author’s institutional review board.

Inclusion/Exclusion Criteria
To meet inclusion criteria, articles had to be peer reviewed,
written in English and based on research studies that took
place in the U.S. between January 1, 2008 and December 31,
2018. Other criteria included: the use of qualitative methods or
inclusion of text, narratives, images, or artifacts as data; study
samples with at least 50% trans men and/or trans women and/or
gender non-conforming individuals who were represented in the
findings; and the description of physical health care experiences
with providers or physical health care as a major finding in the
study. Methods articles, theoretical articles, presentations, and
government and non-government reports were excluded.

Inclusion and exclusion criteria were created to meet our
scoping review goals. We chose to limit our analysis to studies in
the U.S., because personal, familial, legal, and social experiences
of TGNC people differ greatly across cultures. These differences
influence medical encounters for TGNC patients and our ability
to integrate findings of those encounters meaningfully into U.S.
findings. We limited the studies in this review to those that
included at least 50% TGNC to ensure their representation in
LGBT studies beyond the listing of the T in the acronym alone.
Similarly, we limited our sample to studies with at least one theme
addressing health care or provider experiences to ensure that
these types of findings were adequately represented in the studies.
We focused our review on physical health experiences because a
recent review of mental health care experiences exists (4); and
mental health often requires different approaches, interactions,
and treatments than physical health experiences to be combined
meaningfully in an analysis of physical health interactions.

Search Procedures
The 5th author, in consultation with the first and third
authors, created a search strategy. The base search strategy
was constructed by an analysis of key terms in MeSH, and
from relevant articles in MEDLINE, EMBASE, and CINAHL
(see Table 1). The following databases were searched: EMBASE
(Ovid), PubMed, CINAHL (EBSCOhost), Web of Sciences, CAB
Direct, Gender Watch (ProQuest), and PsycINFO (EBSCOhost).
All searches were run in May, 2019, and the base search was
adapted to each database.
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TABLE 1 | Search strategy: CINAHL (EBSCO).

Search terms Limits and search modes

S6 S4 NOT S5 Limiters—English Language

Search modes—Boolean/Phrase

S5 PT review OR review Limiters—English Language

Search modes—Boolean/Phrase

S4 S1 AND S2 AND S3 Search modes—Boolean/Phrase

S3 (MH “Qualitative Studies”) OR (MH “Action Research”) OR (MH “Ethnographic Research”) OR (MH “Ethnological

Research”) OR (MH “Ethnonursing Research”) OR (MH “Grounded Theory”) OR (MH “Naturalistic Inquiry”) OR (MH

“Phenomenological Research”) OR Qualitative OR Interview OR Interviews OR interviewed OR experience OR focus

group OR themes

Limiters—English Language

Search modes—Boolean/Phrase

S2 Health care OR healthcare OR Health needs OR health care needs OR healthcare needs OR health care barriers OR

healthcare barriers OR health care facilitators OR healthcare facilitators OR Health care utilization OR healthcare

utilization OR Health services needs OR “health services” OR Barriers to care OR Delivery of Health Care OR (MH

“Health Resource Utilization”)

Limiters—English Language

Search modes—Boolean/Phrase

S1 (MH “Transgender Persons”) OR Transgender OR Transgenders OR transgendered OR “trans men” OR “trans women”

OR “trans person” OR “trans persons” OR “trans people” OR “trans patient” OR “gender minority” OR “gender non

binary” OR “gender non-conforming” OR gender variant person OR gender variant persons OR genderqueer OR

“non-binary person” OR “non-binary persons” OR “non-binary individual” OR “non-binary gender identity” OR

transsexual OR transsexuals OR transexual OR transexuals OR transsexualism OR two spirit OR two spirited

Search modes—Boolean/Phrase

Screening and Study Selection
The search identified a total of 2,942 citations. First, 1,219
duplicates were removed, leaving a total of 1,723 studies to be
screened. The first four authors reviewed every title and abstract,
performed the abstract review process, and reached consensus
regarding articles relevant for further consideration (n = 294
articles). Two independent reviewers then read each full text
article (n = 294) and used a screening form to verify inclusion
criteria for each article. The reviewers then discussed each full
text article that was being considered for inclusion. If there was
discordance between the article and the inclusion criteria, the two
reviewers presented the article to a third independent reviewer.
Discussions ensued between all three reviewers until agreement
occurred. At this point 259 articles were excluded for not meeting
screening criteria: 45 studies took place outside of the U.S., 73
studies did not include at least 50% TGNC people, 44 studies did
not describe physical health care, 23 studies were not qualitative,
21 studies took place before 2008, 23 studies did not describe
research, and 30 studies were duplicates. As a result, 35 studies
were retained for analysis. The screening and selection process
was depicted using the PRISMA flowchart in Figure 1.

Analysis
Analysis included collating important summary items to describe
the depth and breadth of the articles, assessing article quality, and
identifying key themes in the study results (21, 22). We extracted
the following categories of data: inclusion criteria, sample
size, key demographics (ethnicity, income, and gender), aim,
recruitment settings, methods, analysis strategies, and findings.
We extracted these categories of data to provide study overviews,
support COREQ scoring, and facilitate theory development.

Quality of the articles was evaluated with the COREQ (19).
COREQ items are grouped into three domains: research team
and reflexivity, study design, and data analysis and reporting.
Domain 1 addresses characteristics of the interviewer and the
interviewer relationship with the participants with questions

about interviewer credentials and how well the interviewer and
participant know each other (eight items). Domain 2 addresses
theoretical framework, participant selection, sample size, and
data collection (15 items). Questions focus on where the data was
collected and what the sample looks like. Domain 3 addresses
data analysis and reporting (nine items) via explanations of
themes and how participant quotes and input are integrated into
the publication. We pilot-tested the COREQ with four articles,
in which the first four authors reviewed their responses and
discussed discrepancies until they were eliminated. At least two
authors systematically reviewed each article by extracting all
text related to the above categories, resolving any discrepancies,
and producing a detailed data matrix that described basic
components of the studies.

Data were then analyzed for the purpose of identifying
generalizable themes and constructs that communicate
transgender healthcare experiences within a working theoretical
model (21). This process was described in detail along with the
findings in the results section.

Synthesis
We summarized and synthesized methodological aspects and
demographics from each article in Tables 2, 3. We summarized
and synthesized key elements from the COREQ in Tables 4–6.

RESULTS

Study Descriptions
Table 2 describes inclusion criteria, sample size, and participant
demographics. The majority of studies addressed trans patient
experiences with general care [e.g., (23, 28, 42, 45)], but six studies
focused specifically on HIV care [e.g., (34, 41, 48)], four on
obstetrics and gynecological care [e.g., (36, 38)], three on veteran
health care clinics (25, 29, 47) and two on emergency room care
(26, 49).
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FIGURE 1 | PRISMA.

All studies took place in the United States (U.S.) and included
transgender participants. Authors defined trans in different ways
by most commonly including participants who identified as
“trans” [e.g., (24, 30, 34, 46)], “trans or gender non-conforming”
[e.g., (35, 43, 44)] or as having a different gender identity
compared to the birth identity [e.g., (41, 51)]. One study
included LGBTQ participants, of which 50% identified as trans
(54) and one study included two intersex participants (49).
For all other studies, TGNC comprised 100% of the study
population. Just over half of the studies included participants
who were 18 or older (n = 19). The most common age
inclusion criteria was very broad or included participants aged
16, 18, 21, or 25 years and older without upward limits [e.g.,
(38–40, 48)]. Eligibility criteria for a few studies included age
ranges, and two of those articles limited eligibility to youth
under age 25 (32, 52). Study sample sizes ranged from 6 to
201 participants.

The actual demographic make-up of the study participants
was as follows:

• Gender: This review represents 1,624 participants and 1,607
TGNC participants. Most studies included trans men and
trans women; six studies included trans women only [e.g.,
(37, 55)] and six included trans men only [e.g., (36, 57)].

• Age: Following inclusion criteria, participants in these studies
ranged from 16 to 64 years.

• Ethnicity: Three studies included 100% African American or
mostly African American samples (over 90%) (27, 42, 55) and
two studies had all or mostly White participants (over 90%)
(38, 53). One study had mostly Latinx participants (41). The
majority of studies that included race/ethnicity had a mix of
ethnicities although over 10 studies included over 70% White
samples. Few other races/ethnicities were strongly represented
besides White, Black, or Latinx.

Study Methods Summary
Table 3 outlines study aims, recruitment settings, methods,
analysis strategies, and key findings. The majority of study aims
focused on exploring trans people needs, experiences, use of, or
engagement in care. Other study aims centered specifically on
barriers to seeking care [e.g., (32, 43)], understanding cultural
competency and stigma [e.g., (23, 33, 49)], or how to improve
care [e.g., (24, 38)]. Several studies highlighted trans people’s
resilience, facilitators, or strengths related to care [e.g., (25, 52)].

Almost all studies used a mix of recruitment methods. The
most common settings were health or community centers that
might serve or attract trans participants [e.g., (23, 28, 51)],
social media or the web more generally [e.g., (25, 27, 52)],
personal contacts [e.g., (42, 56)] or at trans-specific events
[e.g., (49, 54, 57)].

The most common method that researchers used to
study trans experiences were interviews [e.g., (29, 39, 53)],
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TABLE 2 | Description of study criteria and participants.

References Title Inclusion criteria Total # of

participants

# Trans

participants

Demographics

Alpert et al. et al. (23) What Lesbian, Gay, Bisexual, Transgender,

Queer, and Intersex Patients Say Doctors

Should Know and Do: A Qualitative Study

Aged 18+, LGBTQI or other related identities 25 25 Ethnicity: N/A. Age: 80% 25–35 years. Income:

N/A. Gender: N/A.

Bith-Melander et al. (24) Understanding Sociocultural and Psychological

Factors Affecting Transgender People of Color

in San Francisco

Not specified Focus

group-23,

Interviews-20

43 Ethnicity: N/A. Age: N/A. Income: N/A. Gender:

N/A

Chen et al. (25) A qualitative analysis of transgender veterans’

lived experiences

Aged 18+, prior service in U.S. Armed Forces,

self-identified as transgender

201 201 Ethnicity: 86.5% white, 5% multiracial. Age:

mean 49.9 years. Income: 39.3% $50,001.

Gender: 67.7% transwomen, 18.4% split

gender.

Chisolm-Straker et al.

(26)

Transgender and Gender Non-conforming in

Emergency Departments: A Qualitative Report

of Patient Experiences

Self-identified as having a TGNC life

experience, aged 18+, literate in English or

Spanish, and needed or used an emergency

department in the U.S.

240 240 Ethnicity: 82.5% white, 10.4% Latino/a. Age:

50.4% 25–35 years. Income: 16.3%

<$11,000. Gender: 60.4% female, 21.7%

male.

Cornelius and

Whitaker-Brown (27)

African American Transgender Women’s

Individual, Family, and Organizational

Relationships: Implications for Nurses.

Aged 18–35, self-identified as transgender

females, African American, lived in North

Carolina

15 15 Ethnicity: 100% African American. Age: 21–35

years. Income: 100% <$20,000. Gender:

100% transgender women.

Dewey (28) Knowledge legitimacy: How trans-patient

behavior supports and challenges current

medical knowledge

Self-identified as trans 22 22 Ethnicity: 100% white. Age: Mean 48 years.

Income: N/A. Gender: 91% born male but living

full/part-time as female, 9% born intersex and

living full time a women.

Dietert et al. (29) Addressing the Needs of Transgender Military

Veterans: Better Access and More

Comprehensive Care

trans veterans, received healthcare services by

the Veterans Health Administration

22 22 Ethnicity: 73% white, 9% unknown. Age:

31–71 years. Income: N/A. Gender: 73%

transwoman, 23% transman.

Dunne et al. (30) Interviews with Patients and Providers on

Transgender and Gender Non-conforming

Health Data Collection in the Electronic Health

Record

Self-identified as TGNC, resident of Oregon,

insured by Medicaid, received or currently

receiving care from an Oregon community

health clinic, providers who work in an Oregon

community health clinic and have at least one

TGNC patient.

7 7 Ethnicity: N/A. Age: N/A. Income: N/A. Gender:

N/A

Dutton et al. (31) Gynecologic Care of the Female-to-Male

Transgender Man

Aged 18+, self-identified as transgender and of

the female sex, lived within driving distance of

the researcher

6 6 Ethnicity: 67% white, 17% black, 17%

multiracial. Age: median 26.5 years. Income:

50% middle class. Gender: 83% male, 17%

GNC.

Gridley et al. (32) Youth and Caregiver Perspectives on Barriers

to Gender-Affirming Health Care for

Transgender Youth

Aged 14–22, self-identified transgender or

caregiver of a transgender youth

15 15 Ethnicity: 67% white, 20% multiracial. Age

youth: median 18 years. Income: N/A. Gender:

47% transmasculine, 33% other.

Hagen and Galupo (33) Trans Individuals’ Experiences of Gendered

Language with Health Care Providers:

Recommendations for Practitioners

Self-identified as trans, aged 18+ 20 20 Ethnicity: 45% white, 20% black. Age: 20–64.

Income: N/A. Gender: 30% trans male, 20%

trans female, 20% female.

Hines et al. (34) HIV Testing and Entry to Care Among Trans

Women in Indiana

Aged 18+, living with HIV, self-identified as

transgender, received services at an agency

within the previous 12 months

18 18 Ethnicity: 56% African American, 22% white.

Age: 21–60 years. Income: N/A. Gender: 89%

transwomen, 11% male.

(Continued)
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TABLE 2 | Continued

References Title Inclusion criteria Total # of

participants

# Trans

participants

Demographics

Hinrichs et al. (35) Transgender and Gender Non-conforming

Patient Experiences at a Family Medicine Clinic.

Aged 18 and older, English speaking, patients

who had sought care at one urban clinic in

relation to their TGNC identity or who had a

diagnosis of gender dysphoria

23 23 Ethnicity: 77.3% white, 4.5% Asian/Pacific

Islander, 4.5% American Indian/Alaskan, 4.5%

Mexican Native. Age: 64% 25–44years.

Income: N/A. Gender: 18.2% transgender

male, 13.6% transgender woman.

Hoffkling et al. (36) From erasure to opportunity: a qualitative study

of the experiences of transgender men around

pregnancy and recommendations for providers.

Aged 18+, self-identified as male before

pregnancy, pregnant within the last 10 years,

ability to write in English

10 10 Ethnicity: N/A. Age: 18+ years. Income: N/A.

Gender: 100% transmen.

Kosenko et al. (37) Transgender patient perceptions of stigma in

health care contexts

Self-identified as transgender 152 152 Ethnicity: N/A. Age: mean 39.1 years. Income:

N/A. Gender: 59% transexual, 14% gender

queer.

Light et al. (38) Transgender men who experienced pregnancy

after female-to-male gender transitioning

Aged 18+, self-identified as male before

pregnancy, pregnancy within the last 10 years,

ability to write in English.

41 41 Ethnicity: 92% white, 3% Asian, 3% Asian and

Black, 3% Native Hawaiian or other Pacific

Islander. Age: 28 ± 6.8 years. Income: 49%

$20,000–$59,000. Gender: 51% male, 24%

transman.

Loza et al. (39) A qualitative exploratory study on gender

identity and the health risks and barriers to care

for transgender women living in a U.S.–Mexico

border city

Aged 18+, self-identified transgender woman,

lived in El Paso, Texas

13 13 Ethnicity: 54% Latina/Mexican. Age: 20–late

60’s. Income: N/A. Gender: 100% transwomen

MTF.

Maragh-Bass et al. (40) Is It Okay To Ask: Transgender Patient

Perspectives on Sexual Orientation and Gender

Identity Collection in Healthcare.

Aged 18+, English speaking, self-identified as

transgender

101 101 Ethnicity: 58% white, 18% Hispanic. Age:

mean 38 years. Income: N/A. Gender: 54%

male, 46% female.

Melendez and Pinto (41) HIV Prevention and Primary Care for

Transgender Women in a Community-Based

Clinic

Aged 18+, previously identified as a gender

other than the gender they currently identified

with, had received care at community-based

clinic

20 20 Ethnicity: 80% Latina, 20% African American.

Age: mean 30.7 years. Income: average

monthly income $525. Gender: Transwomen.

McDowell et al. (6) “It Can Promote an Existential Crisis:” Factors

Influencing Pap Test Acceptability and

Utilization Among Transmasculine Individuals

Ages 21–64, assigned female gender at birth,

self-identified along the transmasculine

spectrum, had a cervix

32 32 Ethnicity: 77% white. Age: mean 33 years.

Income: median $10,000–$20,000. Gender:

transmasculine.

Poteat et al. (42) Managing uncertainty: A grounded theory of

stigma in transgender health care encounters

Aged 18+, worked in the metropolitan area,

provided medical care to at least one

transgender patient in the preceding year

55 55 Ethnicity: 92% African American. Age: mean 36

years. Income: N/A. Gender: 55%

transwomen, 45% transmen.

Puckett et al. (43) Barriers to Gender-Affirming Care for

Transgender and Gender Non-conforming

Individuals

Aged 16+, lived in the U.S., self-identified as

TGNC

201 201 Ethnicity: 78.9% white, 14.5% multiracial. Age:

mean 28.4 years. Income: 45.3% <$10,000.

Gender: 30.1% transmen, 23.4% transwomen.

Radix et al. (44) Satisfaction and Healthcare Utilization of

Transgender and Gender Non-Conforming

Individuals in NYC: A Community-Based

Participatory Study.

Self-identified as TGNC, aged 18+, English

speaking, able to provide informed consent

46 46 Ethnicity: 35% African American, 24% Latino/a.

Age: 18–64 years. Income: N/A. Gender:

45.7% transwomen, 17.4% transmen, 17.4%

genderqueer.

(Continued)
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TABLE 2 | Continued

References Title Inclusion criteria Total # of

participants

# Trans

participants

Demographics

Reisner et al. (45) A mixed methods study of the sexual health

needs of New England transmen who have sex

with non-transgender men

Aged 18+, lived in New England, assigned

female gender at birth, self-identified male or

along the transmasculine spectrum,

self-reported oral, anal, or vaginal sex with a

non-transgender man in 12 months prior to

study enrollment

16 16 Ethnicity: 87.5% white, 12.5% mixed

race/ethnicity. Age: mean 32.5 years. Income:

63% $12,000+. Gender: 56.3% transgender.

Roller et al. (46) Navigating the System: How Transgender

Individuals Engage in Health Care Services

Self-identified as transgender, aged 21+,

English speaking, have engaged in health care.

25 25 Ethnicity: 80% Caucasian, 8% African

American. Age: majority 21–31 years. Income:

N/A. Gender: 76% female, 20% male.

Rosentel et al. (47) Transgender Veterans and the Veterans Health

Administration: Exploring the Experiences of

Transgender Veterans in the Veterans Affairs

Healthcare System

Transgender veterans 11 11 Ethnicity: N/A. Age: N/A. Income: N/A. Gender:

82% women, 8% men.

Rowniak et al. (48) Attitudes, beliefs, and barriers to PrEP among

trans men

Self-identified trans men, aged 18+, English

speaking

21 21 Ethnicity: 57% white, 14% African American,

14% Asian American. Age: Majority late 30’s.

Income: N/A. Gender: N/A

Samuels et al. (49) “Sometimes You Feel Like the Freak Show:” A

Qualitative Assessment of Emergency Care

Experiences Among Transgender and

Gender-Non-conforming Patients

Self-identified as trans, gender variant, gender

queer, or intersex, aged 18+, visited a Rhode

Island emergency department within the

previous 5 years

32 30 Ethnicity: 78% white, 9% Black, 9% Asian/PI,

9% Native American. Age: 18+ years. Income:

N/A. Gender: Male 46.9%, 43.8% transgender.

Sevelius et al. (50) Barriers and facilitators to engagement and

retention in care among transgender women

living with human immunodeficiency virus

Aged 18+, living with HIV, able to provide

informed consent, assigned male gender at

birth and reporting gender identity as female,

transgender female, or another trans identity

indicating that they did not identify as male.

38 38 Ethnicity: 76% African American, 12% Latina.

Age: 20–69 years. Income: 68% barely enough

money to get by. Gender: 58 trans MTF.

Sevelius et al. (51) “I am not a man:” Trans-specific barriers and

facilitators to PrEP acceptability among

transgender women

Aged 18+, sexually active within the past 3

months, assigned male gender at birth and

reporting gender identity as female,

transgender female, or another trans identity

indicating that they did not identify as male.

30 30 Ethnicity: 36% multiracial, 26% white. Age:

mean age 36 years. Income: N/A. Gender:

100% transwomen.

Singh et al. (52) “I am my own gender:” Resilience strategies of

trans youth

Self-identified as trans, aged 15–25 19 19 Ethnicity: 68% white, 16% multiracial. Age:

mean 22 years. Income: 63% middle class.

Gender: 58% transmen, 16% male.

Wagner et al. (53) Health (Trans)gressions: Identity and Stigma

Management in Trans* Healthcare Support

Seeking

Not specified 17 17 Ethnicity: 94% white, 6% black. Age: 18–58

years. Income: N/A. Gender: transgender.

Wilkerson et al. (54) Creating a culturally competent clinical

environment for LGBT patients

Aged 18+, self-identified LGBT patient or

LGBT healthcare provider

30 15 Ethnicity patient: 90% white, 10% Native

American. Age: 18–64. Income: N/A. Gender

patient: 30% male, 27% Trans ftm.

Wilson (55) Access to HIV Care and Support Services for

African American Transwomen Living with HIV

African American, transwomen, living with HIV 10 10 Ethnicity: 100% African American. Age: 28–55

years. Income: N/A. Gender: 100%

transwomen.

Xavier et al. (56) Transgender Health Care Access in Virginia: A

Qualitative Study

Self-identified as trans 47 47 Ethnicity: 53% African American, 38% white.

Age: N/A. Income: N/A. Gender: 68%

transwomen, 32% trans men.
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TABLE 3 | Study recruitment, methods, and findings.

References Aim Recruitment method Analysis Methods Findings

Alpert et al. (23) Determine the competencies

LGBTQI community members

perceived physicians would need to

deliver effective and accessible care

Transgender conference;

transgender organizations;

community contacts; social media;

listservs

Thematic analysis Focus groups Competencies included a focus on patient autonomy and shared

decision-making. Participants described the importance of

avoiding gatekeeping or presenting obstacles to transition-related

health care. Priorities included being comfortable with patients,

avoiding assumptions/behaviors that reinforce stigma, increasing

knowledge of sexual practices and transgender health, and

working to decrease the effects of social determinants of health

(particularly for marginalized subpopulations, including participants

of color).

Bith-Melander et al. (24) Provide information about the

transgender community of color to

help health care providers become

more sensitive when serving this

subpopulation.

Non-profit agencies Not listed Focus groups,

interviews

Major barriers for transgender individuals’ access to health care

services included lack of health insurance, fear of not being able to

see culturally competent and sensitive providers, lack of

knowledge about available or free services, access to

transportation, and access to healthcare. Participants identified

the need for comprehensive health insurance that would cover

transgender-related surgeries and follow-up (e.g., sensitive and

continued gynecological services for FTM trans-gender men),

mental health, and transitioning support and services to help

transgender individuals come out and disclose their gender

identities to family. HIV and mental health were also major

concerns.

Chen et al. (25) Address existing gaps in the

literature to characterize both the

challenges and strengths related to

being a trans-vet.

Listserves; social media Thematic analysis Surveys Recurring themes included health care access and providers,

Veterans Health Administration (VA) and military experiences,

discrimination, rejection vs. acceptance, concealment vs.

authenticity, and the importance of community. Trans-vets also

discussed feelings of personal strength, growth from adversity,

and advocacy as important positive experiences. Findings

demonstrated the centrality of military and VA experiences as

unique aspects of transgender veteran identity.

Chisolm-Straker et al. (26) Describe emergency department

(ED) experiences of people with

TGNC history and explore reasons

why this population avoids ED,

recommendations for care.

Community health centers that

served lesbian, gay, bisexual, and

TGNC-experienced persons;

Facebook; a 2014 national

conference on transgender health;

word of mouth.

Thematic analysis Retrospective,

anonymous,

written surveys

(paper or web

based)

Themes of self-efficacy and power inequity surfaced and exposed

the tension between patients with TGNC experiences and

clinicians who were perceived to lack training in their area, which

resulted in negative patient experiences. When practitioners had

specific training about this population, participants reported

positive care experiences.

Cornelius et al. (27) Gain an understanding of the

process by which trans women

develop relationships in society and

in health care organizations.

Community contacts; participant

referrals; social media

Content analysis Interviews The relationships of trans women were mostly negative at

individual, family, and organizational levels.

(Continued)
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TABLE 3 | Continued

References Aim Recruitment method Analysis Methods Findings

Dewey (28) Shed light on how trans-patients

are made aware of, grasp, and

incorporate knowledge into how

they present their problems to

medical staff.

Transgender organizations Thematic analysis Interviews Trans-patients internalized views of knowledge legitimacy in ways

that allowed them to make sense of their medical care. How

trans-patients understand societal/medical views about them

contributed to how they presented their needs to doctors, to

ensure appropriate treatment. Some trans-patients, even if they

utilized and supported medical knowledge to obtain their needs,

engaged in forms of resistance and challenged medical

knowledge.

Dietert et al. (29) Investigate the experiences of

transgender veterans with

healthcare services provided by the

VHA.

LGBT advocacy organizations;

social media; participant referrals

Thematic analysis Interviews Although the VHA is working to address issues of inequality for

transgender veterans, participants indicated that there are still

problems with administration of care, proper training of staff and

physicians, and availability of comprehensive services for the

unique healthcare needs of transgender individuals.

Dunne et al. (30) Explore how current electronic

health record data collection

practices affect the health and

well-being of TGNC patients and

how these practices can be

modified to meet the needs of

providers and patients.

Online Thematic analysis Interviews Providers and trans patients want preferred pronouns, preferred

name, and gender identifier in a forward-facing display.

Patients expressed the need for a broader range of gender and

birth-assigned sex identifiers. Patients felt that they should not

have to divulge birth-assigned sex unless they wanted to.

Physicians and clinicians felt this was crucial information to

document for primary care. Patients and providers had differing

opinions on who should be tasked with collecting TGNC

health information.

Dutton et al. (31) Inform healthcare literature,

mid-wives, and women’s health

care nurse practitioners regarding

the gynecologic needs of the

transgender male community.

Listserves; community agencies Phenomenology Interviews Trans men had a wide variety of coping mechanisms for receiving

gynecologic care, which were often dependent on whether or not

they revealed their gender identity and biologic sex incongruence.

Interviewees struggled with whether to mark female because they

had a vagina or male because they appeared masculine when

sitting in the waiting room and gender-identified as male.

Language was a barrier to receiving care. Pronoun and name

usage by the health care provider and staff appeared to be a

second barrier.

Gridley et al. (32) Identify barriers to accessing

gender-affirming health care; solicit

recommendations for overcoming

these barriers.

Thematic analysis Interviews Barriers were: few accessible trained providers for TGNC youth,

lack of consistent protocols, inconsistent pronoun use,

uncoordinated care and gatekeeping, limited/delayed access to

blockers and hormones, insurance exclusions.

Hagen and Galupo (33) Allow trans individuals agency to tell

their own experiences and discover

the ways patient/provider

communication could be improved

to improve health care

Personal contacts within different

trans communities; trans -focused

online listservs

Thematic analysis Interviews Changes need to be made by health care providers and their

offices to make them more inclusive, affirming, and respectful of

trans identities. Recommendations are separated into three

primary categories: medical forms, interpersonal communication,

and whole person care.

(Continued)
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TABLE 3 | Continued

References Aim Recruitment method Analysis Methods Findings

Hines et al. (34) Describe the circumstances

influencing HIV testing and entry to

care among transgender women in

Indiana.

Transgender support agencies Content analysis Interview and

survey

Participants identified three circumstances under which they

received HIV testing and diagnosis: for most it was during a

routine screening, a few initiated HIV testing on their own, and a

few initiated HIV testing at the advice or urging of another. Most

participants linked to HIV care within 3 months of the initial

diagnosis while other participants experienced delayed entry to

care. Factors that motivated participants to seek care after a delay

were psychosocial support, education or information support,

provider persistence, seeing others die from HIV, and substance

abuse treatment.

Hinrichs et al. (35) To learn from TGNC patients about

their care at a family medicine clinic;

to find out how primary care clinics

can improve care for TGNC

patients.

Electronic medical records of

patients at one urban clinic in

Minneapolis

Grounded Theory Focus groups Four main themes emerged: (1) shared negative experiences with

health care, (2) the need for sensitive and inclusive primary care,

(3) defining TGNC-sensitive care, and (4) the challenges of

mainstreaming TGNC-competent care into primary care settings

Hoffkling et al. (36) To understand the needs of

transgender men who had given

birth.

Online Grounded Theory Interviews There were a range of experiences and needs of patients. Findings

revealed broad diversity in the experiences, circumstances, and

degrees of empowerment of men who are pregnant and give birth.

Adequate care was rarely reported by participants.

Kosenko et al. (37) Explore transgender patients’

experiences with health care with a

focus on their negative experiences.

Online links and mail to LGBT

organizations across the U.S.

Content analysis Surveys Negative interactions with various health professionals included

gender insensitivity, displays of discomfort, denial of services,

substandard care, verbal abuse, and forced care.

Light et al. (38) Explore the experiences of

transgender men; contribute to the

knowledge base of fertility,

conception, pregnancy experience,

and birth outcomes among

transgender men.

LGBT health centers; transgender

community groups; social media

Grounded Theory Surveys Themes emerged as views on pregnancy in the context of family

structure, the relationship between gender dysphoria and

pregnancy, and feelings of isolation. Participants desired more

information regarding fertility options and access to reproductive

health care providers who respect, support, and understand their

gender identity.

Loza et al. (39) Examine the health-related risks

and barriers to care for transgender

women in a U.S. Mexico border

city; fill gaps in the literature in

relation to transgender health

among a Latina population.

Networking with community

gatekeepers and LGBT-friendly

venues

Phenomenology Interviews 3 main themes include self-acceptance of trans identity,

acceptance of trans identity within social networks, and health

risks (e.g., body modifications and barriers to health care).

Findings reveal phases of self-acceptance of trans identity, a high

level of health risks, scarce health services resources, and low

levels of acceptance from family, friends, and partners.

Maragh-Bass et al. (40) To understand the views of

transgender patients on routine

sexual orientation/gender identity

(SO/GI) collection in healthcare.

Urban academic medical center

market research firm

Inductive coding Surveys Many patients reported that medical relevance to their chief

complaint and an LGBT-friendly environment would increase

willingness to disclose their SO/GI. Patients also reported a need

for educating providers in LGBT health prior to implementing

routine SO/GI collection. Personal, environmental, contextual, and

political factors impacted how participants felt about being asked

and responding to SO/GI information.

(Continued)
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TABLE 3 | Continued

References Aim Recruitment method Analysis Methods Findings

Melendez et al. (41) Examine how a community-based

clinic that offers free or low-cost

care addresses the health care

needs of transwomen.

Community-based medical clinic Content analysis Interviews Factors reported to be effective for HIV prevention and primary

care included access to health care in settings not dedicated to

serving transgender and/or gay communities, a friendly

atmosphere and staff sensitivity, and holistic care including

hormone therapy.

McDowell et al. (6) Examine the factors influencing Pap

test utilization among

transmasculine individuals to inform

evidence-based interventions to

promote regular cervical cancer

screening.

Fenway Health Center; local

community-based organizations

serving transgender individuals;

social media; local Pride event

Grounded Theory Interviews A wide range of experiences with Pap testing was reported. Many

participants who had experienced extreme obstacles to screening

in the past stated that these barriers were diminished or eliminated

when they went to a more respectful provider.

Poteat et al. (42) Explore how stigma and

discrimination functions in health

care encounters between

transgender patients and medical

providers.

LGBT health center; transgender

support groups; trans

organizations; referral by community

advisory board and participants

Grounded Theory Interviews Themes included feelings about transgender identities, feelings

about hormone therapy, learning about transgender health, clinical

interactions with transgender patients, and interactions with

colleagues. Uncertainty emerged as a recurrent theme throughout

categories, which challenged the traditional clinical relationship.

Interpersonal stigma can serve to reinforce the traditional provider

patient power relationship. Some respondents internalized stigma

and wrestled with self-hatred or projected negative attitudes

toward other trans people. Most had learned to anticipate

discrimination, which led some to limit their geographic,

employment, and health care options.

Puckett et al. (43) Examine rates of pursuing/desiring

to pursue different forms of

gender-affirming healthcare (i.e.,

hormone therapy, top surgery,

bottom surgery, puberty blockers)

and barriers encountered for each

Social media (e.g., Facebook,

Twitter, Tumblr); community

organizations that served

transgender community.

Thematic analysis Surveys (open

ended)

Barriers to care were financial, insurance and employment,

availability of care, bias and stigma in medical field, interpersonal

barrier (e.g., no social support), emotions/worries making it difficult

to approach providers, concerns with quality, lack of information,

non-trans related medical issues, aging and timing of care.

Radix et al. (44) Assess the needs of TGNC

individuals in New York City with a

focus on HIV/STIs, Pap smears,

colorectal screening, routine care,

and hormonal use, to improve

service provision.

Community spaces and venues

where TGNC individuals congregate

(e.g., community-based

organizations and special-events);

direct referrals from health care

professionals serving transgender

communities

Comprehensive

process analysis

and grounded

theory

Focus groups Barriers to health care utilization included medical providers’

inadequate knowledge of transgender health issues and lack of

cultural competency working with TGNC people. Participants

noted difficulty accessing culturally-competent surgeons, difficulty

navigating the legal system for name change or gender marker or

accessing assistance, and feeling invisible and/or misrepresented

in the public health arena. To minimize isolation, participants

suggested holding “Trans Health Nights,” creating welcoming

physical spaces, producing a TGNC newsletter, and community

building through social events.

(Continued)
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TABLE 3 | Continued

References Aim Recruitment method Analysis Methods Findings

Reisner et al. (45) Gain a deeper understanding of the

sexual health concerns and needs

of transmen, including but not

limited to HIV and STD risk; explore

the influence of gender dynamics in

sexual encounters with

non-transgender men.

Fenway Health Institute Content analysis Interviews Important aspects of HIV and STD prevention intervention design

and delivery were: integrated sexual health information “by and

for” transgender men into other healthcare services, involving peer

support, addressing mood and psychological well-being (e.g.,

depression and anxiety), Internet-delivered information for

transmen and their sexual partners, and training for health care

providers.

Roller et al. (46) Conduct theoretical framework that

depicts the process by which

transgender individuals (TI) engage

in healthcare

Transgender websites; listservs;

sites of online support groups

Grounded Theory Interviews The central phenomenon of how TIs engage in health care was

the core process of navigating the system. Sub-processes

included needing to move forward, doing due diligence, finding

loopholes, and making it work.

Rosentel et al. (47) Explore transgender veterans’

experiences accessing and utilizing

transition-related healthcare

through the VA healthcare system.

Event for transgender veterans Qualitative inquiry

methodological

perspective and

experience-

centered

approach

Interviews Themes impacting the accessibility and quality of care transgender

veterans receive through the VA include long delays in receiving

care; needing to travel to receive care; lack of patient knowledge

regarding the coverage of transition-related care; insensitivity,

harassment, and violence among providers; a general lack of

knowledge about transgender patients and care among providers

Rowniak et al. (48) Examine the attitudes and

knowledge of trans men regarding

pre-exposure prophylaxis (PrEP) for

HIV.

LGBT Community Center; 2 health

clinics serving trans patients; sex

club with special nights for trans

men; websites

Thematic analysis Focus groups Themes included the range of information about PrEP and

possible side effects, the economic realities for trans men, finding

a trans-competent provider, trans male sexuality, the importance

of contraception, and condom use. A lack of access to PrEP was

noted.

Samuels et al. (49) Understand trans patient care

barriers and experiences at every

point of contact in an emergency

department, from triage through

clinician encounters and diagnostic

testing, to generate suggestions for

improvement.

Listservs; magazines; LGBT

organizations; LGBT businesses;

local Pride event

Grounded Theory Focus groups

and surveys

Themes included system-based barriers to care, overt

discrimination, lack of clinician competence in trans care, and

emotional trauma incurred from the ED experience. Privacy,

communication, and provider competency were priority areas for

improvement.

Sevelius et al. (50) Examine the barriers and facilitators

unique to transwomen in order to

elucidate disparities in engagement

and retention in HIV care; provide

insight for those wishing to

understand and mitigate the forces

that result in disproportionately poor

health outcomes.

Community-based agencies that

serve transgender women

Template analysis Interviews and

focus groups

Challenges for adhering to HIV care and treatment included

avoidance of healthcare due to stigma and past negative

experiences, prioritization of hormone therapy, and concerns

about adverse interactions between antiretroviral treatment for HIV

and hormone therapy. Receiving culturally competent,

transgender-sensitive healthcare was a powerful facilitator of

health care empowerment.

Sevelius et al. (51) Fill a gap in the literature by

exploring trans-specific facilitators

and barriers to PrEP acceptability

among a sample of urban trans

women at risk for HIV acquisition in

San Francisco.

Community-based organizations

and service sites

Concept analysis Interviews and

focus groups

Knowledge of PrEP was low; interest was relatively high once

participants were informed. Due to past negative healthcare

experiences, ability to obtain PrEP from a trans-competent

provider was cited as essential to PrEP uptake and adherence.

Participants noted that PrEP could address situations in which

trans women experience reduced power to negotiate safer sex,

including sex work. Trans-specific barriers included lack of

trans-inclusive marketing of PrEP, prioritization of hormone use,

and medical mistrust due to transphobia.

(Continued)
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TABLE 3 | Continued

References Aim Recruitment method Analysis Methods Findings

Singh et al. (52) Examine barriers and resilience in

navigating societal discrimination

(e.g., trans-prejudice, adultism) to

help counselors and other helping

professionals understand how to

further support the development of

trans youth clients’ resilience.

Social media (list-serves, Facebook,

Twitter)

Phenomenology Interviews 5 themes of resilience were: ability to self-define and theorize one’s

gender, proactive agency and access to supportive educational

systems, connection to a trans-affirming community, reframing of

mental health challenges, and navigation of relationships with

family and friends.6 major threats to participants’ resilience were:

experiences of adultism, health care access challenges, emotional

and social isolation, employment discrimination, limited access to

financial resources, and gender policing.

Wagner et al. (53) Explore stigma through interviews

with trans individuals to help

transcend the framing that trans

people are helpless, passive, and in

need of rescuing

Advocacy agencies, LGBTQ

Resource Centers, personal

connections, transgender studies

listserv

Open coding Interviews Trans identity is fraught with anxiety surrounding perceptions,

responses, and validation of that identity. Participants had

considerable fear when it came to seeking healthcare support.

Many situated their identity as necessary to acknowledge in

healthcare contexts, but recognized that acknowledgment could

lead to discrimination.

Wilkerson et al. (54) Fill gaps in understanding of how

health care providers and patients

differ in their perceptions of a

culturally competent health care

environment and how health care

administrators and educators can

support the implementation of

culturally competent LGBT health

care.

LGBT-friendly businesses and

community-based organizations;

listservs; an LGBT event

Thematic analysis Focus groups Findings identified a culturally competent clinical environment

consisted of structural components (e.g., décor, patient flow),

systemic components (e.g., mission statements, policies, forms),

and interpersonal components (e.g., trusting provider-patient

relationship). Strategies to create a more culturally competent

clinical environment were identified

Wilson (55) Fill a gap in the literature about

structural and individual-level

barriers to care among African

American HIV+ transwomen

outside San Francisco in Alameda

County, California

Local community-based

organization

Thematic analysis Interviews Themes of gender stigma, peer, and institutional distrust provide

insight into African American transwomen’s barriers to HIV care

and support services. Access to care was impacted by whether

organizations offered gender-related care, the geography of

organizations related to safe transportation and location,

confidentiality and trust of peers and organizations, and trauma.

Xavier et al. (56) Identify factors associated with risk

of HIV infection and the social

determinants of health status

among transgender people in

Virginia; examine how trans people

access routine medical, mental

health, trans related, and HIV

services in Virginia.

Direct outreach by trusted

community leaders

Descriptive

coding

Focus groups Victimization associated with social stigmatization played a

dominant role in participants’ lives, manifested by discrimination;

violence; and health care provider insensitivity, hostility, and

ignorance of transgender health. Access to transgender-related

medical services that would allow participants to pass in their

chosen genders was their highest medical priority. Faced with

barriers to access, hormonal self-medication was common, and

silicone injections were reported by both MTF and FTM

participants. Due to economic vulnerability, sex work was reported

as a source of income by both MTF and FTMs. MTFs expressed

concern over confidentiality of HIV testing and additional

discrimination if testing positive. FTMs expressed difficulty

accessing gynecological care due to their masculine gender

identities and expressions.
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TABLE 4 | COREQ domain 1: research team and reflexivity.

References Identity Credentials Occupation Gender Experience Relationship Participant

knowledge

Interviewer

characteristics

Alpert et al. (23) 1 1 1 1 1 1 1 1

Bith-Melander et al. (24) 0 1 1 0 0 0 0 0

Chen et al. (25) na 1 na na na na na na

Chisolm-Straker et al. (26) na 1 0 na na na na na

Cornelius and

Whitaker-Brown (27)

0 1 1 0 0 0 0 0

Dewey (28) 1 0 0 0 0 0 0 0

Dietert et al. (29) 0 0 0 0 0 0 0 0

Dunne et al. (30) 1 1 1 0 1 0 0 0

Dutton et al. (31) 1 1 1 0 1 0 0 0

Gridley et al. (32) 0 1 0 0 0 0 0 0

Hagen and Galupo (33) 1 0 0 0 0 0 0 0

Hines et al. (34) 1 1 1 1 1 0 0 1

Hinrichs et al. (35) 1 0 0 0 0 0 0 0

Hoffkling et al. (36) 1 0 0 0 0 0 0 0

Kosenko et al. (37) na 0 1 na na na na na

Light et al. (38) na 1 0 na na na na na

Loza et al. (39) 1 0 0 0 0 0 0 0

Maragh-Bass et al. (40) na 1 1 na na na na na

Melendez and Pinto (41) 0 0 1 0 0 0 0 0

McDowell et al. (6) 1 1 1 1 1 0 0 0

Poteat et al. (42) 1 1 1 1 1 1 1 1

Puckett et al. (43) na 0 0 na na na na na

Radix et al. (44) 1 1 0 0 1 0 1 0

Reisner et al. (45) 0 1 0 0 0 0 0 0

Roller et al. (46) 0 1 1 0 1 0 0 0

Rosentel et al. (47) 1 1 0 0 0 0 0 0

Rowniak et al. (48) 1 1 1 1 0 0 0 1

Samuels et al. (49) 1 1 0 0 0 0 0 0

Sevelius et al. (50) 1 0 0 1 1 0 1 1

Sevelius et al. (51) 1 0 1 0 0 0 0 0

Singh et al. (52) 1 1 1 na 1 na 0 na

Wagner et al. (53) 0 0 0 0 0 0 0 0

Wilkerson et al. (54) 0 0 0 0 0 0 0 0

Wilson (55) 1 1 1 0 1 0 0 0

Xavier et al. (56) 1 0 0 1 1 1 1 1

NA totals 6 0 1 7 6 7 6 7

No totals 9 14 18 7 17 25 7 22

Yes totals 20 21 16 21 12 3 22 6

open-ended surveys [e.g., (37)], or focus groups [e.g., (23,
48, 56)]. A few studies used interviews and focus groups
together. The most common analytic strategies were variations
of thematic or content analysis [e.g., (26, 34, 45)]. A few
authors cited phenomenology (31, 39, 52) or Grounded Theory
[e.g., (35, 36, 46)].

Themes in Findings
Findings were varied, given varied study aims, populations,
and methods (see Table 3). We conducted a theme analysis
of study findings to identify themes (21). An initial round of

coding identified three major themes: health care challenges,
health care needs, and TGNC resources and strengths. Challenges
were the largest category of findings and included a lack
of provider knowledge and or sensitivity (e.g., poor training,
lack of competency, hostile treatment environments, stigma,
discrimination, harassment) and financial and insurance barriers
(poverty, lack of affordable care for basic health and gender
affirming health changes, lack of access to care, inadequate
insurance). Needs included improved care and knowledge from
providers, peer support, patient autonomy, and patient-informed
practices. TGNC patient strengths were persistence as a
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TABLE 5 | COREQ domain 2: study design.

References Method

orientation

Sample Method of

approach

Sample

size

Non-participation Setting Non-participants Description

of sample

Interview

guide

Repeat

interviews

Audio

recording

Field

notes

Duration Data

saturation

Transcripts

returned

Alpert et al. (23) 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1

Bith-Melander et al. (24) 1 1 1 1 0 1 1 1 1 1 1 na 1 0 0

Chen et al. (25) 1 1 1 1 1 1 na 1 1 0 na na 1 0 0

Chisolm-Straker et al. (26) 1 1 0 1 0 1 0 1 na 0 na na na 1 0

Cornelius and

Whitaker-Brown (27)

1 1 1 1 1 0 0 1 1 1 1 0 1 1 0

Dewey (28) 1 1 1 1 0 0 0 1 na 0 1 1 0 0 0

Dietert et al. (29) 1 1 1 1 0 na 0 1 1 0 0 0 0 0 0

Dunne et al. (30) 1 1 1 1 0 1 1 1 1 0 0 1 1 0 0

Dutton et al. (31) 1 1 1 1 0 1 1 1 1 0 1 1 1 0 0

Gridley et al. (32) 1 1 0 1 0 1 0 1 1 0 1 0 1 1 0

Hagen and Galupo (33) 1 1 1 1 0 1 0 1 1 1 1 0 1 0 1

Hines et al. (34) 1 1 1 1 1 1 0 1 1 na 1 0 1 0 0

Hinrichs et al. (35) 1 1 1 1 0 1 1 1 1 1 1 0 1 0 0

Hoffkling et al. (36) 1 1 1 1 1 1 0 1 1 0 1 0 0 1 0

Kosenko et al. (37) 1 1 na 1 0 1 na 1 1 0 na na na 1 na

Light et al. (38) 1 1 1 1 0 na na 1 1 0 0 na 0 0 0

Loza et al. (39) 1 1 1 1 0 1 0 1 1 0 1 0 1 0 0

Maragh-Bass et al. (40) 1 1 na 1 1 1 na 1 na na na na na 0 na

Melendez and Pinto (41) 1 1 1 1 0 1 1 1 1 0 1 0 1 0 0

McDowell et al. (6) 1 1 1 1 0 1 1 1 1 0 1 0 1 1 0

Poteat et al. (42) 1 1 1 1 0 1 0 1 na 1 1 1 1 1 0

Puckett et al. (43) 1 1 1 1 1 1 0 1 na na na na na 0 na

Radix et al. (44) 1 1 1 1 0 0 0 1 1 0 0 0 1 0 0

Reisner et al. (45) 1 1 1 1 0 1 0 1 1 0 1 0 1 1 0

Roller et al. (46) 1 1 1 1 0 1 0 1 1 0 1 1 0 1 0

Rosentel et al. (47) 1 1 1 1 0 1 0 1 1 0 1 0 1 1 0

Rowniak et al. (48) 1 1 1 1 0 1 1 1 1 0 1 1 1 0 0

Samuels et al. (49) 1 1 1 1 0 0 1 1 1 0 1 0 1 0 0

Sevelius et al. (50) 1 1 0 1 0 0 0 1 1 na 1 0 1 0 0

Sevelius et al. (51) 1 1 0 1 0 0 0 1 1 0 1 1 1 0 0

Singh et al. (52) 1 1 1 1 1 1 0 1 1 0 1 1 1 0 na

Wagner et al. (53) 1 1 1 1 0 1 0 1 1 0 1 0 1 1 0

Wilkerson et al. (54) 1 1 0 1 0 1 0 1 1 0 1 0 1 0 0

Wilson (55) 1 1 0 1 0 1 0 1 1 0 1 1 1 0 0

Xavier et al. (56) 1 1 0 1 1 1 0 1 1 1 1 1 0 0 0

NA totals 0 0 2 0 0 2 4 0 5 4 5 7 4 0 4

No totals 0 0 7 0 26 6 22 0 0 24 4 17 6 23 29

Yes totals 35 35 26 35 9 27 9 35 30 7 26 11 25 12 2
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TABLE 6 | COREQ domain 3: analysis and findings.

References Coders Coding tree Derivation of themes Software Participant checking Quotations Data and

findings

consistent

Major themes

Alpert et al. (23) 1 1 1 1 1 1 1 1

Bith-Melander et al. (24) 0 0 0 1 0 1 1 1

Chen et al. (25) 1 1 1 0 1 1 1 1

Chisolm-Straker et al. (26) 1 1 na 1 1 na 1 1

Cornelius and

Whitaker-Brown (27)

1 0 1 0 0 1 1 1

Dewey (28) 1 1 1 0 0 1 1 1

Dietert et al. (29) 0 0 1 0 0 1 1 0

Dunne et al. (30) 0 0 1 0 1 1 1 1

Dutton et al. (31) 1 0 1 0 0 1 1 1

Gridley et al. (32) 0 1 1 1 0 1 1 1

Hagen and Galupo (33) 1 1 1 1 0 1 1 1

Hines et al. (34) 1 1 1 0 0 1 1 1

Hinrichs et al. (35) 1 1 1 1 0 1 1 1

Hoffkling et al. (36) 1 0 0 0 0 0 0 0

Kosenko et al. (37) na 0 1 na na na na na

Light et al. (38) 0 1 1 0 0 1 1 1

Loza et al. (39) 0 0 1 1 1 1 1 1

Maragh-Bass et al. (40) na 1 1 na na na na na

Melendez and Pinto (41) 1 1 1 0 0 1 1 1

McDowell et al. (6) 0 1 1 1 0 1 1 1

Poteat et al. (42) 1 1 1 1 1 1 1 1

Puckett et al. (43) 1 1 1 0 0 1 1 1

Radix et al. (44) 0 0 1 0 0 1 1 1

Reisner et al. (45) 0 0 1 1 0 1 1 1

Roller et al. (46) 1 0 1 0 1 1 1 1

Rosentel et al. (47) 1 1 1 1 0 1 1 1

Rowniak et al. (48) 1 1 1 1 0 1 1 1

Samuels et al. (49) 1 1 1 1 0 1 1 1

Sevelius et al. (50) 1 0 1 1 0 1 1 1

Sevelius et al. (51) 1 1 1 1 0 1 1 1

Singh et al. (52) 0 na 1 0 1 1 1 1

Wagner et al. (53) 1 0 1 0 0 1 1 1

Wilkerson et al. (54) 1 1 1 1 0 1 1 1

Wilson (55) 1 0 1 1 0 1 1 1

Xavier et al. (56) 1 0 1 1 0 1 1 1

NA totals 0 1 1 1 0 0 0 0

No totals 10 15 1 14 27 2 0 1

Yes totals 25 19 33 20 8 33 35 34

self-advocate, resilience amid adversity in life and in healthcare,
and willingness to grow from adversity.

To better understand the largest category of themes,
challenging experiences within the health system, we conducted
a second round of coding in which findings of each research
article were analyzed for mentions of major challenges—“Lack
of provider knowledge and sensitivity” and “Financial/insurance
barriers” and affiliated mentions of consequences (e.g.,
“Trickle-down effects). Code frequencies and overlaps were
used to draw connections between challenges and their effects.

Figure two articulates a theoretical model to conceptualize the
larger impact of TGNC people’s healthcare experiences (21).

Trickle-Down Effects: A Model for
Conceptualizing Larger Impact
Lack of Provider Knowledge and Sensitivity
Many qualitative findings captured the detriments of lack
of provider knowledge [e.g., (31, 36, 46, 53)]. Primary
data illustrated that providers lacking adequate training or
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awareness to provide gender-affirming healthcare resulted in
adverse healthcare experiences for TGNC patients. For instance,
practitioners often provided unnecessary probing, questioning,
or physical examinations as a result of their lack of knowledge.
Practitioners were often misinformed about a potential lack of
congruence between gender identity and biological anatomy,
which resulted in treatment that was overly invasive or not
medically necessary. Conversely, TGNC individuals frequently
reported the lack of medically necessary treatment as a result
of a lack of education on behalf of the medical provider. For
instance, healthcare providers would often neglect to perform
medically necessary cancer screenings, STI education and care,
or in extreme cases, emergency medical care for illness or injury.
Findings also indicated frequent harassment, misgendering, and
hostile responses, ranging from humiliating the TGNC patient,
refusing appropriate privacy, or asking the patient to leave
the facility.

Codes nested under the theme of “Lack of provider knowledge
and sensitivity” were most commonly associated with the trickle-
down effects of “Long-term lack of healthcare” and “Avoidable
injury, sickness, or death.” Primary qualitative data revealed that
the trickle-down effects of lacking provider knowledge resulted
in sustained, long-term lack of necessary physical healthcare,
either as a result of fear-based avoidance, or blatant refusal of
medically necessary, preventative healthcare [e.g., (23, 24, 27,
28, 35, 37, 40, 42, 43, 48, 50, 51, 56)]. Moreover, a lack of
appropriate medical care often resulted in reported avoidable
injury, illness, or in some circumstances, possible death of the
TGNC individual. For example, qualitative evidence highlighted
a range of severity, from infections resulting from emergency
care practitioners ignoring symptoms or refusing care [e.g., (26,
37, 54)], cancer emerging from a lack of preventative screening
[e.g., (31, 45)], or lack of life-saving treatments administered [e.g.,
(50, 51)]. Evidence suggested that benign ignorance about TGNC
healthcare needs can have severe, life threatening consequences
for TGNC patients.

Financial and Insurance Barriers
While there was some overlap with the sub-theme of “Lack
of provider knowledge,” this sub-theme was distinct in that
it highlighted more systemic financial and procedural barriers
faced by TGNC individuals within the healthcare system. From a
societal standpoint, gender affirming healthcare such as hormone
therapy and surgical procedures are often not covered by
insurance, and TGNC individuals are also significantly less likely
to have medical coverage (23, 42, 44, 56). This leaves cost
burden on the TGNC patient, resulting in debt and forces TGNC
people to choose between allocating limited financial resources to
either standard, preventative healthcare, or gender affirming care.
Additionally, financial burden also hinders the ability to attend
to prerequisite healthcare necessary for eligibility for gender
affirming care. Primary qualitative data consistently described
TGNC individuals that were unable to afford preliminary
healthcare appointments required for receiving hormone therapy
(43, 53), which sometimes led TGNC patients to seek and obtain
gender affirming treatments on the black market, and/or through
self-administered methods.

As a result, the trickle down effects of financial, insurance,
or procedural barriers were associated with a lack of long-
term healthcare and avoidable injury, illness, or possible death
[e.g., (23, 26, 34, 38, 41, 45, 54, 56)]. In addition to the
health risks of forced resource allocation choice or black market
procedures, primary qualitative data repeatedly highlighted that
TGNC individuals were more likely to turn to sex work in order
to afford healthcare.

Study Quality Summary
Tables 4–6 outline the results of the COREQ. Domain one
addressed research team and reflexivity with eight sub-domains.
Subdomains were evaluated aggregately to understand the
patterns of meeting criteria among qualitative studies of TGNC
people’s experience in health care. Thus, a perfect score for each
sub-domain was 35 because there are 35 studies and each study
received a point for addressing a domain. Average scores for each
sub-domain in domain one were outlined in Table 4. The average
score across all domain one sub-domain scores was 15.1. Several
sub-domains in domain one were not relevant for scoring. This
was true for online studies with no human interviewer for whom
to consider for reflexivity issues (e.g., interviewer identity and
characteristics, gender, experience/training, relationship with
or knowledge of participants). Domain scores ranged from
three studies to 21 studies receiving a check point for the
domains (see Table 4). Studies (20 or more out of 35) most
commonly identified interviewer identity; interviewer gender;
and participant knowledge of the interviewer, as their reasons
for doing the research. Studies also frequently identified the
credentials of the primary author of the study. Few studies have
determined if the interviewer established a relationship with
participants prior to the study (only three studies) and reported
characteristics about the interviewer (only six studies), such as
potential interviewer biases and assumptions.

Domain two addressed study design with 15 sub-domains.
Summary scores for each sub-domain are in Table 5. The average
score across all domain two scores was 21.6. Domain scores
ranged from two to 35 studies receiving a check point for
the domains. Nearly all (35/35) of the studies identified study
methodological orientation or theory, sampling strategy, sample
size, and sample description. Many studies (e.g., 20 or more)
reported the study duration and setting, method of recruiting
participants, description of an interview guide, and whether or
not interviews were recorded. Few studies described who refused
to participate or dropped out of the study (nine studies), who was
present besides researchers or participants in the interviews (nine
studies), if repeat interviews were carried out (seven studies) or
if transcripts were returned to participants for corrections or
comments (two studies).

Domain three addressed analysis and findings with nine sub-
domains. Average scores for each sub-domain are in Table 6. The
average score across all sub-domains was 26.3. Domain three
scores ranged from eight to 35 studies receiving check points for
the domains. Thirty or more studies described how they derived
themes from the data, presented results that were consistent
with their analyses, described major and minor themes, and
provided participant quotations. Only eight studies commented
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on allowing the participants the opportunity to give feedback on
the findings.

DISCUSSION

This scoping review summarized elements of studies addressing
TGNC people’s experiences of receiving physical health care and
identified directions for theory, research, and practice to explain
and address TGNC people’s health care experiences. Reviews to
date cover TGNC people’s experiences of mental health care and
limited aspects of physical health care. This review builds on and
expands those findings.

Stigma and Discrimination
White and Fontenot (4) found that although participants did
report welcoming mental health care environments, most also
experienced stigma and discrimination, which was worse for
racial/ethnic minority TGNC persons. Our findings indicated
that TGNC people face similar challenges in physical health
care, and in addition to the stigma, report that providers lack
competency, education, and ability to give patients referrals for
more complex physical needs like surgeries. Other recent reviews
on aspects of TGNC people’s physical health care experiences
included a focus on discrimination and stigma at the provider,
office, and medical system level (4, 18). Moreover, our findings
highlighted that the consequences of adverse health system
experiences are pervasive across the life span, and throughout all
domains of biological, psychological, and social health. Indirect
consequences resulting include lack of ongoing healthcare and
life-long avoidance and/or fear of the health system, sub-standard
health care that does not meet the health needs of the individual,
and in the worst case, avoidable injury or death.

TGNC people also reported lack of access to adequate
care, which reflects discrimination at the structural level. For
example, problems attaining employment, which could relate to
employment discrimination, can hurt health care options. Lack of
insurance coverage for services that TGNC people need—such as
reassignment surgeries—also reflects a larger system bias against
understanding these processes as necessary.

Resilience Amid Discrimination
Despite challenges, our findings also add an awareness of patient
identified areas of strengths. Studies in this review identified
the importance of positive influences like peer support, patient
autonomy, and patient-informed practices. Additionally, TGNC
patients are resilient, and willing to self-advocate if given
opportunities and skills. Such resiliency, if respected and built
upon by providers, could help TGNC people navigate the health
care system more successfully.

Provider Impact and Trickle-Down
Consequences of TGNC Care
The theoretical model produced (Figure 2) highlights extensive
thematic analysis for the purpose of presenting a conceptual
model to aid healthcare practitioners in comprehending the
severe consequences of adverse healthcare experiences for
TGNC individuals. This model highlights the life-long health

consequences of such experiences. By highlighting the trickle-
down challenges of TGNC patients, health practitioners have
the capacity to better understand the long-term effects of their
medical decisions and practices. In addition, health practitioners
can better conceptualize the impetus for obtaining appropriate
gender-affirming training and understanding the health needs of
TGNC patients.

Limitations of Existing TGNC Healthcare
Data
This review also highlighted several notable issues in the existing
body of qualitative work on TGNC people’s physical health
care experiences. On one hand, the amount of information
generated by qualitative studies was rich, detailed, and revealing.
On the other hand, study samples were limited demographically.
There were inconsistencies in how each research team defined
trans people which made it challenging to compare and collate
research results (58). Also, as trans research grows, and different
groups under the trans umbrella become more visible, it is
important to acknowledge the heterogeneity of trans people
and their needs. Recent research, for example, notes that
non-gender conforming groups report worse health outcomes
than those who identify as trans male or female (59–61).
Given that one of the strengths of qualitative research is to
explore in depth the experiences of specific groups of people,
studies differentiated by varied trans identities may be more
informative than studies that have a broad sample of all
TGNC identities.

Relatedly, studies addressed the experiences of a wide range
of ages. It was common for studies to include samples of “18
and older.” Different life phases bring different health challenges,
however. Research points toward distinct disparities and health
concerns for very young (62) and aging trans people (63), for
example. Future studies may be able to generate even more
useable results if they focus on specific life experiences, like youth,
adolescence, mid-life or older adulthood. Only three studies
focused on the experiences of African American TGNC people,
despite research that intersections of identity, such as ethnicity
and gender, matter, for an assessment of health care experiences
and outcomes (64).

Similarly, most of the studies in this review covered health
generally, a very broad topic. Specific studies were limited to
explorations of HIV or obstetric health care or the delivery of
veteran or emergency room services. Given the range of health
disparities experienced by trans people, an understanding of
broader experiences of physical care are needed.

Several studies used online surveys, which resulted in larger
samples. In other areas of research on sensitive topics, like
sexual behavior, for example, online surveys or mechanisms of
answering sensitive questions elicit higher reports of sensitive
risk behaviors (65). Limitations exist as well, such as the inability
to explore issues in depth with an interviewer. Online surveys are
necessary for the broad recruitment of TGNC samples but may
miss the nuances of regional experiences. Additional research
should investigate the pros and cons of online surveys verses
local interviews.
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FIGURE 2 | Trickle-down effects: a model for conceptualizing larger impact.

The most common methods used in the studies were
individual or group interviews. Although these methods are
valuable, there may be a place for additional methods, like
ethnography or visual methods in this field, to supplement
existing research with observations of doctor visits to assist in
the description of the health care experience. These methods may
add depth to existing studies.

Relatedly, the review identified only one community based
participatory research (CBPR) study (66). CBPR is a partnership
approach to research in which researchers and communities work
together to define research problems, determine how to study
them, and translate results into action. Given the success of
CBPR in conducting collaborative research and disseminating
collaborative results with marginalized communities (66, 67),
CBPR qualitative studies may be a helpful addition to this field
of work and may further drive research questions and answer
to solutions. The studies in this review predominantly used
theme analysis, which was a beneficial tool in identifying patterns
in data. As the field of TGNC health grows, moving beyond
identification of patterns to more complex forms of analysis, like
theory generation, will help move the field forward (20).

Study Limitations
Our review was subject to several limitations. Although
systematic, it was possible that we excluded articles despite our

library search. The COREQ is a valuable instrument to assess the
quality of qualitative work (19). In the context of this analysis,
however, limitations did exist. Domain 1, regarding the research
team, assumes an in-person interaction, not an online survey.
Given the rising popularity of on-line qualitative instruments,
challenges arise when using the COREQ. The gender item under
reflexivity was stated as a binary (e.g., was the researcher male
or female) which was not always relevant to our studies. Some
of the other topics were uncommon in our studies all-together.
For example, the presence of non-participants in an interview
setting and conducting repeating interviews (domain 2) were not
entirely clear and were frequently not reported. The first three
items in domain 3 (e.g., weremajor themes presented clearly?) are
widely open to interpretation, unlike many of the other specific
elements of the instrument. In addition, we limited the review to
U.S. based studies. The review does not capture the experience of
TGNC in developing and/or countries outside of the U.S.

Those limitations notwithstanding, this was the first study,
to our knowledge to evaluate qualitative trans studies using the
COREQ, which offered important patterns for attention in future
research. The least commonly reported items in domain one
were the characteristics of the interviewer and the interviewer
relationship with the participant. Excluding limiting measures
listed above, least commonly reported items in domain two were
data saturation and information about the people who refused
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participation in the study. In domain three, participant checking
was least reported.

Future Research Directions
Our analysis also identifies important areas for future study and
action regarding the physical health care experiences of TGNC
people. The experiences of diverse TGNC including gender,
age, ethnic and other diverse aspects of identity—and diverse
health care experiences, and resiliency, are in need of further
study. These strategies are particularly important for qualitative
research that explore subpopulations in great detail. Methods
beyond interview and focus group alone, such as ethnography,
visual methods, or participatory approaches may add to current
qualitative findings. Going beyond capturing themes to building
theory will be critical. Measures beyond the COREQ, to capture
the growing field of online interviewing, will assist with building
the field.

Future Practice Directions
Our findings reveal the need for change in the physical
health care system, as the health consequences for transgender

individuals are severe and perpetuate life-long health disparities.
For the purpose of informing health professionals about the
severity of stigma, discrimination, and challenges within the
health environment for TGNC individuals, findings from our
analysis were used to develop a theoretical model of trickle-
down effects of adverse experiences (21). This model synthesizes
salient themes and connects challenges identified within this
qualitative scoping review to latent trickle-down effects of
adverse experiences (see Figure 2). This model was intended to
accompany findings reported in this study, while also translating
research findings directly to practice.
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